NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
AGENDA
Formal Governing Body Meeting to be held in Public on Thursday 15th November at 9.00am
Rooms A&B, 1829 Building, Countess of Chester Health Park, Liverpool Road, Chester, CH2 1HJ
The Open Forum item is a 15 minute opportunity for the public to ask the Governing Body questions.

Item

Time

Agenda Item

Action

Presenter

9.00am

Welcome, Open Forum
and Chairs Opening
Remarks

Dr Huw Charles-Jones
GP Chair

A

9.15am

Apologies for Absence

Dr Huw Charles-Jones
GP Chair

B

9.20am

Declarations of Interests in
agenda items

Dr Huw Charles-Jones
GP Chair

C

9.25am

Minutes of last meeting held
on 20th September 2012

D

9.30am

DR

Matters arising from the
previous Governing Body
Meeting

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

CLINICAL PRIORITIES & PLANNING
WCCCGGB/12/11/80 9.40am

Clinical Commissioning
Priority Update - Diabetes

D

Dr Laura Millard
De Catherine Wall

WCCCGGB/12/11/81 10.00am

Clinical Commissioning
Priority Update - Dementia

D

Dr Steve Pomfret
Dr James Davies

WCCCGGB/12/11/82 10.20am

Altogether Better for West
Cheshire

DR

Alison Lee

WCCCGGB/12/11/83 10.50am

Quality Improvement Report

D

Dr Andy McAlavey
& Paula Wedd

WCCCGGB/12/11/84 11.05am

Finance, Contracting and
Performance Report

D

Gareth James
& Rob Nolan

WCCCGGB/12/11/85 11.20am

Chief Officer (Designate)
Business Report

D

Alison Lee

BREAK

10.40am

BUSINESS REPORTS

Item

Time

Agenda Item

Action

Presenter

GOVERNANCE AND OTHER REPORTS
WCCCGGB/12/11/86 11.35am

Clinical Commissioning
Group Policies and
Governance Documents Information Governance
Policy

DR

Gareth James

WCCCGGB/12/11/87 11.45am

Governing Body SubCommittees Annual
Reports:

I

Alison Lee

• Clinical Senate
• Commissioning Delivery Committee
• Quality Improvement Committee
• Joint Commissioning Committee

CONSENT ITEMS
WCCCGGB/12/11/88 11.50am

Minutes of Governing Body
Sub-Committees

Alison Lee
I

OTHER BUSINESS
11.55am

Any Other Business**

Dr Huw Charles-Jones
GP Chair

Date and Time of Next Meeting – Thursday 17th January 2012 at 9.00am.
Tarvin Community Centre, Meadow Close, Off Croft Fields, Tarvin, Chester, CH3 8LY

I – Information

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 Clinical Commissioning Group
Formal Governing Body Meeting
Thursday 20th September 2012, 9.00am at West Cheshire College,
Ellesmere Port Campus
Present:
Dr Huw Charles-Jones
Dr Andy McAlavey
Ms Alison Lee
Mr Gareth James
Ms Chris Hannah
Mr David Gilburt
Ms Pam Smith
Mr Mike Zeiderman
Dr Jeremy Perkins
Dr Steve Pomfret
Dr Laura Millard

Chair
Medical Director
Chief Officer (Designate)
Chief Finance Officer (Designate)
Lay Member (Governance)
Lay Member (Finance and Audit)
Lay Member (Patient and Public Involvement)
Clinical Lead Secondary Care Doctor
GP Representative Ellesmere Port and Neston
GP Representative Rural
GP Representative City

In Attendance:
Ms Christine France
Ms Paula Wedd
Mr Rob Nolan
Ms Laura Marsh
Ms Sally Pritchard
Ms Clare Dooley
12/09
A

PA (Minute Secretary)
Head of Quality
Head of Contracts and Performance
Head of Delivery
Patient and Public Engagement Manager
Private Office Manager
Action

CHAIRS OPENING REMARKS
The Chair welcomed everyone to the meeting and made reference to the
road-works close to West Cheshire College (which were unexpected/not
advised beforehand). This disruption had resulted in the delay of a
member of the team, hence the Governing Body members did not have
their usual nameplates in front of them at the meeting. The Governing
Body members therefore introduced themselves to the meeting.
The Chair welcomed Pam Smith and David Gilburt, newly appointed Lay
Members to their first formal Governing Body meeting. The Chair invited
Rob Nolan, Head of Contracts and Performance; Paula Wedd, Head of
Quality Improvement; and Laura Marsh, Head of Delivery, to join the
Governing Body members at the table for the meeting.

th
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Action

12/09
The Chair advised that the meeting is held in public, but not a public
meeting. As such there would be no opportunity for questions or
comments once the meeting commenced. The Chair asked if members of
the public had any questions prior to the meeting. No questions were
received.
The Chair informed the meeting that the panel site visit for the Clinical
Commissioning Group's authorisation had taken place the previous day
(19th September 2012). A successful outcome from the process had
been achieved, in that none of 119 essential criteria were outstanding to
be qualified. A moderation process will now take place, however it is
anticipated the position achieved at the panel site visit would be confirmed
and the Clinical Commissioning Group will therefore be authorised without
conditions in due course. The Chair thanked all Members and staff on
behalf of the Governing Body for their considerable work during the
process and congratulated them all for their achievements. Both the Chair
and Chief Officer (Designate) reflected that there are challenges ahead for
the Clinical Commissioning Group, however they felt assured, from the
rigorous authorisation process, that the Members and staff will be able to
manage these challenges well.
The Chair reported that the Rt Hon Andrew Lansley CBE MP, former
Secretary of State for Health had visited the Clinical Commissioning
Group in August 2012 (whilst he was Secretary of State). He met with
Governing Body Members and senior management team from the Clinical
Commissioning Group; met staff and patients from the Hospital@Home
service and facilitated a discussion group of local health and care leaders
on the NHS mandate.
The Chair's final opening comment was to advise that both he and the
Chief Officer (Designate) have been panel members on other Clinical
Commissioning Groups' authorisation assessments (nationally), and hope
to participate in future panels in waves 2, 3 and 4.
B

APOLOGIES FOR ABSENCE
Apologies were received from Ms Sheila Dilks.

C

DECLARATIONS OF MEMBER’S INTERESTS
An updated Register of Interests for Governing Body Members was
provided with the papers for the meeting and is available on the Clinical
Commissioning Group's website. Any amendments should be advised to
Clare Dooley, Private Office Manager as they are arise.
The Governing Body:
a) noted the updated register of interests and confirmed its accuracy;
b) noted that the register will be published on the group’s website;
c) will ensure that they notify Clare Dooley of any changes in their
interests as soon as they occur and no later than 28 days after a change
in their interests.
th
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D

MINUTES FROM THE MEETING HELD ON 19th JULY 2012
The minutes from the meeting held on 19th July 2012 were agreed as an
accurate record of the meeting’ proceedings with the correction of:
•
•

the first bullet on the first page of the minutes the date of the panel
visit should read 19th September not 9th;
Mike Zeiderman to be added to the “present” list

Matters Arising/Actions
There were no matters arising.
All actions arising from previous meetings were confirmed as complete
with the exception of the following:

68

•

Jeremy Perkins informed the Governing Body that the thyroid
cancer deaths were grouped incorrectly with “cancers of other
endocrine glands, malignant neoplasms of ill-defined, secondary
and unspecified sites, and malignant neoplasms of independent
(primary) multiple sites”. The total number of deaths due to
malignant neoplasms of thyroid and other endocrine glands was in
fact 2 rather than 73;

•

Sheila Dilks’ action from the July Governing Body meeting, the
requirements for cancer services to be incorporated into
discussions on community nursing and the public health aspect of
Alison Lee
district nursing, will be raised by Alison at the workshop taking
place with Cheshire and Wirral Partnership NHS Foundation Trust
taking place on 11th October 2012;

•

Rob Nolan will update the Governing Body on the outcomes of the
outpatients activity in agenda item 73 of today’s meeting.

CLINICAL COMMISSIONING PRIORITY UPDATE – HEART DISEASE
Jeremy Perkins, the Governing Body sponsor for heart disease introduced
Dr Lesley Appleton, clinical lead for heart disease. Lesley highlighted the
following points from the paper provided to the Governing Body:
•
•
•
•
•

The Commissioning Delivery Committee have approved a business
case to develop a heart failure pathway in line with NICE guidance;
N-terminal pro b-type natriuretic peptide (NTproBNP) testing in
primary care was initiated in April 2012;
Two week specialist assessment for echocardiogram was launched
in July 2012;
A service specification has been developed to include patients with
heart failure anticipating a start date of January 2013;
An outline business case for a cardiology one stop shop will be
discussed by the Commissioning Delivery Committee in October
2012;
th
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•
•

Hypertension - using innovation funding 24 hour blood pressure
monitoring equipment for all 37 practices has been purchased;
Plans are moving forward on the stroke care pathway, a number of
proposed next steps are detailed in the paper provided to the
Governing Body

In response to questions from Gareth James, Andy McAlavey, Mike
Zeiderman and Alison Lee, Lesley confirmed:
•

there is evidence that long term savings will be made following an
initial rise in costs due to testing more people;

•

a new form has been produced for referral for echocardiograms
meaning that patients who have not had N-terminal pro b-type
natriuretic peptide testing will not be accepted for an
echocardiogram;

•

patients with chest pain will not be included in the cardiology one
stop shop as an established pathway is already in place for these
patients;

•

the recent focus for heart disease programmes has been on
secondary care and we will now move to look at primary prevention
including working with public health to engage with men in deprived
areas, and to increase attendance for health checks.

The Governing Body:
a) noted the scope of current work around heart disease and
stroke services;
b) supported the details contained in the implementation plan
and noted the timescales involved.
69

SAFEGUARDING ADULTS ANNUAL REPORT
Alison Lee introduced Geoffrey Appleton, Independent Chair of Cheshire
West and Chester Adult Safeguarding Board to the Governing Body.
It was noted that the Adult Safeguarding Board has become an executive
board which is underpinned by operational sub-groups who both work on
behalf of the Board in delivering its work plan as well as alerting the Board
to any issues or concerns that the Board need to be aware of. The Board
are working with the Local Involvement Network (LINKs) to ascertain what
the main safeguarding issues are. Geoffrey informed the Governing Body
that GPs have a key role to play in this process.
Work will continue over the next year with Health Watch looking at spot
checks on nursing homes. The Clinical Commissioning Group have jointly
funded a nurse practitioner to work with the adult safeguarding team.

th
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Alison Lee is a member of the Adult Safeguarding Board and has
shadowed Geoffrey on a North West footprint. This includes involvement
in local shadowing work, including making a safeguarding referral herself
and Alison was reassured to find that it was a simple procedure to follow.
In response to questions from Andy McAlavey, Laura Millard, Pam Smith
and Mike Zeiderman Geoffrey confirmed:
•

The Delivering Dignity Report from the Commissioning on Dignity in
Care for Older People has given some assurance to the Safeguarding
Board, although Geoffrey would prefer to see further evidence such
as two professionals from different agencies reporting on visits to care
homes;

•

More work is required on awareness training for adult safeguarding as
GPs and Community Matrons may experience some immunity to what
they are seeing at times;

•

Work with Health Watch will include talking to relatives of patients in
care homes;

•

Once the nurse practitioner is in post they will be the link between the
continuing healthcare team and the hospital and care homes. They
will also be able to case manage any issues concerning individual
patients.

The Governing Body noted the report and thanked Geoffrey for his
leadership on safeguarding and for attending the meeting.
70

INTEGRATED STRATEGIC NEEDS ASSESSMENT UPDATE
Alison Lee introduced Tony Sharples, Public Health Specialist, to the
Governing Body. Tony highlighted the following issues from the report
provided to the Governing Body:
•

The aim of the integrated strategic needs assessment update is to
move from a more traditional one agency view of the health needs
of our population to a wider partner view;

•

The Shadow Health and Wellbeing board have recommended that
the assessment is based around the altogether well programme

•

The Data Observatory Research and Intelligence Collaborative
(DORIC) for Cheshire, Halton and Warrington aims to provide
information and intelligence about our local population and
communities. The DORIC website is a data observatory that has
the potential ability to hold both summary intelligence and data
sets;

•

The final phase of the public health work programme scheduled for
winter 2012/13 will focus on the priority areas for the Clinical
Commissioning Group;
th
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•

The public health team is developing a memorandum of
understanding with the Clinical Commissioning Group and the
development of an associated annual work plan will shape future
requirements relating to the integrated strategic needs assessment.
A final agreement on the memorandum of understanding regarding
public health advice will need to be made by March 2013.

In response to questions from Gareth James, David Gilburt, and Huw
Charles-Jones, Tony confirmed:
•

The annual status review is expected to be ready by the end of
September 2012.
The review is prepared by the Cheshire
Warrington and Wirral Commissioning Support Unit and Laura
Marsh is meeting with them today to discuss the review and will Laura Marsh
update the Governing Body at the next meeting;

•

Information on alcohol is included in appendix B of the paper
provided to the Governing Body and the recommendations included
have been discussed at the Shadow Health and Wellbeing Board;

•

Issues around the use of the Data Observatory Research and
Intelligence Collaborative have been raised and it is hoped to
simplify access by using a desktop icon which will direct the user
directly to the data.

The Governing Body noted the contents of this report and supported
the approach being taken to develop the Integrated Strategic Needs
Assessment for Cheshire West and Chester.
71

ALTOGETHER BETTER – AGEING WELL PROGRAMME
Alison Lee informed the Governing Body that we are part way through an
ambitious project working with local partners to redesign public services to
“deliver better for less”. One area of particular interest for health is the
Ageing Well programme as one of our biggest challenges as an
organisation is how we deal with increasing numbers of frail elderly
people. The prime objective of the programme is to reduce the numbers
of elderly people being admitted to hospital on an unplanned basis.
The paper provided to the Governing Body today is “high level” requesting
the Governing Body to buy into the concept of what the Ageing Well
programme is trying to achieve. The programme is led by a core
leadership group and both Alison and Huw Charles-Jones are
representatives on this group.
The leadership group has no authority for decision making, therefore any
decisions about commissioning changes or changes to pathways would
need to be formally provided for consideration to the clinical
commissioning group’s Governing Body.
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Alison asked the Governing Body to consider whether or not they agree
with the direction of travel as set out in the “heads of terms” as this would
involve some very detailed work to be undertaken to develop a plan.
In response to questions from Pam Smith and Chris Hannah, Alison
confirmed:
•

there is ambition within the programme to build skills within the
local community which will assist with low level changes;

•

we are one of four pilot sites for the Whole Place Community
Budget programme and it is anticipated that potential political
blocks against planned change will be tested. We need to consider
how, as a new organisation we become an equal partner with a
well- established Local Authority

The Governing Body agreed to the “Heads of Terms” for the Ageing
Well Programme.
72

QUALITY IMPROVEMENT REPORT
Andy McAlavey introduced Paula Wedd, Head of Quality Improvement to
the Governing Body. Paula highlighted the following issues from the
report provided to the Governing Body:
•

We have some assurance in the quarter one figures for pressure
ulcers as reported by the Countess of Chester Hospital NHS
Foundation Trust.
A significant amount of work has been
undertaken by the hospital, in that for every patient with diagnosed
with an ulcer the relevant ward manager attends a meeting with the
director of nursing. The reduction in quarter one as compared to
the same quarter last year is significant;

•

The Commission on Dignity in Care for Older People has published
its national report “Delivering Dignity” and a link to the report has
been included in the paper provided to the Governing Body. The
report contains 37 recommendations and Paula has worked
through these recommendations with three providers to identify
examples of good practice and any areas where they could develop
best practice. We will now work with the Local Authority to
progress the recommendations of this report with nursing homes;

•

NHS Cheshire, Warrington and Wirral (Primary Care Trust Cluster)
have submitted a plan to the Strategic Health Authority of their
intended approach to handover quality matters to successor
organisations. Paula has prepared draft quality profiles for the
meetings with the Countess of Chester Hospital NHS Foundation
Trust, Cheshire and Wirral Partnership NHS Foundation Trust,
Nuffield Health and Partners4Health to be included in this report.
The Clinical Commissioning Group will need to receive and adopt
the legacy quality handover documents formally at the Governing
Body meeting in March 2013.
th
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Paula Wedd

•

Paula has undertaken two service visits. The first with Steve
Pomfret to the elderly mental health unit at Cheshire and Wirral
Partnership NHS Foundation Trust and the second with Andy
McAlavey to the Accident and Emergency department, urgent care
unit and an orthopaedic ward at the Countess of Chester Hospital
NHS Foundation Trust.

•

The Countess of Chester Hospital NHS Foundation Trust has been
advised that they are not performing as well as expected in relation
to the numbers of staff attending safeguarding children training.
They have fallen below the levels required in the contract for three
consecutive months. There is an action plan in place to rectify this
position and the levels are being monitored monthly at our quality
and performance meeting with the Trust.

The Governing Body:
a)

noted the information provided about the Serious Incidents
reported in June and July 2012 onto the Strategic Executive
Information System;
approved our approach in response to the publication of the
national report on the Dignity of Care for Older People;
noted the assurance provided through regular visits to service
areas and current exceptions identified through the quality and
performance meetings with Hospital Trusts;
noted the progress we are making in our strategic approach to
engagement, experience and communications;
noted the assurance provided in our work towards the guiding
principle of “No Decision about Me without me”.

b)
c)

d)
e)

73

FINANCE, CONTRACTING AND PERFORMANCE REPORT
Gareth James advised the Governing Body that the paper provided for the
meeting reports on finance and contracting performance to the end of July
2012 and performance against other targets to the end of June 2012.
The format of the report has been reviewed and updated to reflect
previous discussions at the Governing Body meetings. Performance is
now grouped into the following four headings:
•
•
•
•

financial and contracting performance;
the patient experience;
access to emergency services;
other areas of concern.

The report has been discussed in detail at the Clinical Commissioning
Group’s commissioning delivery committee.

th
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At the end of July 2012 the Clinical Commissioning Group is underspent
by £678k and on course to deliver a year-end surplus of £2.033 million.
This position will be achieved following the use of the £4 million
contingency that was set aside in the 2012/13 financial plan. The majority
of Quality, Innovation, Productivity and Prevention (QIPP) savings are
planned to deliver during the second half of the financial year. It is
imperative that at least £2 million of these savings are delivered during the
year with the remainder being delivered on a recurrent basis.
The majority of delegated budgets continue to perform well. However, at
the end of July 2012 there is a significant pressure against secondary care
contracts; in particular the Countess of Chester Hospital NHS Foundation
Trust and Wirral University Teaching Hospital NHS Foundation Trust.
The Countess of Chester Hospital NHS Foundation Trust and Clinical
Commissioning Group have completed a joint piece of work to understand
the reasons for the growth in outpatient referrals. The dataset shows a 9%
growth in first outpatients, primarily due to a 22% growth in Consultant to
Consultant in several specialties including Ophthalmology, General
Surgery and Vascular Surgery; and 10% growth in GP referrals for
Vascular Surgery and General Surgery. The dataset now needs to be
shared at the GP Locality Networks and then reported to individual
practices for comment.
Rob Nolan confirmed that the Countess of Chester Hospital NHS
Foundation Trust has been asked to comment on the growth in Consultant
to Consultant referrals, and specifically for Ophthalmology the local
Ophthalmic Advisor has been asked for comments.
Jeremy Perkins was concerned about the Wirral Acute performance which
is primarily over performing in urgent admissions. Rob confirmed that the
reasons for the over spend are being investigated and will be reported Rob Nolan
back.
Chris Hannah asked what the implications would be from using the
reserve this year. Gareth confirmed the sum set aside was for the nondelivery of quality, innovation, productivity and prevention, however, if the
Gareth James
current trend continues it will become unaffordable. This is to be
discussed at the Commissioning Delivery Committee.
The Governing Body noted performance against the agreed
indicators at the end of June 2012 (July 2012 for finance and
contracting) and agreed the appropriateness of the actions that are
being taken to address areas of concern. The Governing Body
approved the revised format of the combined performance report.
74

IMPROVING QUALITY IN GENERAL PRACTICE
Andy McAlavey informed the Governing Body that the report provided on
developing a quality dashboard is an update to the report presented at the
Governing Body meeting in May.
th
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Following presentation of the dashboard to the Health and Wellbeing
Scrutiny Committee in August 2012 the committee commented that the
format and language in the initial draft of the dashboard was complex and
difficult for the public and patients to understand. The dashboard has now
been simplified and further developed with input from West Cheshire
Patients Panel, West Cheshire Practice Managers Network and the GP
Quality Group.
Andy confirmed that the dashboard is discussed at the three locality
network meetings.
The Governing Body:
a)

noted that work has commenced to develop a simplified
version of the aggregated quality dashboard, which will be
made available on the West Cheshire Clinical Commissioning
Group’s website;
noted the current levels of achievement against the quality
indicators by the general practices in West Cheshire Clinical
Commissioning Group and the aggregated locality levels of
achievement;
noted that the GP Quality Dashboard presented to the
Governing Body in January 2013 provides an update of
achievement against the indicators.

b)

c)

75

CHIEF OFFICER (DESIGNATE) BUSINESS REPORT
Alison Lee advised that the Chief Officer (Designate) business report
included:
•

a summary update on the Clinical Commissioning Group’s
authorisation process including feedback from the desk top review;

•

recommendations from a review which has been undertaken by the
Transformational Delivery Lead on the Clinical Senate whilst in
recess during July and August 2012;

•

an update on the alcohol services workstream following the report
to the Governing Body in July 2012;

•

information on winter planning arrangements.

Alison and Huw expressed concern in relation to NHS 111, in particular
the potential uncertainty and significant risk of the transition from one
service to another. They also noted risks around staffing and the
uncertainty of the impact on increases in demand for home visits or
increased numbers of patients using Accident and Emergency services.
The implementation date for NHS 111 is 21st March 2013 therefore it will
be necessary to have contingency plans in place for Easter 2013.
The Governing Body noted the contents of the report.
th
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76

UPDATE ON CLINICAL COMMISSIONING GROUP’S DELIVERY PLAN
Alison Lee introduced Laura Marsh, Head of Delivery, and advised that
Laura was attending the meeting today to give the Governing Body some
assurance on the projects that are going well.
Laura highlighted the following points from the paper:
•

work is underway to review the delivery plan with the management
leads and where possible the clinical lead looking at each
programme to understand how the projects have been articulated
and whether they will achieve their outcomes both financial and for
quality within their timeframes;

•

mental health – additional capacity has been secured to enhance
the delivery of this programme. It is anticipated that the rapid
access, interface and discharge savings will not be made in the
current financial year;

•

Cancer - progress had been delayed due to the lack of an assigned
management lead this has now been resolved. We are working with
the support of Cheshire & Merseyside Cancer Network to develop
and progress this project in the current financial year;

•

Episodic care – there are some delays in ophthalmology where a
review of the decision to redesign rather than procure has resulted in
a delay.
A meeting is scheduled today with ophthalmology
colleagues to progress this project.

•

Agreement was made at the last meeting of the Commissioning
Delivery Committee for projects on respiratory and outpatients.

•

The appendix of the report shows a piece of work commissioned
from the Cheshire, Warrington and Wirral Commissioning Support
Unit to develop an outcomes framework for the Clinical
Commissioning Group. This is to provide the Governing Body with
an overview of the key outcomes that we will measure in each of our
programmes.

In response to questions from Chris Hannah and Jeremy Perkins, Laura
confirmed:
•

any schemes which commence now will not have an impact this year
but they could have a recurrent impact which would start to report by
the end of the current financial year.

•

the current work is underway to refresh the Clinical Commissioning
Group’s strategy and develop the planning cycle looking ahead for a
further two or three years where possible, i.e. for “Year of Care”.
Judgement will be taken at the December informal Governing Body
meeting when the planning cycle has been completed.
th
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The Governing Body noted the progress against the programmes
identified in the 2012-13 Delivery Plan. The Commissioning Delivery Laura Marsh
Committee have been delegated to identify areas to be explored to
fund the gap in the delivery plan. The first draft of the 2013/14
delivery plan will be discussed at the informal Governing Body
meeting in December.
77

FINANCIAL MANAGEMENT FRAMEWORK
Gareth James informed the Governing Body that the NHS Commissioning
Board had developed helpful guidance to support Clinical Commissioning
Groups to ensure their financial governance arrangements are in place
prior to April 2013.
This guidance has been used to update the Governing Body on progress
to date and key actions required before April 2013.
Jeremy Perkins asked for clarity about the populations used to calculate
Clinical Commissioning Group running cost allowances. Gareth explained
that the West Cheshire Clinical Commissioning Group running cost
allowance was lower than expected as it did not include patients residing
in Wales and registered with a GP in Wales. This matter has been taken
up with the NHS Commissioning Board and we are awaiting a response Gareth James
from Dame Barbara Hakin.
David Gilburt commented that he felt reassured that the Governing Body
have spent a good proportion of time at the meeting today discussing
clinical issues and we can only do this whilst we have this financial
management framework in place.
The Governing Body noted:
a) the progress made to ensure that arrangements are in place for
the Clinical Commissioning Group to manage its resources in a
safe and efficient manner, and;
b) the actions required prior to 31 March 2013.

78

CLINICAL COMMISSIONING GROUP POLICIES AND GOVERNANCE
DOCUMENTS SCHEDULE
Gareth James informed the Governing Body that the report provides an
overview of the development and ratification process for the Clinical
Commissioning Group formal policies and governance documents.
All the policies detailed on the list provided at Appendix A will require
endorsement by the governing body before March 2013. It was deemed
important to develop and authorise the policies for safeguarding for both
children and adults first and as such these are provided at Appendix B and
C.

th

Minutes of the Clinical Commissioning Group Governing Body meeting held on 20 September 2012
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

12

The Governing Body noted the progress in developing formal
policies and governance documents, through the schedule/plan
provided at Appendix A, to underpin the Constitution and
approved/ratified the Safeguarding policies appended to the report.
79

MINUTES OF GOVERNING BODY SUB-COMMITTEES
The Governing Body noted the decisions made on their behalf and
endorsed them.
ANY OTHER BUSINESS
Huw Charles-Jones informed the Governing Body of the sad death of Niru
Goenka, Consultant Diabetologist from the Countess of Chester Hospital
NHS Foundation Trust. Huw commented how Niru embraced our vision
as a Clinical Commissioning Group for a changed NHS and how he would
be a huge loss to us all as a friend and colleague. Huw expressed his
sincere sympathies to Niru’s family on behalf of the Governing Body.
DATE AND TIME OF NEXT MEETING
Thursday 15th November 2012, 9.00am, Rooms A&B, 1829 Building,
Countess of Chester Health Park, Liverpool Road, Chester, CH2 1HJ
Minutes received by:
(Chairman)
Dated:
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West Cheshire Clinical Commissioning Group Governing Body
Action List
Meeting Held on 19th July 2012
Owner
Jeremy Perkins

Due Date
17/01/13

Action
The requirements for cancer services to be incorporated into discussions on community
nursing and the public health aspect of district nursing to be raised with Cheshire and
Wirral Partnership NHS Foundation Trust at the workshop taking place on 11th October
2012.

Owner
Alison Lee

Due Date
15/11/12

Page 6 70

An update to be provided to the Governing Body at the November meeting on the
annual status review prepared by the Cheshire Warrington and Commissioning Support
Unit.

Laura Marsh

15/11/12

Page 9 73

An update on the investigation on the over-spend on the Wirral Acute contract.

Rob Nolan

15/11/12

Page 9 73

The non-delivery of quality, innovation, productivity and prevention in 2012/13 to be Gareth James
discussed at the Commissioning Delivery Committee.

15/11/12

Page 12 77

Follow up anticipated response from Barbara Hakin on running costs.

15/11/12

Page 4 61

Action
Future reports on cancer to:
- include more detail on community/patient engagement
- reflect the clinical commissioning group’s prevention work
- show the source of information contained within the report

Meeting Held on 20th September 2012
Page 3 D

th

Minutes of the Clinical Commissioning Group Board meeting held on 20 September 2012
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012
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GOVERNING BODY REPORT
DATE OF GOVERNING
BODY MEETING:

15th November 2012

TITLE OF REPORT:

Clinical Commissioning Priority Update - Diabetes

KEY MESSAGES:

Diabetes is one of the Clinical Commissioning
Group’s 6 key priority areas.
A paper was presented to the Governing Body in
May 2012 which outlined the national and local
picture in relation to diabetes management and
suggesting workstreams to improve outcomes in
Western Cheshire.
This paper gives an update on the diabetes
workstreams in the delivery plan.

REPORT PREPARED BY:

Jenny Dodd
Strategic Development Manager
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP GOVERNING BODY
CLINICAL COMMISSIONING PRIORITY UPDATE - DIABETES
PURPOSE
1.

To update the Governing Body on the national picture in relation to
commissioning effective diabetes care and current work being undertaken
within West Cheshire. This is a further update to the report which came to the
Governing Body in May 2012.

ACTIONS
2.

The Governing Body is asked to note the scope of work around diabetes and
support the recommendations and desired outcomes from this report.

COMMISSIONING EFFECTIVE DIABETES CARE: THE NATIONAL CHALLENGE
The Department of Health Public Accounts Committee
3.

The Department of Health Public Accounts Committee recently received a
report on the management of adult diabetes services in the NHS. In summary
this report described:
•

In 2009-10, there were 2.3 million adults diagnosed with diabetes in
England and a further 800,000 people suffering from diabetes who
remained undiagnosed. The percentage of the population diagnosed with
diabetes doubled between 1994 and 2009 and is continuing to increase.
The Department of Health (the Department) projects that the number of
people with diabetes (diagnosed and undiagnosed) will rise from 3.1
million to 3.8 million by 2020. The National Audit Office estimates that, in
2009-10, NHS spending on diabetes services in England was at least £3.9
billion, although this figure is likely to be an underestimate. The projected
increase in the diabetic population could have a significant impact on NHS
resources;

•

Too many people with diabetes are developing complications because
they are not receiving the straightforward care and support they need,
either through access to high quality care from appropriately trained NHS
professionals or through effective training and support for patients so that
they manage their condition. Most alarmingly, the Department estimates
that 24,000 people with diabetes die prematurely each year because their
diabetes has not been managed effectively.

•

An estimated 80% of the costs of diabetes in the NHS are attributable to
the treatment and management of avoidable diabetic complications.
Unless diabetes care improves significantly the NHS will continue to incur
ever-increasing costs as the number of people with the disease rises and
individuals will continue to die prematurely;
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4.

•

In 2001, the Department of Health published the National Service
Framework for Diabetes. The Framework set out clear minimum standards
for what constitutes good diabetes care, including nine basic care
processes which check for the early signs of avoidable diabetic
complications, such as blindness and kidney disease. The Department of
Health also set treatment targets for the management of blood glucose,
blood pressure and cholesterol to minimise the risk of diabetic
complications developing. Local NHS organisations determine locally how
best to deliver diabetes services. The expected levels of care outlined in
the national Framework were reinforced in 2011 by a National Institute for
Health and Clinical Excellence (NICE) 'Quality Standard' for diabetes in
adults.

•

Although there is consensus about what needs to be done for people with
diabetes, progress in delivering the recommended standards of care and
in achieving treatment targets has been depressingly poor. There is no
strong national leadership, no effective accountability arrangements for
commissioners, and no appropriate performance incentives for providers.
We have seen no evidence that the Department of Health will ensure that
these issues are addressed effectively in the new NHS structure. Failure
by it to do so will lead to higher costs to the NHS as well as less than
adequate support for people with diabetes;

•

The improvements in diabetes services since the publication of the
Framework have not been as great as we would have expected given that
the Department of Health set clear and clinically agreed standards 11
years ago and has had information showing that the NHS has not been
delivering the expected standards of care for a number of years. Variation
in the level of progress across the NHS also means that there is an
unacceptable "postcode lottery" of care, whereby the quality of diabetes
care varies dramatically across the NHS;

On the basis of a Report by the Comptroller and Auditor General, the Public
Accounts Committee took evidence from expert witnesses and the
Department of Health about the management of adult diabetes services in the
NHS. The conclusions and recommendations are:
a) NHS accountability structures have failed to hold commissioners of
diabetes services to account for poor performance.
When NHS Diabetes offered assistance to the 20 worst performing
primary care trusts only 3 trusts took up the offer.
Most primary care trusts delivered the nine care processes to more
diabetic patients between 2006-07 and 2009-10 but the extent of
improvement was highly variable and the performance in 11 primary care
trusts got worse. The Department of Health should set out how the NHS
will deliver improvements specifically in diabetes care under the new
accountability arrangements, setting out under what circumstances and
how the NHS Commissioning Board will intervene.

Clinical Commissioning Priority Update - Diabetes
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

2

AGENDA ITEM NO: WCCCGGB/12/11/80

b) Only half of people with diabetes receive all the basic tests to
monitor their condition.
There is very broad consensus around the importance of the basic tests in
monitoring treatable risks for diabetic complications yet improvements in
the percentage of people with diabetes receiving the nine tests have been
lower than expected, increasing from 36% in 2006-07 to 49% in 2009-10.
The Department of Health should aim to achieve universal coverage and
urgently set out clear outcomes it would expect to achieve by 2014/15 and
beyond.
c) Fewer than one in five people with diabetes have achieved the
recommended levels for blood glucose, blood pressure and
cholesterol. Failure to carry out these simple checks heightens the
risk of diabetic patients developing complications.
If people develop complications they are more likely to die early and also
cost the NHS more money. The Department of Health should set out when
it expects to increase significantly the proportion of people with diabetes
achieving all three outcomes, and define what that proportion should be.
d) The Department of Health is not effectively incentivising delivery of
all aspects of its recommended standards of care through the
payments systems.
Although the Quality and Outcomes Framework for GPs initially improved
diabetes outcomes in primary care, there has been little improvement
lately and the current payment system is not driving the required
outcomes. GPs are paid for each individual test they carry out rather than
being rewarded for ensuring all nine tests are delivered. Similarly, the
Payment by Results tariff system for hospitals does not incentivize the
multi-disciplinary care required to treat a complex long-term condition such
as diabetes. The Department of Health needs to ensure that its payment
systems effectively incentivise good care and better outcomes for people
with diabetes.
e) The Department has improved information on diabetes but this
information is not being used effectively by the NHS to assess
quality and improve care, and cost information needs to be
improved.
The Department of Health has improved data on diabetes to support those
commissioning, planning and monitoring services. However, primary care
trusts are making limited use of these data at a local level to inform how
services are delivered or to benchmark and improve services. Estimates of
the cost of diabetes also range from £1.3 billion to almost £10 billion a
year. The Department of Health should use its information to hold the NHS
to account and should work with the NHS to ensure that the costs of
diabetes are fully captured and understood to promote appropriate
services and better outcomes for patients.
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f) Many people with diabetes develop avoidable complications because
they are not effectively supported to manage their condition and do
not always receive care from appropriately trained professionals
across primary and secondary care.
Primary care professionals are not carrying out regular checks and tests
and diabetic patients are developing diabetes-related complications that
could be avoided, often requiring hospital treatment, as a result of poorly
managed blood glucose, blood pressure and cholesterol. In hospital, some
people with diabetes experience poor care, with over a third having a
medication error whilst an inpatient. There are also high rates of
readmission to hospital for people with diabetes. The NHS Commissioning
Board should build into national contracts for primary and secondary care
a requirement for people with diabetes to receive multi-disciplinary care
from appropriately trained staff and structured regular education and
support to help them manage their condition. We received evidence about
the impact of specialist diabetic nurses in improving patient outcomes and
we conclude that this is a cost effective way of improving outcomes for
diabetic patients"
g) The projected increase in the diabetic population could have a
significant impact on NHS resources.
The number of people with diabetes is projected to increase from 3.1
million to 3.8 million by 2020. This will put pressure on NHS resources
because of the high costs of treating related complications. The
Department of Health and Public Health England should set out the steps
they will take to minimise the growth in numbers through well-resourced
public health campaigns and action on the risk factors for diabetes, such
as the link with obesity, and the complications they can cause.
5.

A full copy of the papers provided for the Public Accounts Committee can be
obtained from http://www.publications.parliament.uk/pa/cm201213/cmselect/cmpubacc/289/28902.htm

NHS Diabetes – Intelligence
6.

Anna Morton, Director, NHS Diabetes, has documented the number of critical
commentaries on the variation and disappointing outcomes in the delivery of
diabetes care. In response to this, NHS Diabetes has been working with
Diabetes Health Intelligence in their capacity as the operational lead for the
National Diabetes Information Service (NDIS) to build a comprehensive
regional picture of achievements and outcomes in diabetes care by local area
(Primary Care Trust), available from www.yhpho.org.uk/resource/view.aspx?RID=145942

7.

Some of the data provided is based on the 2009/10 National Diabetes Audit
but many areas have not shown any significant improvement in the National
Diabetes Audit reports for 2010/11 released to date. Clinical Commissioning
Group level reports will be available later this year.
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8.

We are advised to review the packs so as to understand and highlight the
position of our organisation and of those in our surrounding area in order to
inform the forthcoming commissioning cycle.

9.

The 'Diabetes Audit to Action' programme supports new and existing
commissioners through this difficult year and their commissioning team
provides coaching and support on a consultative basis, working systematically
through the commissioning process, including:
•
•
•
•

Providing local information packs with interpretation at Clinical
Commissioning Group level;
Access to experienced diabetes commissioners and clinicians;
Access to guidance, tools, case studies, examples of what has worked and
why;
Templates for commissioning documentation, as required.

BACKGROUND
10. Diabetes is one of the six clinical priorities for the Clinical Commissioning
Group, and forms a major part of our strategy to improve health care delivery to
our patients. Within Western Cheshire there are approximately 11500 patients
identified (5.4% of population aged 17 and over) with type 1 diabetes and type
2 diabetes on general practice lists.
11. The National Diabetes Audit 2009/10 found that only 57% of patients received
all nine key care processes locally. This is better than nationally (which ranges
from 7% to 71.4% across all areas). Our target specified in the local enhanced
service is that 60% of patients will receive all nine processes of diabetes care in
year one, rising to 70% in year two.
12. As identified within the NHS Atlas of Variation in Healthcare (November 2011)
Western Cheshire has a slightly mixed position in terms of diabetes care. We
are identified as being within the worst quintile for excess length of stay for
diabetics compared with non-diabetics and; second worst quintile for diabetics
getting retinopathy screening, however this is not necessarily reflected in the
views of the providers, as diabetic patients generally have a longer length of
stay than those without diabetes for numerous reasons. Most long stays
nationally tend to have foot related problems, however locally there is an active
foot clinic which aims to discharge patients early.

LOCAL WORKSTREAMS
13. Local Enhanced Service 2012/13. The Clinical Commissioning Group has
agreed a LES with practices to shift the long term care of patients with diabetes
into primary care and to increase the role of patients in planning their own care.
The service is based around two levels:
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a. Level 1: attendance of a practice doctor and nurse at quarterly
meetings, all insulin dependent patients to have an annual review
covering the 9 key care processes (blood pressure, lipid
measurements, HbA1C measurement, creatinine measurement,
measurement of microalbumin, foot assessment, retinal screening, BMI
measurement and smoking assessment) as well as annual care
planning with documented goals and action plan, advice on nutrition
and physical activity, offer of structured education input, medication
review, agree HbA1C, dose titration of insulin and preconception and
conception advice if appropriate. In addition Lever 1 practices are
required to take on the use of insulin titration to get control, essentially
the management of the not yet stable patient on insulin.
b. Level 2: as level 1, including initiation of Glucagon-like-Peptide (GLP1)
and insulin.
14. 35 out of our 37 practices have agreed to deliver the Local Enhanced Service
and patients have begun to be repatriated to primary care from secondary for
their annual reviews. This progress has been underpinned by support and
education from the secondary care team via quarterly meetings and education
sessions. The threshold for payment is that practices achieve completion of the
9 key care processes for 60% patients in year 1 and 70% patients in year 2.
15. Implementation of the Local Enhanced Service has been captured on practice
systems and by January 2013 we will have figures available to understand the
number of patients who have had their annual review in primary care and the
extent to which the nine key care processes are being implemented.
16. Year of Care: the Year of Care is a model of long term conditions care piloted
by NHS Diabetes. It supports annual care planning with the patient via a
collaborative consultation in the practice. Patients are empowered to take
ownership of their condition and setting their own care plan and are given more
information about their care process test figures to inform this. This approach
will support practices to achieve the care planning aspect of the Local
Enhanced Service.
17. In West Cheshire we have identified funding to ask the Year of Care team to
support us to roll out this approach to a small number of practices as part of a
pilot. Included in this training will be dedicated resource to roll out a “train the
trainer” programme to identified local staff to allow us to expand the programme
beyond the initial pilot sites in the next financial year.
18. Structured education programme. The National Institute for Clinical
Excellence (NICE) Quality Standard for diabetes in adults states that adults
receive structured education about their condition that meets specified
minimum standards. In 2010 the Innovation fund invested in “Diabetes
Essentials”, an education programme provided in the community by the
Countess of Chester Diabetes service. This programme has subsequently been
evaluated and now meets the standards set out in National Institute for Clinical
Excellence (NICE) for a structured education programme.
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19. A small number of practices have also been providing the XPert programme for
patients who want to learn in more detail about their condition. In collaboration
with the service and practices we are developing a business case for on-going
funding of a structured education programme.
20. Prescribing. An extensive workstream around diabetes prescribing has had
the following impact:
a. Exenatide Long Acting Release (once weekly) has been added to the
joint formulary as an alternative to Glucagon-like-Peptide (GLP1)
agonist to treat Type 2 diabetes. It will be used in accordance with
National Institute for Clinical Excellence (NICE) guidance. Initiation is
restricted to Countess of Chester Hospital NHS Foundation Trust
Diabetes Specialists and GPs with experience in insulin initiation.
b. Insulin passports and patient booklets are being issued by GP
Practices, in accordance with the national guidance.
c. North West dashboards provide information on the 2 indicators:
• Hypoglycaemic agents;
• Long/ intermediate acting insulin analogues.
There is a trend of slow improvement for both these indicators in
Western Cheshire.
d. The Medicines Management Team have been auditing the use of
gliptins (oral anti-diabetic agents) in GP Practices to ensure adherence
to National Institute for Clinical Excellence (NICE) guidance in
management of Type 2 diabetes. Some GP Practices have chosen to
review Hypoglycaemic agents for their Quality and Outcomes
Framework Medicines Management targets for 2012/13.
e. Some GP Practices have chosen diabetes as an area of focus for their
annual Medicines Management projects e.g. Screening patients taking
steroids for Type 2 diabetes; reviewing patient advice for driving and
hypoglycaemia.
f. Local Prescribing data indicates that ‘blood glucose testing strips’ make
up a large proportion of the spend on diabetes drugs. This will be
investigated and action taken to address this.

21. Countess of Chester Hospital NHS Foundation Trust, Commissioning for
Quality Innovation: The Countess of Chester Hospital NHS Foundation Trust
has been asked to improve the outcomes of inpatients with diabetes through
early detection of foot problems and self-care pathways. During quarter 1 the
service developed a screening tool to detect foot problems and 60% of
identified staff received education on how to undertake a foot screen.
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22. Cheshire and Wirral Partnership NHS Foundation Trust, Commissioning
for Quality Innovation: The community services provider has been asked to
establish a pathway for the care of patients with diabetes. This is as part of a
wider measure aimed at improving care for individuals with long term
conditions. Cheshire and Wirral Partnership NHS Foundation Trust will provide
an update on the development of this pathway in January 2013.
CONCLUSIONS
23. By setting diabetes as one of our priority clinical areas we have attempted to
start a whole system wide redesign programme during 1012/13. This uses
quality and contracting levers across primary, secondary and community care
to encourage a more joined up, integrated and patient led approach to diabetes
care.
24. In the context of the challenges set out by the Public Accounts Committee and
NHS Diabetes it is clear that we have more to do to ensure patients locally
have access to the most appropriate and coordinated services and to improve
outcomes. Work on this priority area will continue in 2013/14 to build on the
Locally Enhanced Service and embed the Year of Care care planning approach
in primary care. This needs to be supported be access to structured patient
education.

RECOMMENDATIONS
25. The Governing Body is asked to note the scope of current work around
diabetes, and the proposals to build on this work in 2013/14.

Dr Laura Millard
November 2012
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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
Using the Year of Care approach the quality of the patient experience could be
enhanced through a more meaningful dialogue during their annual review.

Yes

2.

Commissioning Of Hospital And Community Services – please
outline impact
There is a potential to further develop community based service provision to offer
choice in care provision.

Yes

3.

Commissioning and Performance Management of GP
Prescribing – please outline impact
Prescribing decisions would be a consideration as part of the annual review, and
therefore be applicable to the use of the Year of Care approach to support this.

Yes

4.

No

Delivering Financial Balance – please outline impact

5.

Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact
Adopting the approach outlined in this report fits with the Clinical Commissioning
Group’s objectives around patient involvement and care.
B.
Governance – please outline impact
1.
Does this report provide the Clinical Commissioning Group
Governing Body with assurance against any of the risks
identified in the assurance framework (identify risk number)
have any legal implications promote effective governance
practice

Yes

No

2.

Additional resource implications
Yes
(either financial or staffing resources)
£20k (initially) for training for practice staff, and possible further costs associated
with staff training and/or any patient engagement.

3.

Health Inequalities

4.

Human Rights, Equality and Diversity Requirements
Yes
An increase in patient awareness of their care options would enable diabetes
patients to self-manage more effectively.

5.

Clinical Engagement - has this report been developed with
Yes
clinical input and do local clinicians support the report’s
recommendations?
Significant input from both GP Governing Body and clinical lead. Discussion at
GP network meetings.

6.

Patient and Public Engagement
Yes
Patient feedback and views would be sought as part of the Year of Care
approach, which in turn could be used to focus the approach with other long term
conditions.
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GOVERNING BODY REPORT
DATE OF GOVERNING
BODY MEETING:

15th November 2012

TITLE OF REPORT:

Clinical Commissioning Priority Update - Dementia

KEY MESSAGES:

West Cheshire Clinical Commissioning Group has
identified dementia as one of its six strategic clinical priority
areas.
Dementia presents a significant and urgent challenge to
health and social care in terms of both numbers of people
affected and cost. It is estimated that dementia costs the
health and social care and wider society £19 billion a year
in England. One in three people over the age of 65 will
have a dementia before they die.
About 3% (1,430) of people aged over 65 in West Cheshire
have been diagnosed with dementia. This is similar to the
national picture. However, this is probably an
underestimate, particularly for people with mild dementia,
as research suggests that the numbers may be as high as
7%.
A number of plans are already in place to increase
diagnosis rates and early diagnosis of dementia. These
include a national Commissioning for Quality Innovation
(CQUIN) to screen all emergency admissions to the
Countess of Chester Hospital NHS Foundation Trust aged
over 75, a local Commissioning for Quality Innovation
which replicates this in the community via district nurses,
and the Quality Incentive Scheme for GPs which has a
similar aim.
Significant work has been undertaken to model future
demands on the memory service. Plans have been
developed to strengthen the care pathway which involves
prescribing for stable patients transferring back to primary
care.
Work is progressing with the memory service to comply
with the National Institute for Clinical Excellence (NICE)
Technology
Appraisal
Guidance
which
requires
pharmacological treatment to be extended to mild cases of
dementia.
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A new model of care is being developed by the “Ageing
Well” work stream within the Altogether Better for West
Cheshire. This radical redesign of health and social care
involves looking after needs across generic teams with
specialist input. Dementia services will be part of the
integrated team approach.
Together with Cheshire West and Chester Council and
Eastern Clinical Commissioning Group we have secured
funding for one and a half years to support a Dementia
Advisor Service. The advisors are now in post are they are
the key link for the family with the aim to provide support
throughout the dementia care pathway thus ensuring that
those diagnosed with dementia remain in the community
for as long as possible.

REPORT PREPARED
BY:

Dr James Davies Clinical Lead - Dementia
Lesley Singleton
Lead for Mental Health, Learning Disabilities and Dementia
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CLINICAL COMMISSIONING PRIORITY UPDATE - DEMENTIA

INTRODUCTION
1.

It is a national priority to improve the early identification and accurate
diagnosis of dementia. Improving the care of people with dementia is also a
key priority of West Cheshire Clinical Commissioning Group. Dementia has
been identified as one of the six clinical priorities that it intends to focus on
over the next five years in order to improve health outcomes for its
population.

2.

This paper sets out the national and local position regarding the impact and
costs associated with dementia. It also details the service developments
which have been agreed, their status in terms of implementation and the
next steps.

3.

Dementia is a syndrome caused by a number of illnesses in which there is
a progressive decline in multiple areas of function including memory,
reasoning, communication skills and the ability to carry out daily activities.
Individuals may develop behavioural and psychological symptoms such as
depression, psychosis, aggression and wandering which can cause
problems in themselves thus complicating care and can occur at any stage
of the illness.

4.

Because there is no simple test, the diagnosis is usually made following a
clinical examination and interview with relatives/friends. Behaviour and
psychological effects are key. Perhaps, owing to the vagaries of the
diagnosis, and sometimes due to a reluctance to refer because of the belief
that nothing can be done, research has shown that only 20 -50% of cases
are recognised. Even those patients with a positive diagnosis have
struggled to receive this confirmation with 68% of people with dementia
waiting at least a year and 8% waiting at least 5 years from first noticing
symptoms. Early diagnosis allows planning ahead, access to therapies and
helps to improve the quality of life for patients and their carers.

NATIONAL POSITION
5.

Currently only 42% of people in England with dementia have a formal
diagnosis, meaning many cannot get the help that they and their families
need.
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6.

The National Audit Office report in 2007 concluded health and social care
services are spending significantly on dementia but overall that services are
not delivering value for money to taxpayers or people with dementia and
their families. They found that:
•

Spending is late – too few people are being diagnosed or being
diagnosed early enough;

•

Early interventions that are known to be cost-effective, and which
would improve quality of life, are not being made widely available;

•

This results in spending at a later stage on necessarily more
expensive services.

7.

Ensuring that people with dementia receive an early and accurate diagnosis
was therefore a key recommendation of 2009 National Dementia Strategy
and remains a key priority, being reiterated in the 2010 update to the
National Dementia Strategy 2010.

8.

Improving dementia care is a priority within the NHS Operating Framework
for 2012/13. The Framework states that commissioners need to:

9.

•

Publish dementia plans showing progress on implementing the
National Dementia Strategy, including local or national Commissioning
for Quality Innovation (CQUIN) goals;

•

Ensure that relevant National Institute for Clinical Excellence Quality
Standards are adhered to.

The Prime Minister’s Challenge for Dementia (March 2012) gives the
following commitments for early diagnosis:
•

We will ensure GPs and other health professionals make patients 65
and over aware of memory clinics and refer those in need of an
assessment;

•

From April 2013, there will be a quantified ambition for diagnosis rates
across the country, under pinned by robust and affordable local plans;

•

Clinical Commissioning Groups and local Health and Well-being
Boards will be encouraged to work with wider local partners to
improve diagnosis rates;

•

We will incentivise improved diagnosis rates by including a new
indicator in the NHS Outcome Framework 2013/14.”

10. The Prime Minister’s Challenge also gives a commitment to provide:

Clinical Commissioning Priority Update – Dementia
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

2

AGENDA ITEM NO: WCCCGB/12/11/81

•

Financial incentives for hospitals delivering quality dementia care,
starting from April 2012 with £54 million available through dementia
Commissioning for Quality Innovation (CQUIN) to hospitals offering
dementia risk assessments to all over 75s admitted to their care;

•

Better information for people about dementia and the dementia
services that are available;

•

Better support to carers.

LOCAL POSITION
11. The numbers of people aged 65 years and over will increase by 11,980
between 2012 and 2020, an increase of 25.7%. As the number of dementia
cases is highest in this age group, dementia prevalence would be expected
to rise by a similar proportion.
12. In Cheshire West and Chester, there were 1,900 (0.5% of total population)
patients with dementia on general practice lists during 2010/11. Dementia
prevalence was the same as for the Office for National Statistics cluster and
England. Since 2006/07 the number of patients identified with dementia has
increased by 300 (16%).
13. There is wide variation among practices in terms of how well dementia is
diagnosed:
•

Number of dementia cases on practice registers versus predicted
cases in West Cheshire Clinical Commissioning Group population
(2011) in people 65 years and older. By applying published
prevalence of dementia cases from the Alzheimer’s Society (2007) to
the population of West Cheshire Clinical Commissioning Group,
overall only 1,370 cases have been found therefore leaving a
predicted 1,823 undiagnosed cases in the community who presumably
are not receiving the full level of care which is available;

•

The growth in the older population over the next 10 years will result in
an estimated 1,000 new cases of dementia which will require
significant resource input.

COST TO THE LOCAL HEALTH ECONOMY
14. Dementia UK and the Department of Health have estimated the costs
associated with dementia care in the UK. Within these reports, various
assumptions are made which include:
•

Two thirds of dementia cases are looked after in the community, one
third in care homes;
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•

Of dementia cases living in the community, 55.4% are mild (costing
£16,689 per case), 32.1% are moderate (costing £25,877 per case)
and 12.5% are severe (costing £37,473 per case);

•

The cost of care in a care home is £31,296 per case per year;

•

The proportion of undiagnosed cases in the 65 years and over age
band is 3.7%;

15. Building on the work done as part of the development of the local dementia
strategy a detailed mapping of the spend on dementia will be undertaken to
inform future service redesign.

ENGAGEMENT
16. West Cheshire Clinical Commissioning Group’s lead clinician for dementia
Dr James Davies has set out the 2012/13 engagement plan for dementia
services. We supported Dementia Awareness Week through our website in
May 2012 and as one of our clinical priorities we are setting up a dedicated
“dementia” page on our website. This will include links to local and national
information as well as a regular update from Dr Davies.
17. The appointment of the two dementia advisor posts has also been
promoted by the clinical commissioning group to local clinicians.
18. We are expanding our stakeholder membership scheme to a bigger and
better West Cheshire Patient’s Panel and are asking all existing and new
members to indicate if they have a particular interest in any of our clinical
priorities, for example dementia, so that we can target those individuals for
dementia focuses via “citizens’ juries”.

STRATEGIC AIMS AND OUTCOMES
19. West Cheshire Clinical Commissioning Group’s strategic plan for 2012-17
sets out what we want to achieve during that period:
•

To ensure good quality early diagnosis and intervention for all, by
reviewing current dementia care and implementing improvements that
mean all people with dementia have access to a pathway of care that
delivers: a rapid and competent specialist assessment; an accurate
diagnosis sensitively communicated and treatment, care and support
provided as needed following diagnosis. The system needs to have
the capacity to see all new cases of dementia in the area.

•

Ensuring that people with dementia, while they have capacity, have
the opportunity to discuss and make decisions, together with their
carer/s, about the use of:
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-

Advance statements

-

Advance decisions to refuse treatment

-

Lasting Power of Attorney

-

Preferred Priorities of Care;

•

Development of local indicators to measure the success of our local
strategy for people with dementia, developed in partnership with
Cheshire West and Chester Council;

•

Improve the quality of care for dementia patients through the
implementation of the National Institute for Clinical Excellence Quality
Standard on dementia;

•

The development and implementation of a dementia “care bundle” for
community staff that covers key actions in assessing patients for risk
of dementia and interventions following a positive screening outcome.

MEASURABLE BENEFITS
20. The following benefits have been identified:
•

Timely diagnosis can greatly improve the quality of life of the person
with dementia by preventing crisis (and thus care home and hospital
emergency admission) and offering support to carers (who are
invariably under stress). Carer support and counselling at diagnosis
can reduce care home placement by 28%;

•

A diagnosis of dementia allows someone to understand their condition
and seek information to ensure they live well with the condition.
Knowledge of the diagnosis can also reduce the number and length of
acute hospital admissions, delay the need for long-term residential
care and allow families to plan for future medical care and finances. It
can help to reduce avoidable accidents or the worsening of other
health conditions the person may have;

•

People with dementia and their carers are provided with good quality
information and on the services available both at diagnosis and
throughout their care. This will be provided by the dementia advisors.

FINANCIAL IMPACT
21. The Department of Health undertook a detailed clinical and cost
effectiveness analysis of specialist services for early identification and
intervention of dementia as part of the National Strategy development and
concluded that the provision of such services can increase both the quality
of care and save hundreds of millions of pounds expenditure national over
a ten year period.
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22. In line with the NHS Operating Framework recommendations, the Primary
Care Trust’s financial plan has to identify investment for implementing the
National Dementia Strategy and investment for supporting carers and
carer’s breaks.
23. There is still further work required locally to understand the consequences
on the memory service of both the national and local Commissioning for
Quality and Innovation (CQUIN) and the GP Quality Incentive Schemes.

IMPLEMENTATION AND PROGRESS
The National Dementia Commissioning for Quality and Innovation (CQUIN)
24. “Incentivise the identification of patients with dementia and other causes of
cognitive impairment alongside their other medical conditions and to prompt
appropriate referral and follow up after they leave hospital”
25. The rationale for the Commissioning for Quality and Innovation (CQUIN)
includes:
•

25% of general hospital beds in the NHS are occupied by people with
dementia, rising to 40% of higher in certain groups e.g. elderly care
wards, people who have hip fractures;

•

40% of people over 75 years of age admitted to general hospitals
have dementia, but only half have been diagnosed;

•

Dementia is often not coded, especially when it is not considered the
primary reason for admission. As a result the numbers of people with
dementia in hospital are often significantly underestimated;

•

People with dementia require very specific approaches to their care,
communication, environment and clinical treatment. A more
systematic way of identifying patients with dementia while they are in
hospital could help to ensure that the correct care is given and
appropriate discharge support arranged to help minimise the currently
longer length of stays, delayed discharges and readmissions seen in
people with dementia.

Local Commissioning for Quality and Innovation
26. Commissioning for Quality and Innovation schemes for 2012/13 have been
agreed with our local providers. This year has seen the development of a
collaborative approach in the area of dementia care between our acute and
mental health care providers; Countess of Chester Hospital Foundation
Trust and Cheshire & Wirral Partnership Foundation Trust. This
collaboration has focussed on the appointment of 2 specialists’ mental
health nurses, via Cheshire & Wirral Partnership NHS Foundation Trust to
work alongside hospital staff in named wards.
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27. Liaison teams have proven to have a significant impact in the care that
patients with dementia receive when they are in hospital. The Public
Accounts Committee’s report on dementia services called for liaison teams
to be available in every hospital. Liaison services can:
•
•
•
•
•
•
•
•

improve service user experience;
reduce emergency department waiting times;
enhance the knowledge and skills of hospital workers;
improve clinical outcomes;
decrease length of stay;
ensure patients receive adequate treatment while using fewer
healthcare resources;
reduce readmissions and costs;
help improve staff skills.
(Acute awareness: improving hospital care for people with Dementia April 2010).

28. Quarterly milestones have been set against the goals for each Trust;
performance against these is reported through the regular Quality and
Performance meetings as part of the contract monitoring process. Quarter 1
milestones were reported in August 2012, all requirements were met and
excellent feedback has been received from hospital staff.

GP Incentive Scheme
29. The prevalence of dementia across the 37 practices in the Clinical
Commissioning Group varies between practices. A review of predicted
prevalence rates suggests that patients are missing from practice registers.
30. Therefore the objective of the dementia indicator is to increase the number
of patients diagnosed with dementia, and ensure that patients are referred
appropriately.
31. The expected outcome is to increase the proportion of patients aged 75
years and over across the Clinical Commissioning Group, who are
expected to have dementia and have been diagnosed, from 47% to 60%.
32. The expected impact of this increase in diagnosis is an:
•

Increase in number of patients referred on for specialist input;

•

Increase in care planning and at an earlier stage for patients;

•

Increase in patient and carer involvement in their care;

•

Reduction in emergency hospital admissions;
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NEXT STEPS
33. In 2012/13 we will:
•

Ensure that dementia services are part of the radical redesign of
health and social care work (Integrated Teams);

•

Review the existing local dementia strategy in light of new initiatives
and intelligence and determine if it requires refreshing;

•

Using the local Joint Strategic Needs Assessment and other
intelligence available detail any future investment requirements;

•

Get agreement on clinical guidelines and implement GP prescribing of
anti-dementia drugs to support the development of the care pathway;

•

Implement the National Institute for Clinical Excellence technical
advice guidance on dementia care;

•

Undertake a detailed modelling exercise to inform service redesign for
dementia;

•

Develop a work programme around the severe and challenging
behaviour end of dementia care.

RECOMMENDATIONS
34. The Governing Body is asked to:
a) note the scope of current work around dementia services;
b) support the details contained in the implementation plan and note the
timescales involved.

Clinical Commissioning Priority Update – Dementia
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

8

AGENDA ITEM NO: WCCCGB/12/11/81

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 work being undertaken across the whole work programme in
dementia is to improve quality ensuring patient safety through
appropriate prescribing, clinical effectiveness through the
development of evidence based care pathways and improved
patient experience through improved access, timely interventions
and improved communication with patients and carers.

Yes

2.

Commissioning of Hospital And Community Services – please
outline impact
Developing the care pathways for dementia will have an impact on
our commissioning intentions across hospital and community
provision.

Yes

3.

Commissioning and Performance Management of GP
Prescribing – please outline impact
For those patients who have been stabilised through the memory
service they will receive their prescribing back in their own GP
practice.

Yes

4. Delivering Financial Balance – please outline impact
Although this is an area of predicted growth and will require
investment into the future, it is anticipated that initially efficiencies
will be sourced from within the existing care pathway.

Yes

5.

Development of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact

No

B.
1.

Governance – please outline impact
Does this report:
• provide the Clinical Commissioning Group Governing Body
with assurance against any of the risks identified in the
assurance framework (identify risk number)
• have any legal implications
• promote effective governance practice
There is a significant risk to not implementing the National
Institute for Clinical Excellence Technology Appraisal
Guidance, this report outlines how and when this will be
achieved.

Yes

2.

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

Yes

This is still be worked through.
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3.

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

No

4.

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

No

5.

Clinical Engagement
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?
If yes, please outline the clinical engagement

No

6.

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

No
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Altogether Better for West Cheshire

KEY MESSAGES:

The Altogether Better for West Cheshire
Programme, in simple terms is about public
services working together to deliver better
outcomes for the people we serve in the context
of reduced public funding.
West Cheshire public service partners have a
clear vision to create the best possible quality of
life in the UK for all citizens, families and
communities living in the area.
This report provides an overview of progress
made on the Programme and asks the
Governing Body to endorse the business cases
that have been submitted to Government by the
Local Authority.
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
ALTOGETHER BETTER FOR WEST CHESHIRE
INTRODUCTION
1.

The Cheshire West and Chester Council Altogether Better (Whole Place
Community Budget) Programme provides the opportunity to accelerate all of
the things we were planning to do in collaboration in West Cheshire, with the
focus being to ensure that all, rather than most, of our citizens enjoy an
excellent quality of life.

2.

The Whole Place Community Budget is about transforming public services,
rather than a separate and specific pilot, which sits outside of mainstream
delivery. The focus has therefore been on translating the principles in the
Open Public Services White Paper into reality. Our services must be efficient,
effective and customer responsive, but also address the need to reduce the
long term demand for services by developing new delivery models that
intervene early and encourage individuals and communities to do more for
themselves.

3.

The Operational Plan of the Altogether Better Programme outlines how public
service transformation will be delivered in West Cheshire. A collaborative
leadership team, who are committed to making this happen, has been created
to lead this transformation with energy and pace. Commitment is in place to
creating the climate for change, enabling all of our people to transform public
services and develop a new relationship with all of our citizens.

BACKGROUND
4.

West Cheshire public service partners have a clear vision to create the best
possible quality of life in the UK for all citizens, families and communities
living in the area. This will mean that:
•

All children and young people have the best start in life in safe and
supportive families;

•

All communities are great places to live with neighbourhoods that are
safe, attractive;

•

All individuals have the opportunity to work and benefit from a
dynamic economy;

•

All older adults can age well with dignity, independence and as an
active participant in the life of their community;

•

All services are smart and work together efficiently to tackle causes
rather than symptoms
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5.

This vision will be delivered by a highly integrated public service, which
operates in a new model of collaborative leadership, with all agencies
operating as one to tackle the things that really matter to the people of West
Cheshire. This will require all of those working within public services to
demonstrate creativity, innovation and a real passion for doing things
differently. It will also require tenacity, energy and pace to respond to the
challenges of reduced public expenditure and the growing demand for
services. Integration will be the golden thread that runs throughout the
Programme as in the future there can be no place for public services that are
fragmented, unresponsive, and overly complex.

6.

Altogether Better is a bold and ambitious plan to make this vision a reality. It
involves a major shift in the way that services are delivered to better
integrate services that:

7.

•

Deliver what customers really want and need;

•

Provide better value for money;

•

Reduce demand for more expensive and long term services;

•

Encourage people and communities to take more control and responsibility
for their lives and areas;

•

Support economic growth and job creation locally.

This new way of working will deliver better results for communities, public
service agencies and employees. This Operational Plan for Altogether Better is
the first step of a journey, which will gather in pace and scale over the coming
years. West Cheshire partners are confident that there are the ideas, capability
and commitment to deliver on this bold and ambitious vision. The Operational
Plan sets out the:
•

Shared challenges;

•

Approach;

•

Proposals / Business Plans (described below);

•

Altogether Better for communities;

•

Altogether Better for business;

•

The Altogether Better system;

•

Case for change;

•

Working together.
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8.

A compelling vision statement is insufficient and hard-edged proposals for farreaching public service reform are urgently required. The Business Plans
developed under the Altogether Better Programme demonstrate a serious
commitment to transforming public services and are focused on the key issues
partners recognised as critical for early integrated working. The executive
summary for each of the Business Plans are appended to this report. The
Operational Plan and full Business Plans can be found at:
http://www.altogetherbetterwestcheshire.org.uk/?page_id=1365

9.

In summary the Business Plans are:
a) Families Together
A multi-agency approach to supporting 525 families with complex needs in
West Cheshire. These families often experience multiple challenges, poor
outcomes and place disproportionate demand on services. This new approach
is in line with, what is referred to as the national “Troubled Families
Programme”. It will involve an assertive case management approach which
puts in place a planned programme of interventions, enhancing the family’s
independence and resilience. It is estimated that this approach will avoid future
costs and release savings of £2m (net) over the next five years. The estimated
savings for the NHS are c. £1m.
b) Early Support
A proposal to provide integrated early support to children and young people
(from conception to 19). By intervening early, evidence suggests that better
outcomes will be achieved, reducing demand on costly acute services. A new
delivery model is proposed which involves joint-commissioning between the
local authority and health, an extensive multi- professional team, and a shift
towards interventions with a strong evidence base thus re- balancing children’s
services into earlier support. It is estimated that this approach will release
savings of £1.5m (net) but the business case does not break this down across
organisations.

c) Safer Communities
This project is designed to address the causes and impact of domestic abuse,
advocating a partnership approach to case management and delivery, reducing
risks, demands, and costs whilst delivering improved outcomes for victims,
perpetrators and children. Overall, it is estimated that over five years this new
model will release savings and avoid future costs to public services of around
£17.1m (gross) and £4.6m (net). The savings to the NHS are estimated to be
around 25% so c. £1.15m (net).
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d) Work-ready individuals
This proposals aims to create a tailored approach to supporting the 22,000
residents of West Cheshire who are out of work, to access employment
opportunities. The new model includes the co-location and integration of local
and national agencies in specific neighbourhoods, a new offer of support to
address the varying needs of jobseekers, and a new model of governance
which ensures more responsive services reflecting local needs of residents and
employers. It is estimated that this proposal could result in a total saving of
£18.6m to the public purse over five years as fewer individuals require out-ofwork benefits and make the transition to the workplace.
e) Ageing Well
Supporting older adults to maintain their independence through a new offer,
promoting; stronger communities, self care and integrated care teams. As well
as enhancing the quality of life for residents, this project aims to chart a course
for whole-system reform reducing non-elective hospital bed use by 25-30% and
placements in residential care by 15%.
The demographic growth in demand is anticipated to cost an extra £19.1m by
the close of 2017/18. The scaling up of existing interventions is projected to
deliver a maximum net efficiency of £4.27m by the close of 2015/16. The
business case estimates that reducing non-elective beds would equate to a
further net efficiency of £3.94m (broadly NHS savings) and reducing the need
for placements in residential care would deliver net savings of £1.99m
achievable by the close of 2017/18. This is based on the assumption that
alternative care could be provided at a third of the cost of an acute hospital bed,
based on today’s costs, and 40% of the cost for long term care
f) Assets
Adopting a place-based, rather than organisational approach to the
management and use of land and buildings across public services. A clear
direction of travel and evidence base for change has been established which
will benefit joint-delivery of services. While it is difficult at this stage to identify a
full list of specific opportunities for joint-asset use, financial modelling has
suggested a potential reduction in building running costs of £1.7m (net) per
annum if a collaborative approach was adopted.

Altogether Better for Communities and Business
10. These proposals are only the start of the journey, providing ‘proof of concept’
that partners can adopt new ways of working, which will improve outcomes and
reduce costs. The underlying principles and approach of the Altogether Better
Programme provides a framework for tackling complex issues and driving out
costs. It will therefore be extended to other issues in West Cheshire, also
providing an approach that can be replicated in other areas, including across
Cheshire and Warrington.
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11. A thriving economy is the bedrock of thriving places. The Altogether Better for
Business section of the operational plan sets out a cross-partner strategy with
the ambition to create at least 19,000 new jobs, 21,000 new homes and over £2
billion worth of private sector investment by 2030.

Case for Change
12. Partners across West Cheshire recognise that they are operating in the context
of reducing resources and increasing demand. Public services face a choice –
they can attempt to individually deliver efficiencies within ‘silos’ with diminishing
returns and possible negative impact on the most vulnerable people; or
recognise that shared challenges require shared solutions. The case for
change section of the operational plan outlines the financial case for change,
and each business plan presents the rising demand forecasted for services
over coming years. The potential savings should be viewed as a mechanism for
supporting services to meet financial challenges over the next five years while
ensuring that outcomes do not deteriorate, rather than a simple target.
13. These savings will be achieved by delivering significant improvements in
outcomes on issues such as: children being taken into care, supporting people
into employment, and providing older residents with the support they need to
remain independent. It is anticipated that these proposals could deliver fiscal
benefits of around £107.8 million over five years. This produces an overall fiscal
benefit to cost ratio of 2.08. (i.e. a £2.08 return for every £1 invested).
14. To deliver these proposals, joint investment of £40.7million (adjusted for
inflation) of finance already aligned with delivery, together with £11.1 million of
new finance will be required. It should be noted that this is on the basis of a
small number of business plans and that there is further potential to extend this
approach to tackle other issues such as environmental sustainability, alcohol
misuse, reoffending, anti- social behaviour and back-office integration.

Working Together
15. The proposals meet the Government’s three key criteria:
• Replicable – creating new models which can be implemented in other
areas of the country;
• Scalable – designing new systems that will work across a larger area in
West Cheshire or be applied to a wider group of individuals;
• Cashable – promoting new ways of working that will remove inefficiencies
and yield genuine savings.
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16. The programme has been supported by strong collaboration with central
government. This co-design process demonstrates that the proposals for
change can go much further and faster with the active support and expertise of
Whitehall. Partners are seeking to continue this productive relationship and
have signalled a number of ‘asks’ which will support successful implementation
with scale and pace.
17. Partners know, however, that the challenge now is to move from design to
implementation. Altogether Better will not work if it is done to communities,
residents and employees – it must be owned by all and targeted in ways that
provide maximum benefit. At the heart of the plans for implementation is a
new governance structure that will drive, lead and manage integrated public
services at all levels – from strategic direction to local implementation. In
addition, a clear plan for implementation must be developed.

RECOMMENDATIONS
18. The Clinical Commissioning Group Governing Body is asked to note the
progress/development of the Altogether Better for West Cheshire Programme
and to endorse the business cases that have been submitted to Government.

Alison Lee
Chief Officer (Designate)
November 2012
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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
2.

No

Commissioning Of Hospital And Community Services – please outline
impact
The reports sets out the strategic commissioning intentions being developed
by public service organisations in West Cheshire.

Yes

3.

Commissioning and Performance Management of GP Prescribing –
please outline impact

No

4.

Delivering Financial Balance – please outline impact

No

5.

Development Of The Clinical Commissioning Group as a Commissioning
Organisation – please outline impact

No

B.
1.

Governance – please outline impact
Does this report:
• provide the Governing Body 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)
If yes, please outline the additional resources required

No

3.

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

No

4.

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

No

5.

Clinical Engagement
Yes
Dr Huw Charles-Jones as Chair of the Clinical Commissioning Group has been
involved in the ABC programme and has presented at national conferences on the
need for joined up public sector working.

6.

Patient and Public Engagement
If yes, please outline the patient and public engagement
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Business Plan
Executive Summary
Families Together
Note
The following business plan sets out a new approach to supporting an estimated
525 families with complex needs (known nationally as troubled families). These
families often experience multiple challenges, experience poor outcomes and
place disproportionate demand on public services. The new approach is in line
with the overarching operational plan and will involve joint assessment, joint
case management, joint commissioning and joint investment to enhance the
families’ independence and resilience. It is estimated that this approach will avoid
future costs and release savings of £2m (net) over the next five years.
The proposals in this document have been developed jointly with partners. They are
based on the collection and review of a large amount of information and data from many
sources. They set out new and different ways of working for all West Cheshire partners
and as such will be subject to detailed agreement in the future, following further
consultation and testing. These proposals will therefore be subject to further
development and change.

Project Information
Project Title:

Families Together

Work stream
Sponsors

Steve Robinson – Chief Executive CWaC Council
Gerald Meehan – Director of Children’s Services CWaC Council

Work stream &
Project Team
members

Carly Brown
Chris Marsh
Claire Gregory

1. Executive Summary
1.1

This business plan sets out a new approach to supporting an estimated 525
families with complex needs (known nationally as troubled families). These
families often experience multiple challenges, experience poor outcomes and
place disproportionate demand on public services. The new approach is in
line with the overarching operational plan and will involve joint assessment,
joint case management, joint commissioning and joint investment to enhance
the families’ independence and resilience. It is estimated that this approach
will avoid future costs and release saving of £2m (net) over the next five
years.
The Community Budget Approach

1.2

Addressing the needs of families with complex needs is inherently complex and
costly and cannot be the responsibility of one single agency. These families
experience:
Significant and multiple disadvantage;
Poor outcomes and life chances, often across generations;
Risk further polarisation in current economic conditions;
Disconnection from normal social and economic engagement;
These families can also disrupt quality of life for others in their neighbourhoods, and
place expensive demands on a range of public services.

1.3

A community budget approach based on the principles of joint investment,
prevention and early intervention and coordinated services built around the
customer – therefore has the potential to deliver better results for service users,
communities and tax payers.
Understanding Families with Complex Needs in West Cheshire

1.4

These families live with both the complex causes and effects of disadvantage and
dependency; and a public service system that is fragmented, duplicates effort and

as a result creates avoidable cost. A local ‘deep dive’ analysis with a cohort of 50
complex families has shown that they:
experience delivery that is highly fragmented, involving multiple
assessments, plans and interventions from across agencies;
can in some cases experience well over 300 reactive interventions per year,
most of which do not take the family’s needs into account;
continue to experience poor outcomes, which can worsen by generation; and
Cost Cheshire West and Chester Council at least £26k per annum, public
services across West Cheshire approximately £75k per annum and an
estimated total of £40million for just a narrow cohort of 525 families.
1.5

This relatively small number of families presents an on-going demand on
diminishing local and national resources, if appropriate support is not provided. The
estimated cost for the 525 families currently identified as needing support is £40
million across public services. Importantly this also represents a real loss of
potential, with – families and individuals unable to fulfil on their promise and share
in the social and economic opportunities that West Cheshire has to offer.

1.6

It is clear that a successful approach to improving outcomes with complex families
will be good for the families, communities, public service budgets and the local
economy. It is also clear that this will require deep system reform and cultural
change within public services and in families and communities.
The Current Approach to Troubled Families

1.7

The National Troubled Families programme has strengthened expectations and
incentives for multi agency delivery. In West Cheshire partners have responded
positively to this. However, it is recognised that more fundamental reform is
required to make the breakthrough needed to transform outcomes with families and
communities, and to reduce long term demand on public service budgets in a
sustainable way.

1.8

There has been an honest, cross partner assessment that recognised that
previous attempts at area based regeneration, neighbourhood renewal and
targeted programmes have not impacted positively enough of West Cheshire’s
complex families. It is clear that to make a breakthrough there must be a long
term strategic approach to the issues affecting families rather than piecemeal
short term interventions.

1.9

The assessment has identified that the systems for commissioning,
assessment and operational planning must be enhanced, supported with a
high quality programme of workforce development to ensure that those
working with the families have the right skills to support families to move
forward positively. Alongside this public service development it is essential that
the role and responsibilities of families and communities is strengthened, so
that they have a real stake and ownership for improving outcomes.

1.10

The current approach is not being successful enough in reducing demand for:

Police, Housing provider and Fire and Rescue Service responses to anti
social behaviour and crime;
Acute health services;
Specialist Schools and Children’s Services interventions, including Youth
Offending Services;
Criminal Justice system;
Rapid response place based services (e.g. dealing with environmental
problems).
Towards a New Delivery Model
1.11

The proposal will focus on an initial cohort of 525 families, identified using the
National Troubled Families Programme criteria, who have complex needs and
require support to deal with a range of the following interconnected challenges:
• Anti social
behaviour and
offending
• Domestic abuse
• Family breakdown
& preventative child
protection

• Poor educational
outcomes
• Housing instability
• Poor physical and
mental health

• Drug and alcohol
misuse/addiction
• Worklessness
• Debt

1.12

These issues are mutually reinforcing for individuals and families - often referred to
as a ‘vicious cycle’ that deepens across generations. Therefore the key to a
successful approach will be to tackle the complex relationships between these
issues through a high level of interpersonal relationship and coordinated delivery.
For example, supporting a young single parent suffering mental ill-health connected
serious personal debt, in turn connected to drug misuse.

1.13

The Families Together proposal will therefore transform:
Front line delivery arrangements, built around the needs and assets of
families and the principle of a single key worker working to a single family
plan that all public services across sectors respond to;
The way public services share intelligence, invest in services and organise
management at locality level, providing the multi agency support that
previous attempts at ‘joining up’ have lacked;
The New Approach in Practice

1.14 This new approach will:
Provide coordinated multi agency support alongside ‘grip’ with clear
expectations and challenge for complex families;
Stabilise and improve outcomes for families and communities;
Release the talent and energy of front line workers, families and
communities;
Create new investment conditions that open up delivery opportunities
across sectors, fostering innovation and localism;

Reduce demand and costs for partners – creating an evidence based
case for future joint investment and sustainability;
1.15 It will also dramatically improve the experience of complex families and the
communities that they live in. Families, communities and public services will notice
these differences and the following table outlines the new delivery model compared
with business as usual:
The Families Together model

Instead of

A Joint Access Team will make it more
likely that the need for more joined up
support will be spotted earlier, gather initial
information (360 profile) about what
partners are doing now with families and
make appropriate referrals – ensuring non
acute cases are picked up.

Family situations reaching crisis point with
impacts on families and communities.
Cases that do not meet acute thresholds
‘bouncing around’ in the system.

A Team Around the Family Assessment
for the family provides a single view of the
family that all services use.

Family members having lots of
assessments for different issues.
Individuals in the family have to tell their
story many times. Family context not
always taken into account.

A Families Together Agreement sets out
a clear plan for the family and individuals
within it, with the family at the Centre.
Clear commitments from the family and
services, and clear consequences of not
engaging – a ‘deal’.

Multiple plans for family members. Not
enough family context. Services take all of
the responsibility for delivering change.
Behaviour of families not engaging can go
unchecked.

A Family Advocate provides a single,
trusted point of contact to provide
coordination, support and challenge

Many key workers engaged with the family
with little co-ordination or advocacy role.
Not enough influence with other services.

A Menu of Interventions sets out a core
offer of increasingly evidence based
interventions that the family and advocates
can access. They work as a team around
the assets and needs of the family.

Many services working with family
members in isolation – sometimes causing
problems unintentionally. A patchy
evidence base for what is delivered.

A Locality Case Management and
Commissioning Team makes sure that
family cases are jointly and well managed
using the Team Around the Family model.
This also ensures that place based
influences and impacts are managed.
Feeds information to joint commissioning.

Many different case management
arrangements working with families. No
clear links to place based delivery.
Weak links between local service/system
performance and central commissioning.

‘Shadow Pooling’ of Public Service
investment ensures that there is a clear,
shared view of the flows of benefits and
costs of the new model. Joint
commissioning makes services
increasingly integrated and based on
evidence of what works and locally
sensitive.
A Workforce Development Programme
ensures that workers in the system, across
sectors and at all levels have the
knowledge, skills and attitudes and
relationships to work in a more integrated
way.

Public services invest through silos in the
causes and effects of the problems
complex families can present. Services are
fragmented as a result and costs remain
high, impacts low.

A joint outcomes framework to ensure
that all agencies assess their success
against shared objectives.

Agency based outcome and performance
frameworks. No clear incentives for joint
work. Outcomes focused on individuals
rather than families

A data and intelligence hub to ensure
accurate management information is
available and the financial and nonfinancial impact of the new approach is
accurately measured

Confusion and constraints over data
sharing and no common analysis of
impact. Multiple information and
data/performance support systems.

Workers focusing on their own individual
organisational aims and goals. Workers
often unaware of breadth of services and
support around them.

Table 1 – The Families Together Model

1.16

The diagram below summarises the new delivery model:

Figure 1: Proposed Families Together Delivery Model

Towards a new Financial Model
1.17

The cost benefit analysis (CBA) modelling has been based around:
The costs of the new coordination function – the Family Advocates and
associated costs;
The costs of the menu or ‘core offer’ of interventions we estimate will be
required, based on assumptions we have made from our deep dive
analysis about the number of people requiring this support;
Estimates of the reduced costs to the taxpayer (fiscal benefits) for
achieving different types of outcomes with families. These are based on
unit costs per outcome set out in the Greater Manchester CBA model
developed with the Whitehall Technical Advisory Group;
A calculation of the sum of these benefits over a five year period, using
adjustments to allow for accuracy of data and other factors;
Estimates of the ‘cashability’ of these benefits, focusing on the likelihood of
resources being freed up for other uses;
An overall ‘benefit to cost ratio’.

1.18

The Cost Benefit Analysis has illustrated that a whole system, cross sector,
coordinated approach can significantly reduce demand on a range of public
services. Overall the model has the potential to release a net fiscal benefit of
£2.087million over five years, and that improved outcomes will provide
reinvestment opportunities for public services.

1.19

The figures within the Cost Benefit Analysis potentially under - state the wider
impacts of stabilising the behaviours of complex families, as for example, reduction
of costs of management of place (e.g. housing, environment, attractiveness to
business) have not been factored in at this point.

1.20 The outline financial case is set out below:
Overall Fiscal CBA - TOTALS

2013/14
£'000

Benefits

£'000

Total

644

0

0

0

151

0

0

0

Costs (Interventions)

1,943

2,777

1,110

0

0

Costs - Total
Year 1 Cohort 1 Benefits

2,584
343

3,573
1,199

1,706
1,014

0
876

0
738

Year 2 Cohort 2 Benefits

0

499

1,737

1,472

1,274

Year 3 Cohort 3 Benefits

0

0

196

692

580

343

1,698

2,948

3,039

2,593

10,621

2,240

1,874

(1,242)

(3,039)

(2,593)

(2,759)

2,584

3,448

1,589

0

0

7,620

343
2,240

1,639
1,809

2,745
(1,156)

2,731
(2,731)

2,248
(2,248)

9,707
(2,087)

Benefits - Total
Net Cost/(Benefit)

Discounted
Cost/(Benefit)

2017/18

£'000

641

Costs (Partner Family Advocate contribution)

Costs
Benefits
Discounted Net Cost/(Benefit)

£'000

2016/17

£'000
596

Costs (Programme Mgmt & Delivery)
Costs

Net Present
Value (NPV)

Financial Year
2014/15
2015/16

7,862

Overall Fiscal
benefit - cost ratio
Payback
period

Table 2: Families Together CBA Summary

1.27
5 years
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Executive Summary
Early Support

Note
The following business plan sets out a proposal to provide integrated early
support to children and young people (from conception to 19). By intervening
early, evidence suggests that better outcomes will be achieved, reducing demand
on costly acute services. A new delivery model is proposed which involves jointcommissioning between the local authority and health, an extensive multiprofessional team, and a shift towards interventions with a strong evidence base
thus re-balancing children’s services in to earlier support.

The proposals in this document have been developed jointly with partners. They are
based on the collection and review of a large amount of information and data from many
sources. They set out new and different ways of working for all West Cheshire partners
and as such will be subject to detailed agreement in the future, following further
consultation and testing. These proposals will therefore be subject to further
development and change.
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1. Executive Summary
1.1

This business plan sets out a proposal to provide integrated early support to
children and young people (from conception to 19). By intervening early, evidence
suggests that better outcomes will be achieved, reducing demand on costly acute
services. A new delivery model is proposed which involves joint-commissioning
between the local authority and health, an extensive multi-professional team, and a
shift towards interventions with a strong evidence base thus re-balancing children’s
services in to earlier support.

The Community Budget Approach
1.2

Providing effective early support to children and young people is an issue that
cannot be tackled by one single agency, instead it requires an integrated
partnership approach, particularly between the Local Authority and Health services.
A community budget approach based on the principles of joint investment, early
intervention, and co-ordinated services built around the customer – therefore has
the potential to deliver better results for service users, communities and the
taxpayer.

Understanding Early Support in West Cheshire
1.3

West Cheshire is an area that provides generally good life chances for young
people, with a child poverty rate of 15.9%, which is 8% below the North West
average. However, this masks significantly higher levels in five wards. Additionally,
there are a number of key issues on which West Cheshire performs worse or
significantly worse* than the national average:

Children achieving a good rate of development aged 5 (with respect to the
Early Years Foundation Stage Profile)
Teenage mothers* (age under 18 years)
Hospital admissions due to alcohol specific conditions
Hospital admissions due to substance misuse
Breastfeeding initiation
Hospital admissions due to injury
Hospital admissions due to self-harm
Obese children (aged 10-11)
Children killed or seriously injured in road traffic accidents
Chlamydia diagnosis rate* (age 15-24 years)
The Current Approach to Early Support
1.4

There are good working relations across partners, particularly at level 4, yet despite
these the system as a whole remains fragmented and reactive. Organisational and
professional silos are evident, and a fragmented evidence base makes it very
difficult to assess the collective impact of services. Additionally, demand for level 4
services remains high and is unsustainable against the future financial scenario.

1.5

Interventions with a strong evidence base have not been commissioned at scale
and for some interventions shown to be highly effective there is not yet a long term
funding commitment.

1.6

There is a need to respond to spending reductions following an extended period of
growth in this business area. These reductions have to be managed in the context
of policy shifts such as the Academies agenda, the Troubled Families initiative and
consultation regarding the Early Intervention Grant (EIG). Many of the early years
services, including Children’s Centres, will have to respond to this new financial
context.

1.7

The current financial and policy landscape provides an impetus for services for
children to join up and integrate delivery more closely than ever before.
Towards a new Delivery Model

1.8

Partners in West Cheshire have defined Early Support as: “Intervening early and as
soon as possible to tackle problems emerging for children, young people and their
families, or with a population most at risk of developing problems. Early support is a
process and may occur at any point in a child or young person’s life.” (Early Support
Strategy)

1.9

The Early Support project is focused on developing a five year programme of
change which will see more coordinated, cost effective, timely and tailored support
for children and young people aged 0 -19 at levels 2 and 3 of the continuum of need
(requiring targeted and specialist services). The rationale is that a more joined-up
and evidence-based approach to early support and prevention will reduce demand
at level 4 of the continuum of need (acute services) resulting in better outcomes and
reduced costs to the whole system.

1.10 This project will complement the Families Together project, which focuses on those
families with the most complex need, sometimes referred to as ‘Troubled Families’.
The proposals from Early Support are intended to ensure that the needs of children
and families are effectively met before needs escalate. In essence effective Early
Support should mean fewer families with complex needs in the future.
1.11 Models such as Team around the Family, where support is drawn from a range of
different professionals have the potential to be less complex and more effective in
supporting families while potentially relieving public services of significant
overheads and operational costs. This project will also engage universal services to
ensure that they are connected with the emerging early support offer.
1.12 Key components of the new delivery model include:
A children’s investment unit: to ensure joint commissioning of services for
children’s across the partnership against a defined Early Support
specification;
An integrated front door (known as the early support access team) with a
triage and co-ordination function resulting in streamlined co-ordination and
case management across agencies;
Nine multi-agency teams, that provide direct services to support children
and families at levels and two and three within existing resources;
Evidence Based Interventions: delivering interventions which display a
strong evidence base and reduce demand for more acute services.
The New Approach in Practice
1.13 Early Support will include all services for children and young people addressing
needs at level 2 and 3 of the continuum in need, including Family Information
Service, Children’s Centres, Health Visiting, education Welfare Services, Multi
Systemic Therapy, and Behaviour Improvement activity.
1.14 As well as supporting more efficient use of public resources the Early Support
project will provide the following outcomes:
All children are safe within their families and communities
All children are healthy
All children are eager to learn and confident in achieving their potential
All families are confident in caring for their children

Towards a New Financial Model
1.15 To understand the costs and benefits of this approach, financial modelling has been
applied to three evidence based-interventions: Family Nurse Partnership, Multisystemic Therapy and Parenting Programmes. It must be emphasised that these
programmes represent exemplars of how joint investment will improve outcomes
and reduce demand across a range of agencies; however, they do not represent the
totality of the new offer. We are also looking to release duplication of efforts by
moving to a single family assessment and family plan managed locally. The Cost
Benefit Analysis identifies that the net present value of the costs incurred £2.563
million against benefits of £4.084 million with an overall payback period of 4 years.
1.16 The project is a mechanism to achieve cashable savings within a reducing financial
envelope. It creates a virtuous circle where a proportion of savings from reduced
demand are reinvested into early support and prevention activity which is in turn
expected to lead to a further reduction in demand on level four services. This is
shown in the following diagrams.

Figure 1: Proposed System redesign

Figure 2: Demand reduction and investment cycle
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Work Ready Individuals

NOTE
The following business plan provides a whole-system approach which will support
more individuals to make the transition from unemployment to employment, develop
skills and assist in job progression. The new delivery model includes the co-location
and integration of local and national agencies in specific neighbourhoods, a new offer
of support to address the varying needs of jobseekers and a new model of governance
which ensures more responsive employment and skills services reflecting the local
needs of residents and employers. It has been estimated that this approach will result
in an incremental saving of £4.5m p.a. as fewer individuals require out-of-work benefits
and make the transition to the workplace.
The proposals in this document have been developed jointly with partners. They are based
on the collection and review of a large amount of information and data from many sources.
They set out new and different ways of working for all West Cheshire partners and as such
will be subject to detailed agreement in the future, following further consultation and testing.
These proposals will therefore be subject to further development and change.
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1. Executive Summary
1.1

The following business plan provides a whole-system approach which will
support more individuals to make the transition from unemployment to
employment, develop skills and assist in job progression. The new delivery
model includes the co-location and integration of local and national agencies
in specific neighbourhoods, a new offer of support to address the varying
needs of jobseekers and a new model of governance which ensures more
responsive employment and skills services reflecting the local needs of
residents and employers. It has been estimated that this approach will result
in an incremental saving of £4.5m p.a. as fewer individuals require out-ofwork benefits and make the transition to the workplace.
The community budget approach

1.2

Securing sustainable employment and a good level of skills are central to economic
success and a high quality of life. Despite many examples of good practice across
West Cheshire, services designed to enhance employment and skills outcomes do
not always work closely together and consider the wider issues that need to be
addressed to ensure individuals are work-ready. With the onset of Welfare Reform
there is an opportunity and willingness for partners to work together and put the
customer at the heart of delivery. This whole system approach is firmly in
community budget territory and requires moving from a position of complexity
towards an environment where resources can move across silos to achieve the best
outcomes for residents and wider communities.

Understanding Work Ready Individuals in West Cheshire
1.3

West Cheshire performs better than the North West and England on levels of
employment, skills and most economic indicators, with the exception of earnings.
This high performance however masks growing unemployment amongst young
people, the over 50s and pockets of deprivation where unemployment rates are

much higher than the national average. West Cheshire’s population is ageing faster
that the national average, which means that there is a potential future labour
shortage unless we ensure that all those of a working age are suitably qualified and
in employment.
The current approach to Work Ready Individuals
1.4

Currently provision is delivered across twelve main providers and numerous other
supporting agencies, many of which are dealing with the same customers in an
uncoordinated way. Each organisation’s assessment and interventions are based
on the best knowledge they have of the citizen. However, this is often insufficiently
comprehensive to provide a rounded view of individual citizens, the challenges they
face and their family context. There is also currently a disconnect between the
world of work and those seeking work, with no clear mechanism for linking supply
with demand. This means that employers struggle to source people with the
appropriate skills and individuals are unable to find jobs as they do not have the
requisite skills for the labour market. This often results in employers looking outside
West Cheshire to fill their vacancies.

1.5

Against the background of local unemployment and system issues, the forthcoming
implementation of the Welfare Reform Act will introduce significant change. In
particular, it is anticipated that changes with regard to Universal Credit and the
ongoing roll out of Work Capability Assessments introduced under the Act will pose
a complex set of challenges.
Towards a New Delivery Model

1.6

The Work Ready Individuals project has been specifically designed to respond to
the challenges and opportunities within the West Cheshire economy. The key local
and national organisations that formed a partnership team to consider and address
these issues include:
expertise from the Department for Work and Pensions (DWP)
JobCentre Plus (JCP)
Cheshire West and Chester Council (CWaC)
Skills Funding Agency (SFA)
Private Sector businesses
local colleges
voluntary and community sector (VCS).

1.7

This group agreed the following key outcomes for West Cheshire on which a new
model of service delivery would be based:
Reduced unemployment and reduced volumes of benefits, including:
Jobseekers Allowance, Employment & Support Allowance and Income
Support claimants.
More people will be ‘work ready’.
A range of organisations focused around a common definition of work
readiness.
A more resilient workforce with people in work for longer with fewer and
shorter episodes of unemployment.

Local skills provision will be responsive to the demand of employers and
businesses.
The model will not exceed current costs.
1.8

It is recognised that any proposal would need to be closely integrated with the
Welfare Reform agenda and work within the grain of emerging policy. This would
allow better understanding of the risks and impacts of the proposed changes and
any challenges that they may present.

1.9

This project complements the Economic Growth Strategy which focuses on the
demand side issues of employment and skills, with the Work Ready Individuals
project addressing the supply side. From the outset, these two aspects have been
closely linked, as demonstrated in the new delivery model.

1.10

Proposals in the Economic Growth strategy, including the Business Hub and
Apprenticeship Hub are referred to throughout this document but the detail and
costs are outside of this Business Plan.
Learning from what works

1.11

Research has been undertaken to identify best practice in other areas of the
country and these findings have also been incorporated into the design of the new
delivery model. Examples of good practice include those supported through
Working Neighbourhood Fund (WNF) and City Strategies and also the DWP
Worklessness Co-design programme.
Understanding the customer

1.12

It was recognised that a key factor in helping to achieve our outcomes would be to
engage directly with job seekers. This was undertaken through a combination of
focus groups and questionnaires. The focus groups explored the sort of service
that would be most helpful for clients (particularly for those over the age of 50),
where it should be located and which partners should deliver it. The feedback from
this has been integrated into the new delivery model.
The New Approach in Practice

1.13

To meet the challenges and our proposed outcomes, partners have designed an
integrated employment and skills model which will co-locate employment and skills
advisers from a range of agencies in central accessible locations. It will provide
specialist teams of trained advisers to support the needs of targeted groups in
community or college locations and develop shared processes to support clients
through their customised journey to work.

1.14

The key elements of the model include:
Targeting resources for all job seekers appropriate to needs.
Providing people with the skills needed by employers.
Integrating employment and skills with other services to meet the needs of
citizens with the most complex needs.
Providing an offer to a wider client base including lone parents and long term
unemployed within the existing resource envelope.

Providing access to universal provision for those not currently in receipt of
benefits.
1.15

Existing resources impact will be maximised through the following new co-ordinated
service provision:
A Mutually Accountable Partnership (MAP) – integrated within our new
governance model for West Cheshire, to ensure key linkages are operating
effectively at a strategic level.
Business and Apprenticeship hubs – to ensure people have the skills that
correspond with the needs of the labour market.
Four Employment and Skills Hubs – to provide streamlined employment and
skills support for all job seekers across West Cheshire. Tailored offers will
be provided for different cohorts of job seekers following the development of
a sophisticated segmented approach.
Tailored offers for young people, people over 50 and to the long term
unemployed will supplement a core offer of integrated support for all job
seekers and links to business provided within each hub.
Specialist teams of employment and skills advisers to provide the link with
existing wrap around support in areas such as financial management/debt
advice, housing advice etc.
Support for the Specialist Case Commissioning Team who will provide an
integrated service for families with the most complex barriers.
The New Culture

1.16

This exciting yet deliverable approach represents a significant opportunity to
change the way that agencies currently work together. There is potential to build, at
its heart, a new customer focused and integrated culture which will provide a step
change in outcomes at no additional cost. The model provides a powerful driver to
draw multiple agencies together around common objectives, promoting a common
business culture and acting as one cross-cutting organisation focused around
citizens within a ‘place’. A practical example of this is that the model embraces the
DWP Welfare to Work reforms through introducing Work Programme providers as
key partners and also provides a platform to enable the roll out of Welfare
Reform/Universal Credit.
Towards a New Financial Model
We will use only existing funding

1.17

A key financial headline is that this project will not require additional investment
from any agency and will be delivered within existing cross agency funding and
staffing resources. This currently stands at an aggregate of £7.98m across the
agencies in the region (including property costs).
Increased and measurable success

1.18

The success of the proposed model can be represented and measured through
many performance metrics. For example, the proposed model is forecast to
increase the current success of claimants leaving Jobseekers Allowance and
deliver the current stretch target set by JCP across the region. The project has set

improved targets to the current model across other benefit claimants and metrics.
These are detailed in the Cost Benefit Analysis (CBA) but are summarised in the
table below:
Claimant Type

Current Delivery /
deadweight (volume)
Jobseekers Allowance
2,007
Employment Support
66
Allowance
Incapacity Benefit
188
Lone Parent Support
50

Target Delivery
(Volume)
2,148
132

Increase above
deadweight
141
66

376
~

188
50

Table 1: Summary of Cost benefit Analysis

1.19

The overall savings to the public purse and additional economic and social benefits
when the new delivery model is fully implemented are significant. It is estimated
that the model will utilise the existing £7.98m cost envelope more efficiently and
deliver an overall fiscal saving to the public purse by £4.58m per annum. It is
anticipated that the new model will be fully implemented and the associated savings
will be fully achieved by year 3. In addition to the fiscal savings, estimated economic
benefits of £1.17m can be generated from increased levels of skills and
employment in the region.

1.20

The fiscal savings accrue to the Treasury from a reduction in benefits spend with
other public service savings related to health, crime and increased economic
productivity impacting locally.

1.21

It is also recognised that costs associated with welfare reform, such as the impact
on housing associations, will be better managed through this approach.

1.22

The table below summarises the ongoing incremental savings generated from the
new delivery model when fully implemented (year 3), by claimant type and the
Agencies that will benefit from these savings:

Claimant Type
Jobseekers
Allowance
Employment
Support Allowance
Incapacity Benefit
Lone Parent
Support
Total

DWP
£'000
saving p.a.
287

Police
£'000 saving
p.a.
305

NHS
Total
£’000 saving £'000 saving
p.a.
p.a.
64
656

470

508

298

1,275

1,346

802

171

2,318

277

32

22

331

2,379

1,646

554

4,580

Table 2: incremental savings of the new delivery model
*the breakdown of the figures do not equate to some of the totals due to rounding.

Additional locally realised efficiencies

1.23

By co-locating and integrating processes, the proposed model will deliver additional
efficiencies through increasing capacity, streamlining processes, removing
duplication and reducing the amount of time that claimants remain on benefits.

1.24

Although delivering efficiencies by reduced premises and accommodation costs
through co-location is not a primary objective of the new delivery model, it is
recognised that these secondary objectives could also be delivered. It is also
recognised that there may be investment required to the estate to ensure locations
are fit for purpose, once the investment has been identified, investment agreements
will need to be determined.

1.25

The estimated costs and benefits associated with co-location have been included
as part of the financial appraisal of this proposal but it is recognised that the primary
benefit to the Treasury will be generated from reduced unemployment and reduced
volumes of benefits, and not through reduced accommodation costs.
Dialogue with Government

1.26

The proposals have been co-designed between Whitehall and local partners. It is
requested that this relationship and dialogue continues particularly to ensure a
whole system approach which complements national programmes such as the
Work Programme, Youth Contract, and skills provision.
Moving to implementation

1.27

Partners are fully committed to making these proposals a reality. The new model
will be phased-in from April 2013. The success of the implementation on the ground
will enable the new approach to evolve and broaden in scope.

–

Business Plan
Executive Summary
Safer Communities

Note
This business plan sets out a new approach to addressing the causes and
impact of domestic abuse (DA). A partnership approach based on joint
investment, joint commissioning and joint case management is advocated which
aims to reduce the risks, demand and costs associated with DA while
supporting better outcomes for victims, perpetrators and children. It is
estimated that this approach will avoid future costs and release savings of £7.6
million (net) over five years.

The proposals in this document have been developed jointly with partners. They are
based on the collection and review of a large amount of information and data from
many sources. They set out new and different ways of working for all West Cheshire
partners and as such will be subject to detailed agreement in the future, following
further consultation and testing. These proposals will therefore be subject to further
development and change.
.
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1. Executive Summary
1.1

This business plan sets out a new approach to addressing the causes and
impact of domestic abuse (DA). A cross partnership approach based on joint
investment, joint commissioning and joint case management is advocated
which aims to reduce the risks, demand and costs associated with DA while
supporting better outcomes for victims, perpetrators and children. It is
estimated that this approach will avoid future costs and release savings of
£7.6 million (net) over five years.
The Community Budget Approach

1.2

Domestic Abuse is an issue which is inherently complex and costly. Tackling DA
cannot be the responsibility of one single agency. It extends beyond public
protection agencies and often involves responding to issues relating to health,
housing, services for children, drugs and alcohol. A community budget approach based on the principles of joint investment, early intervention, and coordinated
services built around the customer – therefore has the potential to deliver better
results for service users, communities and the taxpayer.
Understanding Domestic Abuse in West Cheshire

1.3

Section 3 of the business plan outlines the nature of the domestic abuse across
West Cheshire. It is noted that West Cheshire is a relatively low crime area which
has seen ongoing reductions in crime over recent years. Recorded crime fell by
16.3% during 2011/ 20121 and rates of adult reoffending are below the national
caseload average2. Consequently the scope for serious cost reduction is likely to be
less than in higher crime areas. However, domestic abuse (DA) is a major

1 Cheshire Constabulary Official Data Return 2011/2012
2 Re-offending of adults on the Probation Caseload – Quarter 3 11/12 Ministry of Justice

challenge for public services. It places significant, costly and increasing day to day
demands on the Police, the Council, health and other support services. At the end
of August 2012 the identified cost of DA in West Cheshire was estimated at £16.5
million per year3. The actual costs are likely to be nearer £20 million. It is estimated
that at least 98% of these costs are reactive. This is unsustainable in the current
climate.
1.4

In addition to the costs to the public purse, DA has profound long term implications
for victims and perpetrators. It seriously undermines their life chances and that of
affected children, significantly increasing demand on public services in the medium
and longer term.

1.5

In 2011/12:
Over 9,000 women and girls in West Cheshire are likely to have been
affected each year;
1 in 4 women and 1 in 6 men experience domestic abuse since the ages of
sixteen4;
1 in 4 same sex couples experience domestic abuse during their lifetime5;
Of the 1,160 DA incidents reported to the police: 12% were assessed as high
risk; 24% as medium risk; and 64% as standard risk6;
14% (164) of the DA incidents reported to the police was from male victims 7;
Cheshire Police respond to an average of 97 incidents each month: 54%
result in an arrest8;
Repeat incidents increased as a proportion of total incidents by 2% points
from 24% to 26%9;
The number of reported DA incidents per 1000 population is higher in
Ellesmere Port and Chester10;
28% of Multi Agency Risk Assessment Conferencing (MARAC) cases
featured mental health issues, 17% featured alcohol misuse, 9% featured
drug misuse, 1% were male victims and 1% were same sex couples11;
An estimated 40% (455) of Children in Need in receipt of Children’s Services
have DA as a primary factor;
35% (87) children with Child Protection Plans had DA as a primary cause;
26% (91) children going into care are estimated to have had DA as a primary
cause12; and
During 2011, Cheshire Probation Trust managed 181 Community Orders and
32 Licences for West Cheshire offenders where domestic violence was part
of the index offence. 171 of these cases presented as either High or Medium
Risk of Harm to either a known adult or child13.

3

See Tables 2 and 3 of this report
British Crime Survey Bulletin 2008-09
5
Hunt, R & Fish, J (2008) “Prescription for Change”, Stonewall. Available at
http://www.stonewall.org.uk/documents/prescription_for_change.pdf
6 Cheshire Police CAVA data system information 2011/2012
7
Cheshire Police Official Domestic Incident data 2011/2012
8 Cheshire Constabulary Official Data Return 2011/2012
9 Cheshire Police Official Domestic Incident data 2011/2012
10 Cheshire Police Official Domestic Incident data 2011/2012 and The Office for National Statistics
population estimates. ONS Crown Copyright 2012. Office for National Statistics licensed under the Open
Government Licence v.1.0. ONS website: www.ons.gov.uk.
11 West Cheshire MARAC Data 2011/12
12 Lea, D (2012) “Report on CAVA Project for Adult Safety”
13 Croft, E (2012) “Analysis of Domestic Violence Offenders within Cheshire Probation Trust”
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The current response to Domestic Abuse
1.6

Section 3 provides further information on how services currently respond to DA. It is
recognised that DA is a complex and challenging issue to tackle: the “what works”
evidence is partial and contested. It does not sit comfortably in the public sector
landscape, as responsibility for tackling root causes is dispersed across agencies.
Data is not collected by agencies in a manner that provides a whole system view of
DA, for example there are big gaps in respect of health data. Furthermore,
governance arrangements are complex, comprising of a network of overlapping
statutory and non-statutory groups and partnerships.

1.7

Local arrangements at the highest levels of risk/need are considered to be
effective14. MARACs (and IDVAs) focus on increasing the safety of high risk
victims15 and their children and link appropriately with Multi Agency Public
Protection Arrangements (MAPPA) to manage high levels of risk. However, MARAC
processes can be bureaucratic and slow: there are challenges around
accountability, and agency responsibility. Accommodation options are dated and
inflexible with extended stays in temporary refuge accommodation and lengthy
periods of floating support limiting throughput.

1.8

Prevention and protection arrangements for standard and medium risk cases are
fragmented and poorly sequenced. Decisions about risk are frequently taken by
agencies in isolation without the full knowledge, history, and involvement of other
agencies involved. Reactive costs are high and outcomes for victims generally poor
until they are at high risk and able to access the Domestic Abuse Family Support
Unit (DAFSU) and MARAC. However, Refuge and Floating Support Services have
had positive outcomes, albeit for a comparatively small number of victims. The
limitations of responses at the earlier stages, coupled with inherent risk aversion,
can result in victims being escalated into the high risk, high cost category
inappropriately. There are no voluntary perpetrator programmes available locally
and mandatory perpetrator programmes have high attrition rates. Victims tell us
they want one number to call when they need help from which all services are
available. They want the person who answers their call to have their history and
understand what they are going through. They do not want to keep repeating their
story. Above all they want the problem to stop. Research nationally and experience
locally indicates that empowering victims and challenging perpetrators to take
responsibility for and change their behaviour are critical in this respect.
Towards a New Delivery Model

1.9

14

Section 5 provides further information on the new delivery model. A full account is
provided on how the new model will reduce the risks, demand and costs of DA in
West Cheshire and deliver better outcomes for victims, perpetrators and their

The % of repeat victimisation is lower for cases managed through MARAC (and IDVAs) 22% of cases
presented at MARAC (with IDVA support) in 2011/12 were repeat victims compared with 26% of all cases
reported to the police across the risk spectrum.
15
Steel, N., Blakeborough, L., Nicholas, S. (2011) “Supporting high-risk victims of domestic violence: a
review of Mulit-Agency Risk Assessment Conferences (MARACs), Home Office, London.

children. It is predicated on tackling underlying causes; an improved offer for
victims; and a step change in offender management to break the cycle of abuse.
Success will be measured by evidencing the following:
fewer repeat victims of DA;
less re-offending by known perpetrators of DA;
fewer Children in Need that have DA as a primary cause;
fewer children with a Child Protection Plan where DA is the primary cause;
and
fewer children entering Care where DA is the primary cause.
1.10

The new approach draws on evidence of what works, input from professionals from
stakeholder organisations and what survivors (Appendix 1) and perpetrators
(Appendix 2) have told us about their experience of receiving services in the past
and what made a positive difference. A panel of national DA experts have also been
consulted and their feedback has helped inform the new approach (Appendix 3).
Dialogue with survivors, perpetrators and experts will continue to be integral to the
work going forward.

1.12

Following implementation and evaluation, this model could be extended to offender
management in its entirety, anti-social behaviour and safeguarding more broadly,
equally, it could be rolled out pan Cheshire.
The New Approach in Practice

1.13

The new delivery model will help prevent violence from happening by challenging
the attitudes and behaviours that foster it. Agencies will be able to intervene earlier
and provide appropriate levels of support more rapidly where DA occurs. Partners
will be better placed to address risk and harm before they escalate to high risk and
crisis situations, requiring costly responses including the protection of victims, and
ensuring perpetrators are brought to justice. On the premise that the most effective
way to safeguard children from DA is to protect victims and tackle perpetrators, the
focus has been on a cohort of victims (1,160)16 and known perpetrators (156) of DA
who reside in the West Cheshire footprint. Integration at all levels is a defining
characteristic of the new model, recognising that inefficiency, duplication, risk
aversion and increased demand can be generated by organisations operating in
individual silos. Experience with the Youth Offending Services (YOS), Multi Agency
Public Protection Arrangements (MAPPA) and Integrated Offender Management
(IOM) has shown that service integration has the potential to protect victims and
address the needs and offending behaviour of those at risk of criminality earlier and
more effectively17.

16

1160 is the number of incidents reported to the Police in 2011/12. Some of these incidents were repeats
to the same victims. In addition to the number of incidents reported to the police, victims also disclose to
other agencies. These figures are not collected and are unknown. Therefore incidents are understated.

17

Wood and Kemshall (2007) The operation and experience of Multi-Agency Public Protection
Arrangements (MAPPA). Homes Office Online Report. Accessed online
http://www.cardiff.ac.uk/socsi/resources/MAPPA1207.pdf
Peck, (2011) Patterns of reconviction among offenders eligible for Multi-Agency Public Protection
Arrangements (MAPPA). Ministry of Justice Research Series 6/11. Accessed online
http://www.justice.gov.uk/downloads/publications/research-and-analysis/moj-research/patterns-reconvictionmappa.pdf
Integrated Offender Management National Conference 2012 3rd and 4th July 2012

1.14

It is an integrated, coordinated, whole system problem solving approach which
involves:
equipping those at risk with the information to enable them to make choices
about their lives;
empowering frontline workers to better identify and manage risk;
multi agency risk assessment at locality level with intelligence led problem
solving;
locality based multi-agency specialist case commissioning teams working
with complex medium and high risk victims, brokering and sequencing
appropriate interventions based on risk and need;
IOM to grip high and medium risk perpetrators; and
jointly and strategically commissioning specialist DA services.

1.15

The following table provides an outline new delivery model compared with business
as usual:

The new delivery model
1. An access team makes it more likely that
the need for more joined up support will
be spotted earlier.

Instead of.
Ad hoc arrangements to deal with cases
that don’t meet the highest level of need
resulting in disproportionate and
inappropriate pressure exerted on
MARAC.

2. A common assessment to ensure
agencies manage risk in a coordinated,
consistent and evidence-based way.

Unclear pathways to respond to need.

3. An improved core offer to respond to
standard risk involving systematic
awareness raising, multi-agency training,
better signposting, enhanced victim
support, robust use of criminal justice
sanctions such as Domestic Violence
Protection Orders (DVPO) and a voluntary
perpetrators programme.

An unclear and piecemeal offer for
standard risk victims and perpetrators
leading to inconsistency and potential
escalation in need to more serious
cases.

4. Multi-skilled locality-based case
commissioning teams sequencing the
right interventions for medium and high risk
victims and perpetrators, involving
professionals in police, probation, family
advocacy, DWP, and others.

Many key workers engaged with the
victim and perpetrator with a limited
capacity to solve problems across
agencies and prioritise interventions,
outside regular MARAC processes.

http://www.homeoffice.gov.uk/publications/crime/reducing-reoffending/2012-iom-conference/IOMConference-report-2012?view=Binary
National Youth Agency, March 2011 Participation in youth justice: measuring impact and
effectiveness. Accessed online
http://www.nya.org.uk/dynamic_files/targetedsupport/Participation%20in%20youth%20justice%20measuring
%20impact%20June%202011.pdf

5. A Menu of Interventions sets out a new
core offer of support for standard, medium
and high risk victims and perpetrators
including personal and household security
(nationally known as target hardening), a
new refuge offer with flexible
accommodation, floating support,
therapeutic services and advocacy for
victims.

No core offer of interventions leading
to inconsistency, delay and
confusion.

6. A new offer for medium and high risk
statutory and non-statutory perpetrators
involving Integrated Offender
Management, balancing control and
surveillance with support and challenge to
ensure offenders face their responsibility or
face the consequences. This will include
electronic monitoring, alcohol monitoring,
perpetrator programmes and addressing
substance misuse.

IOM only targets a cohort of prolific
offenders. Majority of DA perpetrators
are managed by single agency only at
the point of criminal conviction. Little
engagement with third sector to address
DA offending behaviour.

7. ‘Shadow Pooling’ of Public Service
investment ensures that there is a clear,
joint view of the flows of benefits and costs
in the new model. Joint work across
commissioners makes services
increasingly integrated, locally sensitive
and based on evidence of what works.

Public services invest in silos in the
causes and effects of the domestic
abuse. Services are fragmented as a
result and costs remain high, impacts
low.

8. A joint outcomes framework to ensure
that all agencies assess their success
against common objectives.

Multiple and overlapping performance
frameworks often focused on highest
level of need.

9. A data and intelligence hub to ensure up
to date intelligence informs risk
management and commissioning of
interventions and accurate management
information is available and the financial
and non-financial impact of the new
approach is accurately measured.

Confusion over data sharing and no
common analysis of impact.

Table 1: New Delivery Model

Towards a New Financial Model
1.16

Section 6 outlines the new financial model that will be supported by joint investment
and reinvestment across organisational boundaries. This has been subject to a
robust cost-benefit analysis.

For every pound spent on this new model partners estimate a saving of
£1.7918 to the public purse. The total cost of the new model is £2 million per year
(£2.2million in year one).Of the estimated £17.13 million in gross fiscal benefits the
new model will achieve it has been estimated that £4.6 million could be cashable19.
This means that £4.6 million could be released to be spent elsewhere. However,
some fiscal benefits may not be cashable in the short/medium term, but could result
in resources being deployed differently. For example, given the modest offender
cohort size, criminal justice benefits such as prison places would not be cashable.
The extent to which saving arising from the new delivery model are cashable will be
determined through further discussions with partners.
1.17

Partners have developed a persuasive case for investment in the new delivery
model. However, with additional investment it is possible to could go further, faster.
It is intended to actively investigate the potential for a Social Impact Bond as an
innovative way of attracting new investment for prevention and early intervention
services, and remove the risk that interventions do not deliver outcomes from the
public sector.
Dialogue with Government

1.18

The proposals have been co-designed between Whitehall and local partners. It is
requested that this dialogue continues in relation to issues relating to data sharing,
voluntary perpetrator programmes, electronic tagging, and brief interventions.
These issues are detailed in Section 2.2.
Moving to Implementation

1.19

18

It is proposed that the new model is phased in from April 2013. The success of
implementation on the ground will enable the model to evolve and broaden in
scope. An outline implementation plan is included in Section 8.

The majority of the new model will be funded from re-configuration of existing resources. With an
investment of £0.8 million (£0.6 million in year one) being required. Based on the investment needed, the
additional saving for every additional £1 invested in the new model will be £7.19.
19
A cashable saving is defined as reducing inputs for a given level of outputs. Cashable savings can be
distinguished from non-cashable savings as being the elements of a benefit that are relatively more
straightforward to liquidate, turning an asset into resources

Business Plan
Altogether Better
Ageing Well
Version 1.3

Business Plan
Executive Summary
Ageing Well

NOTE
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involve supporting stronger communities, self care and integrated care teams.
As well as enhancing the quality of life for older adults the proposals chart a
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1. Executive Summary
The following business plan provides a new approach to enable older adults maintain their
independence through radical changes to service delivery which involve supporting
stronger communities, self care and integrated care teams. As well as enhancing the quality
of life for older adults the proposals chart a course for whole-system reform which through
joint investment and reinvestment will reduce non-elective hospital admissions by 25-30%
and placements in residential care by 15%. This could result in net costs being reduced by
£26.1m over the next five years, although this is not likely to fully meet rising demand.

1.1

The Community Budget Approach

1.1.1 Meeting the needs of older adults and ensuring that they can maintain their
independence is not the responsibility of any one public agency, it requires joined
up working across a range of organisations. A community budget approach based
on the Altogether Better key principles of joint investment, prevention and early
intervention and coordinated services built around the customer – therefore has the
potential to deliver better results for service users, communities and tax payers. A
new approach is needed based on the principles of stronger communities, self care
and integration.
1.2

Understanding Ageing Well in Cheshire West

1.2.1 The population across Cheshire West is and has been ageing. The number of
people aged 65 and over will increase by 19,500 or 26%, with the number of those
aged 85 and over increasing by 41%, an additional 3,000 people between 2010 and
2020.
1.2.2 Demand in emergency admissions is growing at a faster rate than demographic
growth particularly in those aged over 85. For example, between 2006/07 and
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2011/12 the number of people aged over 85 increased by 18% whilst the number of
non-elective admissions increased by over 40% and non-elective bed days by 30%.
1.2.3 In addition to increasing demand there is evidence that the care model across the
whole system is sub-optimal, customer experience needs to improve, and a
recognition of the significant financial challenges.
1.2.4 The current system of care is not suited to address these demands. Most demand
in the system is from those with long-term conditions but the model of care was
originally designed to be acute-based and episodic. This leads to a situation where
at least 25-30% of older people in hospital, who would not need to be there if
adequate alternative models were in place. There is also strong evidence of the
system being reactive and disjointed, with agencies not always working together in
a planned and coherent way. Finally, the current model of care is often viewed as a
deficit based model, in which people are considered as passive recipients of
services.
1.2.5 Although, the majority of older people are reporting satisfaction with individual
services, they report difficulties navigating the complexity of the whole system;
whilst individual customer contacts may be customer-focussed the system as a
whole is not (West Cheshire Together, 2011).
1.2.6 In terms of public expenditure reductions, local authorities are making 25%+
reductions in spend and the NHS is required to deliver 4% savings through
efficiencies; the combination of these means that public services are facing
fundamental challenges.
1.3

The Current Approach

1.3.1 Cheshire West’s ageing population means that there will be more people with
multiple conditions who have needs that would be better served by an integrated
care system rather than singularly by individual providers. The current model of
service delivery does not meet this challenge; customers and carers are reporting
frustration with fragmented care and limited control.
1.3.2 The current model of care for older people within health and social care in Cheshire
West is unsustainable financially. Locally, £133.6m (2011/12) is spent on NHS
acute and community care and social care on the over 65s. Local Government is
making budget reductions of 25+% and the NHS is on ‘flat cash’ at a time when
demand for acute care for older people is continuing to increase, particularly in the
over 85s. The local leadership, consisting of Chief Executive Officers from main
commissioners and providers, recognise a local analysis that demonstrates at least
25% of older people in an emergency hospital bed do not need to be there and that
there could be 15% fewer placements to long-term care if adequate alternative
provision and a ‘whole system’ approach was in place.
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1.4

Towards a New Delivery Model

1.4.1 It is recognised that the solution cannot be one that just involves the integration of
health and social care. The leadership team also know that when people are
connected, contributing to and leading their communities, it leads to better
outcomes and public money goes further. They understand that their role is to
connect, and nurture the current strengths and capacity within their communities
and develop new relationships with a broader range of service providers in a new
collaborative approach to meeting community need.
1.4.2 The Leadership Team has agreed to focus on people aged 65+ who live in
Cheshire West who need care and support – or who are at risk. Specifically the
intention is to reduce non-elective bed day use by those aged over 65 by 25-30%,
accompanied by a 15% reduction of placements into long term care. The initial
focus will be on people aged 85+.
1.4.3 Partners know that staying with the current model will require us to have more
hospital beds and more complex packages for longer term care– the fundamental
economic prize is creating a more sustainable future as services and expectations
are changed and this can only be achieved through innovation. Perhaps as
important, the evidence does point to clear benefits in the quality of service and
citizen experience. From that point of view, this is the right thing to do. Partners will
need to build an evidence base as they go to reinforce the case for change.
1.4.4 Finally, the enormity of this challenge is not underestimated. The need for clear
collaborative leadership is at the core of success. There are a wide range of
barriers to success including the central “community budget” question of moving
money around the system and securing system investment, beyond organisational
boundaries. Extensive work has been undertaken to explore collaborative funding,
contracting and risk management to be able to move money around the system.
Other challenges include sharing of information, workforce development and
practical issues such as the limitation of Clinical Commissioning Groups (CCG’s) to
annual budgets. As these proposals move towards delivery plans, attention will
need to be addressed to the active management of the political and organisational
development agenda that the challenge poses.
1.5

The New Approach in Practice

1.5.1 Partners are presently approving a Heads of Terms agreement that clearly sets out
the agreed direction for the care of older people locally, the key commitment of
which is:
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The named partners in Cheshire West agree to act together to address the opportunities
and challenges in managing the care and support of older people. The work would be
targeted to deliver the agreed joint outcomes but would sit as part of a wider public health
strategy.

1.5.2 The Heads of Terms joins up and builds upon locally identified priorities in order to
produce a coherent five year delivery plan, the core elements of which are:
A strategy to develop stronger communities in which older people are viewed as
assets rather than deficits
Maximising the number of patients who can self-manage through systematic
transfer of knowledge, and care planning
Integrated locality care teams including social care, community services, allied
health professionals and general practice
To secure the innovation that providers can bring and to manage the risks of largescale change, the delivery of some elements of the integrated care strand will be
premised on alternative funding and contracting arrangements
1.6

Towards a New Financial Model

1.6.1 The leadership team has identified that whilst the outline integration and prevention
strategy has widespread support, the evidence base for it to generate savings is
weak. Using the best available evidence, the proposals for years 1 to 3 will assist
partners to manage expected growth but after that progress will stall unless
disinvestment in acute services can be made and community based solutions
extended to deliver at scale.
1.6.2 Whilst the demographic growth in demand for resource is anticipated to cost an
extra £19.1m by the close of 2017/18, the scaling up of existing interventions will
deliver a maximum net efficiency of £4.27m by the close of 2015/16. This is the
point when the scaling up of existing interventions reaches the optimal point.
1.6.3 By creating an environment that encourages innovation, non-elective bed use can
be reduced by 25-30% in total and the amount of long term care placements by
15%, equating to a further net efficiency of £3.94m and £1.99m respectively
achievable by the close of 2017/18. This is based on the assumption that alternative
care could be provided at a third of the cost of an acute hospital bed, based on
today’s costs, and 40% of the cost for long term care.
1.6.4 However, whilst these efficiencies go a long way to contain the demographic growth
pressure they do not mitigate growth entirely with the net demand pressure by the
close of 2017/18 of £8.9m (cumulative).
1.6.5 If providers and commissioners operate within an environment that creates
innovation and promotes preventative measures, further efficiencies are possible
through the development of stronger communities and self care models.
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1.6.6. The table below provides a summary of the growth pressures facing Cheshire West,
the savings achievable in years 1 to 3 (2013/14 – 2015/16) and the potential for
further savings achievable through reduction in acute beds and the number of long
term care placements.

Actual
spend
(£'000)
Spend per
head 65+

2011/12

Forecast spend (£'000) based on 2011/12 cost and population
forecast
2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

Yr 1

Yr 2

Yr 3

Yr 4

Yr 5

Total

NHS acute

£ 1,051

65,654

67,873

70,097

72,007

73,389

75,194

77,262

Adult social care
Total Expenditure

£ 1,087
£ 2,138

67,903
133,557

70,198
138,071

72,498
142,595

74,474
146,481

75,903
149,292

77,770
152,964

79,908
157,170

4,524

3,886

2,811

3,671

4,207

Annual Growth (1)

19,100

Scaling up of Existing Interventions
Cost

0

4,344

4,289

6,401

6,401

6,401

Benefit

0

(5,630)

(6,503)

(10,671)

(10,671)

(10,671)

Net Cummulative Cost/(Benefit)

0

(1,286)

(2,215)

(4,270)

(4,270)

(4,270)

Net Additional Annual Cost/(Benefit) (2)

0

(1,286)

(928)

(2,055)

0

0

39,403

Building a sustaintable whole system model
Reduction in Non-Elective beds
Cost of In-patients - non elective
Percentage reduction (Over and above scaling up existing
interventions)
In patient saving (benefit)
Alternative provision 33% of in patient cost
Net Cummulative Non-Elective beds saving

0

0

0

37,428

38,348

0%

0%

0%

5%

10%

15%

0
0

0
0

0
0

(1,871)
624

(3,835)
1,278

(5,910)
1,970

0

0

0

(1,248)

(2,557)

(3,940)

0
0

0
0

(1,248)

(1,309)

(1,384)

33,154

Net Additional Annual Cost/(Benefit) (3)
Reduction in Long Term Care beds
Cost of Long Term Care
Percentage reduction (Over and above scaling up existing
interventions)
Long Term Care saving (benefit)
Alternative provision - 40% of LTC cost
Net Cummulative Long Term Care Beds saving

(4,270)

(3,940)

0

0

0

31,492

32,267

0%

0%

0%

5%

10%

10%

0
0

0
0

0
0

(1,575)
630

(3,227)
1,291

(3,315)
1,326

0

0

0

(945)

(1,936)

(1,989)

0

0

(945)

(991)

(53)

(1,989)
8,900

Net Additional Annual Cost/(Benefit) (4)
Total Net Annual Growth Pressure/(Surplus) (1+2+3+4)

0

3,238

2,958

(1,436)

1,371

2,770

Total Net Cummulative Growth Pressure/(Surplus)

0

3,238

6,196

4,759

6,131

8,900

Table 1 – Ageing Well Cost Benefit Analysis Summary
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Business Plan
Executive Summary
Integrated Assets

NOTE
The following business plan provides a place-based, rather than organisational, approach
to the management of land and buildings across public services. A clear direction of
travel and evidence base for change has been established which will benefit the jointdelivery of services. While it is difficult at this stage to identify a full list of specific
opportunities for joint-asset use, financial modelling has suggested a potential reduction
in building running costs of £1.57 m (net) if this approach was adopted.
The proposals in this document have been developed jointly with partners. They are based on
the collection and review of a large amount of information and data from many sources. They set
out new and different ways of working for all West Cheshire partners and as such will be subject
to detailed agreement in the future, following further consultation and testing. These proposals
will therefore be subject to further development and change.

Altogether Better West Cheshire – Integrated Assets
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1. Executive Summary
1.1

This business plan proposes adopting a collective place-based, rather than
individual organisational approach to the management and use of land and
buildings across public services in order to maximise efficiencies in the
public sector estate.

1.2

The Community Budget Approach to Assets in West Cheshire

1.2.1 Public Sector Partners across West Cheshire own in excess of 1,500 assets. There
is a great deal of variation in the type of asset, which ranges from car parks and
playgrounds to office accommodation. The annual running costs and maintenance
costs of this asset footprint are estimated as being in excess of £40million. A data
gathering and mapping process has identified that 320 strategic assets are used for
service delivery, within which 60 have been identified as “generic office
accommodation” costing in the region of £12.4 million per annum, and accounting
for 18% of floor space of the total portfolio.
1.2.2 Partners across West Cheshire have worked intensively over recent years to best
manage their property portfolios in an effective and efficient manner. In 2009,
Cheshire West and Chester Council introduced a Workplace Strategy to provide
modern, fit for purpose offices, which helped drive cultural change and reduce
running costs. This resulted in the Local Authority reducing its corporate estate by
41%, and associated annual running costs by £2.6 million. In 2010/11 Cheshire
Constabulary reduced their running costs by £860,000 through a range of
maintenance savings and increased investment in energy efficiency.
1.2.3 This challenge has been mirrored at a national level with Central Government
reducing the size of the civil service estate by 10% between January 2010 and
January 2012, reducing running costs by 8.4% over the same period.
1.2.4 The progress that has been made by local partners has been achieved on an
organisation by organisation basis, and whilst this may continue to deliver savings,
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joint partnership working across the combined portfolio will maximise potential
savings.
1.3

Towards a New Approach

1.3.1 The Assets project provides a framework for an integrated approach to the public
service estate, with individual schemes coming forward within this. This approach
means that different levels of joint working will apply at different times and this will
be assessed depending on the circumstances, based on the following options:
Cooperation: Partners sharing information and knowledge but making
decisions in isolation.
Coordination: Proactive alignment of requirements and incentives to avoid
duplication.
Collaboration: Consideration of the wider needs and demands of partner
organisations in strategic decisions.
Co-ownership: Collaboration extended to include pooling budget and
shared equity in pan-public sector organisations.
1. 3.2 There is no presumption that partners will work towards co-ownership; each
decision will be made on its individual merits. It is recognised that moving to this
new approach will require collaborative work to create the conditions to move to
more integrated working, including:
Joint Asset Management: The newly established Partner Estates Group will
work to develop a joint Asset Management Plan, which will support improved
partnership working, the collection and collation of information in a consistent
manner and inform partnership decisions. This joint Asset Management Plan
will actively promote collaboration to deliver a smaller, fit for purpose public
estate, making optimum use of valuable property assets including the
appropriate co-location of complementary business functions. This will affect
different partners on a scheme by scheme basis.
Memorandum of Understanding: This will assist by applying principles for
sharing information and outlining common principles for partnership working.
Consolidation of common asset types: The potential for rationalisation of
the office estate is being used as a case study within the project to discover
the potential level of savings that could be generated. It is expected that
different partners will be included at different stages of the project but that all
partners will eventually be affected and included. Other asset types will be
addressed as the partnership matures.
Create common standards across partner organisations: The Partner
Estates Group will be well placed to develop challenging targets for all
organisations to work towards to help address disparity in performance,
standards and cost across the Borough.
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1.4

Financial benefits

1.4.1 A case study based on a programme of office moves, using the Government
Property Unit financial modelling tool, shows that there are potential savings of
£1.7 million to be gained by 2017. It should be noted that this is based on a series
of assumptions and the potential savings are therefore dependant on the validity of
these.
1.4.2 The model identified approximately £1.1 million revenue costs to facilitate the
moves including potential building alterations, ICT infrastructure and staff relocation
costs, but these costs do not include the projected costs of project management
associated with this work. It is currently estimated that the implementation and
running costs for this project would be £150,000 per annum over a three year period
from 2013-2016.
Year
Cumulative Gross
Revenue Savings
in Year.

2012/13

2013/14

2014/15

2015/16

2016/17

£43,000

£245,000

£510,000 £1,637,000 £1,702,000

One off Revenue
Costs Related to
Moves.
£(319,000) £(224,000) £(307,000)

£(173,000)

£(131,000)

Cumulative Net
Savings (costs).
£(276,000)

£21,000

0

£150,000

£203,000 £1,464,000 £1,571,000

Project
Management
Costs to Deliver.
£150,000

£150,000

£0

Table 1: Indicative Analysis on Cumulative Revenue Savings Identified within GPU Model
Sept 2012

1.4.3 The table shows savings and revenue spend to achieve those savings in each year.
The potential savings are generated by reducing operating costs of freehold
properties and the surrender of a number of leases and PFI contracts at their
termination dates. The costs are one off costs associated with the moves in that
year. Potential savings represent permanent budget reductions shown cumulatively
i.e. new savings achieved in any given year are included in the savings figure for all
subsequent years.
1.4.4 In addition savings of £1.686 million have been identified for 2017/18 which are
included in other Altogether Better business plans.
1.5

Asks to Government

1.5.1 The key areas where Government can help partners to address constraints to
integrated investment and delivery are:
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Closer relationships to be formed between Local Economic Partnerships and
Asset Management Strategies to address asset integration at a regional
level.
That the Government Property Unit works collaboratively with local public
sector asset management groups to ensure local asset plans and national
asset management plans are coherent and support each other.
Greater freedoms and flexibilities regarding the recycling of capital receipts in
the region to support rationalisation and promote integrated properties, rather
than their current return to central Government.
The movement of finance around the system will create winners and losers.
Treasury rules limiting departmental flexibility around property solutions and
disposals should be reviewed to ensure departments are able to work
collaboratively with local areas to enable solutions with the best overall result
for taxpayers.
Develop a new infrastructure product which provides up-front funding to
finance housing development, with a deferred receipt mechanism. Claw-back
would be implementable if development was not delivered in line with
phasing plan.
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GOVERNING BODY REPORT

DATE OF GOVERNING BODY
MEETING:

15th November 2012

TITLE OF REPORT:

Quality Improvement Report

KEY MESSAGES:

There have been 2 Never Events reported by
one of our providers. These are serious, largely
preventable patient safety incidents that should
not occur if the available preventative measures
have been implemented by healthcare providers.
The investigations into these incidents are in
progress.
The Local Safeguarding Children Board has
asked
NHS
West
Cheshire
Clinical
Commissioning Group to monitor the attendance
of GPs at initial safeguarding case conferences
and the submission of reports for initial and
review conferences.
The General Practice Quality Dashboard has
been published on the Clinical Commissioning
Groups website which shows information at a
locality network level.

REPORT PREPARED BY:

Paula Wedd
Head of Quality Improvement
West Cheshire Clinical Commissioning Group
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NHS WEST CHESHIRE CLINICAL COMMISSIONING
GROUP GOVERNING BODY
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) The duties of West Cheshire Clinical Commissioning Group;
b) General Practice provision;
c) The providers of NHS care on NHS Standard Contracts.

SERIOUS INCIDENT SITUATION REPORT: 1 August 2012 to 30 September 2012
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 us with on-going evidence of implementation
of the action plan. This process is managed through our Serious Incident Review Group.
The Quality Improvement Committee will receive a summary of the numbers of serious
incidents by provider and will be alerted to any evidence of trends.

4.

Between 1 August 2012 and 30 September 2012 serious incidents reported on the
Strategic Executive Information System (StEIS) are show in the table below and are
being investigated by the respective provider and performance managed by the Serious
Incident Review Group.

5.

The table below shows also compares the number of incidents reported in the related
categories over the previous 12 month period.

6.

There were no incidents reported by Grosvenor Nuffield Hospital during this period.
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Period

1 August 11 –
30 September
11

1 October
11 – 30
November
11

1 December 11 –
31 January 12

1 February 12 –
31 March 12

1 April 12 – 31
May 12

1 June 12 – 31
July 12

Current reporting
period 1 August 12 –
30 September 12

Incident type
Countess of Chester Hospital NHS Foundation Trust
0

0

0

1

0

Total:
1

2

1

25

4

0

14

1

0

1

0

1
* Never Event*

1

MRSA
Bacteraemia

0

0

Pressure
Ulcer Grade 3

6

5

5

5

1

C.Diff &
Health Care
Acquired
Infections

1

2

3

2

2

Radiology /
Scanning
Incident
Sub-optimal
care of the
deteriorating
patient

0

0

0

0

0

0

0

0

0

0

Unexpected
Death of
Outpatient
TOTAL

0

0

0

0

0

0

1

1

7

7

8

7

4

7

3

43

Note these figures do not mean that the infections occurred in this organisation but this organisation
identified the infections and reported them onto the system.

Note these figures do not mean that the infections occurred in this organisation but this organisation
identified the infections and reported them onto the system.

Categorised as mis-placed
naso-gastric tube.
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Period

1 August
11 –
30
September
11

1 October 11
– 30
November 11

1 December 11 –
31 January 12

1 February 12 –
31 March 12

1 April 12 – 31
May 12

1 June 12 – 31
July 12

Current
reporting
period 1
August 12 – 30
September 12

Incident type
Cheshire and Wirral Partnership NHS Foundation Trust / Community Care Western Cheshire

Total:
9

Unexpected death
of outpatient ( in
receipt of
services)

0

0

0

2

4

0

3

Pressure Ulcer
Grade 4

1

0

0

0

0

0

1

2

Unexpected Death
of Outpatient (not
in receipt of
services)
Other

0

0

0

0

1

0

1

2

0

0

0

0

0

0

1

1

Unexpected Death
of Community
Patient
Slips / Trips / Falls

0

0

0

0

0

0

1

1

0

0

0

0

0

0

1

1

Serious Incident
by Inpatient (in
receipt of
services)
TOTAL

0

0

0

0

0

1

1

2

1

0

0

2

5

1

9

18

Mental Health InPatient had a cardiac
arrest and the incident
relates to management
of that clinical situation

Quality Improvement Report
West Cheshire Clinical Commissioning Group Governing Body Meeting
th

15 November 2012

4

AGENDA ITEM NO: WCCCGGB/12/11/83

NEVER EVENTS
7.

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.

8.

The Never Events Policy Framework has just ben refreshed by the Department
of Health and cascaded across the NHS. This document states that Never
Events are serious, largely preventable patient safety incidents that should not
occur if the available preventative measures have been implemented by
healthcare providers. It goes on to say that failure to prevent a single Never
Event should be taken as a clear sign by the Chief Executive that he/she must
take steps quickly to ensure that procedures and systems to improve patient
safety are reviewed, ensuring that any changes required are implemented to
prevent recurrence of that event.

9.

There was 1 Never Event reported by the Countess of Chester Hospital NHS
Foundation Trust within the period of 1st August to 30th September 2012,
categorised as a mis-placed naso-gastric tube. It was reported following a
nasogastric feeding tube being inserted incorrectly into a patient’s lung, causing
a pneumothorax. This patient was not registered with a West Cheshire GP and
this incident has since been shared with Betsi Cadwaladar Health Board to
performance manage.

10.

In October 2012 the Countess of Chester Hospital NHS Foundation Trust
reported another Never Event, categorised as Wrong Site Surgery. This is being
notified to the Governing Body in advance of the next meeting when more
information for the period October to November will be available.

11.

Prior to these 2 incidents there were no Never Events reported by this provider
in the previous 12 months. The Trusts Acting Chief Executive is leading the
investigations into these 2 incidents and both have been reported to their Trust
Board.

12.

The Serious Incident Review Group will receive the detailed investigations into
these incidents and scrutinise the reports to ensure that the root causes have
been identified and that the recommendations address these root causes.

13.

The Head of Quality Improvement who leads the Serious Incident Review Group
has asked for information from the Incident management system to be
presented to that group on any incidents in the last 5 years relating to naso –
gastric tubes and wrong site surgery. This will ensure that the incidents are not
considered in isolation from any previous learning there may have been.

14.

The 2011/12 national data has just been published and shows that 326 Never
Events were reported to Strategic Health Authorities, with the most common
types of incident being:



Retained foreign objects post-operation (161 incidents reported)
Surgery on the wrong part of the body (70 incidents)
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Wrong implant or prosthesis (41 incidents)
Misplaced nasogastric tubes (23 incidents)

ADULT SAFEGUARDING
15. The Adult Safeguarding team is a multi-agency team, based in the Cheshire
West & Chester Council Offices. As part of the team we have a joint funded post
with the local authority, who is the Mental Capacity Act Lead with responsibilities
for Adult Safeguarding. We are currently also recruiting to a new Adult
Safeguarding Lead Nurse post, that is joint funded by West Cheshire and Vale
Royal Clinical Commissioning Group.
16. The team is responsible for leading on and investigating safeguarding referrals
received in relation to alleged acts of abuse perpetrated by employees of
contracted providers, e.g. Care/Nursing Homes, Hospitals, Domiciliary Care
Agencies, Supported Living Providers, Day Care Services.
17. The current investigations that relate to providers that West Cheshire Clinical
Commissioning Group has responsibility for are 2 nursing homes and an
Inpatient Facility for Adults with a Learning Disability.
18. The outcomes of these investigations will be shared with the Governing Body’s
lead for safeguarding, along with the senior manager responsible for the
contract with those providers. The Governing Body will be advised of learning
and actions as a result of these investigations.
SAFEGUARDING CHILDREN
19.

Child Protection Activity - There has been a significant increase in the
numbers of children with child protection plans between 1st June 2012 and 31st
August 2012. At the end of August 2012 there were 260 children on child
protection plans. Whilst this might initially appear concerning, when put in
context the increased rate (38.5 children on plans per 10,000 of the child
population) suggests child protection practice in Cheshire West and Cheshire is
now more aligned with our statistical neighbours. Ellesmere Port had the highest
increase with 49% followed by Winsford and Northwich with 34% and Chester
with 17%. The categories of children on plans indicate 42% were due to
emotional abuse, 29% due to physical abuse, 25% due to neglect and 4% due
to sexual abuse. In the cases of physical abuse it was noted that this
overwhelmingly related to children harmed as a result of domestic abuse within
the adult carer’s relationship.

20.

Adult mental health and safeguarding children multi agency audit – An
interim report looked at the ability of frontline practitioners to analyse the impact
of parental / adult mental health issues on children in the family. One of the
audits findings was to reiterate the need to secure GP attendance at case
conferences. The input of GPs on the significance, extent of and impact of
parental mental health was considered crucial in the absence of specialist
mental health service involvement.
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GP attendance and reports for child protection case conferences
21.

On-going low attendance of GPs at initial child protection case conferences and
the low numbers of reports provided for initial and review child protection case
conferences have been raised as unacceptable by Cheshire West and Chester
Local Safeguarding Children Board.

22.

The Local Safeguarding Children Board standard is for the GP to attend the
initial child protection case conference and to provide a report and to provide a
report for review child protection case conferences. Invitations are sent to the
GP for initial case conferences. Practices are expected to have robust systems
in place to record the date of review case conferences.

23.

During July 2012 the reasons for non-attendance and for not submitting a report
was followed up by the Designated Nurse Safeguarding Children and the
Named GP. No reasons were provided for non-attendance. For review
conference reports the responses returned identified that practices expected to
receive a request for review conference reports. A number of practices have
reviewed or are reviewing their systems to ensure dates of review conferences
are recorded to enable a report to be submitted to the Child Protection Chair 5
days prior to the conference.

24.

The Local Safeguarding Children Board expects to see an improvement in the
current level of GP engagement. The following actions are expected:

25.

a)

NHS West Cheshire Clinical Commissioning Group to monitor the
attendance of GPs at initial case conferences and the submission of
reports for initial and review conferences.

b)

Practices should undertake a Significant Event Analysis for all conferences
not attended or when a report is not provided.

c)

NHS West Cheshire Clinical Commissioning Group to consider the issue of
locum capacity to assist GP attendance at initial child protection case
conferences.

d)

Local Safeguarding Children Board, Safeguarding and Quality Assurance
Unit and West Cheshire Clinical Commissioning Group to give further
consideration to receiving information from GPs at initial child protection
case conferences via telephone or video conferencing arrangements to
assist GP involvement.

A request made to the Local Safeguarding Children Board and Safeguarding
and Quality Assurance Unit to consider GP requests for a reminder to be sent to
practices for review case conference reports for a period of 3 months was not
accepted. As with all other professionals providing reports for review case
conferences the Local Safeguarding Children Board expects practices to
develop in house systems to provide this reminder.
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26.

The Local Safeguarding Children Board Chair has been advised of the
developing safeguarding arrangements by the Chair of NHS West Cheshire
Clinical Commissioning Group and the Designated Nurse Safeguarding
Children.

Ofsted Inspection
27.

An unannounced Ofsted inspection of Cheshire West and Chester child
protection and safeguarding arrangements commenced on 1st October 2012 and
completed on 19th October 2012. The inspection was conducted under the new
arrangements. Although the inspection was heavily weighted to local authority
services e.g. Children’s Social Care social workers, the Contact and Referral
Team, leadership, the inspection also observed how agencies worked together
to safeguard children. Health professionals were observed during case
conferences, strategy meetings and a Team Around the Family session.

28.

Formal feedback was given to a number of Councillors, a range of Children’s
Services staff and selected partners. The NHS West Cheshire Clinical
Commissioning Group was represented by the Designated Nurse Safeguarding
Children. The preliminary findings of the inspection and their provisional
judgements were shared. This is all subject to moderation. The Lead Inspector
was particularly impressed by the number of people who attended the feedback
meeting, which illustrated for him the significant commitment to child protection
that there is in this borough. The report will be published on the 9th November
2012 on the Ofsted website.

GENERAL PRACTICE QUALITY IMPROVEMENT
Quality Incentive Scheme
29.

Thirty six practices have commenced work on the 2012/13 Quality Incentive
Scheme, (for one practice the scheme is not appropriate due to the nature of
their population.)The scheme runs from 1st June 2012 to 31st May 2013 and
supports the NHS West Cheshire Clinical Commissioning Group’s strategy with
indicators reflecting the clinical priority areas.

30.

Each practice is required to undertake three quality improvement areas – one
mandatory and two optional. In total each practice will receive a payment of
£1.18 per registered patient, with 38 pence being received for the mandatory
and 40 pence for each of the two optional areas.

31.

Seventeen practices are undertaking the improving cholesterol control in
patients with coronary heart disease as their mandatory area (two have selected
it as an optional area.) For the remaining practices a mandatory improvement
area was assigned dependent upon their achievement in the Quality Dashboard
at 31st May 2012.
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32.

Practices chose two optional improvement areas selecting those where they
were an outlier in the dashboard or where it was felt that an improvement could
be achieved. The GP Quality Group in July 2012 approved the selected
improvement areas.

33.

The first quarter’s achievement illustrates that practices have made a good start,
for example there has been an increase in the number of patients that :
a)

Are aged 75 years and over have been asked “Have you been more
forgetful in the last 12 months to the extent that it has significantly
affected their daily life?” ;

b)

Are aged 65 years and over who have had their pulse rhythm taken;

c)

Have Heart Failure and left ventricular dysfunction have had their pulse
rhythm taken;

d)

Have had a fall and had their alcohol consumption recorded.

Quality Dashboard
34.

Following feedback from the Health and Wellbeing Scrutiny Committee on 6th
August and the progress report presented to the Governing Body on the 20th
September, work has progressed on developing a patient level view of the
Quality Dashboard to be made available on the West Cheshire Clinical
Commissioning group’s website.

35.

The GP Quality Group at their September meeting approved the layout for the
Patient Experience and Patient Safety sections of the dashboard The clinical
effectiveness section of the dashboard will be made available shortly. This is
now available on the website at:
http://www.westcheshireccg.nhs.uk/measuring-our-success.aspx

36.

Feedback on the web based view of the dashboard will be sought from groups
such as the West Cheshire Patients Panel, West Cheshire Practice Managers
Network and the Health and Wellbeing Scrutiny Committee at their meeting of
the 12th November 2012.

TERMINATION OF PREGNANCY
37.

The Governing Body have previously been alerted to the findings of the Care
Quality Commission during an inspection of termination of pregnancy services in
April 2012 in a provider based in Wirral.

38.

The Care Quality Commission looked at a random sample of medical records for
19 people who had undergone a termination of pregnancy. The records were
dated from 19/12/2011 to 19/03/2012. Although each record contained the
correct consent certificate with two doctors’ signatures, in each case the second
doctors’ signature pre dated the first doctor’s signature. The Care Quality
Commission judged this to be a moderate concern.
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39.

In addition to an immediate internal investigation and written assurances from
the Chief Executive to the Care Quality Commission that this practice had been
stopped, an external review was commissioned.

40.

The findings of the External Review Team are that all immediate necessary
actions have been taken to ensure that the root cause of the practice of presigning the consent certificates for termination of pregnancy have been
addressed. This was caused by the lack of availability of a second consultant to
sign the forms.

41.

The report from the External Review Team notes:
a)

Revised governance arrangements are in place including the
establishment of a checking system to ensure if a pre-dated form has been
used the procedure does not take place until an appropriate second
signature has been obtained;

b)

A second Consultant is now available at each clinic as demonstrated by
the Obstetric and Gynaecology Consultant timetables to ensure a second
signature is obtained as defined in the legislation. There needs to be ongoing audit to ensure this practice is maintained;

c)

Assurance mechanism set up monitoring compliance weekly with signing
consent certificates for termination of pregnancy;

d)

Review formal clinical supervision arrangements for staff involved in
termination of pregnancy services to ensure opportunities for reflective
practice;

e)

Ensure all staff involved in termination of pregnancy services have access
to appropriate training and awareness raising of legislation and best
practice;

f)

Promote the Whistleblowing Policy to ensure that all staff are aware of their
personal responsibility to raise concerns.

HANDOVER QUALITY LEGACY DOCUMENT
42.

At the last meeting of the Governing Body members were provided with a
detailed explanation of the national requirement to produce a Quality handover
document and the regional approach to how these documents will be produced
in the North of England.

43.

The first step was for quality profiles to be created for each provider. Within
Cheshire, Warrington and Wirral, these quality profiles are being produced in
conjunction with Clinical Commissioning Groups as we already have the
delegated responsibility for Quality.
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44.

These profiles contain key documents evidencing the quality monitoring
arrangements in place for each provider; current provider status in key areas,
such as safeguarding, contract performance, patient surveys; plus any known
risks and associated mitigations.

45.

Engagement with the providers is a key part of the development of this
handover document. Joint meetings with NHS Cheshire, Warrington and Wirral
Primary Care Trust and the Clinical Commissioning Groups were arranged with
each provider during September to discuss the process, the approach, to review
the draft quality profiles and agree the first version of the handover document.

46.

Meetings with Countess of Chester Hospital NHS Foundation Trust, Cheshire
and Wirral Partnership NHS Foundation Trust, Nuffield Health and
Partners4Health took place and version 1 of the quality profiles were agreed and
submitted in line with the timetable to NHS Cheshire, Warrington and Wirral
Primary Care Trust .

47.

Further meetings with providers to update profiles will be held up until February
2013, with the expectation that final versions will be ready for presentation to the
final NHS Cheshire, Warrington and Wirral Primary Care Trust Board meeting in
March 2013. West Cheshire Clinical Commissioning Group, as the receiving
organisation, will need to receive and adopt all the relevant documents formally
at the first public board meeting.

48.

West Cheshire Clinical Commissioning Group has been asked by NHS
Cheshire, Warrington and Wirral Primary Care Trust to produce version 2 of
these profiles for these providers by 16th November.

RECOMMENDATIONS
49.

The Governing Body is asked to:
a)

Note the information provided about the Serious Incidents reported in
August and September 2012 onto the Strategic Executive Information;

b)

Discuss the occurrence of 2 Never Events at the Countess of Chester
Hospital NHS Foundation Trust and identify if any further assurance or
actions are required;

c)

Note the safeguarding children updates and risks and identify if any
further assurance or actions are required;

d)

Note the safeguarding adults updates and risks and identify if any further
assurance or actions are required;

e)

Note the update on the GP Quality Incentive Scheme;

f)

Note the progress made in developing the GP Quality Dashboard;
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g)

Note the assurance provided by a report from an External Investigation
Team into record management practice for termination of pregnancy at a
Wirral provider;

h)

Note the progress in developing Quality Legacy documents for handover
from NHS Cheshire, Warrington and Wirral Primary Care Trust to NHS
West Cheshire Clinical Commissioning Group.

Paula Wedd
Head of Quality Improvement
November 2012
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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 Yes
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.
This report identifies any exceptions in the delivery of high quality care
2.

Commissioning Of Hospital And Community Services – please Yes
outline impact
This report identifies intelligence to inform our commissioning plans.
3.

Commissioning and Performance Management of GP Prescribing No
– please outline impact

4. Delivering Financial Balance – please outline impact
Yes
There is a robust evidence base that shows that if providers give high
quality care consistently that this can reduce unnecessary expenditure
through eliminating inefficiencies.
5.

Development Of The Clinical Commissioning Group as a Yes
Commissioning Organisation – please outline impact
This report identifies how we are taking lead responsibility from the PCT
for quality and safeguarding and developing primary medical care
quality.
B.
1.

Governance – please outline impact
Yes
Does this report:
• provide the Governing Body 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.

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

4.

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

No
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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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GOVERNING BODY REPORT

DATE OF GOVERNING
BODY MEETING:

15th November 2012

TITLE OF REPORT:

Finance, Contracting and Performance Report for period
ending 30th September 2012

KEY MESSAGES:

The Clinical Commissioning Group is responsible for
securing improvements in the quality of care and health
outcomes and ensuring best value for the utilisation of
the group’s delegated budget.
The report identifies performance against agreed
performance indicators for the period ended 31 August
2012 (finance and contracting performance is to the end
of September 2012). The report highlights the following
key messages:
•

•
•
•
•

•
•

At the end of September 2012, despite significant
financial pressures against secondary healthcare
contracts, the clinical commissioning group is on
course to deliver a year-end surplus of £2.033 million;
Improving access – referral to treatment times –
target achieved;
Excess waiting times – specific patient numbers have
been identified with actions being taken;
Diagnostics – significant improvements have been
made in this area and the 99% within 6 weeks target
is now being met;
Cancer – Both targets are now being met with 95.8%
of patients being seen within 2 weeks of referral; and
87% of patients being treated within 62 days (target
85%);
Stroke - we are achieving the target of 90% of a
stroke patient’s stay being on a stroke ward;
Transient Ischaemic Attack (TIA) – performance has
reduced this month to below the 60% target at 53.8%.
All breaches have taken place at the Countess of
Chester Hospital NHS Foundation Trust;
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•

•
•

•
•
•

REPORT PREPARED BY:

Reducing health care acquired infections - we are
consistently achieving the
methicillin-resistant
Staphylococcus aureus (MRSA) target.
The
Clostridium difficile target for this current month has
been met, despite breaches in the previous quarter
Accident and emergency targets - the accident and
emergency
hour waiting time target has been
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 in
the previous year;
Delivering Same Sex Accommodation – significant
progress has been made once again this month, with
no breaches taking place;
Electronic Discharge information – the number of
discharge letters received within 24 hours is reporting
79.7% against the 80% target;
Winter resilience - The Clinical Commissioning Group
has agreed to fund an additional £70,000 per month
with effect from 1st November 2012. This will allow
the Countess of Chester Hospital NHS Foundation
Trust to develop its winter resilience capacity,
therefore ensuring all key performance targets are
met.

Gareth James
Chief Finance Officer (Designate)
Rob Nolan
Head of Contracts and Performance
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
PERFORMANCE REPORT FOR PERIOD ENDING 31st AUGUST 2012
PURPOSE
1.

The purpose of this report is to identify financial and contracting performance
at the end of September 2012 along with performance against agreed
performance indicators for the period ending 31 August 2012.

ACTIONS
2.

The Governing Body is asked to note financial performance to the end of
September 2012 and performance against the agreed indicators at the end of
August 2012 and to agree the appropriateness of the actions that are being
taken to address areas of concern.

CONTEXT
3.

NHS West Cheshire Clinical Commissioning Group is responsible for securing
improvements in the quality of care and health outcomes for its residents 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 are summarised in this report under the following
headings
Financial and contracting performance
•
•
•

Performance against the 2012/13 delegated budget;
Performance against secondary healthcare contracts;
Delivery of the 2012/13 Quality, Innovation, Productivity and Prevention
(QIPP) plan.

The Patient Experience
•
•
•
•
•
•
•

Patients seen within the 18 Week standards;
Patients waiting an excessive amount of time;
Diagnostic tests waiting no more than 6 weeks;
Cancer;
Stroke and Transient Ischaemic Attack (TIA);
Reducing health care acquired infections;
Flu vaccinations.
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Access to Emergency Services
•
•

Urgent calls and handover times;
Accident & Emergency waiting times.

Other areas of concern
•
•
5.

6.

Delivering same sex accommodation;
Electronic discharge.

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. The
report includes the following annexes:
•

Annex I; detail of significant performance issues and subsequent actions
taken;

•

Annex II; performance against all national health care indicators;

•

Annex III; detailed financial performance as at 30 September 2012;

•

Annex IV; Health care contracts report as at 30 September 2012.

The table on page 3 provides a summary of current performance against all of
the indicators with further information provided on pages 6 to 13.
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OUR PROGRESS
Performance summary of our key indicators in monitoring organisational health
Target met
Target on track or ongoing
Target not met

STATUS

COMMITMENTS AND TARGETS

Diff from
last mth

FINANCE AND CONTRACTING PERFORMANCE
Performance against 2012/13 delegated budget
Performance against secondary care budgets
Delivery of 2012/13 QIPP programme

The Patient Experience
Referral To Treatment

Patients seen within the 18 week standards

Referral To Treatment

Excess waiters + 52weeks

Diagnostics

Tests waiting no more than 6 weeks

Cancer

Patients seen within 2 weeks of an urgent referral & treated within 62
days

Stroke

Patients spending 90% of their stay on a stroke unit & TIAs assessed and
treated within 24 hours

Reducing Health Care
Acquired Infections

Meticillin Resistant Staphylococcus Aureus Bacteraemia(MRSA) &
Clostridium Difficile(C-Diff) infections

Vaccinations

Seasonal Flu campaign

Access to Emergency Services
A&E

Patients spending 4 hours or less in A&E

Ambulance

Serious or life threatening calls responded to within 8 minutes &
Handover complete within 30 minutes

Other Areas of Concern
E-discharge

Letters with patients GP within 24 hours

Delivering Same Sex
Accommodation

Breaches of same sex accommodation
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FINANCE AND CONTRACTING PERFORMANCE
7.

At the end of September 2012, (half way through the financial year), NHS West
Cheshire Clinical Commissioning Group is underspent by £1.017 million and,
therefore, on course to deliver the agreed year-end control total of £2.033
million. Annex III to this report analyses this position across recognised budget
headings. However, as discussed in detail at the October meeting of the
Commissioning Delivery Committee, this position will only be delivered subject
to the following criteria:
• Full use of the £4 million contracting reserve that was set aside in the
2012/13 financial plan;
• Delivery of £2 million Quality, Innovation, Productivity and Prevention (QIPP)
measures to reduce the current forecast financial pressure on secondary
healthcare contracts;
• Use of approximately £2 million non-recurrent reserve.

8.

The majority of delegated budgets continue to perform well. In particular, the

underspend against the primary care prescribing budget has increased to in
excess of £0.5 million, in the main, as a result of lower than anticipated financial
impact of new drugs approved by the National Institute for Health and Clinical
Excellence.
9.

The key risk area remains the growth in secondary care activity which is
currently forecast to create a financial pressure of in excess of £6 million. This
pressure continues to relate to, in the main, the contracts with the Countess of
Chester and Wirral Foundation Trusts and has been generated by using month
5 data forecasted to month 6 and can be summarised as follows:
Description
Countess of Chester Hospital NHS Foundation Trust
High cost drugs, AMD and direct access diagnostics
Overspend in unplanned admissions
Overspend in outpatients
Small Underspends (Audiology, Non PbR)
Sub-total
Wirral University Teaching Hospital NHS Foundation Trust
Overspend in unplanned admissions
Non-PbR services (critical care and neonatal critical care)
Planned care
Sub-total
North West Specialised Commissioning Team transfer risk
Reduction in Welsh Funding for GP Urgent Care Unit
2011/12 Contract Freeze pressure
Anticipated Non Elective Fine
Other contracts
Total overspend
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10.

Further details of performance against all secondary healthcare contracts are
provided by Annex IV.

KEY ISSUES
11.

Current key issues include:
•

Continued overspend in planned care in both the Countess of Chester
Hospital NHS Foundation Trust and Wirral University Teaching Hospital
NHS Foundation Trust.

•

Contract position now reflects the full 2011/12 pressure.

•

Welsh commissioners are not contributing to the GP Led Urgent Care Unit.

•

The first part of the North West Specialised Commissioning Team
migration of services is now reflected in the position.

KEY ACTIONS
12. Key actions required:
•

In conjunction with the Countess of Chester Hospital NHS Foundation
Trust an in-depth investigation into planned care performance, by source
of referral, has been performed;

•

Areas of growth are being further investigated;

•

Countess of Chester Hospital NHS Foundation Trust has been asked to
investigate growth in consultant to consultant referrals for the four biggest
growth specialties;

•

The Clinical Commissioning Group is working with the Optometric Advisor
to understand the growth generated from Optometrists;

•

A clinically led group has been established to discuss the issues driving
the growth in referrals;

•

The Clinical Commissioning Group is investigating the growth in GP
initiated referrals directly with practices;

•

The Clinical Commissioning Group is working closely with the North West
Specialised Commissioning Team to understand the impact of the
proposed risk pool for migrated services;
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•

The clinical commissioning group has agreed to fund an additional
£70,000 per month with effect from 1st November 2012. This will allow the
Countess of Chester Hospital NHS Foundation Trust to develop its winter
resilience capacity, therefore ensuring all key performance targets are
met. As part of this agreement there are a number of specific measures
and deadlines which have to be met for this funding to be applied in
2012/13; failure to achieve all of these measures will result in the offer
being withdrawn.

PERFORMANCE REPORT (AUGUST 2012 DATA)
THE PATIENT EXPERIENCE
Referral to Treatment – Patients seen within the 18 Week Standards
Key Issues
13. The aggregated position has been achieved. There are individual specialties
which will be at risk of breach during peaks in urgent admissions, which may
cause elective work to be cancelled.
14. In August there were 44 admitted care breaches at the Countess of Chester
Hospital NHS Foundation Trust, which is a further increase on the previous
period. Performance within the ‘other’ specialty has now returned to being
below the 90% standard for admitted pathways in August, which is mainly
attributable to Pain Management.
15. Non-admitted pathways at the Countess of Chester Hospital NHS Foundation
Trust continue to breach in Rheumatology and discussions are on-going with
the trust to identify the reasons for the breaches and confirmation continues to
be sought as to when performance in this specialty is expected to return to
within the national standard of 95%.
16. Admitted Care 18 week breaches at other Providers in August 2012 have
occurred primarily in:
•

Wirral Hospital- 9 breaches: 4 in Trauma & Orthopedics, 1 in Urology, 1
in Gastroenterology and 3 in Other specialties

•

North Cheshire Hospitals - 3 breaches: 3 in Trauma & Orthopedics

•

Robert Jones & Agnes Hunt – 18 breaches: 17 in Trauma &
Orthopedics and 1 Other
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Key Actions
17. The Planned Care Network meets monthly and includes stakeholders across
the health community. Performance across individual specialties will be
reviewed at the network with any corrective action agreed.
18. It is acknowledged that the performance on elective targets at the Countess of
Chester Foundation Trust is reduced during peeks in urgent activity. The
implementation of the Urgent Care commissioning intentions is anticipated to
have a beneficial effect on the Referral to Treatment (RTT) performance by
reducing the pressure to cancel elective procedures.
Deadline: 31 December 2012

Referral to Treatment – Patients Waiting an Excessive Amount of Time
Key Issues
Patients waiting 26+ weeks
19. Performance has fallen slightly from 181 patients waiting over 26 weeks in July
to 202 in August. Of these 202 patients, 68.8% were with non-local Provider
Trusts.
20. Robert Jones and Agnes Hunt Orthopaedic Hospital marginally reduced to 63
in August, with the trust having 30.3% of the waiters over 26 weeks. Work is
on-going with Robert Jones and Agnes Hunt Orthopaedic Hospital to address
the issue of excessive waiters.
21. The main specialties causing delays across all trusts are Pain Management,
Trauma & Orthopaedic, General Surgery and Neurosurgery.

Patients waiting 52+ weeks
22. These figures are formally submitted to the Department of Health on the referral
to treatment returns. The number of patients waiting over 52 weeks has
increased from 13 in July to 17 in August, 13 of which were at the Robert Jones
and Agnes Hunt Orthopaedic Hospital.
23. The Countess of Chester Hospital NHS Foundation Trust now has no patients
waiting over 52 weeks.
24. Discussions have taken place with each responsible trust with patients waiting
52+ weeks and comments are provided as follows:
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Trust
Robert Jones and Agnes Hunt
Orthopaedic Hospital NHS
Foundation Trust

Breaches

13

Royal Liverpool & Broadgreen
Hospitals NHS Foundation Trust

1

Liverpool Women’s NHS Foundation
Trust

1

Central Manchester & Manchester
Children’s Hospital NHS Foundation
Trust

1

Newcastle Upon Tyne Hospitals
NHS Foundation Trust

1

Trust Comments
Patient detail provided and
trajectory for attainment has
been agreed with the trust
Breach due to cancellation made
as a result of emergency case
taking priority. Patient now has a
procedure date for November

Awaiting response from the Trust
Patient was seen in September.
No further breaches are
envisaged by the Trust

Awaiting response from the Trust

25. Provisional figures for September 2012 at Robert Jones and Agnes Hunt
Orthopaedic Hospital NHS Foundation Trust are showing a reduction from 13
down to 5 patients waiting over 52 weeks. Of these 5, 1 has since been
removed due to having surgery at another trust, 1 has had their procedure
during October and 1 has a procedure date in December (patient choice). The
2 remaining patients will be addressed in line with the agreed trajectory.

Key Actions
26. Robert Jones and Agnes Hunt continue to provide a routine report detailing
long waiters, on a monthly basis and have also worked with the commissioner
in providing a trajectory for resolving the issues by December 2012.
Deadline: 31 December 2012
27. Upon completion of the validation of 52 week waiters a similar exercise will be
taken with 40 week waiters (as an interim step) and 26 week waiters. Trusts will
be required to have individual patient history available for any patients waiting
in excess of 40 weeks and 26 weeks.
Deadline: 31 December 2012
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Diagnostic Tests Waiting no more than 6 Weeks
Key Issues
28. The overall position for West Cheshire clinical commissioning group is now
meeting the 99% standard by achieving 99.12% in August. Although an
improvement has been seen when compared to last month, the Countess of
Chester Hospital NHS Foundation Trust has narrowly breached the 6 week
target by 1.1% with a total of 23 patients not undertaking their test within the
time-frame.
Key Actions
29. The Planned Care Network meets monthly and includes stakeholders across
the health community. Performance will be reviewed at the network with any
corrective action agreed.
Deadline: 31 December 2012
Cancer
Key Issues
30. Performance is now achieving target in August 2012 for the aggregate 62 day
standard with 87.14% of patients meeting the standard.
Key Actions
31. 33.3% of breaches are due to exceptions taking place at Trusts other than our
host provider.
32. The commissioner is to review the cancer pathway to identify what bottlenecks
are in the systems, in particular as patients pass between providers.
Deadline: 31 December 2012
Stroke and Transient Ischaemic Attack (TIA)
Key Issues
33. The contract standard of 80% of Stroke Patients Spending 90% of their stay on
a Stroke Unit has been achieved in August 2012. The number of breaches was
as follows:
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•
•

2 at Countess of Chester Hospital
1 at Wirral University Hospital

34. Performance has reduced for Transient Ischaemic Attack (TIA) activity in
August with 53.8% of patients being seen and treated within 24 hours against a
target of 60%. All 6 breaches took place at the Countess of Chester
Foundation Trust.
Key Actions
35. The performance against the Transient Ischaemic Attack (TIA) target will be
discussed at the formal contract meeting, with an action requested for
improvement.
Deadline: 15 November 2012
Reducing Health Care Acquired Infections
Key Issues
Methicillin-resistant Staphylococcus Aureus (MRSA)
36. Overall the cumulative total in 2012/13 is 1, the annual threshold being 2. There
have been no breaches in August at the Countess of Chester Hospital NHS
Foundation Trust.
Clostridium Difficile
37. Although performance is once again meeting the standard in August, the
cumulative position is higher than expected.
38. It continues to be a challenge to achieve target reductions in Clostridium
Difficile. The majority of infections are identified within the community through
GP practices. This may relate to clinically indicated infections or consequential
findings as a result of testing for an alternative purpose, and not be clinically
indicated.
39. Breaches August 2012:
•

1 breach at the Countess of Chester Hospital NHS Foundation Trust;

•

1 breach at Aintree University Hospital NHS Foundation Trust;

•

4 Community Acquired Infections.
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Key Actions
40. Discussions are underway with Public Health on what actions they intend to
take to reduce the number of Community Acquired Infections.
Deadline: 31 December 2012
Flu Vaccinations
Key Issues
41. The Flu Vaccination programme runs from October through to January each
year.
Key Actions
42. Discussions are underway with local providers on what actions they are taking
to improve performance during the winter period.
ACCESS TO EMERGENCY SERVICES
Accident & Emergency Waiting Times
Key Issues
43. The Countess of Chester Hospital NHS Foundation Trust achieved the 'classic'
target of 4 hours in August 2012.
44. The Trust is still experiencing periodic peaks in activity which has resulted in
target failure on certain days only, an example of which has been seen during
August, for example 39 breaches on the 23rd August, and 20 breaches on the
28th August.
Breaches to the A&E 4 hour standard
Reason
Capacity
Complex Cases
EAU bed waits
CCU bed waits
HDU bed wait
Medical beds wait
Monitored bed wait
Orthopaedic bed wait
Psychiatric bed wait
Surgical bed wait
ENT bed wait
A&E Doctor delay
Total

Date 23/08/12

Date 28/08/12

10
6
6

3
1
5
2
1
2
2

9
3
2
2
1
39
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Key Actions
45. The development of the urgent care commissioning intentions has the full
support of all key stakeholders, and commissioners have signed off action
plans.
46. The current performance at the Countess of Chester Hospital NHS Foundation
Trust is at 93.59%. In terms of trajectory the Trust needs to be back at 94% by
the end of October and 95% by the end of November. The concern is the ability
to build in any headroom before the usual growth in activity over the Christmas
period. However it is anticipated that the introduction of clinical streaming and
the extension of the Hospital at Home service should have an impact by then.
47. The commissioner has modelled the potential impact against current activity
levels of the urgent care commissioning intentions. Whilst the schemes
themselves are in their pilot phase, and therefore subject to scrutiny in terms of
validating their assumptions, there is a high level of confidence by all
stakeholders that they will have an impact on the anticipated growth in activity.
48. The table below summarises the potential full year effect, and reflects the
commissioner planning assumption that it’s Quality, Innovation, Productivity
and Prevention schemes will mitigate the anticipated growth in activity, and will
not reduce the baseline levels of activity. The table is subject to several
variables, which will need to be amended as the schemes are developed.
NHS West Cheshire Clinical Commissioning Group
Countess of Chester Foundation Trust 2012/13 A&E and Urgent Admissions Impact Assessment Model
(full year)
Activity
Urgent Admissions

A&E
Growth
@%
Current Full Year Baseline
Growth @ 8%
Forecast Activity Baseline
Urgent Care Commissioning Intentions
H@H - Phase 1 - City & EP
H@H - Phase 2 - Neston
H@H - Phase 3 - NWAS Divert
H@H - Phase 3 - Rural Locality
Clinical Streaming
Early Supported Discharge - General
Early Supported Discharge - Stroke
RAID
Paediatric H@H

% Change

Attendance

Patient
numbers

-3%

Revised Baseline

5

-511
-183
-1,095
-73
-1,547

Reablement
Ellesmere Port Integrated team
Telehealth
Other Schemes
Net Impact

5

46,038
3,683
49,721

8%

-3,409
46,311.55

Finance, Contracting and Performance Report
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

Spells

ALoS

3

100
300

3
5

365

2

100

3

100

3

28,726
2,298
31,024

Occupied Bed
Days
143,630
155,120

-511
-183
-1,095
-73

-1,533
-549
-3,285
-219

-260
-365

-300
-1,500
-4,252
-548

-300
-50
-300
-2,487
28,537.08

-12,836
142,285
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Emergency Ambulance - Urgent (8 min) Calls and Handover Times
Key Issues
49. Performance against this target is measured at cluster level in 2012/13, and will
be at clinical commissioning group level in 2013/14.
50. Performance in August has fallen to 68.6%, which is below the 75% target.
The achievement of this target cannot be solely the responsibility of North West
Ambulance Service, and clinical commissioning groups have been asked to
describe the measures they are employing to reduce emergency admissions
impacting on this indicator.
Key Actions
51. Hospital at Home is to be extended to accept North West Ambulance Service
diverts and referrals from Neston/Willaston, and rural practices. This should
contribute to an improved performance against this target.
Deadline: 31 December 2012

OTHER AREAS OF CONCERN
Electronic Discharge
Key Issues
52. August 2012 saw a reduction from 80.9% in July to 79.7% this month. This area
has been discussed at the Contract meeting.
Key Actions
53. A trajectory for improvement has been agreed. The target is planned to be at
80% by the end of September 2012, and 90% thereafter. There will be a
financial adjustment for every 1% below the 80% threshold should this not be
achieved.
Delivering Same Sex Accommodation
Key Issues
54. Performance in this area continues to improve with no breaches occurring at
any trust in August 2012.
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Key Actions
55. It is envisaged that work will continue to maintain positive performance in this
area to remain in-line with the target of zero breaches occurring.

RECOMMENDATIONS
56. The report reflects performance against the agreed contract and performance
indicators. The Committee is asked to note the report, support the key actions
and comment on the revised format.

Gareth James
Chief Finance Officer (Designate)
Rob Nolan
Head of Contracts and Performance
November 2012
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Annex I

WEST CHESHIRE CLINICAL COMMISSIONING GROUP
PERFORMANCE AGAINST PLAN AS AT 31ST AUGUST 2012

REFERRAL TO TREATMENT - PATIENTS SEEN WITHIN THE STANDARDS

Admitted

Non-Admitted

Admitted Attainment by Trust

Incomplete

88.0%

95%

99.1%

5%

95%

4.1%

90.0%

3%

Breaches
CoCH

100.0%

Key Issues:

102.0%

All aggregate standards are being met.

85.0%

Non-admitted pathways at CoCH continue to breach
in Rheumatology. The CCG are seeking confirmation
from the trust that the issues will soon be
resolved and back within target.

Total Waiting - all pathways

26+ weeks

52+ weeks

202

Current mth

15

9

5

North Cheshire

3

4

Mid-Cheshire

0

2

RJ & AH

18

0

181

Previous mth

Previous mth

21

Difference

17
13
4

Difference

Work is ongoing to look at specific specialties
and trusts that could impact upon future
performance.

DIAGNOSTIC TESTS WAITING NO MORE THAN 6 WEEKS
Actual

Previous mth

Performance in this area
has marginally
deteriorated in August.

99.1%

98.7%

Performance is a concern
at other contracted
trusts and a validation
exercise is underway to
address excessive
waiters at these
trusts and a trajectory
for attainment by
December has been
requested

Endoscopy
Tests

Key Issues:

Current mth

Non-admitted

Wirral

REFERRAL TO TREATMENT - EXCESSIVE WAITERS

Total Waiting - all pathways

Admitted
44

Non-admitted

Admitted

CANCER

Actual

428

Key Issues:

Target

99%

Significant progress has been made at the
Countess of Chester Foundation Trust and the
planned achievement of the 99% target in
September has been achieved a month earlier
than anticipated.

Previous mth

410

Breaches and overall attainment
CoCH

23

98.9%

Wirral

1

99.7%

Mid-Cheshire

0

100%

Locally, the Contracts Team will review
referrals and inform GP practices of
alternative providers with shorter waiting
times.

STROKE AND TIA

2 Week Waits for Suspected Cancer
Actual

Previous mth

95.8%

95.1%

Target

93%

Total Breaches per Trust (2 week waits)
30
21
4
CoCH

98.0%

Mid-Ches

90.0%

0

96.0%

Wirral

95.0%

10

94.0%

CoCH

100.0%

20

92.0%

Wirral

0
Mid-Ches

0
North Ches

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

62 Day Wait from GP Referral
Actual

Previous mth

87.14%

81%

Target

85%

Key Issues/Actions:

Issues at other trusts now appear to be
resolved and performance for the 62 day
wait indicator is now above the 85%
target. An amber threshold remains on
this indicator due to the YTD position
remaining below the standard.
Locally, micro-management will take
place to monitor achievement.
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Actual

Previous mth

90.3%

93.3%

Target

80%

TIAs seen and treated within 24 hours
Actual

Previous mth

53.8%

71.4%

0.0%

20.0%

40.0%

60.0%

80.0%

100.0%

Breaches

Western Cheshire

2

Wirral

1

Target

60%

Key Issues/Actions:
TIAs have not met the standard this month due to a reduction in performance at CoCH. An
early view for September is showing performance to be back in line with the 60% target.

15

3

CoCH

REDUCING HEALTHCARE ACQUIRED INFECTIONS

MRSA (Cumulative)

Pre 48hr - 4 cases

2 cases

Post 48hr - 2 cases

Actual

6 cases

Plan

8 cases

Actual (Oct 11)

54.9%

Plan

80

65%

40

60
20

Key Actions:

0
Sep-11

MRSA - No issues as meeting the cumulative target
C-Diff - Although performance is meeting the standard once again in August, the
cumulative position remains higher than expected. New procedures are currently in
place within the Countess of Chester to review antibiotic prescriptions on a daily
basis. Meetings have also been setup with the trusts' Infection Control Team
and Public Health colleagues to address issues in performance.

A&E WAITING TIMES

Performance against this target is measured at
a Cluster level in 2012/13, and will be at CCG
level in 2013/14.

75%

Target

90%

100.00%
90.00%

Key Issues:
The Countess of Chester has submitted an
action plan and it has been agreed that
COCHT will work toward a local target of
80% in the interim.
The target will remain at 80% until the
end of Sep 12 and 90% thereafter. There
will be a financial adjustment for every
1% below threshold.

80.00%
70.00%
60.00%

Jul-12

Previous mth

87.5%

92.9%
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The achievement of this target can not be soley
the responsibility of NWAS, and CCGs have been
asked for measures they are taking to reduce
emergency admissions.

Target

100%

Locally, Hospital at Home is to be extended to
take NWAS diverts.

DELIVERING SAME SEX ACCOMMODATION
Breaches

0

30

%

Target

0.00

0

20
10
0

Key Issues:

No issues at any trust and performance is compliant with the zero target in
August 2012.

Aug-12

Jun-12

Apr-12

May-12

Mar-12

Jan-12

Feb-12

Dec-11

Nov-11

50.00%

Actual

Aug-12

80.9%

Feb-12

Jul-12

79.7%

Oct-11

72.5%

Jun-12

Previous mth

Jan-12

Key Issues/Actions:

May-12

ELECTRONIC DISCHARGE
Actual

Dec-11

Apr-12

target for the month.Concern
headroom before the usual growth
It is anticipated that the
the extension of the Hospital at

Discharge letter with patients GP within 24 hours

Sep-11

68.6%

Target

Sep-11

No issues - performance remains within
remains on the ability to build in any
in activity over the Christmas period.
introduction of clinical streaming and
Home service should have an impact.

Jul-11

Previous mth

Ambulance Handover within 30mins

Key Actions:

Aug-11

Actual

Mar-12

95%

Cat A calls meeting the 8 min standard

Feb-12

96.53%

Target

Jan-12

95.5%

100.00%
98.00%
96.00%
94.00%
92.00%
90.00%

Oct-11

YTD

Nov-11

EMERGENCY AMBULANCE - URGENT (8MIN) CALLS AND HANDOVER TIMES

Patients seen within 4hr target
Actual

Oct-11

Key Actions:
Vaccination programme only runs from October through to January each year.

Dec-11

1 case

Seasonal Flu Vaccination in the over 65 year olds

C-Diff

Plan

Nov-11

Actual
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Annex II

NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP 2012/13
Performance Report Apr-Aug 12 data
Perf ormance Indicator
Target Name

Apr 12
Plan

May 12

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Actual

P L A NNED C A RE
H.01 RTT, admitted pathways within 18 weeks for
admitted patients whose clocks stopped during the
period on an adjusted basis, % (PHQ19) [M]

90

94.1

90

95.1

90

95.5

90

94.5

90

95

H.02 RTT, non-admitted pathways within 18 weeks
for non-admitted patients whose clocks stopped
during the period, % (PHQ20) [M]

95

98.9

95

99.2

95

98.9

95

98.6

95

99.1

H.03 RTT, incomplete pathways within 18 weeks for
patients on incomplete pathways at the end of the
period, % (PHQ21) [M]

92

95

92

95.7

92

95

92

95.3

92

95

H.06 Diagnostic tests, patients waiting less than 6
weeks, % (PHQ22) [M]

99

96.69

99

98.12

99

98

99

98.72

99

99.1

425

393

383

428

413

347

393

410

343

428

5397

5824

5344

6657

5955

5683

5970

6597

5506

6605

643

577

679

714

758

678

824

711

650

641

FFCEs, general & acute (G&A) elective admissions
Finished First Consultant Episodes (FFCEs)
Daycases, no. (PHS11) [M]

2282

2271

2383

2666

2574

2434

2551

3006

2288

2644

First outpatient attendances, (consultant-led) in
general and acute specialties, no. (PHS10) [M]

5612

6010

5458

7367

6038

6072

5867

6868

5338

6997

Outpatient attendances, (consultant-led) following
GP referral in general and acute specialties, no.
(PHS09) [M]

3617

3321

3457

4147

3841

3456

3687

3861

3397

3947

Referrals, GP written for a first outpatient
appointment in general & acute specialties, no.
(PHS07) [M]

4558

4386

4440

4972

4746

4158

4596

4867

4308

4768

Referrals, other than from a GP for a first outpatient
appointment in general & acute specialties, no.
(PHS08) [M]

3898

4013

3923

4682

4314

3968

4221

4761

3811

4297

95

99.28

95

98.85

95

99.29

95

96.51

95

95.98

RTT, incomplete pathways at the end of the period,
no. (PHS16) [M]

12905

13368

13025

14088

13744

14142

12572

14032

12963

14025

H.19 E-discharge, letters with patients GP within 24
hrs, % (CoCH) (LT) [M]

90

66.5

90

79.4

90

77.6

90

80.9

90

79.7

11.25

10.92

Diagnostic, endoscopy test/procedures including:
Colonoscopy
Flexi sigmoidoscopy
Cystoscopy
Diagnostic, non-endoscopy based tests/procedures,
no. (PHS15) [M]
FFCEs, elective ordinary admissions, no. (PHS11_4)
[M]

RTT, direct access audiology pathways,% (CCG)
(LT) [M]

M A T ERNI T Y
Smoking, during pregnancy, women known to be
smokers at time of delivery, % (CoCH) (LT) [Q]
C A NC ER
H.12 Cancer, patients seen within two weeks of an
urgent GP referral for suspected cancer, % (All)
(PHQ24) [M]

93

94.98

93

94.25

93

93

93

95.09

93

95.88

H.13 Cancer, patients receiving first definitive
treatment for cancer within 62 days of an urgent GP
referral for suspected cancer, % (PHQ03) [M]

85

87.72

85

82.76

85

77.78

85

81.03

85

87.14

Cancer, patients receiving first definitive treatment
within 62-days of a consultant decision to upgrade
their priority status, % (PHQ05) [M]

85

85.71

85

90.91

85

85

85

82.61

85

89.47

Cancer, patients receiving first definitive treatment
within 62-days of referral from an NHS Cancer
Screening Service, % (PHQ04) [M]

90

71.43

90

100

90

100

90

100

90

75

Cancer, patients receiving first definitive treatment
within one month (31-days) of a cancer diagnosis
(measured from 'date of decision to treat'), %
(PHQ06) [M]

96

98.37

96

100

96

96

96

97.48

96

98.26

Cancer, patients receiving subsequent treatment for
cancer within 31-days, where that treatment is a
Radiotherapy Treatment Course, % (PHQ09) [M]

94

100

94

98.33

94

93.88

94

97.37

94

100

Cancer, patients receiving subsequent treatment for
cancer within 31-days, where that treatment is a
Surgery, % (PHQ07) [M]

94

100

94

100

94

100

94

94.74

94

100

Cancer, patients receiving subsequent treatment for
cancer within 31-days, where that treatment is an
Anti-Cancer Drug Regimen, % (PHQ08) [M]

98

100

98

100

98

100

98

100

98

100

Cancer, patients seen within two weeks of an urgent
referral for breast symptoms where cancer was not
initially suspected, % (PHQ25) [M]

93

100

93

100

93

98.18

93

98.28

93

98.21
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Perf ormance Indicator
Target Name

May 12

Apr 12
Plan

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Actual

ST ROKE
H.14 Stroke, patients spending 90% of their stay on
a stroke unit, % (CCG) [M]

80

85.2

80

80

80

92.9

80

93.3

80

90.3

H.15 Stroke, TIA assessed and treated within 24
hours,% (CCG) [M]

60

0

60

0

60

0

60

71.4

60

53.8

Stroke, patients spending 90% of stay on a stroke
unit, % (CoCH) [M]

80

91.3

80

81.8

80

100

80

88.9

80

92.3

Stroke, TIA patients scanned and treated within 24
hours, proportion (CoCH) (M)

60

0

60

0

60

0

60

60

60

50

95

93.97

95

94.09

95

94.22

95

95.99

95

93.45

2082

2198

2156

2399

2088

2206

2212

2320

2071

2343

H.08 A&E, attendances where the patient spent 4
hours or less in A&E from arrival to transfer,
admission or discharge, % (PHQ23) [M]

95

95.48

95

96.88

95

96.58

95

98.1

95

95.5

H.09 Ambulance, Category A incidents, which
resulted in an emergency response arriving at the
scene of the incident within 8 minutes, % [M]
(PHQ01)

75

71.55

75

72.58

75

71.86

75

72.48

75

68.61

0

10.88

0

7.27

0

12.14

0

7.05

0

12.54

100

89.13

100

92.73

100

87.86

100

92.95

100

84.07

NO RT H W ES T A M BUL A NC E S ERV I C E
Ambulance, Category A incidents, which resulted in
an emergency response arriving at the scene of the
incident within 19 minutes, % [M] (PHQ02)
Ambulance, urgent and emergency journeys via
ambulance, no. (PHS13) [M]
A & E and U N P L A N N E D C A R E

H.10 Ambulance, handover completion over 30 mins,
% (CoCH) (LT) [M]
H.11 Ambulance, handover completion in under 30
mins, %. (CoCH) (LT) [M]
Emergency admissions, episodes in people under 19
(0 - 18 years) for asthma, diabetes or epilepsy per
100,000 population, rate (PHQ16/2.3.ii) [M]
Emergency admissions, persons aged over 18 with
chronic conditions admitted to hospital, proportion
(PHQ15/2.3.i) [M]

0

0

0

0

0

Emergency admissions, persons with acute
conditions (ear/nose/throat infections,
kidney/urinary tract infections, heart failure) usually
managed in primary care, rate (PHQ17/3a) [M]
FFCEs, non-elective in general & acute (G&A)
specialties in a month, no. (PHS06) [M]

2251

2072

2408

2227

2228

2090

2160

2233

2235

90

91.84

90

92.89

90

93.14

90

93.64

90

0

0.29

0

0.32

0

0.09

0

0.01

0

0

Care Programme Approach (CPA) 7 day follow up The proportion of those patients on Care Programme
Approach (CPA) discharged from inpatient care who
are followed up within 7 days (PHQ12) [Q]

95

97.75

Crisis resolution/home treatment team, inpatient
admissions that have been gatekept, % (PHQ11)
[Q]

95

100

8

20

IAPT, the proportion of people that enter treatment
against the level of need in the general population
(PHQ13_05) cumulative [Q]

3.7

3.79

IAPT, the proportion of people who complete
treatment who are moving to recovery (PHQ13_06)
[Q]

48.5

43.12

VTE, % of all adult inpatients who have had a VTE
risk assessment on admission to hospital using the
clinical criteria of the national tool (PHQ29) [M]
H.21 DSSA, breaches of same sex sccommodation,
rate (PHQ26) [M]

2201

M ENT A L HEA L T H

Early intervention, new cases of psychosis served
by early intervention teams, no.(PHQ10) [Q]

HEALTH CARE ACQUIRED INFECTIONS
H.16 MRSA, meticillin resistant staphylococcus
aureus bacteraemia, cumulative no. (PHQ27) [M]

2

1

2

1

2

1

2

1

2

1

H.17 C-Diff, Clostridium difficile infections for
patients aged 2 or more on the date the specimen
was taken, no. (PHQ28) [M]

9

10

8

12

8

8

8

7

8

6
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Annex III
Financial Performance as at 30th September 2012
Peformance against delegated budget
Annual
Budget
£000

Secondary Care:
NHS contracts
Mental Health and Community Services
Other Healthcare Agreements
Orthopaedic budget (ISTC)
Specialised and Collaborative Commissioning
Sub-total - Secondary Care
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
Looked after Children
Re-ablement
Health & Social Care
Community Equipment
Grants to Voluntary Organisations
Health Promotion
Sub-toal - Strategic Commissioning
Corporate Services
Reserves
Contract Reserve
Surplus
Other Earmarked Sums/Reserves
Audlum and Wrenbury Transfer
Total Operating Cost
Resource Limit
Total PCT (-)Surplus/Deficit

Budget to
Actual to
September'12 September'12
£000

£000

Over/(under)
spend to
September'12
£000

172,280
44,482
4,157
3,544

86,149
22,272
2,079
1,772

89,616
22,336
2,123
1,890

3,467
63
44
118

224,463

112,272

115,965

3,693

1,587

794

897

103

2,867

1,330

1,448

117

42,999
200

21,500
100

20,973
59

-526
-41

46,066

22,930

22,480

-450

17,042
94
1,405
2,689
392
1,768

8,654
47
702
2,689
196
1,639

8,661
47
402
2,687
208
1,632

7
0
-300
-2
12
-7

23,390

13,927

13,637

-290

2,691

1,324

1,227

-97

4,000
2,033
7,575
-8,407

2,961
1,017
0
-4,204

0
0
0
-4,204

-2,961
-1,017
0
0

303,398
303,398
0

151,020
151,020
0

150,002
151,020
-1,017

-1,017
0
-1,017
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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
2011/12 Performance is aimed at improving Quality (including patient safety,
clinical effectiveness and patient experience)

Yes

2.

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

Yes

3.

Commissioning and Performance Management of GP Prescribing –
please outline impact
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

Yes

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

Yes

5.

Development of the Clinical Commissioning Group as a Commissioning
Organisation – please outline impact
Ownership of Performance is an essential component of the clinical
commissioning group’s development as a commissioning organisation

Yes

B. Governance – please outline impact
1.
Does this report:
• provide the Governing Body with assurance against any of the risks
identified in the assurance framework (identify risk number)
• have any legal implications
• promote effective governance practice
Assurance of plans to deliver Financial and Performance in 2011/12

Yes

2.

Additional resource implications
(either financial or staffing resources)

No

3.

Health Inequalities

No

4.

Human Rights, Equality and Diversity Requirements

No

5.

Clinical Engagement
Has this report been developed with clinical input and do local clinicians
support the report’s recommendations?
The report has been produced in conjunction with the Commissioning Delivery
Committee which is chaired by a GP board member with other GP board members
also part of the committee
Patient and Public Engagement
No

6.
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TITLE OF REPORT:

Chief Officer (Designate) Business Report

KEY MESSAGES:

This report provides an overview of important
Clinical Commissioning Group business which
has not been provided in other papers to the
Governing Body.

REPORT PREPARED BY:

Alison Lee
Chief Officer (Designate)
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CHIEF OFFICER (DESIGNATE) BUSINESS REPORT

INTRODUCTION
1.

This report provides an overview of important Clinical Commissioning Group
business which has not been provided in other papers to the Governing Body.

CLINICAL COMMISSIONING GROUP AUTHORISATION UPDATE
2.

Following the update on the Clinical Commissioning Group’s progress
towards authorisation, provided at the Governing Body meeting held on 20th
September 2012, we have received the assessment report from the expert
panel site visit held on 19th September 2012. In summary the report advised:
•

West Cheshire is a very strong Clinical Commissioning Group and it
performed well at desk-top review and at the site visit. At site visit it
addressed all key lines of enquiry from the desk top review. Notable areas
addressed included:
-

3.

Finalising governance structures;
Commissioning support arrangements;
Collaborative arrangements and capacity.

•

The Clinical Commissioning Group has a strong suite of well structured
plans, supported by more detailed Quality, Innovation, Productivity and
Prevention (QIPP) plans. The Clinical Commissioning Group has a clear
vision, mission and values, and the plan and priorities strongly align with
the Joint Strategic Needs Assessment and Joint Health and Wellbeing
Strategy. The Clinical Commissioning Group has engaged well in
developing these plans with a range of stakeholders and member
practices.

•

The Clinical Commissioning Group has successfully led contracting for
2012/13 and appears to have strong contract management arrangements.
The Quality, Innovation, Productivity and Prevention (QIPP) challenge for
2012/13 and beyond is relatively modest (compared with the overall
commissioning budget) and plans are well developed for 2012/13.

Particular/notable areas of strength included:
•

Good indicator of ability for the clinical leadership to work collaboratively
to agree priorities for Quality, Innovation, Productivity and Prevention
(QIPP) and then deliver against plans;
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4.

•

Detailed work undertaken by governance and audit group around conflicts
of interest;

•

Quality is at the heart of decision making reinforced by strong process;

•

Well thought out communication and engagement strategy with good
evidence of implementation;

•

The Clinical Commissioning Group has robust plans supported by a clear
vision, mission and values;

•

Good collaboration/integrated commissioning arrangements in place;

•

There is clear Governing Body structures to drive and assure delivery
including Quality, Innovation, Productivity and Prevention (QIPP) Commissioning Delivery Committee/ Project Delivery Group/ proposed
Programme Management Office arrangements;

•

Good strategic health needs assessment supported by strong governance
arrangements and good policies;

•

Commissioning support arrangements are sound and there is a Service
Level Agreement between Cheshire, Warrington and Wirral
Commissioning Support Unit and the Clinical Commissioning Group;

•

Robust arrangements in place for safeguarding for both children and
adults. Recruitment of Adult Safeguarding Nurse underway and also
implementation of an alert system for the Local Authority to inform primary
care of any issues with nursing/residential homes;

•

Good Organisational Development Plan which includes leadership
development plans for Governing Body and Clinical Leads including
succession planning.

Some areas for development beyond authorisation requirements were
advised as follows:
•

The Clinical Commissioning Group needs to increase clinical leadership
engagement with the Local Involvement Network (LINkS)/Health watch
following closure of the current public consultation;

•

Continued focus on equality and diversity for hard to reach groups;

•

The Clinical Commissioning Group needs to further develop how it will
work with the NHS Commissioning Board to commission specialised
services;
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•

5.

The Clinical Commissioning Group should explore further areas for
collaboration with other Clinical Commissioning Groups, such as greater
formal risk sharing.

The Clinical Commissioning Group’s assessment report, following the
submission of evidence and the panel site visit has now been to moderation
and condition panels and we anticipate a final decision regarding our
authorisation during December 2012.

DEPARTMENT OF HEALTH REVIEW: WINTERBOURNE VIEW HOSPITAL
6.

The interim report, following the events at Winterbourne View hospital,
highlighted the importance of health and social care working in partnership at
a local level to improve outcomes for people with learning disabilities or
autism with behaviour which challenges. The final report of the review will be
published shortly and it is anticipated that alongside the review there will be
an agreement setting out the responsibilities of government, commissioners,
providers, professional bodies and regulators and the timetabled actions that
each body commits to deliver.

7.

NHS South of England has also published reports relating to Winterbourne
View which sets out recommendations for future commissioning of learning
disability services. The Clinical Commissioning Group will be considering the
implications of this report via its joint commissioning arrangements with
Cheshire West and Chester Council.

8.

In the meantime we are continuing to work closely with local stakeholders,
including service users and carers, to ensure real improvements in the quality
of care, and that people with learning disabilities and behaviour that
challenges receive the care they need, and should be supported to live in the
community wherever possible.

9.

Through the learning disability partnership board, the health sub-group has
been refocused and has agreed a shared objective and a set of actions that
will address the initial findings form the Winterbourne View Interim Report and
will be well positioned to deliver against any further recommendations
emerging from the final report. The Learning Disability Partnership Board is
accountable to the Health and Well Being Board.

10.

The main initial findings from the Winterbourne View review were:
•

Too many people are placed in in-patient services for assessment
and treatment and are staying there for too long;

•

This model of care goes against government policy and has no place
in the 21 century. People should have access to the support and
services they need locally – near to family and friends – so they can
live fulfilling lives within the community;
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•

11.

Winterbourne View was an extreme example of abuse, but there is
evidence of poor quality of care, poor care planning, lack of meaningful
activities to do in the day, and too much reliance on restraining people.

Local actions include that we want all people to benefit from local
personalised services which will mean:
• no one is sent out of area inappropriately into in-patient services for
assessment and treatment;
• people can move on from these services quickly to more appropriate
care;
• for the small number of people for whom in-patient services may be
needed for a short period, the focus is on providing good quality care, as
locally as possible and moving on to more appropriate settings as
quickly as possible;
• engaging people with learning disabilities and their family carers in
developing person-centred approaches across commissioning and care;
• build understanding of the reasonable adjustments needed for people
with learning disabilities who have a mental health problem so that they
can make use of local generic mental health beds;
• commission the right model of care to focus on the needs of individual
people, looking to avoid the factors which might distress people and
make behaviours more challenging, building positive relationships in
current care settings;
• focus on early detection, prevention, crisis support and specialist long
term support to minimise the numbers of people reaching a crisis which
could mean going into hospitals;
• work together to plan carefully and commission services for the care of
children as they approach adulthood to avoid crises;
• commission flexible, community-based services.

12.

The health sub-group has recently completed the annual self–assessment
that goes someway in benchmarking our progress against the actions above.
There are significant gaps and the group membership has been widened in
order to develop a comprehensive plan in order to ensure that we address the
deficits and get to grips with past failings in meeting the needs of this group of
people and working together to commission the range of services and support
which will enable them to lead fulfilling and safe lives in their communities.
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PROGRAMME BUDGETING – AN APPROACH TO COMMISSIONING MENTAL
HEALTH SERVICES.
13.

The work on developing an Integrated Provider Hub for mental health
commissioning with Cheshire and Wirral Partnership NHS Foundation Trust
has made some significant progress over the last month. The initial proposal
is for a pilot to run for an 18 month period, starting April 2013.

14.

The purpose of the pilot is to enable both organisations to test out the
approach, fully understand the benefits, potential risks and costs associated
with the operating model. It is not anticipated that any additional costs will be
incurred to any partner throughout the pilot. During the pilot phase there are
no plans to delegate the budgets; however financial risk will be managed
jointly and accountability will remain with the Clinical Commissioning Group.

15.

The mental health programme budget board was established earlier in the
year and this group will act as the executive sponsor for the work. A number
of task and finished groups have been established to ensure completion of the
key actions to achieve full implementation by April 2013.

16.

The initial proposal is to commence with a Mental Health Programme
Budgeting Integrated Provider Hub delivered by Cheshire and Wirral
Partnership NHS Trust by April 2013 and this will be governed through a
detailed memorandum of understanding which will be developed and
presented for approval at the respective Boards of both organisations.

17.

Following commencement of the pilot Integrated Provider Hub the Mental
Health Programme Budget Board will be replaced by a Programme
Assurance Board.

PATIENT AND PUBLIC INVOLVEMENT
18. The West Cheshire GP Patient Participation Groups have become established
during the past year. On Thursday 11th October, all the GP Patient Participation
Groups in West Cheshire came together for the first time to meet and share
good practice, as well as to plan for the future. A total of 47 people attended the
event, and feedback was very positive. Participants told us:
•

They had learnt more about their local NHS (97%);

•

They had picked up new ideas to take forward with their Patient
Participation Groups (97%);

•

They wanted a West Cheshire Patient Participation Group Network (100%)
and quarterly meetings (100%);

•

They are keen to work out how the Clinical Commissioning Group can link
more effectively with Patient Participation Groups (100%);
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•

Some groups are not diverse and don’t represent the true practice
population – difficult to engage younger people (87%).

19. As a result of the discussion at the event, each practice agreed to take on a
specific commissioning focused project that they would tackle over the next
year. They also agreed to meet on a six monthly basis to share good practice
and report on progress.
20. Patient and public involvement is a major key to everything we need to do as a
Clinical Commissioning Group – and it looks like we are getting better at it as:
•

We now have 638 members on our West Cheshire Patients’ Panel –
including 447 self-categorised “public”, 114 voluntary & third sector
organisations and representative individuals, 15 individuals from partner
organisations, 4 MPs and 51 councillors. Many members are now telling us
which of our clinical priority areas they have a particular interest in;

•

All 37 of our practices have patient participation groups – with over 400
people involved so far;

•

We have 906 followers on Twitter;

•

We have a Facebook page – but need more people to sign up;

21. A cascade to all NHS West Cheshire Clinical Commissioning Group staff was
recently circulated asking them to consider:
•

Following the Clinical Commissioning Group on Twitter @West_CheshireGP;

•

“Liking” the Clinical Commissioning Group Facebook page www.facebook.com\westcheshireccg ;

•

Joining the West Cheshire Patients’ Panel - if reside or are registered with
a GP in West Cheshire (further information on this can be found at
http://www.westcheshireccg.nhs.uk/have-your-say.aspx);

•

Collaborating with the Patient and Public Engagement Managers when
seeking patient and public engagement for a particular project, as they
have over 1000 local people who want to be involved in some way or other.

MEETINGS ATTENDED BY CHIEF OFFICER AND SENIOR MANAGEMENT
TEAM MEMBERS
22. The Clinical Commissioning Group Chair and I participated in the first Health
and Wellbeing Board Development Event held on 24th September 2012. This
session brought together the core members of the Board to consider priorities
and objectives for the year ahead. It was also a chance to meet the new
Director of Public Health, Caryn Cox.
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23. I attended the Public Services Board held on 25th of September 2012. Issues
discussed at this meeting included the operational plan, the Altogether Better
for West Cheshire business plans and governance for locality working.
24. The Clinical Commissioning Group Chair and I attended a GP Workshop on the
development of the Community Team around the GP Population on 11th
October 2012. The discussions at the event included the preferred model for
future working, governance and accountability, structures and timescales.
25. I participated on the authorisation site visit panel, as Key Assessor, for Fylde
and Wyre Clinical Commissioning Group on 30th October 2012.
26. I attended the annual National Association of Primary Care conference in
Birmingham on 31st October 2012.
27. The Chief Finance Officer (Designate) attended the North West Directors of
Finance Contact Conference 2012 event in Blackpool on 5th October 2012.
This is an annual networking event where current topics affecting NHS finance
are discussed. Speakers included David Flory CBE, Chief Executive NHS Trust
Development Authority /Deputy Chief Executive Department of Health.
28. The Head of Quality Improvement meets regularly with the Chief Officer of the
Local Involvement Network (LINk). The latest meeting took place on Monday
15th October 2012 at which they shared intelligence about local providers and
identified any focus areas for upcoming Enter and View visits. They advised
that they are taking a close interest in the Cheshire and Wirral Partnership NHS
Foundation Trust consultation about the structure and provision of adult mental
health services. They also reported that they have commissioned a study of the
use of the Discharge Lounge in the local acute hospital. The Clinical
Commissioning Group will review the findings and recommendations of their
report when it is published.
29. The Head of Contracts and Performance attended the Advanced Performance
Management Course, facilitated by University of Warwick, held in Sheffield on
1st and 2nd November 2012. The event provided an overview on performance
management and how this can be used to influence strategy through the use of
behaviour and cultural change.

RECOMMENDATIONS
30. The Clinical Commissioning Group Governing Body is asked to note the
contents of this report.

Alison Lee
Chief Officer (Designate)
November 2012
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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

No

5.

Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact

No

B.
1.

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

No

2.

Additional resource implications
(either financial or staffing resources)

No

If yes, please outline the additional resources required

3.

Health Inequalities

No

If yes, please outline the effect upon health inequalities

4.

Human Rights, Equality and Diversity Requirements

No

If yes, how will this impact on these requirements

5.

Clinical Engagement

No

If yes, please outline the clinical engagement

6.

Patient and Public Engagement

No

If yes, please outline the patient and public engagement
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REPORT PREPARED BY:

Clare Dooley
Private Office Manager
NHS West Cheshire Clinical Commissioning Group
Suzanne Crutchley
Information and Corporate Governance Manager
Cheshire, Warrington & Wirral Commissioning
Support Unit

Clinical Commissioning Group Polices and Governance Documents – Information Governance Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

AGENDA ITEM NO: WCCCGB/12/11/86

NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CLINICAL COMMISSIONING GROUP POLICIES
AND GOVERNANCE DOCUMENTS - INFORMATION GOVERNANCE POLICY

INTRODUCTION
1.

As set out at the Governing Body meeting held on 20th September 2012, a
series of Clinical Commissioning Group Policies and Governance Documents
will be provided to the Governing Body for approval/ratification prior to the
organisation becoming a statutory body from 1st April 2013.

BACKGROUND
2.

Provided for this Governing Body meeting is the Clinical Commissioning
Group’s proposed Information Governance Policy (provided at Appendix A).
This Policy (and further appended Information Governance Strategy – at
Appendix B) was considered by the Clinical Commissioning Group’s Audit
Committee held on 2nd November 2012. The Audit Committee propose the
Information Governance Policy to the Governing Body for approval/ratification.

3.

To confirm, as referred to in the Information Governance Policy and Strategy,
the Caldicott Guardian for the Clinical Commissioning Group is Dr Andy
McAlavey, Medical Director, and the Senior Information Risk Owner is Gareth
James, Chief Financial Officer (Designate).

RECOMMENDATIONS
4.

The Clinical Commissioning Group Governing Body is asked to note the
contents and approve/ratify the Information Governance Policy for
implementation across NHS West Cheshire Clinical Commissioning Group.

Gareth James
Chief Financial Officer (Designate)
November 2012
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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

No

5.

Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact

No

B.
1.

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

Yes

The Information Governance Policy provides assurance to the Governing Body that
robust systems and processes are in place to manage information governance risks and
effective governance practice will be adhered to.

2.

Additional resource implications
(either financial or staffing resources)

No

If yes, please outline the additional resources required

3.

Health Inequalities

No

If yes, please outline the effect upon health inequalities

4.

Human Rights, Equality and Diversity Requirements

No

If yes, how will this impact on these requirements

5.

Clinical Engagement

No

If yes, please outline the clinical engagement

6.

Patient and Public Engagement

No

If yes, please outline the patient and public engagement
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Information Governance Policy
Policy for the local management of information
NHS West Cheshire Clinical Commissioning Group

Version

Version 1

Ratified By

NHS West Cheshire Clinical Commissioning Group

Date Ratified

PROPOSED FOR APPROVAL – 15/11/12

Author(s)

Suzanne Crutchley
Information and Corporate Governance Manager
Cheshire, Warrington & Wirral Commissioning Support Unit

Responsible
Committee / Officers

NHS West Cheshire Clinical Commissioning Group
Audit Committee

Date Issue

November 2012

Review Date

November 2013

Intended Audience

All Clinical Commissioning Group staff

Impact Assessed

Yes
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Further information about this document:
Information Governance Policy
Document name Policy for the local management of information
Category of Document in Corporate
The Policy Schedule
Suzanne Crutchley
Author(s) Information and Corporate Governance Manager
Contact(s) for further Cheshire, Warrington and Wirral Commissioning Support Unit
information about this Telephone: 01244 650551
document Email: suzanne.crutchley@wcheshirepct.nhs.uk
This document should be Information Governance Strategy (Appendix B)
read in conjunction with
NHS West Cheshire Clinical Commissioning Group
Published by
Copies of this document Website: www.westcheshireccg.nhs.uk
are available from
Copyright © 2012. All Rights Reserved

Version Control:
Version History:
Version Number

Reviewing Committee / Officer

Date

1.0

NHS West Cheshire Clinical Commissioning Group
Audit Committee

2 November 2012

2.0

NHS West Cheshire Clinical Commissioning Group
Governing Body

15 November 2012
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This document can be made available in a range of
alternative formats including various languages,
large print, Braille and audio cassette.
To discuss your requirements please ring 01244 650368

__________________________________________________________________________________________
Clinical Commissioning Group Polices and Governance Documents – Information Governance Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012
3

__________________________________________________________________________________________
Clinical Commissioning Group Polices and Governance Documents – Information Governance Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012
4

Contents
PAGE
SUMMARY

6

KEY PERFORMANCE INDICATORS

6

PRINCIPLES

6

-

Openness

7

-

Legal Compliance

8

-

Information Security

8

-

Quality Assurance

8

RESPONSIBILITIES

9

POLICY APPROVAL

9

_________________________________________________________________________________________
Clinical Commissioning Group Polices and Governance Documents – Information Governance Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
5
15 November 2012

SUMMARY
1.

Information is a vital asset, both in terms of the clinical management of
individual patients and the efficient management of services and resources.
It plays a key part in clinical governance, service planning and performance
management.

2.

It is therefore of paramount importance to ensure that information is efficiently
managed, and that appropriate policies, procedures and management
structures provide a robust governance framework for information
management.

3.

It is acknowledged that the Cheshire, Warrington and Wirral Commissioning
Support Unit will work very closely with NHS West Cheshire Clinical
Commissioning Group to ensure compliance with this Policy.

KEY PERFORMANCE INDICATORS
4.

The following key performance indicators have been identified to measure
the effectiveness of this document:
•

annual Information Governance Toolkit scores;

•

staff will know who and where to direct information governance
concerns to;

•

percentage of incidents / complaints that might contravene the policy.

PRINCIPLES
5.

The Clinical Commissioning Group recognises the need for an appropriate
balance between openness and confidentiality in the management and use of
information. The Clinical Commissioning Group fully supports the principles
of corporate governance and recognises its public accountability, but equally
places importance on the confidentiality of, and the security arrangements to
safeguard, both personal information about patients, staff, and contractors
and also corporately and commercially sensitive information.

6.

The Clinical Commissioning Group also recognises the need to share patient
information with other health organisations and other agencies in a controlled
manner consistent with the interests of the patient and, in some
circumstances, the interest of the public.
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7.

The Clinical Commissioning Group believes that accurate, timely and
relevant information is essential to deliver the highest quality health care. As
such it is the responsibility of all healthcare professionals and managers to
ensure and promote the quality of information and to actively use information
in decision-making processes.

8.

This policy should be read in conjunction with:
•
•
•
•
•

9.

Information Governance Strategy (provided at Appendix B);
Confidentiality and Data Security Policy (to be provided to Governing
Body in January 2012);
Freedom of Information Policy (to be provided to Governing Body in
January 2012);
Corporate Records Retention Policy (to be provided to Governing Body in
January 2012);
The suite of ICT security policies (to be provided to Governing Body in
January 2012).

There are 4 key interlinked strands to the Information Governance Policy:
•
•
•
•

Openness;
Legal Compliance;
Information Security;
Quality Assurance.

Openness
10.

Non-confidential information concerning the Clinical Commissioning Group
and its services should be available to the public through a variety of media,
in line with the Clinical Commissioning Group’s spirit of openness;

11.

The Clinical Commissioning Group will establish and maintain policies to
ensure compliance with the Freedom of Information Act;

12.

The Clinical Commissioning Group will undertake annual assessments and
audits of its policies and arrangements for openness;

13.

Patients should have ready access to information relating to their own health
care, their options for treatment and their rights as patients;

14.

The Clinical Commissioning Group will have clear procedures and
arrangements for liaison with the press and broadcasting media;

15.

The Clinical Commissioning Group will have clear procedures and
arrangements for handling queries from patients and the public.
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Legal Compliance
16.

The Clinical Commissioning Group regards all identifiable personal and
sensitive information relating to patients as confidential;

17.

The Clinical Commissioning Group will undertake annual assessments and
audits of its compliance with legal requirements, including corporate record
keeping; compliance with Freedom of Information Act requests; and
assessing staff Information Governance training outcomes;

18.

The Clinical Commissioning Group regards all identifiable personal
information relating to staff as confidential except where national policy on
accountability and openness requires otherwise;

19.

The Clinical Commissioning Group will establish and maintain policies to
ensure compliance with the Data Protection Act, Human Rights Act and the
NHS Confidentiality Code of Practice;

20.

The Clinical Commissioning Group will establish and maintain policies for the
controlled and appropriate sharing of patient information with other agencies,
taking account of relevant legislation (e.g. Health and Social Care Act, Crime
and Disorder Act, Protection of Children Act).

Information Security
21.

The Clinical Commissioning Group will establish and maintain policies for the
effective and secure management of its information assets and resources,
and will ensure appropriate business continuity plans and disaster recovery
plans are in place;

22.

The Clinical Commissioning Group will ensure annual assessments and
audits of its information and information technology security arrangements;

23.

The Clinical Commissioning Group will promote effective confidentiality and
security practice to its staff through policies, procedures, training, and staff
briefings;

24.

The Clinical Commissioning Group will establish and maintain incident
reporting procedures and will ensure that all reported instances of actual or
potential breaches of confidentiality and security are monitored and
investigated.

Quality Assurance
25.

The Clinical Commissioning Group will establish and maintain policies and
procedures for information quality assurance and the effective management
of records;
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26.

The Clinical Commissioning Group will undertake or commission annual
assessments and audits of its information quality and records management
arrangements;

27.

Managers will take ownership of, and seek to improve, the quality of
information within their services;

28.

Wherever possible, the accuracy of information should be assured at the
point of collection;

29.

Data standards will be set through clear and consistent definition of data
items, in accordance with national standards;

30.

The Clinical Commissioning Group will promote information quality and
effective records management through policies, procedures, user manuals
and training.

RESPONSIBILITIES
31.

It is the role of the Clinical Commissioning Group Governing Body to define
the Clinical Commissioning Group’s policy in respect of Information
Governance, taking into account legal and NHS requirements.
The
Governing Body is also responsible for ensuring that sufficient resources are
provided to support the requirements of the Policy.

32.

The Clinical Commissioning Group’s Audit Committee is responsible for the
implementation of Information Governance Policy and Strategy, and for
ensuring appropriate controls and assurances are in place, in accordance
with National Healthcare Standards.

33.

The Audit Committee will monitor the performance of Information
Governance, and will receive reports and other papers as necessary.

34.

Managers within the Clinical Commissioning Group are responsible for
ensuring that the Policy and its supporting standards and guidelines are built
into local processes and that there is on-going compliance.

35.

All staff, whether permanent, temporary or on contract to the Clinical
Commissioning Group, are responsible for ensuring that they are aware of
the requirements incumbent upon them and for ensuring that they comply
with these on a day to day basis.

POLICY APPROVAL
36.

The Clinical Commissioning Group acknowledges that information is a
valuable asset, therefore it is wholly in its interest to ensure that the
information it holds, in whatever form, is appropriately governed, protecting
the interests of all of its stakeholders.
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37.

This Policy, and its supporting work instruction, are fully endorsed by the
Clinical Commissioning Group Governing Body, through the minuted
approval from the Audit Committee.

38.

All staff will, therefore, ensure that Information Governance requirements are
observed, in order that we may contribute to the achievement of the Clinical
Commissioning Group objectives and the delivery of effective healthcare to
the local population.

November 2012
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This document can be made available in a range of
alternative formats including various languages, large
print, Braille and audio cassette. To discuss your
requirements please ring 01244 650368
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INTRODUCTION AND PURPOSE
1.

The purpose of this strategy is to set out the approach to be taken within the
West Cheshire Clinical Commissioning Group to provide a robust Information
Governance framework for the future management of information assets.

2.

There are two key components underpinning this strategy which are:
•
•

A focus on the risks associated with information assets;
An annual action plan arising from a base line assessment against the
requirements set out in the NHS Information Governance Toolkit.

INFORMATION GOVERNANCE DEFINITIONS
3.

Information Governance is a framework concerning the way that information
about patients, employees and contractors is handled. It is particularly
concerned with personal and sensitive information, but it also incorporates
corporate confidential information about the Clinical Commissioning Group.

4.

The Information Governance Toolkit is an online system which allows NHS
organisations and partners to assess themselves against Department of
Health Information Governance policies and standards.

ACCOUNTABILITY
5.

The Chief Officer has overarching responsibility for the effective management
of Information Governance within the Clinical Commissioning Group.

6.

Information Governance support will be provided by the Cheshire, Warrington
and Wirral Commissioning Support Unit.

7.

The Clinical Commissioning Group Audit Committee will receive regular
reports on Information Governance compliance, and this committee will
include Information Governance in its Terms of Reference.

8.

The Clinical Commissioning Group Senior Information Risk Owner (SIRO)
attends the Audit Committee.

WIDER IMPLICATIONS OF INFORMATION GOVERNANCE
9.

This Strategy cannot be seen in isolation as information plays a key part in
corporate governance; strategic risk; clinical governance; commissioning;
service planning, delivery and performance management. The Strategy
therefore links into all of these aspects within the Clinical Commissioning
Group.
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10.

The Clinical Commissioning Group also holds a Risk Register, where
Information Governance risks can be captured.
The continual
implementation of this Strategy will undoubtedly reduce the level of risk.

11.

The focus on the risks associated with the key information assets are
captured on the Information Asset Register. This includes the identification of
Information Assets and Information Asset Owners, Information Governance
risk assessments, control measures, and where necessary the completion of
Privacy Impact Assessments and the agreement of Information Sharing
Protocols.

12.

Inbound and outbound data flows are ‘mapped’, assessed and revised to
mitigate risks of breaches to confidentiality and data security, as much as is
physically and technically possible.

ASSOCIATED INFORMATION GOVERNANCE POLICIES
13.

This strategy should be read in conjunction with:
•
•
•
•
•

Information Governance Policy;
Confidentiality and Data Security Policy;
Freedom of Information Policy;
Corporate Records Retention Policy;
The suite of ICT security policies.

INFORMATION GOVERNANCE ACTION PLAN
14.

The Information Governance Action Plan is agreed annually to achieve a
target score with a named lead person for each of the Information
Governance Toolkit Requirements, to be made during each financial year.
These are in effect ‘improvement plans’ and form part of this overall
Information Governance Strategy.

15.

Fundamental to the success of delivering the Information Governance
Strategy is developing an Information Governance culture within the Clinical
Commissioning Group. Awareness and training must be provided to all staff,
who utilise information in their day-to-day work to promote this culture. In
order to achieve this, a mandatory annual e-learning Information Governance
training plan has been agreed across the Clinical Commissioning Group for
all staff.

16.

The Caldicott Guardian and the Senior Information Risk Owner will also
complete specific e-learning modules for their individual roles.
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17.

Any associated resource implications incurred by the implementation of the
Information Governance Strategy and Action Plan will be identified and
actioned by the Audit Committee.

KEY PERFORMANCE INDICATORS
18.

The following key performance indicators have been identified to measure
the effectiveness of this document:
•

Overall performance will be monitored by the Audit Committee;

•

The Information Governance Toolkit scores will be submitted annually to
the Department for Health, through the National Program for Information
Technology;

•

Information Governance Toolkit scores will be subject to external audit,
before submission;

•

Staff will know who and where to direct Information Governance concerns
to;

•

Staff will receive annual Information Governance training;

•

Percentage comparisons over time of incidents / complaints that
contravene policy.

CONCLUSION
19.

The implementation of the Information Governance Strategy, policies and
improvement plan will ensure that information security and confidentiality is
more effectively managed by the Clinical Commissioning Group. The
Strategy will be reviewed annually and further actions developed against the
Information Governance Toolkit on an annual basis, to identify key areas for
continuous improvement.

FURTHER INFORMATION
20.

Detailed guidance on Information Governance can be obtained from the
National Program for Information Technology (NPfIT) / Connecting for Health
(CfH) website at: http://www.connectingforhealth.nhs.uk/

21.

The Information Governance Toolkit can be found at:
https://www.igt.connectingforhealth.nhs.uk/
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22.

Other aspects of Information Governance management can be found at:
http://www.connectingforhealth.nhs.uk/systemsandservices/infogov
These include:
What's New
Information Governance FAQs
Information Governance Statement of Compliance
IG Training Tool
Confidentiality
Information Security
Registration Authorities and Smartcards
NHS Records Management
Information Quality Assurance Programme (IQAP)
NHS CFH Information Governance Programme Board
The Information Governance Assurance Programme
Information Governance Assurance Framework
Caldicott Guardians
Implementation Guidance (NHS staff only)
Publications and related links
Also:
NHS Codes of Practice and legal obligations
Confidentiality (November 2003)
Records Management (April 2006)
Information Security Management (April 2007)

November 2012.
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY SUB COMMITTEES ANNUAL REPORTS

CLINICAL SENATE
THE ROLE OF THE CLINICAL SENATE
1.

The Clinical Senate acts in the capacity of a clinical strategic reform group,
facilitating system-wide strategic thinking and delivery of continuous
improvement across the health economy

KEY DUTIES OF THE CLINICAL SENATE
2.

The Clinical Senate is responsible for:
i) providing advice to the Governing Body on the impact of the Clinical
Commissioning Group’s commissioning and development proposals
across the health and social care community;
ii) advising the Governing Body on priorities for service development;
iii) facilitating the progression of clinical work-streams;
iv) facilitating clinical and organisational engagement on the vision for local
health and social care provision;
v) holding itself to account with regard to its purpose and duties, including
assessing its influence on progressing delivery of reform and
improvement.
vi) the role of members is to “Hear, Contribute, Support, Cascade, Monitor” that is; hear from the experts and commissioner, contribute to discussions
on the optimal way forwards, support clinical leads within their organisation
to reform as required, cascade within their organisations to ensure
progress, monitor this progress and push within own organisation as
required.

CONSTITUTION/MEMBERSHIP AND MEETINGS
3.

The new membership of the Clinical Senate is:
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Chair of the senate (being the Governing Body’s clinical lead
Secondary Care Doctor);
chair of the Clinical Commissioning Group and Governing Body;
other Governing Body GP members (3);
the Clinical Commissioning Group’s Medical Director;
the Chair of the clinical priorities committee;
Medical Directors from the Clinical Commissioning Group’s three
largest service providers (3);
the Governing Body Nurse Representative;
a senior nursing representative for community, mental health and
acute services (3);
Allied Health Professional lead;
a Public Health lead.

4.

There is no provision for deputies to represent voting members at meetings of
the advisory body.

5.

The following non-voting officers will attend meetings of the advisory body:







6.

The Clinical Senate met on the following dates during the period of November
2011 to November 2012.












7.

the Clinical Commissioning Group’s Chief Officer;
a Local Medical Committee member, representing GPs as
providers;
a senior representative from the local council’s adult & social care
and children’s divisions;
Clinical Commissioning Group Engagement Clinical Lead to attend
as appropriate to the agenda;
a clinical commissioning manager responsible for co-ordinating the
work programme of the Clinical Senate;
the secretary to the Clinical Senate.

24th November 2011
22nd December 2011
26th January 2012
23rd February 2012
22nd March 2012
26th April 2012
24th May 2012
28th June 2012
27th September 2012
25th October 2012
22nd November 2012

The meetings are well attended and this is shown in the attendance register
shown below:
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26/01/ 2012

23/02/2012

22/03/2012

26/04/ 2012

24/05/ 2012

28/06/ 2012

27t/09/2012

25/10 2012

Dr Huw Charles-Jones

24/11/ 2011

Committee Member




















Mr Mike Zeiderman


Dr Ian Harvey






Dr Andy Cotgrove









Dr Andy Dunbavand











Dr Andy McAlavey















































































Dr Virginia Clough



Dr Philip Milner



Dr L Millard





Liz Noakes



Dr Jeremy Perkins









Dr Steve Pomfret









Dr David Rowlands







Dr Tim Saunders



































Paula Wedd
Dr Claire Westmoreland
Dr Simon Powell






Mark Palethorpe



Sian Williams







Jean Pace
























Paul Boyce















ACHIEVEMENTS
8.

During the period of November 2011 to November 2012 the Clinical Senate
discussed and agreed the following items of business:
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a) Explored a programme budgeting approach to Mental Health;
b) Resolved operational issues relating to bi-directional scoping and
ambulatory blood pressure monitoring;
c) Received programme updates on: diabetes, children’s services, dementia
and urology;
d) Provided system wide input into the development of the Clinical
Commissioning Group’s Strategy;
e) Received presentations from external speakers on: shared decision
making; tele-health/tele-care; the “Right Health Right Care” programme;
how to narrow the gap in inequalities; and the new Clinical Networks;
f) 2012 has been a year of transition for the Clinical Senate and the group
had a short break whilst a review of the group was undertaken. This
review suggested a number of changes to the format and membership of
the Clinical Senate. These suggestions were accepted by the Membership
Council and the Clinical Senate and the first meeting under the new
arrangements took place in October 2012.
DEVELOPMENT
9.

Future development priorities anticipated for the 2013/14 financial year for the
Clinical Senate are:
a) To embed the new membership and chairing arrangements following the
Clinical Senate review;
b) To use the principles of the review to continue to develop an interesting
and challenging programme of keynotes speakers;
c) To align the discussion of workstreams at the Clinical Senate to the
Commissioning Delivery Plan.

CONCLUSION
10.

The Governing Body are asked to note the progress made within the Clinical
Senate for the period November 2011 to November 2012 and to support the
proposed future developments.

Jenny Dodd
Strategic Development Manager
November 2012
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COMMISSIONING DELIVERY COMMITTEE
ROLE AND KEY DUTIES OF THE COMMISSIONING DELIVERY COMMITTEE
11.

The Commissioning Delivery Committee’s duties include:
a) overseeing the development, review and delivery of strategy and annual
operational plans for the delegated services;
b) overseeing the development, review and delivery of financial plans;
c) overseeing the delivery of the Strategy and annual operational plans by
undertaking detailed scrutiny of performance, contract monitoring and
financial management on behalf of the NHS West Cheshire Clinical
Commissioning Group Governing Body;
d) overseeing the delivery of work programmes that support the NHS West
Cheshire Clinical Commissioning Group’s strategy and annual operational
plan;
e) overseeing the commissioning activities of the NHS West Cheshire
Clinical Commissioning Group to ensure that they promote the health and
well being of communities as well as addressing health inequalities,
prioritising investment / disinvestment and commissioning activities to
ensure cost effective care is delivered;
f) taking account of the views of patients, the public and local clinicians when
prioritising investment / disinvestment recommendations to the NHS West
Cheshire Clinical Commissioning Group Governing Body, consider the
prioritisation of the NHS West Cheshire Clinical Commissioning Group’s
resources, making recommendations to the NHS West Cheshire Clinical
Commissioning Group Governing Body as necessary;
g) overseeing the commissioning of continuing health care and individual
exceptional care considering recommendations of the Area Prescribing
Committee to ascertain if they will have wider contracting / financial
implications for the Clinical Commissioning Group;
h) take account of collective commissioning activities, including those of
networks to ascertain if they will have wider contracting / financial
implications for the Clinical Commissioning Group.
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CONSTITUTION/MEMBERSHIP AND MEETINGS
12. The membership of the Commissioning Delivery Committee is:

13.

•

The Medical Director of NHS West Cheshire Clinical Commissioning
Group, who will chair this committee;

•

Another GP member of the NHS West Cheshire Clinical Commissioning
Group Governing Body who will be vice chairman of the Committee;

•

A Lay Member of the NHS West Cheshire Clinical Commissioning group
Governing Body;

•

The Clinical Commissioning Group’s Chief Officer;

•

The Clinical Commissioning Group’s Chief Financial Officer;

•

The Clinical Commissioning Group’s Head of Contracts and Performance;

•

The Clinical Commissioning Group’s Head of Delivery;

•

The Clinical Commissioning Group’s Transformational Delivery Lead.

The Commissioning Delivery Committee met on the following dates during the
period of November 2011 to November 2012.
•
•
•
•
•
•
•
•
•
•
•
•

14.

3rd November 2011.
1st December 2011.
5th January 2012.
2nd February 2012.
1st March 2012.
5th April 2012.
3rd May 2012.
5th July 2012.
2nd August 2012.
6th September 2012.
4th October 2012.
1st November 2012.

The meetings are well attended and this is shown in the attendance register
shown overleaf:
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03/11/11

01/12/11

05/12/12

12/02/12

01/03/12

05/04/12

03/05/12

05/07/12

02/08/12

06/09/12

04/10/12
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Andy McAlavey











X



X







Gareth James



X













X





Rob Nolan























Alison Lee











X











Huw CharlesJones

















X





Liz Noakes



X







X

X

X



X

X

Steve Pomfret





















X

Matthew Cripps

X







X













David Clark

X

















Laura Marsh (on
maternity leave
until Sept 12)





Laura Millard





Committee
Member

ACHIEVEMENTS
15.

During the period of November 2011 to November 2012 the Commissioning
Delivery Committee discussed and agreed the following items of business:
a) Provided assurance to the Governing Body on performance against
finance, contracting and performance targets;
b) Developed clinical participation and leadership across all access of
performance and delivery;
c) Agreed a suitable format for reporting financial, contracting and
performance information to the committee and to the Governing Body;
d) Agreed allocation of non-recurrent investment reserve;
e) Provided oversight of achievement against the Delivery Plan.
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DEVELOPMENT
16.

Future development priorities anticipated for the 2013/14 financial year for the
Commissioning Delivery Committee are:
a) Develop and oversee the implementation of a strategic approach to
engender greater ownership of member practices in the performance and
delivery responsibilities of the Clinical Commissioning Group;
b) Develop governance processes to integrate Commissioning Delivery
Committee with the clinical network forums managing clinical priority
programme areas (e.g. Planned Care Network, Urgent Care Network etc.).

CONCLUSION
17.

The Governing Body are asked to note the progress made within the
Commissioning Delivery Committee for the period November 2011 to
November 2012 and to support the proposed future developments.

Gareth James – Chief Finance Officer (Designate)
Laura Marsh – Head of Delivery
November 2012
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QUALITY IMPROVEMENT COMMITTEE
THE ROLE OF THE QUALITY IMPROVEMENT COMMITTEE
18.

19.

The Quality Improvement Committee is authorised by the NHS West Cheshire
Clinical Commissioning Group Governing Body:
a)

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

b)

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

c)

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

The Quality Improvement
responsibilities:

Committee

has

the

following

reporting

a)

To ensure that the minutes of its meetings are formally recorded and
submitted to the NHS West Cheshire Clinical Commissioning Group
Governing Body;

b)

Any items of specific concern which require the NHS West Cheshire
Clinical Commissioning Group Governing Body approval will be subject
to a separate report. Exception reports to the Governing Body will
highlight any key developments/achievements or potential risks/issues.

KEY DUTIES OF THE QUALITY IMPROVEMENT COMMITTEE
20.

The Quality Improvement Committee is responsible for:
a)

Ensuring that quality and clinical standards are integrated into the
organisation objectives, strategy and annual commissioning plan;

b)

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

c)

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

Providing assurance to the NHS West Cheshire Clinical
Commissioning Group Governing Body that patient safety and quality
outcomes and benefits are realised, and recommend action if the
safety and quality of commissioned services is compromised;

e)

Monitor incidents, claims, concerns and complaints trends from
commissioned services to ensure corrective and preventative action is
being taken;

f)

Identify themes of concerns to patients through complaints, patient
surveys and engagement activities and recommend action to address
those themes;

g)

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

h)

Oversight of exceptions and assurance received from reporting groups.

CONSITUTION/MEMBERSHIP AND MEETINGS
21. NHS Cheshire, Warrington and Wirral (Primary Care Trust Cluster), via its Audit
Committee, agreed the committee structure for the NHS West Cheshire Clinical
Commissioning Group for 2011/12. As part of this the Quality Improvement
Committee was established. Any changes to the Terms of Reference of Quality
Improvement Committee must be approved by the Governing Body of the NHS
West Cheshire Clinical Commissioning Group.
22.

The membership of the Quality Improvement Committee is:
•

Medical Director, West Cheshire Clinical Commissioning Group - Chair of
the committee;

•

GP Member of West Cheshire Clinical Commissioning Group - Vice-Chair
of the committee;

•

Head of Quality Improvement, West Cheshire Clinical Commissioning
Group;

•

GP Lead for Quality – Ellesmere Port and Neston Locality Network;

•

GP Lead for Quality – Chester City Locality Network;

•

GP Lead for Quality – Rural Locality Network;

•

GP Lead for Patient and Public Engagement;

•

Medical Director, NHS Cheshire, Warrington and Wirral;

•

Lay Member, NHS West Cheshire Clinical Commissioning Group.
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Nurse Representative, NHS West Cheshire Clinical Commissioning Group
Governing Body;

•

Quality Improvement Manager, NHS West Cheshire Clinical
Commissioning Group.

The Quality Improvement Committee met on the following dates during the
period of April 2011 to September 2012.
•
•
•
•
•
•
•





Dr Ged Faulks









Dr Jonathan Gregson

x





x

Dr Carole Holme













x





Dr Claire Westmorland

x

Denise Richardson

Dr Maureen Swanson
Paula Wedd

Sheila Dilks
(Membership commenced Sept 12)

Pam Smith
(Membership commenced Sept 12)

Hayley Cavanagh
(Membership commenced Sept 12)

27/09/12



Dr Andy McAlavey (Chair)

28/06/12

23/02/12



Committee Member















x



x

x























x





x

x









-

-

-

-

-

-

x

-

-

-

-

-

-

x

-

-
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The meetings are well attended, and this is evidenced in the attendance
register shown below:
22/09/11

24.

23rd June 2011
22nd September 2011
20th October 2011
23rd February 2012
26th April 2012
28th June 2012
27th September 2012

23/06/11

23.

•
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ACHIEVEMENTS
25.

The Quality Improvement Committee had previously agreed a work plan for
2011/12, and agreed a work plan for 2012/13 in June 2012. This report
covers the period April 2011 through to September 2012.

26.

Quality requirements are detailed within the Quality Improvement Committee
Work Plan under 5 headings: Structure and Process; Routine Reports;
Scheduled Reports; Exception; and Assurance Reports.
a) Structure and Process
During the reporting period all requirements were met under this heading:
the group work plan for 2012/13 was compiled and agreed, Membership
and Terms of Reference were reviewed and agreed at the June 2012
meeting, these are due to be reviewed again at the April 2013 meeting.
The Terms of Reference and membership were drawn up to meet the
transfer of leadership for quality from the Cluster to West Cheshire Clinical
Commissioning Group which will occur fully in April 2013.
b) Routine Reports
As National Institute for Clinical Excellence (NICE) Quality Standards were
published during the reporting period they were brought to the attention of
the group.
c) Scheduled Reports
The majority of the requirements under this heading were brought as part
of the Quality Improvement Report; Serious Incident reports,
Commissioning Quality and Innovation (CQUIN) provider performance,
provider quality accounts, safeguarding reports, medicines management
updates, insights for service improvement updates were all received as
scheduled during the reporting period, with one exception: Safeguarding
Adults Annual Report.
Research Group Annual Report and the
Professional Standards Panel Annual Report were received by the group
as scheduled.
d) Exception
Various non-scheduled items were brought to the Quality Improvement
Committee under this heading during the reporting period. These included
the Primary Care Trust Cluster quality legacy handover process, reporting
of a never event and information on an unannounced visit by Care Quality
Commission to the local Hospice.
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e) Assurance Reports
There are 8 groups that are required to report in to the Quality
Improvement Committee. A key points report is received from the quality
lead in each group. These reports were received by the Committee as
scheduled.
27.

During the period of April 2011 to September 2012 the Quality Improvement
Committee discussed and agreed the following items of business:
•

The Quality Improvement Committee asked for the scheduled report
identifying any recurring themes from the Serious Untoward Incident’s
Group to be presented to the Committee bi- annually, this information will
be used to inform improvements through contracts with providers of NHS
healthcare;

•

Establishment the key points report system, with clear instruction that the
quality lead of each of the 8 meetings should take responsibility for
producing the report;

•

Declaration of Interests – annual process implemented for the Committee;

•

Reviewed the bi–annual Serious Incident Report’s trend information;

•

Noted the performance levels by providers on NHS standard contracts for
quarter 1 of the 2011-2012 Commissioning for Quality and Innovation
Schemes (CQUINs);

•

Approved the process for developing Commissioning for Quality and
Innovation Schemes (CQUINs) for 2012-2013 with local providers on NHS
Standard Contracts;

•

Noted the publication of the Quality Accounts of local providers on NHS
standard contracts and approved the commissioner response to these
accounts;

•

Agreed the process for ensuring that National Institute for Health and
Clinical Excellence Quality Standards are integrated into the business
processes of NHS West Cheshire Clinical Commissioning Group;

•

Delivering Same Sex Accommodation: Countess of Chester Hospital noncompliance with standard noted and requested financial adjustment as a
result of this;

•

Provider quarterly insight reports reviewed (Countess of Chester Hospital
NHS Foundation Trust and Cheshire Wirral Partnership NHS Foundation
Trust). Agreed that these reports would be used to create a bi-annual
Insight for Improvement Intelligence Report for this Committee;
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•

Research Group Annual Report - will continue to be reported to this
Committee;

•

Professional Standards Panel Annual Report - will continue to be shared
with this Committee;

•

Commissioning Delivery Committee is responsible for determining the
outcomes of the Insight for Improvement Report through changes in
commissioning;

•

Safeguarding reporting to be transferred from the Quality Improvement
Committee to the Joint Commissioning Committee.
Until formal
notification received line of reporting will remain the responsibility of
Quality Improvement Committee;

•

Significant Event Analysis from GPs that meet the threshold for being
reported to the Serious Incident Review Group should be presented twice
yearly to the Committee;

•

Membership and terms of reference reviewed and amended to reflect the
transfer of leadership for quality from the Primary Care Trust Cluster to
the Clinical Commissioning Group;

•

Committee to link with the lead for the commissioning of primary care
medical services in the NHS Commissioning Board. Additional assurance
about GP Quality will be received through the reporting relationship
between this Committee and the GP Quality Group;

•

Noted the progress made in developing the GP Quality Dashboard;

•

Approved the 2012/13 Quality Incentive Scheme for GPs assurance;

•

Approved the Engagement, Experience and Communication Work Plan
2012/13;

•

Approved the Stakeholder Plan;

•

Approved the governance and reporting mechanism for patient and public
involvement;

•

Noted the roles and responsibilities associated with delivering effective
communication and engagement.

DEVELOPMENT
28.

Development priorities in the 2012/13 financial year for the Quality
Improvement Committee are:
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a)

Enhanced focus on patient and public intelligence to improve and
inform service delivery;

b)

Insight and intelligence report – the Committee have commissioned this
report to ensure that they have a source of information and intelligence
about the patient experience within the locality. The Committee
recognises the importance of this information to ensure that the Clinical
Commissioning Group commission high quality, safe services, leading
to better outcomes for patients. During the past year, the Clinical
Commissioning Group has worked on developing a data repository of
patient insight and intelligence. The themes and trends from this
information have been collated, analysed and triangulated. This insight
is the first step to ensure that patients have an amplified voice, and are
true partners in the process of commissioning local healthcare services;

c)

Serious Incidents – analysis and identification of themes. Enhancing
the sharing of learning both at a local level and at a national level
through the National Reporting and learning System;

d)

Driving Quality Improvements in General Practice – GP Committee
members to champion quality issues; work with fellow clinical lead
colleagues; colleagues in primary care and act as conduit between the
Committee and GP Networks;

e)

Scrutiny of Key Points Report – identifying any reported exceptions,
note any concerns and following up with actions where indicated;

f)

Align Committee membership with the functions of the newly appointed
Governing Body;

g)

Strengthen reporting of safeguarding issues through the receipt of
annual reports, along with bi-monthly updates reporting on emerging
risks for both safeguarding children and safeguarding vulnerable
adults agendas.

CONCLUSION
29.

The Quality Improvement Committee has fulfilled its role during the reporting
period. The Committee has met on 7 occasions during the period; minutes
from these meetings have been formally recorded and reported to the Clinical
Commissioning Group’s Governing Body. The Committee work plan for
2012/13 has been drawn up and agreed. As at September 2012 the Quality
Improvement Committee has delivered against the work plan for 2011/12 and
has completed work to date against the 2012/13 work plan with the exception
of receiving the Safeguarding Adults Annual Report. This Safeguarding Adults
Annual Report is now available and will be presented to a future Committee
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30.

Key duties have been met through the request and receipt of the various
routine, scheduled, assurance and exception reports.
Through these
reporting routes and via its peer Committees the group has been active in
ensuring that quality and clinical standards are central in Clinical
Commissioning Group’s objectives, strategy and forward plans. It has also
strived to ensure improvements in the services commissioned by Clinical
Commissioning Group are clinically effective, delivered safely and that
intelligence around patient experience is informing commissioning decisions.

31.

The Quality Improvement Committee has agreed its future priority areas and
the work plan for 2012/13 reflect these. The Committee is also considering its
future responsibilities; evidence of this in the recent review of membership
and terms of reference. These have been drawn up and agreed to reflect the
statutory transfer of leadership for quality from the Primary Care Trust Cluster
to the NHS West Cheshire Clinical Commissioning Group, due to occur in
April 2013.

Paula Wedd
Head of Quality Improvement
November 2012
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JOINT COMMISSIONING COMMITTEE
THE ROLE OF THE JOINT COMMISSIONING COMMITTEE
32.

The role of the Joint Commissioning Committee is to ensure that the
Committee has a strategic overview of all the Health and Social Care
commissioning activities that relate to the delivery of a defined range of
services, these are jointly planned, commissioned and delivered to meet the
health and social care needs of the communities of Cheshire West and
Chester.

KEY DUTIES OF THE JOINT COMMISSIONING COMMITTEE
33. The Joint Commissioning Committee is responsible for services at the interface
of community health and social care services, always with a focus on improving
the health and wellbeing of the population in the area covered by Cheshire
West and Chester Council. The areas for discussion include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

intermediate care;
respite, day opportunities and reablement;
support and information for carers;
transition from children’s to adult services;
drugs treatment and support;
alcohol treatment and support services;
adult and children’s mental health services (other than medium and high
level secure health services);
support for people who have physical and/or learning disabilities and their
carers;
support for offenders, and those discharged from prison;
supported employment;
other relevant services at the interface of social care and health;
community health services;
Supporting people services;
Continuing Health Care.

Services funded by the Public Health budget
34. In addition to the above range of health and social care services, it has been
agreed that services funded by the public health budget will be included within
the remit of the Joint Commissioning Committee.
35. In December 2011, the Department of Health published policy guidance on the
design of the new public health system and confirmed which services will be
commissioned by Local Government in the future. From April 2013, local
authorities will be responsible for:
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

tobacco control and smoking cessation services;
alcohol and drug misuse services;
public health services for children and young people aged 5-19 (including
Healthy Child Programme 5-19) (and in the longer term all public health
services for children and young people);
the National Child Measurement Programme;
interventions to tackle obesity such as community lifestyle and weight
management services;
locally-led nutrition initiatives;
increasing levels of physical activity in the local population;
NHS Health Check assessments;
public mental health services;
dental public health services;
accidental injury prevention;
population level interventions to reduce and prevent birth defects;
behavioural and lifestyle campaigns to prevent cancer and long-term
conditions;
local initiatives on workplace health;
supporting, reviewing and challenging delivery of key public health funded
and NHS delivered services such as immunisation and screening
programmes;
comprehensive sexual health services (including testing and treatment for
sexually transmitted infections, contraception outside of the GP contract
and sexual health promotion and disease prevention);
local initiatives to reduce excess deaths as a result of seasonal mortality;
the local authority role in dealing with health protection incidents,
outbreaks and emergencies;
public health aspects of promotion of community safety, violence
prevention and response;
public health aspects of local initiatives to tackle social exclusion;
local initiatives that reduce public health impacts of environmental risks.

CONSTITUTION/MEMBERSHIP AND MEETINGS
36.

The membership of the Joint Commissioning Committee is:
•
•
•
•
•
•
•

Cheshire West and Chester Executive Member for Adult Social Care and
Health (Chair the Committee);
Director of Public Health;
Director of Adult Social Care and Health;
Director of Children’s and Young People’s Services;
Heads of Service for Strategic Commissioning (Adult Social Care and
Health and Children and Young People’s Directorates) and senior health
representatives for children and adults for Vale Royal;
One lead GP and Chief Officer from NHS West Cheshire Clinical
Commissioning Group and Vale Royal Clinical Commissioning Group;
One executive member;
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•

Finance and legal lead officers will be nominated to advise the Committee
and attend when required. The leads for adults and children’s
commissioning in the three agencies will also advise the Committee as
required.

37.

In addition the Committee may request the support from other organisations
in the development of the Committee or other functions it undertakes as part
of these terms of reference.

38.

The Joint Commissioning Committee met on the following dates during the
period of November 2011 to November 2012.
•
•
•
•
•

Committee Member

22/02/12

18/04/12

20/06/12

12/09/12

The meetings are well attended and this is shown in the attendance register
shown below:
30/11/11

39.

30th November 2012
22nd February 2012
18th April 2012
20th June 2012
12th September 2012

Councillor Brenda Dowding









x

Paul Boyce



x





x

Dr Huw Charles-Jones

x







x

Jane Dawson

x

x

x



x

Fiona Field / Tracy Parker-Priest

x





x



Craig Griffin / Alistair Jeffs











Dr Jean Jenkins











Alison Lee









x

Helen McCairn

x









Mike O’Regan



x

x

x

x

Mark Palethorpe





x





Julie Webster









x
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ACHIEVEMENTS
40. During the period of November 2011 to November 2012 the Joint
Commissioning Committee discussed and agreed the following items of
business:
a)

Establishment of Joint Commissioning Working Group and
associated programme for joint commissioning
At the meeting on February 2012, the Committee agreed to establish a
working group to oversee the joint commissioning programme, to meet
on a monthly basis and to provide joint reports to the Committee. The
Working Group agreed the following as a measure of success for the
Joint Commissioning Programme in 2012/13:
•

An agreed and prioritised programme of joint commissioning
investments with agreed outcomes;

•

Baseline spend across partners together with proposals for change;

•

Commission from one ‘virtual’ organisation perspective;

•

To act as a first point of contact for Health and Social Care
commissioning across West Cheshire including the projects
emerging from the Altogether Better Programme.

The membership of the Joint Commissioning Working Group
comprises of a commissioning lead and finance lead from each
organisation – Cheshire West and Chester Council, Vale Royal Clinical
Commissioning Group, NHS West Cheshire Clinical Commissioning
Group and the Cheshire West and Chester Public Health Team.

b)

Section 256 Agreement between partners for 2012/13
The Joint Commissioning Working Group was given delegated
authority to finalise a Section 256 agreement between partners and
confirm the financial contributions from each Clinical Commissioning
Group. This agreement is now in place and the transfer of funding has
been arranged with the relevant finance teams. Work is underway to
establish a framework for reporting in 2012/13 on the outcomes
delivered through this arrangement for jointly commissioning services
and this will, in turn, help inform the commissioning of these services in
2012/13.
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c)

Support and Information for Carers
A total fund of £406,000 was agreed between partners for carers break
services across Cheshire West and Chester. £175,000 of this funding
has been allocated to breaks for carers, with the remainder being used
to support a carers personal budget pilot across the Clinical
Commissioning Group areas.

d)

Supporting People Services
The re-commissioning programme of the Supporting People services is
all underway with particular highlights:

e)

•

A new borough-wide homeless service is due to become
operational from 1st November 2012;

•

A service specification is being developed to define a boroughwide approach to delivering all home improvement agency
services including the programme for tele-care, tele-health,
independent living centres and community alarms;

•

Domestic abuse services have been identified as a priority
service for whole-system commissioning and a business case
for transformation has been developed.

Support for the development of the local Infection Prevention and
Control Network
The Health and Social Care Act places a duty upon local authorities,
and the Director of Public Health on their behalf, to ensure that plans
are in place to protect the health of the local population. The scope of
the duty includes assurance of the plans acute providers and others
have in place for the prevention and control of infection, including those
which are healthcare associated. Strategic planning needs to take
place across health and social care.
The Committee supported the development of the current Infection
Prevention and Control Network to ensure a health and social care
economy wide approach to achieving sustainable reductions in
Healthcare Acquired Infections, and mitigate against any potential
risks associated with the transfer of commissioning responsibilities
during transition.
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f)

Support for people with dementia and their carers
Work is underway across the partnership to develop support for
people with dementia and their carers. A joint board has been
established across the partnership. A joint needs assessment has
been undertaken and is informing this work. Partners have recently
secured funding for one and a half years to support a Dementia
Advisor Service. This Advisors will be the key liaison worker for the
family and whose overall aim is to provide support throughout the
dementia care pathway thus ensuring affected people remain in the
community for as long as possible.

g)

Reablement
Reablement investment plans for 2012/13 have been agreed between
West Cheshire Clinical Commissioning Group and Cheshire West and
Chester Council and Vale Royal Clinical Commissioning Group and
Cheshire West and Chester Council to deliver system change to
reduce readmissions to acute care.

DEVELOPMENT
41.

Future development priorities anticipated for the 2013/14 financial year for the
Joint Commissioning Committee are to build upon and strengthen the current
joint commissioning arrangements and work programme, incorporating
appropriate elements of the Altogether Better delivery programme.

CONCLUSION
42.

The Governing Body are asked to note the progress made within the Joint
Commissioning Committee for the period November 2011 to November 2012
and to support the proposed future developments.

Helen McCairn
Head of Joint Commissioning
November 2012
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP GOVERNING
BODY
MINUTES OF GOVERNING BODY COMMITTEES
PURPOSE
1.

To provide the governing body with the minutes which record the decisions of
committees established by the governing body which have an influence on the
governing bodies business.

BACKGROUND
2.

This report provides a format for the governing body 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.

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

4.

A presentation and discussion on rural prescribing
A community services workshop on the proposal to create integrated
health and social care teams around GP practice populations
A proposal for a cardiology one stop shop
An update on the Childrens’ Trust Board Childrens’ Plan
A discussion on the Clinical Commissioning Group’s Constitution
An update on the Urgent Care Commissioning Intentions 2012-13

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

.Amanda Lonsdale explained which urgent care projects will be delivered
this year.
Dr Lesley Appleton presented a proposal for a cardiology ‘one stop shop’.
Julie Critchley (Deputy Director of Operations) held a workshop about the
development of an integrated care team around the population of
practices. Amanda Lonsdale produced a diagram which summarised the
discussions in terms of the services required at each level.
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Major issues and actions from October’s meeting included:
•
•
•

•
5.

The secondary care budget is being overspent, particularly at the COCH
by £2.3m.
Three practice managers are developing a business case for the storage
of patient records.
There was a discussion about the impact of the new 24 hour BP monitors
on practice resources. Nine practices voted to request the introduction of
a 24 hour BP LES. Dr Robin Davies agreed to be the proposer and he
will complete an Initial Viability Assessment for this proposal.
External peer review of the QOF QP work for A&E attendances took place
at this meeting.

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

•
•
•

Dr Huw Charles Jones gave an update on the Clinical Commissioning
Group (CCG) journey towards authorisation and other developments.
The proposals for a cardiology one stop shop were presented by Dr
Lesley Appleton, members were supportive of the model.
A workshop was held to discuss the development of a community
integrated care team. Members were in favour of this model, providing
that teams are based around practice populations rather than
geographical areas.
The CCG constitution was discussed.
Dr Andy McAlavey reported some of the outcomes of the quality incentive
scheme from 2011/2012.
Dr Martin Dennis provided an update on alcohol related ill-health and
encouraged practices to take up the alcohol brief advice training.

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

The Quality and Outcomes Framework (QOF) Quality and Productivity
(QP) A&E peer review discussion took place.
Dr John Hodgson gave an update from the Hospital at Home service.
A contracting update was given by Rob Nolan highlighting the growth in
outpatient referrals compared to last year.
Dr Andy McAlavey presented the latest version of the quality dashboard.

CLINICAL SENATE
6.

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

•

In September the Clinical Senate came together following a break over
the summer and heard a comprehensive and interesting presentation from
Professor Chris Bentley who has undertaken detailed research into the
health inequalities of spearhead PCTs .
The Senate agreed that approaches to reducing health inequalities in
Western Cheshire need to reflect the following principles:
o
Focus on finding the “missing” people on LTC registers
o
Set realistic quantifiable aims based on “best in ONS cluster”
comparisons.
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Need to break rates down into actual numbers, and calculate this at
a practice level and a need to treat level in order to identify the
most appropriate interventions.
o
Interventions must be: evidence based, outcomes orientated,
systematically applied, scaled up, appropriately resourced and
persistently followed.
The group was updated on the development of a Rapid Assessment
Intervention and Discharge services between Cheshire and Wirral
Partnership Trust and the Countess of Chester.
The Senate heard feedback from the review into the group carried out by
Matthew Cripps and accepted by the Membership Council. The changes
to the membership and agenda structure were accepted and it was
confirmed that Mike Zeiderman would chair future meetings.
o

•
•

COMMISSIONING DELIVERY COMMITTEE
7.

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

•

•

•

Finance, Contracting and Performance report: It was noted the financial
position remains similar to previous months, with an under spend against
the budget. There is a growing over spend against secondary healthcare
which, if this continues to deteriorate, will make it difficult to deliver the
control total and non-recurrent intervention may be required. COCH has
attributed the increase in outpatient activity to GP referrals although
further investigation is required to determine the Consultant to Consultant
element. It was noted that for cancer, performance has not achieved the
target, with 60% of breaches taking place at Trusts other than at the West
Cheshire CCG’s main Provider. Work will be undertaken to identify the
Trusts where breaches are occurring.
Delivery Plan report: Within the six clinical priority areas, cancer and
mental health programmes are not currently achieving expected
milestones. Additional resource is being aligned to address this. To tackle
the £2million ‘QIPP gap’ a number of additional programme areas were
agreed: short stay admissions, maternity, respiratory. Additional work has
commenced on referral analysis and potential models of referral
management. Amanda Lonsdale is working with clinical leads across
providers to develop a ‘vision’ for urgent care.
Area Prescribing Committee report: The Commissioning Delivery
Committee noted the cost pressures to the NHS of implementing the
National Institute for Health and Clinical Excellence Technology
Appraisals 252 and 253 for telaprevir and boceprevir for the treatment of
hepatitis C. As treatment of hepatitis C is commissioned by the
Specialised Commissioning team, clarity regarding the commissioning
arrangements is needed to establish whether this financial risk will impact
on the Clinical Commissioning Group. Similar clarification is required for
the implementation of National Institute for Health and Clinical Excellence
Technology Appraisal 254 for fingolimod for multiple sclerosis as this also
is within the remit of Specialised Commissioning. The Committee ratified
the Systemic Chemotherapy prescribing policy.
The available options under the Cheshire West and Chester Council
Provider Services Review were considered. It was agreed that the CCG
would make a formal response.
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8.

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

•

•

Finance, Contracting and Performance report: It was noted that there is a
continued deterioration in the figures for Outpatients and High Cost
Drugs. The highest pressure is at the Countess of Chester Hospital,
although there is a lesser pressure at Wirral University Teaching Hospital.
The control target is on track for delivery. Against performance; for
diagnostics the Countess of Chester Hospital has narrowly missed
achieving the target, for cancer performance is declining, although the
forecast for the year is Green - further work is being undertaken to identify
the Trusts where breaches are occurring, for North West Ambulance
Service the 75% target is not being achieved, in part due to the number of
patients in rural communities; however, the performance is consistently
above 70%, for Delivering Same Sex Accommodation there was one
breach at mid-Cheshire Trust.
In relation to the over spend at the Countess of Chester Hospital, for
outpatients the Trust have been requested to clarify the areas in which the
increase in GP referrals is occurring. It was agreed that a letter will be
sent to the Trust proposing a marginal payment to be made for
Outpatients first appointments, and reminding the Trust of Contract levers
not actioned by the Commissioner (i.e. 18 weeks, Mixed Sex
Accommodation and that payment will not be made for Consultant to
Consultant referrals where patients are not on an existing pathway, or are
non-urgent cases
Delivery Plan report: Following last month’s report on delays in progress it
was noted that for Cancer the programme is focusing on early
identification (on which significant progress has been made through
support from the cancer network) and shift of follow ups from secondary
care into the community, for Mental Health there has recently been
significant progress in relation to Programme Budgeting, Improving
Access to Psychological Therapies and development of the Rapid Access
Interface and Discharge (RAID) service.
Under the Episodic Care programme the community ophthalmology
service is now going to procurement through CSU and in relation to Agerelated Macular Degeneration it was noted that there is a potential for
savings and clarity is to be sought as to the current position of this issue in
relation to Avastin/Lucentis nationally. Good progress was reported
against the remaining programmes
Rapid assessment interface and discharge Business Case: Discussions
took place and it was agreed that this service would be commissioned,
with the caveat that the Countess of Chester Hospital agrees the funding
will be non-recurrent and that the acute Trust would be required to fund
the service in the future, recurrently or agree to split the savings. Gareth
James to issue a letter to Ros Francke and Debbie O’Neill, outlining this.

JOINT COMMISSIONING COMMITTEE
9.

The September minutes for the joint commissioning committee will be ratified
at its next meeting on 21st November. Major issues and actions from
September’s meeting included:
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•

•

•

The Committee received a report from the Joint Commissioning Working
Group which highlighted progress made relating to the joint
commissioning work programme for 2012/13. The Committee noted the
report.
Lorraine Guy presented a paper which provided an update on the
Cheshire Drug Action Team disaggregation project and the future
commissioning of drug and alcohol commissioning. The Committee
concluded that there was a requirement to decommission, redesign and
commission integrated drug and alcohol services to meet the needs of
local communities.
Claire Wildgoose presented an annual report of the NHS Western
Cheshire Health and Wellbeing Small Grants Scheme for 2011/12. The
Committee felt that there was value to such schemes due to their social
impact and Dr Jean Jenkins confirmed that there was currently a similar
scheme in place for Central and Eastern Cheshire Primary Care Trust.

QUALITY IMPROVEMENT COMMITTEE
10.

The September minutes for the quality improvement committee will be ratified
at its next meeting on 8th November. Major issues and actions from
September’s meeting included:
•

Controlled Drugs - one of the Quality lead GPs will be undertaking a
routine visit to the Grosvenor Nuffield Hospital in October to seek
assurance on the systems they have in place to manage controlled drugs
safely.

•

Cheshire and Wirral Partnership Foundation Trust - a review of incidents
reported by this organisation over the last 12 months has highlighted an
increase in the number of patients they have treated who have died
unexpectedly. This organisation is diligent about reporting these deaths
and a significant number of these deaths will subsequently be recorded by
the coroner as death by natural causes. This means that the actual
number of unexpected deaths will be reduced. The Trust reported that
they have noted this increase themselves and are undertaking a
significant piece of work to investigate this. This issue will be brought
back to this Committee when further information is available.

•

Terms of Reference for the Serious Incidents Review Group - Head of
Quality Improvement alerted the Committee to her concern that there is
no Board Member representation at the Serious Incidents Review Group.
The Clinical Commissioning Group Medical Director will discuss this issue
with the Chair and Chief Officer of the Clinical Commissioning Group.

•

Breast Screening Quality Assurance Report – Head of Quality
Improvement reported that an external review team had asked the
Countess of Chester Hospital to review options for sharing medical cover
to this service across a wider geography. Public Health have been asked
by the Clinical Commissioning Group to lead this option appraisal and
keep this Committee briefed on the outcome of this work.
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•

Countess of Chester Hospital NHS Foundation Trust - the Committee
reviewed the incidence of hospital acquired pressure ulcer cases and
noted that they have decreased.

•

Quality Handover Legacy Document - Head of Quality Improvement
reported on the process that the Primary Care Trusts and the Strategic
Health Authorities are going through to create detailed documents for
Clinical Commissioning Groups that articulate the challenges that
organisations in their area have experienced in the past.

•

Non-Medical Prescribers - Head of Medicines Management noted
concerns about future access to Continual Professional Development for
Prescribing Nurses in primary care . The PCT Medial Director noted that
responsibility for managing this issue will rest with the National
Commissioning Board, and the Local Area Team Director of Nursing.
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 11th September, 2012
Cheshire View
2.00pm – 5.00pm

Key Points to Communicate to your Practice
•

•
•
•
•

•

A presentation was given on rural prescribing. The rural locality has significantly reduced its
prescribing spending and is performing well in several prescribing areas. However, there is room
for further improvement in the prescribing of ACE inhibitor items, low cost lipids, 3 day
trimethoprim, cephalosporins and quinolones and choice of NSAIDs.
A community services workshop was held to consider what skills practices would like to see in
integrated teams wrapped around GP practice populations focusing on a cluster and locality
basis. Please share the contents of the discussion with your practice colleagues.
A paper was tabled detailing a proposed cardiology one stop shop and practices were asked to
comment on the proposed model of care.
Information was given on the Children and Young Peoples’ Plan which has been developed by
Childrens’ Trust Board and has six key priorities. Please share these priorities with practice
colleagues.
There was an update about recent changes to the draft Clinical Commissioning Group
Constitution to give the network the opportunity to raise any outstanding questions before signing
the constitution. Please share the questions raised and the responses to the questions with your
practice colleagues.
There was an update on the work taking place as part of the Urgent Care Commissioning
Intentions 2012-13.

Action List

RN52
RN91
RN93
RN94
RN95

Action
Jason Clarke (Connecting for Health) to be invited back in 6
months to update on progress of electronic prescribing with
dispensing practices
Rob Nolan to arrange an analysis of conveyance times for
rural practices / patients.
Barbara Perry to liaise with Tarporley Campbell and Frodsham
Medical Practice about Medicine Management support.
Rural Prescribing to be an agenda item in six months
Suggestion for a rheumatology one stop shop to be raised with
the relevant person for discussion at the MSK meeting.

Minutes of Governing Body Committee Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

Owner
Vicky Oxford
Rob Nolan
Barbara Perry
Vicky Oxford
Vicky Oxford

7

AGENDA ITEM NO: WCCCGB/12/11/88
Present: Steve Pomfret, Philip Milner, Claire Baker, Louise Davies, Vicky Oxford, Jonathan
Gregson, Andy Campbell, Christine Kenyon, Helen Black, Debbie Bailey, Alistair Adey, Mike
Guest, Jim Hinds, Rajesh Rajan Trevor Ferrigno, Lynn Suckley and Paul Smith.
In attendance: Amanda Lonsdale and Sarah Murray
Practices not represented: All practices were represented
ACTION
1.

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

2.

APOLOGIES
Apologies were received from Rob Nolan, Linda Duffin and Brian Yorke.

3.

RURAL PRESCRIBING
Andy Dunbavand, Clinical Lead for Prescribing, gave a presentation on Rural
Prescribing which was discussed by the group. The main points of the presentation and
discussion were:
•

The rural locality has significantly reduced its prescribing spending although
there are still areas where further improvement could be made.
• Malpas has focused on prescribing and the work undertaken has resulted in an
ongoing trend of reduced spend on prescribing per weighted population. The
work focused primarily on statins and PPI and was achieved through the hard
work of the staff and negotiation with patients. The Medicines Management
team were also very helpful in supporting the practice.
• The prescribing formula used during 2012-13 was the national model and the
Clinical Commissioning Group will make a decision on the model to be used in
2013-14. There appear to be no significant changes to the national formula.
• The rural practices are performing well on prescribing laxatives, hypoglycaemic
agents and SIP feeds.
• Areas where further improvements would be desirable include ACE inhibitor
items, low cost lipids, 3 day trimethoprim, cephalosporins and quinolones and
choice of NSAIDs.
• When the practices are RAGged and averaged across the locality, the score for
the Rural Locality is the same as the City and slightly lower than Ellesmere Port
and Neston.
• When the RAG status is examined, there is greater discrepancy at practice level.
The practices that have poorer scores can be given additional support to
improve their scores.
• Following discussion it was felt that rural prescribing should be an agenda item
at the network every six months.
• It was felt that it is important to be aware of new medications as they become
available to prescribe appropriately rather than trying to make changes to
prescribing at a later date.
• Concern was expressed about consultants prescribing newly available
medication before the practices have received guidance from their prescribing
leads.
• With regards to Atorvastatin, it is expected that there may be an increase in
prescribing but practices were reminded that it is still costlier than Simvastatin.
Action: Barbara Perry to liaise with Tarporley Campbell and Frodsham Medical
BP
Practice about Medicine Management support.
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VO

Action: Rural Prescribing to be an agenda item in six months
4.

COMMUNITY SERVICES WORKSHOP
Andrea Hughes, Associate Director of Nursing and Therapies (Physical Health)
(CCWC), Karen Moore General Manager Planned Care (CCWC) and Sandra Birnie,
Ageing Well project lead (seconded to the Altogether Better Programme) spoke to the
Network about the intention to create integrated health and social care teams that will
be wrapped around GP practice populations.
The Altogether Better Cheshire business case it due to be submitted to Whitehall in
October and the workshop feedback will inform the business case. The group was
asked to consider what skills they would like to see in the integrated teams focused on
cluster and locality basis and where they should be located. The key points from the
discussion were:
•

•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

A single telephone number to access the service would be useful but the service
needs to be available outside traditional business hours of 9.00am-5.00pm. The
service needs to be able to respond to acute care as well as providing continuity
of care for chronic management situations (i.e. district nurses and community
matrons retain an individual caseload for on-going chronic management whilst
other members of the team could have a shared caseload).
There needs to be a mechanism in place for the service to work together without
having to contact the GP in every case. Care must be co-ordinated.
GP practice staff also value being able to speak to specific community staff and
it is important that this facility is not lost in any changes to the service.
The service should manage commitments such as provider meetings, training,
sickness and annual leave without it impacting on the service provision.
Any team that is developed must be stable and maintain staff continuity.
When deciding on cluster arrangements, the geographical coverage of the rural
area should be considered rather than just basing the clusters on patient
population.
A hub and spoke model could be used whereby clinics are held in GP practices
within each cluster.
Cross border links need to be created (Wales, Shropshire, Central and Eastern
Cheshire) with social care as many patients are registered with west Cheshire
GP practices but would receive their social care in another local authority.
The advantages of integration must outweigh the negatives – integration will
make it more difficult for commissioners to disinvest in services they may not
require.
Tarporley Hospital should be included in any redesign as they provide services
that may be ripe for expansion i.e. dressings clinic; 24 hour access to support.
There is a current lack of podiatry clinics in the rural locality.
Because of the specific nature of rural GPs it may require less community
matron / case management and more District Nursing hours; i.e. to manage
complex wounds for patients who are not necessarily house bound.
GP are central to the integrated team.
The idea of care co-ordination and a ‘key’ or ‘lead’ worker was well received
There is a need to maintain existing health visiting hours with no further
reduction.
Services to be included in the cluster teams include health care assistants,
carers, district nurses, community matrons, occupational therapists, podiatry and
toe nail cutting (possibly a podiatry health care assistant). There were some
thoughts that midwives should be included within the team.
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•

5.

Services to be considered for the wider locality teams include dietetics, mental
health (elderly dementia), continence, palliative care access (Macmillan Nurse
Service works well) and access to intermediate care beds.

PROPOSAL FOR A CARDIOLOGY ONE STOP SHOP
Lesley Appleton, Clinical Lead for Heart Disease tabled a paper describing a proposed
cardiology one stop shop. The group were asked to comment on the proposed model.
The main points were:
•

•
•
•
•
•

Savings may not be achieved as a one stop shop may divert direct access
diagnostics as patients may receive tests more quickly in a one stop shop
setting. Safeguards need to be put in place to ensure waiting tines for direct
access diagnostics are not longer than waiting times for the one stop shop.
A more efficient service may create additional capacity and this will need to be
monitored to manage this possibility.
The model is good for patients but the financial risks need to be managed.
Elements of the one stop shop will easily transfer to the community if it is
decided to move to a community or hub and spoke model in the future.
It was suggested that a mobile unit could be a suitable model community based
model.
It was felt that other areas such as rheumatology may be suitable for a one stop
shop model.

Action: Suggestion for a rheumatology one stop shop to be raised with the relevant
VO
person for discussion at the MSK meeting.
6.

CHILDRENS’ TRUST BOARD – CHILDRENS’ PLAN
Alison Stathers-Tracey spoke to the Network about the Childrens’ Plan developed by
the Childrens’ Trust Board. The key points were:
•
•
•

•
•
•

The Children and Young Peoples’ Plan will act as the single commissioning
framework for NHS organisations and the local authority in the future.
The Plan aims for west Cheshire to be the best place in England for children and
young people to grow up with people receiving the right service in the right place
at the right time.
The Plan has six key priorities:
1. Design and deliver support services for children and young people up to
19 years of age, including pre-birth;
2. Improve outcomes for children and young people in care;
3. Improve outcomes for children and young people who experience
domestic abuse;
4. Narrow the gap for children and young people (in disadvantaged areas);
5. Improve health and well-being outcomes for children and young people
(including obesity and teen pregnancy)
6. Families Together (troubled families)
The Plan will be in place for three years and should be launched in November
2012. A consultation on the Plan will take place and a link to the consultation
will be shared with GP practices.
The intention is to develop an online family service directory which will be a
repository of services available to the public with details on how to refer people
to these services.
It is also proposed to develop a directory of personnel who have trained in
supporting families.
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7.

CLINICAL COMMISSIONING GROUP CONSTITUTION
Pauline Cooke spoke to the update about recent changes to the Clinical Commissioning
Group Constitution to give the network the opportunity to raise any outstanding
questions before signing the constitution. The main points were:
•

•
•
•
•

Feedback from the National Commissioning Board has indicated that as part of
the authorisation process, the Clinical Commissioning Group must have the
constitution signed by its members to indicate acceptance of its governance
procedures.
Further regulations will be released later in the year which may mean further
changes to the Constitution will be required but it is not anticipated that these will
be material in nature.
Once signed, any future changes to the Constitution must be submitted to the
Membership Council for approval.
The Constitution is based on a national model designed to guide the Clinical
Commissioning Group through a process of establishing a robust governance
framework.
Under the terms of the Constitution, the GP networks are committees of the
Governing Body and the intention over time is to devolve more responsibilities to
the network. This devolvement would require a change to the Constitution.

Pauline explained the points raised by a Commissioning Lead from the Ellesmere Port
and Neston Network which have been shared with all of the member practices and the
response to these points:
1. There is no mention of engaging with the Local Medical Committee (LMC)
as local statutory representatives of the profession. Except on p61
“dispute resolution process” but no mention of what this process entails.
Response: The constitution notes 3 areas where the LMC will be involved - to
observe the election process, to consult on the dispute resolution process and to
consult with the LMC (as a representative body) in the development of the
process that would apply in the unlikely event that a practice is asked to
withdraw their nominated representative or a clinician from the governing body.
2. There is no mention of how grievances with the Clinical Commissioning
Group can be raised.
Response: Process as to how grievances are dealt with will be covered within
the dispute resolution process. The constitution makes it clear that it is for the
membership council to approve this process.
3. There is no mention of how long the agreement is for.
Response: The agreement will remain for as long as there are no changes to
the document. Changes would need to be agreed by the membership council
and proposed to the national commissioning board for final approval. The review
cycle can be agreed by the membership council and a 12 month review period is
suggested, although this does not necessarily mean that there would be
changes made to the constitution but that member practices agree at the
membership council that they are happy to continue with it in its current form. It
is also worth stating that in some clinical commissioning groups, the
responsibility for approving the constitution may have been delegated to the
governing body and this may be the reason why the British Medical Association
has built this requirement into its check list, however in West Cheshire Clinical
Commissioning Group matters concerning the constitution are reserved to the
membership.
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4. How the constitution can be amended see p 5 para 1.3.1 – there is no
mention of needing the support from member practices.
Response: Member practices make up the Membership council, and the
membership council has reserved the responsibility to approve changes. The
standing orders section of the constitution confirmed the arrangements by which
member practices can influence the agenda for membership council meetings.
5. There are concerns that both the audit committee and remuneration
committee has no GP representation.
Response: The remuneration committee makes decisions on remuneration for
employees and people who provide services to the Clinical Commissioning
Group. Currently GPs are employed by the Clinical Commissioning Group to
undertake work and therefore it would not be advisable to have GP
representatives as members of the Remuneration and development committee
as this would technically allow them to determine their own pay. Likewise the
audit committee is made up of members that are not involved in the operation of
the Clinical Commissioning Group, and provide an independent view to the
organisation and assurance to member practices that the Clinical
Commissioning Group has robust and effective financial systems, governance
arrangements etc. in place. GPs elected to represent members could be 'in
attendance' at those meetings, but would not be involved in any decisions taken
by the committees.
6. Locality groups – no mention that other practice members can deputise.
Response: The terms of reference for the 3 locality networks state that 'Clinical
representatives from each member practice may deputise for their practice
nominated representative and may vote at meetings' it also states that others
will be in attendance at the meeting: 'non-voting officers will attend meetings of
the committee' including a practice manager from each member practice.
8.

URGENT CARE UPDATE
Philip Milner declared a Conflict of Interest with this agenda item due to his involvement
with Partners4Health who provide the Hospital @ Home Service.
Amanda Lonsdale gave an update on the work taking place as part of the Urgent Care
Commissioning Intentions 2012-13. She reported that the Rural GP Network had
responded well to her request for representation on a clinical think tank and it was
intended to use the workshop at the Membership Council scheduled for the 12th
September to as an opportunity for clinicians to express their views about the work and
how primary care could assist in achieving the commissioning intentions.
Clinical Streaming
Clinical streaming at the Countess of Chester hospital will commence in December
2012. This will involve an 2 advanced nurse practitioners, 1 of which will have primary
care experience; these posts will assess patients prior to them booking into A&E and
stream them to the most appropriate place of care (urgent care centre, majors, minor,
Hospital @ Home, community services and GP practices). This will run initially as a
three month pilot.
Hospital @ Home / NWAS Diverts
This is anticipated to commence in October 2012 and will involve community care plans
being developed for patients in residential homes to avoid hospital admissions where
appropriate. The work will commence in the residential homes as analysis has
indicated that this is where the scheme may have the highest impact.
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Early Supported Discharge
This is designed to facilitate management of patients at home at an earlier stage and
will involve both the Countess of Chester Hospital and community staff. Currently, the
Countess of Chester Hospital is experiencing capacity pressures which can result in the
cancellation of planned procedures which impacts on the achievement of the 18 week
target. It is envisaged that this scheme will alleviate some of these issues.
Rapid Access Intervention and Discharge (RAID)
This is a psychiatric model focusing on enhanced liaison in A&E to avoid admissions
rather than length of stay in hospital and it is anticipated that this will commence in early
2013.
Review of Community Services
This is taking place in conjunction with the Altogether Better Cheshire programme and
links to the Community Services workshop also held during the September Rural GP
Network meeting.
Redesign of primary Care
This will be the focus of the workshop at the Membership Council scheduled for the 12th
September.
Integration of GP Out of Hours / Urgent Care Unit
There are on-going discussions as consideration needs to be given to the impact of the
national 111 programme which commences in March 2013. This will mean that the out
of hours service will no longer undertake call handling. Formal notice for the cessation
of the call handling element of the contract will need to be given to Cheshire and Wirral
Partnership (CWP) by the 21st September and a contract variation undertaken.
Discussions with CWP are also taking place regarding contingency planning.
9.

QUALITY
2011-12 Quality Incentive Scheme Audit Reports
Jonathan Gregson tabled a paper detailing the results of the clinical audits undertaken
as part of the Quality Incentive Scheme 2011-12. The key points were:
•
•
•

There have been improvements across the board but not all targets have been
achieved.
There have been marked improvements in requirements for the diabetes audit.
There has been improvements in end of life but further improvements are
needed in out of hours notifications

The network also discussed the use of Map of Medicine in primary care as there are
questions as to where redesigned pathways should be stored so that they are easily
accessible by clinicians in primary care. The key points of the discussions were:
•
•
•
•

Not all clinicians use Map of Medicine in real time during consultations as some
find it difficult to navigate and time consuming.
It was recognised that a central repository for pathways is useful but some felt
that this could be achieved locally.
Concern was expressed about potentially having a local repository and a national
system such as Map of Medicine as swopping between the two if a local pathway
wasn’t found would not be practicable.
It was felt that there was a danger that responsibility for updating pathways on
Map of Medicine may be lost in the transition from a Primary Care Trust to the
Clinical Commissioning Group as the statutory body.
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10.

MINUTES OF THE LAST MEETING

11.

The minutes of the last meeting were agreed as an accurate record of the meeting.
ANY OTHER BUSINESS
Appointments to the Clinical Commissioning Group Governing Body
Steve Pomfret reported that Chris Hannah (Lay Advisor), Sheila Dilks (Nurse
Representative), Mike Zeiderman (Hospital Doctor Representative), David Gilburt and
Pam Smith have been appointed to the Commissioning Group’s Governing Body and
that these appointments will be tabled for ratification at the Membership Council meeting
scheduled for the 12th September 2012.
Proposed Cheshire West and Chester Rural Winter Safety Roadshow
There were more than 200 excess winter deaths recorded last year and this has been
included in the Health & Wellbeing Board project allocated to Alison Lee.
Cheshire Fire & Rescue Service has suggested a winter road show to the communities
and individuals highlighted through Clinical Commissioning Group intelligence work the
service has a range of outreach vehicles that can be utilised to visit areas with high
numbers of patients in at-risk groups often living in rural isolation to help those who lack
access to information and transport.
Marie Lewis-Smith is working on this project and a practice manager was asked to
volunteer to act as a locality practice representative to look at the logistics for general
practice of participating in a scheme such as this.
Decision: Lynn Suckley agreed to liaise with Marie Lewis- Smith about the proposed
scheme.
Frequency of Rural GP Network Meetings
Louise Davies highlighted the frequency of the network meetings as there are now 10 a
year. She questioned whether the network should meet each month or 11 times a year
(exclude a meeting in August). Steve Pomfret felt that increasing the number of
meetings would need to be discussed by the City and Ellesmere Port Networks and the
impact of increasing the frequency would need to be considered.
Date and time of Next Meeting
The next meeting will be held on Tuesday 9th October 2012 at 2.00-5.00pm at Cheshire
View, Plough Lane, Christleton, Chester
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Minutes of the Chester City Locality GP Network Meeting
9am–12pm on Thursday 13th September 2012 in the 1829 Building
Present: Laura Millard (Chair), Claire Westmoreland, Kate Bushell, Carole Holme, Robert Stewart,
Tony Bland, Andrew Clouting, Martin Allan, Stephen Kaye, Mike Lowrie, Robin Davies and Tim
Saunders.
In attendance: Gary Howorth, Carol McRae, Atiya Alam, Julia Bailey, Linda Leigh, Amanda Lonsdale,
Sarah Murray and Mandy Bates (minute taker).
Apologies: Suzanne Macdonald, Linda Bennett, Sam Jeffery and Rob Nolan.
All Practices Represented? No, Lache Health Centre was not represented at this meeting.

Actions and Key Points to Communicate to your Practice
• Dr Huw Charles-Jones (Chair of West Cheshire CCG) explained that authorisation is a priority at the
moment. A number of documents were submitted by the CCG to the NHS Commissioning Board in July
and the NHS Commissioning Board’s review of these indicated that the CCG was performing well. The
th
site visit will take place on 19 September. Following the site visit, the CCG may be authorised in
October but will not become a statutory body until April 2013.
• A 3-month pilot of clinical streaming will start in December with 2 Advanced Nurse Practitioners in A&E.
• The NWAS Diverts project is due to start in October 2012.
• Dr Lesley Appleton (Clinical Lead for Heart Disease) presented a proposal for a cardiology ‘one stop
shop’ which should be implemented from April 2013
• Julie Critchley (Deputy Director of Operations) held a workshop about the development of an integrated
care team around the population of practices.
• A newly commissioned Prescribing Support Dietitian Service for practices will start in September 2012.
The dietitian will work within identified GP practices and care homes to undertake patient reviews and
carry out dietetic assessments as required. For further information, please contact Sheena Wood,
Business/Programme Manager on 01244 650581 or e-mail sheena.wood@nhs.net.

Summary of Actions from this Meeting
Item
2

Action
Please complete the Declaration of Interests Form and send it to Mandy.

2

Please contact Mandy if you wish to take up the training opportunity with OPM.

2
3
5
6

Send Mike Lowrie information about the patient access pilot.
Dr Raj Avula to attend a future meeting to discuss his role of GP Advisor for CWP
Send the cardiology ‘one stop shop’ presentation with the minutes
Ask Sheila Dilks and Dr Andy McAlavey to review the community team diagram.

6 Amanda Lonsdale’s diagram with the minutes
th
6
Send Amanda Lonsdale’s diagram to Julie Critchley before the 11 October meeting

6
8

Work with Andrew Clouting to complete an IVA form about immunisations
Speak to Sheena Wood about the Prescribing Support Dietician item
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Minutes
No’
1

Item
Welcome and Apologies
Laura Millard welcomed the group to the meeting. Apologies were received from Suzanne
Macdonald, Linda Bennett, Sam Jeffery and Rob Nolan.

Action

Laura asked the group to declare any conflicts of interest relevant to the agenda. Tony Bland and
Tim Saunders declared that they are members of Partners for Health Ltd.
2

Approval of the Minutes of Last Meeting
th
The minutes of the last meeting held on the 12 July were approved by the group.
Mandy Bates provided the following updates on the actions from the last meeting:
Item
2

2

Action
The COCH is running a replacement oxygen service
which provides patient reviews in the community. The 2
pathways will be sent with the minutes.
Laura reminded the group of the importance of keeping
the declarations of interest register up to date.

2
3

The declaration form will be sent with the minutes.
Send paper about Ellesmere Port Project with minutes.

3
4

5 practices do not currently have a community matron
because of staff shortages. Mandy B will investigate this
ry of abbreviations

4

Send information about 1:1 support available from OPM.

Update
Completed by Mandy B

Ongoing. Mandy has received few
declaration forms to date, so please
can GPs complete them and send
to Mandy
Completed by Mandy B
Completed by Amanda L/Mandy B

All

Ongoing by Mandy B
Completed by Sarah Murray
Completed by Mandy B. Please
contact Mandy if you are interested
in taking up this opportunity which is
available until the end of November.

All

Chair’s Update & Briefing
Membership Council
Laura Millard reflected on the Membership Council meeting on the 12th September. There was a
good discussion about the constitution and some valid points were raised and addressed.
Consequently, this item will not be discussed further at this meeting.
Laura advised that the discussion about urgent care included positive and negative points. Robin
Davies added that it may have been useful to dedicate the whole meeting to this subject as there
was insufficient time to discuss it in detail. There was a general discussion about the need to ensure
that funding follows the patient in service redesign.
Innovation Fund – Patient Access Pilot
Laura reported that Lache Health Centre have withdrawn from the pilot, therefore, there is an
opportunity for a practice with a list size of 5,000 to 10,000 patients to join it. If there are no
interested practices from the City locality then Laura will offer this to the other localities. Mike
Lowrie replied that his practice may be interested and Laura will send him further information
although a decision would be needed within about 1 week.

Laura M

Stephen Kaye added that his practice is still considering whether to proceed with the pilot. Carole
Holme clarified that it was not that other practices are not interested in this pilot but that they may
already have systems to deal with this issue.
Clinical Commissioning Group (CCG) Roadshow in Chester
Laura Millard advised that the Chester Roadshow took place at St Mary’s Centre in Chester on the
evening of Thursday 6th September. The event went well and Huw Charles-Jones and Alison Lee
handled some challenging questions excellently.
Commissioning Delivery Committee (CDC) meeting – September 2012
There was a discussion about the roles of commissioners and providers and social enterprises.

Minutes of Governing Body Committee Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

16

AGENDA ITEM NO: WCCCGB/12/11/88

3

West Cheshire CCG Update
Dr Huw Charles-Jones (Chair of West Cheshire CCG) explained that he would like to attend the 3
locality network meetings every 2 months to provide an update on the CCG and provide members
with an opportunity to ask questions.
Authorisation
Huw explained that authorisation is a priority at the moment. A number of documents were
submitted by the CCG to the NHS Commissioning Board in July. The NHS Commissioning Board’s
review of these indicated that the CCG was performing well. Of the 119 key lines of enquiries
(KLOEs), 96 were rated green at West Cheshire CCG. Some of the KLOEs can be changed from
th
red to green before the site visit on 19 September (eg, the constitution was signed at the
Membership Council yesterday so this indicator will now be green). The site visit will focus on the
KLOEs rated as red.
Areas requiring further work include the arrangements with the
Commissioning Support Service, which has just appointed Tim Andrews as the Chief Executive,
and collaborative working with other CCGs. Huw clarified that it is probably not essential for all 119
KLOEs to be green to achieve authorisation as CCGs can be authorised with conditions.
Huw has also participated in the site visit for another CCG. He added that the constitution is about
a 2-way discussion between the CCG and GPs, it is not just a signed piece of paper.
Secretary of State for Health Visit
Huw reported that Andrew Lansley, former Secretary of State for Health, recently visited the CCG.
Mr Lansley met the CCG team, people from across local health and social care organisations and
accompanied Huw and Dr John Hodgson on a home visit to see the Hospital at Home service.
Altogether Better in Cheshire (ABC)
Huw advised that Altogether Better is a national pilot being conducted at 4 sites across the country
which is focusing on getting public services to work together and share budgets to deliver health
and social services. The pilot includes the following 5 workstreams: starting well, living well,
working well, ageing well and smarter services.
Huw also visited Whitehall to discuss the plans. He acknowledged that it would be difficult to
achieve the aims of Altogether Better if organisations carry on working as they have in the past,
although change is difficult.
Amanda Lonsdale added that the Cheshire and Wirral Partnership (CWP) has provided information
about the budgets for each service including district nursing and podiatry. There was a general
discussion about the difficulties of working within a commissioner and provider model and the need
to be prescriptive about requirements. Huw reassured the group that local organisations
appreciated the value and position of primary care.
Stephen Kaye remarked that it is often a case of the chicken and the egg in terms of developing
schemes without having the staff or funding to support them. Huw replied that the CCG has
signalled that some contracts need improving and the CCG will be more prescriptive about
commissioning intentions and their funding as well as working in partnership with providers.
Claire Westmoreland reported that Dr Raj Avula from Western Avenue was recently appointed as a
GP Advisor for CWP and he is keen to discuss this work with the 3 Locality Networks. The group
agreed that it would be useful for Dr Avula to attend a future meeting.
Questions from the Group
In response to questions from the group, Huw clarified the following:
• The constitution is an important document which underpins the CCG.
• Following the site visit in September the CCG may be authorised in October but will not
become a statutory body until April 2013.

4

Urgent Care update
Amanda Lonsdale (Contracting & Performance Manager, CCG) updated the group about the urgent
care projects that will be delivered this year.
Clinical Streaming
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This 3-month pilot will start in December and will involve having 2 Advanced Nurse Practitioners
(ANP) in the Accident & Emergency (A&E) department at the Countess of Chester Hospital
(COCH), one of whom will be a primary care trained nurse. The nurses will be located in booths at
the front end of A&E and they will assess all patients with minor complaints before the patient
reaches the A&E desk between 8am and 10pm. It is expected that each practice could potentially
have 1 patient per day who is re-directed from A&E with this service. Amanda is also conscious of
the potential impact of the forthcoming 111 service.
Carole Holme highlighted the need to educate patients about the appropriate use of services. If
A&E deals with primary care conditions then patients may believe that A&E is the appropriate
destination in such cases, thereby increasing the number of patients visiting A&E. Amanda
Lonsdale replied that patient education would be part of the service provided by the ANPs. Work
could be done with Patient Participation Groups to address this issue. Tim Saunders stated that
patient education should also explain when patients should go to A&E rather than primary care.
In response to a question from Stephen Kaye, Amanda explained that the clinical streaming project
was funded by the non-recurring 2% funding held by the CCG. Amanda clarified that Dr Andy
McAlavey is providing support and there are discussions about co-locating the GP Out of Hours
service in A&E to provide a seamless service. Recruitment of the ANP staff is underway.
Nursing Homes and Residential Homes
Amanda Lonsdale is aware that some nursing homes and residential homes are sending patients to
A&E for re-assessment when their needs change and the patient is then admitted whilst a new
package of care is created. There was a general discussion about why this was occurring and if it
was caused by difficulties getting patients re-assessed quickly. Amanda explained that the
additional provision of Community Matrons to support Care Homes is being extended from 4 homes
to 6 homes.
North West Ambulance Service (NWAS) Diverts
Amanda Lonsdale explained that the NWAS Hospital at Home diverts project will work with nursing
homes and residential homes. A band 7 nurse, employed by Hospital at Home, will be working with
practices to produce community care plans for patients. The project is due to start in October 2012
and community care plans will start to be put in place in 10 residential homes from October 2012
with a completion date of December 2012.
There was a discussion about the remit of various services in terms of admission avoidance and
whether services should focus on specific long-term conditions or patients with a certain severity of
disease and the importance of having responsive providers.
5

Cardiology One Stop Shop
Dr Lesley Appleton (Clinical Lead for Heart Disease) and Vicky Oxford (Locality Support Manager)
attended to present and seek feedback on a proposal for a cardiology ‘one stop shop’. The
presentation will be sent with the minutes.
Lesley explained that the service aims to improve access to diagnostics, improve the speed of
access to the service and reduce the number of follow ups to make financial savings. Lesley
described the current pathway and explained that the ‘one stop shop’ model would see patients
undergo diagnostic testing and review at the same appointment. This would reduce the number of
appointments required and offer a better experience for the patient. It would also reduce waiting
times for diagnostics.
It is proposed that the service would be based in secondary care with a view to looking into a
community based clinic or a hub and spoke model in the future. The implementation date would be
around April 2013. Lesley described the proposed model of care and outlined the possible referral
criteria. The current patient pathway costs approximately £315 per patient whereas the ‘one stop
shop’ model would cost about £210, resulting in a saving of around £59,000 per year. Even if the
service is cost equivalent to the current pathway it would still offer patients a better experience.
There was a discussion about which tests are classed as diagnostics and whether tests would be
duplicated. Lesley added that the waiting times for the diagnostics service and ‘one stop shop’ will
be similar to prevent inappropriate use of the ‘one stop shop’. The COCH is supporting these
discussions. Tony Bland stated that variation in practices around cardiology expertise is implicitly
accepted on the echocardiogram referral form and asked if the new system will permit this. Lesley
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6

replied that patients with an NTproBNP result over 2000 pg/ml will automatically be reviewed in line
with NICE guidance. Laura Millard asked if there will be an increase in referrals with the
introduction of the 'one stop shop'. Lesley replied that she didn't foresee any increase in referrals
but she will raise the issue at the next heart disease meeting.
Workshop - Implementation Plan for Community Team around the GP Population
Julie Critchley (Deputy Director of Operations, Community Care Western Cheshire [CCWC]),
Sandra Birnie (Service Manager) and Karen Moore (General Manager) attended the meeting to hold
a workshop about the development of an integrated care team around the population of practices.
Julie explained that there was a meeting with the CCG and other health professionals in August, the
CCWC team has attended the 3 Locality GP Network meetings this month and the next meeting to
progress this redesign is in October. The aim is to complete the redesign by April 2013.
Julie reported that the current configuration of community services is divided into the following 5
areas: planned care, unplanned care, children’s services, adult mental health services and older
persons mental health services. However, the system needs to work in a more integrated way.
There are already some examples of integrated working locally such as Hospital at Home, Early
Supported Discharge Teams and Altogether Better.
Julie hopes that a representative from each locality will be able to sit on the operational and
strategic groups to input to the redesign process. The new system will have GPs at the centre and
Julie asked the group to consider the following 5 questions.
1. What skills would you want to include in the team around the GP populations?
2. What skills would you want to include in the locality population?
3. What skills would be needed CCG wide?
4. What size of population would this team cover? (National evidence suggests that a
population of 30,000-60,000 is best for a cluster of practices supported by a core team)
5. Where would the teams be located?
The key points from the discussion are presented below:
• Claire Westmoreland suggested that a service for chronic disease management and
housebound patients who are currently managed by practice nurses should be included.
Stephen Kaye suggested that palliative care in the home should be provided.
• Following a discussion, the group agreed that it was essential that highly skilled clinical staff are
treating patients rather than performing managerial roles. Staff with advanced nurse practitioner
skills and advanced paediatric nurse practitioner skills should be available.
• The group agreed this should be a birth to death service with children’s services included.
• Sandra Birnie stated that community pharmacists have been involved elsewhere. There was a
discussion about community pharmacists and consideration of potential service inequalities.
The group felt that the Medicines Management team fulfil many of the required skills.
• Robin Davies advised that a complex dressings service could be included.
• Robin also stated that the teams should be kept small and in regular contact with practices.
Julie explained that having numerous small teams can increase costs. Carole Holme suggested
that there could be a large team but the staff could be aligned to specific practices to achieve
this. Stephen Kaye suggested that each practice should have 1 senior district nurse who can
treat patients and avoid admissions by doing work such as home chemotherapy. Carole Holme
acknowledged that healthcare assistants can also do a lot of the work required too.
• Carole Holme suggested that the cost envelope may need to be increased to get the service
wanted by GPs.
• Stephen Kaye remarked that it would be helpful if GPs were able to contribute to the appraisal
process for community nurses.
• There was a discussion about the evidence for the recommended population size of 30,00060,000. The City locality has approximately 100,000 people which may lend itself to 2-3 clusters
of practices. The group felt that practice populations were preferable to geographic populations.
The group felt that the size should be small enough to allow staff to know their aligned practices
well and build relationships.
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•
•
•
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•
•
•

Julie confirmed that they have asked the district nurses how they wish to work.
Andrew Clouting suggested that having a team social worker may improve communication and
consistency. Julie is meeting the Local Authority to discuss their restructuring plans.
Carole Holme stated that complex dressings service and a specialist leg ulcer service could be
managed on a locality level.
Kate Bushell asked how the teams would communicate with one another. Karen Moore advised
that there have ben difficulties with the IT support service but it is envisaged that community
teams will have mobile, rather than desktop, kit. There was a discussion about the community
team rolling out Emisweb to link to practice systems but several practices mentioned that
Emisweb cannot connect to their systems. Linda Leigh stated that information should be
recorded directly on the patient’s record on the practice system. If teams are practice-based
then this would be possible although some practices do not have the space for this to be
th
feasible. Julie will provide an IT update at the meeting on the 11 October.
Julie suggested having one single point of access for all community services but the group felt
that one contact number for the team aligned to the practice was required.
The group confirmed that older person’s mental health services should be included.
Julie closed the workshop and explained that the feedback from the 3 Networks will be collated.

Julie confirmed that community services are responsible for the registered population irrespective of
where the patient lives. Laura Millard and Martin Allan reported concerns about this not being the
case for some patients living in Wales which Julie will discuss with them outside the meeting.
Julie and her colleagues then left the meeting.
Amanda Lonsdale presented a diagram which summarised the discussions in terms of the services
required at each level. It was suggested that Sheila Dilks and Dr Andy McAlavey should be asked
to review the diagram. The final version of the diagram will be sent with the minutes and shared
with Julie Critchley before the meeting in October.

Amanda
Lonsdale
Mandy B

There was also a discussion about the need to commission clearly and effectively. Laura Millard
confirmed that Dr Huw Charles-Jones, Alison Lee, Dr Andy McAlavey, Dr Steve Pomfret and
Amanda Lonsdale are involved with this redesign work.
Andrew Clouting mentioned that he had previously suggested using health visitors to perform home
immunisation. Andrew and Mandy Bates will work together to complete an initial viability
assessment (IVA) form about this idea.
7

Amanda
Lonsdale/
Mandy B

Mandy B

Quality Lead Update
Dr Carole Holme (Clinical Lead for GP Quality) presented the audit report for the GP Quality
Incentive Scheme 2011/12 which summarises the achievements made. Carole congratulated the
practices on the improvements made.
Practices will be provided with the quality dashboard quarterly for information purposes.

8

9

10

Items for Future Meetings
• Prescribing Support Dietician (Sheena Wood, Business Manager, Commissioning Support
Services). The group felt that there was sufficient information in the briefing so that it is not
necessary to have this as a future agenda item. Tony Bland suggested that it may be useful to
get an update on how the service is progressing in 6 months.
Any Other Business
• In response to a query from Andrew Clouting, an update on the Northgate development was
provided. Building has started on the underground car park and it is expected to take 15 months
to complete the development. Discussions around practice agreements are ongoing.
Close
th

Next Meeting: 9am-12pm on Thursday 11 October 2012 in Rooms A & B, 1829 Building
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Minutes of the Chester City Locality GP Network Meeting
9am–12pm on Thursday 11th October 2012 in the 1829 Building
Present: Laura Millard (Chair), Raj Avula, Carole Holme, Robert Stewart, Tony Bland, Andrew
Clouting, Martin Allan, Stephen Kaye, Robin Davies, David Snowden, Iola Coleman-Smith, David
Nicholson and Tim Saunders.
In Attendance: Gary Howorth, Carol McRae, Atiya Alam-Jones, Linda Bennett, Hayley Pashley, Julia
Bailey, Linda Leigh, Trish Harrison, Rob Nolan and Mandy Bates (minute taker).
Apologies: Claire Westmoreland, Suzanne Macdonald, Kate Bushell, Mike Lowrie, Sam Jeffery and
Sarah Murray.
All Practices Represented? Yes.

Actions and Key Points to Communicate to your Practice
• Dr Raj Avula (Westminster Surgery) has been appointed as GP lead for CWP.
• The secondary care budget is being overspent, particularly at the COCH by £2.3m. The main pressure
point is in outpatients, specifically in vascular surgery and ophthalmology. There has been a 13%
increase in referrals this year. Work is ongoing to understand this.
• Please review your practice performance on the Quality Dashboard and discuss it with colleagues.
• The DATIX trends report shows that the system works, please continue to DATIX any issues.
• Three practice managers are developing a business case for the storage of patient records.
• Robin Davis will complete an Initial Viability Assessment for a LES for 24 hour BP monitoring.
• Members can submit ideas to the CCG by sending a completed Initial Viability Assessment form (from
Mandy Bates) to the dedicated email address: ideas@wcheshirepct.nhs.uk
• Feedback the discussion about the QOF QP A&E workshop including the proposals suggested.
• URGENT ACTION: Please produce a practice plan to meet the QOF requirements and send it to Local
st
Area Team by the 31 October 2012.

Summary of Actions from this Meeting
Item
2
3
5
5
5
7
8
8
8
8
9
9
9
9

Action
Contact individuals who have not returned the Declarations of Interest form.

Person
Mandy B

Send Dr Raj Avula information about the community matron issue.

Mandy B

Discuss the Quality Dashboard with practice colleagues.
Investigate thresholds used to determine status of practices in the dashboard.
Report incidents on Datix where diagnosis of upper or lower GI tract cancer has been
delayed because a fast-tracked patient has not received tests quickly.
Arrange for the 3 approved items to attend future meetings.
St Helens and Knowsley Patient Records Storage Briefing with minutes.
Produce a Patient Records Storage business case for the cluster team.
Send information about submitting ideas to CCG to Robin Davies.
Contact Mandy if you are interested in having an in-practice session with OPM.
Send the A&E graphs presented with the minutes.
Send the Urgent Care Unit Survey results presented with the minutes.
Send details of the urgent care proposals to practices
URGENT ACTION FOR ALL PRACTICE:
• Practices need to produce an improvement plan to meet QOF requirements.
• The plan should be sent to your Local Account Manager at the NHS
Commissioning Board Local Area Team by 31st October 2012.
• The LAT is responsible for signing off practice QOF achievements and payments.

Minutes of Governing Body Committee Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

All
Carole H
All
Mandy B
Mandy B
3 PMs
Mandy B
All
Mandy B
Mandy B
Amanda L
All
Practices
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Minutes
No’
1

Item
Welcome and Apologies
Laura Millard welcomed the group to the meeting. Apologies were received from Claire
Westmoreland, Suzanne Macdonald, Kate Bushell, Mike Lowrie, Sam Jeffery and Sarah Murray.

2

Approval of the Minutes of Last Meeting and Action Update
th
The minutes of the last meeting held on the 13 September were approved by the group.
Mandy Bates provided the following updates on the actions from the last meeting.
Item
2

2
2
3
5
6
6
6

3

Action
Complete Declaration of Interests Form and send it to Mandy.

Please contact Mandy if you wish to take up the 1:1 or in-practice
training opportunity with OPM.
Send Mike Lowrie information about the patient access pilot.
Dr Raj Avula to attend to discuss his role of GP Advisor for CWP.
Send the cardiology ‘one stop shop’ presentation with the minutes.
Ask Sheila Dilks and Dr Andy McAlavey to review the community team
diagram.
manda Lonsdale’s diagram with the minutes.
th

Update
Ongoing. Mandy will
contact individuals who
have not sent the form
Ongoing by All

Action

Mandy B

Completed by Laura M
Completed by Mandy B
Completed by Mandy B
Ongoing by Amanda
Lonsdale
Completed by Mandy B
Completed by Mandy B

6

Send Amanda Lonsdale’s diagram to Julie Critchley before 11
October meeting.
Work with Andrew Clouting on IVA form about immunisations.

8

Speak to Sheena Wood about Prescribing Support Dietitian item.

Completed by Mandy B

Ongoing by Mandy B

GP Advisor for Cheshire and Wirral Partnership (CWP) NHS Trust Board
Dr Raj Avula attended to discuss his role as the GP Advisor to CWP. He described how his
experience of patient catheterisation led him to consider if services could be improved. Raj
presented the integrative process, key prompts, perspectives and key lessons. Raj will work with
GPs and CWP to redesign services that put patients in the centre. There was a discussion about
district nurses undertaking catheterisation and using suppositories to treat constipation.
Carole Holme (clinical lead for quality) and Raj agreed to work together on the service redesign.
Laura Millard added that the group have provided Community Care Western Cheshire (CCWC) with
feedback about their services in the past year and some GPs from the City locality will be attending
their community service redesign meeting today.
Laura advised that the community matron issue will also be raised at the CCWC meeting today by
Dr Chris Neukom. This relates to the issue reported in July that 4 practices do not currently have a
dedicated community matron. CCWC explained that these practices can contact the Single Point of
Access to receive support but practices have concerns about not having a dedicated community
matron. Mandy will send Raj this information.
Carole Holme commented that as commissioners the group should ensure services receive
appropriate investment.

4

Contracting update
Andy McGivern (Contracting & Performance Manager, clinical commissioning group [CCG])
presented the secondary care contract performance for 2012/13. He recommended that members
consider the information from the commissioner perspective.
Andy provided an update on contract performance for the main providers. The biggest overspend is
with the Countess of Chester Hospital (COCH) (£2.3m) and the main pressure points are
outpatients (variance of £871,000) compared to the costs incurred last year. Andy clarified that this
is due to increasing activity as costs have decreased by about 1.8% since last year. Andy agreed to
show the percentage differences on future presentations. Several actions are being undertaken to
address this situation including asking the COCH to review outpatient referral sources.
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The growth in referrals for hospitals serving West Cheshire was presented. Outpatient referrals fell
by 2% last year but have increased by 13% so far this year. GPs account for 60% of all outpatient
referrals.
Andy presented the growth by specialty for GP referrals for quarter 1 2012/2013 and general
surgery, specifically vascular surgery, is the main area of growth. It is difficult to identify which
conditions are referred to vascular surgery but the group suggested that leg ulcers may be referred
to this clinic. Carole Holme suggested that the next coding and data validation exercise could ask
practices to identify which conditions were referred to this specialty. However, this work would not
take place until December and this needs to be investigated sooner.
Only 2 specialties have had fewer outpatient referrals compared with the same period in 2011/12.
There has also been an increase in the number of ophthalmology referrals and there was a
discussion that most of these referrals come from opticians and their specialist knowledge means
GPs feel obliged to refer when asked to do so. Robin Davies suggested that if the local
ophthalmology department has become more specialised then they may be attracting patients from
other areas. Rob Nolan will discuss this matter with the local ophthalmic advisor.
Practice level data showed that some practices have seen a significant increase compared to the
same period last year although the data should be viewed with caution. Stephen Kaye suggested
that a practice could have had fewer than normal referrals last year and returned to normal this year
yet this is interpreted as an increase. The next steps are to consider what tools can be used to
review outpatient referrals such as peer review or referral management centres. This may be
discussed at the next Membership Council.
Andy reported that the coding and data validation work in June asked practice to look at patients
requiring wigs and use of dermatology services. The findings indicate that an alternative wigs
service is not required and we need to ensure as many patients as appropriate are sent to the
intermediate tier dermatology service.
There was a discussion about the increase in outpatient referrals and whether it could be caused by
natural variation. Rob Nolan clarified that 3% year on year growth would be expected. It was
acknowledged that the data need to be refreshed regularly as it could normalise. Carole Holme
suggested that the increase in outpatient referrals could be related to the recession and more
patients using the NHS rather than private healthcare. Although, it was suggested that this may
affect all specialties to a similar level. It was highlighted that there is an ageing population and
Robin Davies commented that patients are more educated. Andy McGivern agreed that a lot of
factors could cause the increase observed. In response to a question from Laura Millard, Rob
Nolan clarified that an overspend may have to be funded by borrowing from elsewhere.
Laura Millard commented that the Willaston Model encouraged practice-level discussions about
referrals and suggested that re-instating it may prevent some referrals. Robin Davies has reviewed
referrals from his practice and found few inappropriate referrals. Robin stated that large-scale
service redesign and community services would reduce outpatient referrals. Robin queried the
impact of introducing a referral management centre on the patient pathway through the service.
There was a general discussion about reviewing referrals in practice. Carole Holme reported that
her practice reviews all referrals by salaried doctors and trainees which stimulates discussion.
Stephen Kaye felt this would have less impact in a partner-based practice with few salaried GPs so
approaches may need to be tailored to individual practices. It was suggested that a retired
consultant familiar with local services could review referrals rather than a referral management
centre. Martin Allan commented that external peer review may offer a more neutral approach too.
5

Quality Lead Update
GP Quality Dashboard: Network to select 1 area to focus on
Carole Holme presented the GP quality dashboard and advised this will be sent to practices
quarterly for information so that they can see how they are performing. Members should discuss
the dashboard with their practice colleagues. There was a discussion about the thresholds used to
determine the red, amber or green status of practices. If the status is based on average
performance then it would not be possible for all practices to achieve a green status. Carole will
investigate this. A version of the dashboard has also been produced for the general public.
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Martin Allan highlighted difficulties undertaking level one of the diabetes Local Enhanced Service
which he and Laura Millard will discuss outside of the meeting.
Carole added that the group will not be asked to select one area from the dashboard to focus on.
Datix Trends - September 2012
Carole explained that the Datix system is used by many local organisations and urged members to
use it because it can make a difference. Laura Millard stated that the Datix report was excellent.
Carole Holme referred to a recent email from Dr Sally Shaw about cases where diagnosis of upper
or lower gastrointestinal tract cancer has been delayed because a fast-tracked patient has not
received the required tests quickly. Members are urged to report such incidents on Datix.
6

All

Chair’s Update
Laura Millard presented the following updates:
CCG Governing Body Board Meeting – September 2012
• A summary of the governing body meeting was sent as a paper with the agenda.
• Dr Lesley Appleton presented a paper on heart disease discussing the one stop shop .
• The adult safe guarding annual report was discussed and Laura encouraged members to report
any concerns about the quality of nursing homes and residential homes.

Clinical Senate – September 2012
• There was a presentation from Professor Chris Bentley about health inequalities. Locally, there
is a 10 year gap in life expectancy between our poorest and most affluent areas and West
Cheshire is an outlier in excess winter deaths. The most hard to reach patients with the highest
mortality rate are not on our Quality and Outcomes Framework (QOF) registers.
• There was a presentation about the Rapid Assessment, Interface and Discharge Service
(RAID). This is a joint proposal from CWP and the COCH to enhance liaison psychiatry in the
COCH to prevent admissions and reduce the length of stay of patients presenting with physical
problems who have coexisting mental health problems. Predicted savings range from £1.70£3.60 per £1 spent. There is a concern about lack of joined ownership of the project and
potential savings are shared with the CCG and the COCH. Rob Nolan added that this initiative
will start in January 2013.

Commissioning Delivery Committee (CDC) – October 2012
• The meeting focused on finance, contracting and performance. There has been an increase in
outpatient referrals and overspend, the details were presented by Andy McGivern.
7

8

Items for future meetings
CWP Community Mental Health Redesign: The group agreed it would be useful for Dr Andy
Cotgrove, as a clinician, to present this. It may be necessary to consider any conflicts of interest.

Mandy B

Update on implementation of NHS111 by Dr Catherine Wall: The group approved the request to
attend a future meeting.

Mandy B

Alcohol: Laura Millard noted that Dr Martin Dennis recently presented a workstream update at the
Ellesmere Port and Neston Network and the group requested a similar presentation at this meeting.

Mandy B

Any Other Business
• Storage of Patient Records
Stephen Kaye explained that Philip Smith was aware of a patient record archiving service offered
by NHS St Helens and Knowsley. The service scans and stores patient records The service costs
about £3,000 per practice per year and there is a minimum 5 year contract. Trish Harrison tabled a
briefing which will be sent with the minutes.
There was a general discussion and the group felt that the proposition was potentially interesting in
terms of the service offered and the need for a solution for this common problem. Tony Bland
highlighted that this may not be a suitable proposal for the innovation fund which cannot provide ongoing funding year on year.
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The group felt that this initiative should be funded centrally, and as the CCG does not commission
primary care, it will be raised with the cluster/national commissioning board team. Three practice
managers (Trish Harrison, Gary Howorth and Atiya Alam) agreed to produce a business case for
the cluster team.

3 Practice
Managers

• Chronic Fatigue Syndrome Service – Referral Form
Mandy Bates advised that Kate Bushell highlighted that the referral form for the chronic fatigue
syndrome service at Liverpool is 4 pages long and seems to have been introduced without
consultation. Mandy is working with the North West Specialised Commissioning Team to see if this
form can be improved.
• Payment for 24 hour Blood Pressure (BP) Monitoring?
Robin Davies explained that using the new 24 hour BP monitor has increased the amount of nursing
resource required and asked whether practices will be paid for providing this service. Laura Millard
highlighted that members are commissioners and providers.
Carole Holme agreed that it may cost practices to provide the service but diagnosing hypertension
is core general practice. Robin replied that general practice cannot keep absorbing extra work, the
alternative is to refer the patients to the hospital. Laura commented that the CCG funded the cost of
the monitors. Robin suggested that the money saved in secondary care could fund a 24 hour BP
Local Enhanced Service (LES), considering that there is already a LES for electrocardiograms and
spirometry. Laura Millard asked the group for a show of hands of practices who wish to request the
introduction of a 24 hour BP LES, 1 practice supported this proposal.
Tony Bland agreed with concerns about incremental increases in the workload of practices. Rob
Nolan clarified that there are no savings associated with this service that could be taken from
secondary care to fund a LES. There was a discussion about other mechanisms of delivering such
a service. It was suggested that the 24 hour BP monitoring could be included as a level within an
existing LES. There was a discussion about the decision to provide the monitors. Stephen Kaye
advised that the Local Medical Committee had accepted the proposal for the 24 hour BP monitors
because there was no cost to practices and practices were not obliged to use them.
Tim Saunders queried how ideas for services can be sent to the CCG, Laura replied that members
can submit ideas to the CCG by sending a completed Initial Viability Assessment (IVA) form
(available from Mandy Bates) to the dedicated email address: ideas@wcheshirepct.nhs.uk . The
IVA is then reviewed by a clinical lead and the Project Delivery Group.
Based on the continued discussion, Laura Millard repeated the earlier question to the group and
asked for a show of hands from practices who wish to request the introduction of a 24 hour BP LES;
and 9 practices supported this proposal. Robin Davies agreed to be the proposer and Mandy Bates
will send the necessary information and forms to him.
• Opportunity for practices to have an inhouse session with OPM
In addition to the 1:1 support offered by the Office for Public Management (OPM), we may also be
able to arrange for practices to have an inhouse practice session with OPM. This could focus on a
particular issue within the practice or be a generic session looking at the Myers-Brigg Type
Indicatory profiles within the practice. Please contact Mandy Bates if you are interested in this.
9

Mandy B

All

QOF Quality and Productivity (QP) Peer Review Workshop – Accident & Emergency (A&E)
Laura Marsh (Head of Delivery, CCG), Amanda Lonsdale (Contracting & Performance Manager)
and Dr John Hodgson attended the meeting for the external peer review of the QOF QP work for
A&E attendances. Dr Jon Stringer (Whitby Group Practice) attended the meeting for this agenda
item to participate in the workshop.
Laura recapped that practices reviewed A&E attendances for patients under 15 years old and those
over 65 years old and patients who frequently attend A&E. Graphs showing practice-level data
were presented and will be sent with the minutes. Laura asked the group to review the information
presented and consider what they are going to do differently in practice and also to think as
commissioners and suggest changes to the urgent care system.
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John Hodgson explained that he was attending the meeting due to his interest in urgent care and
expertise as a provider at Partners4Health. John added that issues with potential conflicts of
interest and his role at the CCG are being considered.
Laura explained that the other 2 Networks had considered whether if it is difficult to access primary
care will patients enter the system elsewhere, such as the urgent care centre.
John Hodgson emphasised the need to bring order to chaos in urgent care and ensure patients get
the right response. John reported that the urgent care unit (UCU) deals with about 25% of the
patients in A&E and many of these could be managed in primary care. John presented the findings
from a survey where patients were asked why they attended A&E (this slide will be sent with the
minutes). Patient perception of urgency and being unable to get a GP appointment were some of
the main reasons for attending the UCU. Of 604 patients, 32% would have been happy to have
been transferred back to their own GP to manage the presenting problem. John added that the
planned care system is not always responsive to patient needs so they end up in the urgent care
system.

Mandy B

John Hodgson advised that clinical streaming will start in the COCH A&E department in December.
This will provide an opportunity to transfer some patients back to their practice, but for governance
reasons, the patient would have to be given an appointment that same day. John estimated that
this system would mean that practices get about 1 extra patient every 3-4 weeks.
Amanda Lonsdale added that this proposal is being developed and there will be information about
the conditions that can be redirected to primary care and patients won’t be redirected at 5.30pm.
John reassured the group that clinician to clinician handover would occur. If the practice cannot see
the patient that day then the UCU will manage them. Martin Allan questioned if this was rewarding
incorrect behaviour by giving some patients priority over those who access the system through the
preferred routes. Tim Saunders added that practice capacity to see additional patients varies.
Laura Marsh advised that each patient will be considered on a case-by-case basis.
Laura Millard queried the estimate about each practice seeing 1 extra patient every 3-4 weeks as
previous estimates suggested each practice could receive 1-2 additional patients per day or per
week. Rob Nolan clarified that John’s estimate was more evidence-based.
Stephen Kaye was concerned that the urgent care system is funded and general practice hasn’t
received increased funding, therefore, the urgent care system should manage the patient but reeducate them about future attendances to avoid creating a sideways entry in general practice. John
replied that the issue is not finances, as the number of patients involved would be quite small, but
clinical appropriateness.
The triage system will be sophisticated and not all patients with a primary care complaint will be redirected to the practice. Patients who would benefit from on-going care from their GP will be reredirected to their practice. Tim Saunders was concerned about the risks of re-directing a patient
from A&E after a 40 second assessment, especially if the number of patients involved will be small.
John advised that most A&E departments use triage. Feedback on the clinical streaming at the
COCH will be reviewed.
Tim queried the availability of alternative options. Amanda Lonsdale advised that the rural locality
have agreed to work on a protocol to follow before calling an ambulance for residents in residential
homes and nursing homes. Robin Davies suggested working with people who fall as they often
have considerable medical needs. Tony Bland stated that he considers it a failure if patients with
complex medical needs managed in primary care end up attending A&E and a 40 second
assessment would be insufficient for such patients as a longer assessment would be required.
Amanda L

Laura Marsh advised that practices will be sent more details about the clinical streaming proposal.
This is an option for practices in terms of QOF and the Local Area Team will want details of the
work chosen by practices to award QOF points. Amanda Lonsdale recapped 3 options that
practices can work up: primary care redirections, chronic conditions and care planning in residential
homes and nursing homes. Details will be sent to practices for discussion.
Robin Davies commented that many patients referred in by GPs seem to go through A&E and Laura
replied that this is a contracting issue that has been investigated previously.
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Laura Marsh commented that it may be useful for practices to consider if they are offering the right
types of appointments to patients. Robin Davies commented that this may not be the issue if 75%
of people who attended A&E did not try to get a GP appointment. Amanda Lonsdale remarked that
this may be driven by the patient’s perception; they struggled to get an appointment once and now
go straight to A&E. Robert Stewart explained that he has been undertaking the patient access pilot
for the past 2 weeks which offers patients a phone back service so all patients can have an
appointment. Laura Millard added that evidence from practices using the patient access service
suggests that A&E attendances can be reduced by 20%.
John Hodgson reported that there is considerable variation between the nursing homes and
residential homes in terms of the percentage of their patients attending A&E. This may be because
the ambulance technician is unfamiliar with the patient’s background so takes them to hospital. This
is not ideal and putting these patients in an A&E environment can lead to poor outcomes. It may be
preferable for the district nurse, community matron or Hospital At Home to manage some patients.
The CCG agreed to pump-prime a nurse to start preparing community care plans which will contain
information such as the patient’s normal blood pressure, saturation levels and do not resuscitate
status which an ambulance technician can consult when decision-making. The Emergency Care
Network considered this to be a good idea too.
Stephen Kaye asked which provider is being commissioned to deliver the community care plan
service. John Hodgson replied that Partners4Health and the North West Ambulance Service
(NWAS) are involved with the project. The CCG decided to proceed as unplanned care is a priority
and 500 community care plans need to be produced by Christmas so a nurse has been
commissioned for 6 months. Stephen Kaye remarked that the nursing home LES has been
discussed for 18 months and there is a potential for duplication of work. John Hodgson added that
most of the homes involved are residential homes, not nursing homes so Stephen Kaye queried if a
residential home LES could be introduced. Stephen Kaye commented that some initiatives that
could be undertaken by primary care are being undertaken by Partners4Health and queried the
process involved. Rob Nolan advised that no concerns have been raised about these initiatives
previously and this is a pilot. Stephen Kaye added that he raised some concerns at the last
Membership Council.
Laura Millard commented that it can be difficult to know when initiatives should be offered to primary
care. However, this initiative needed to be implemented quickly due to the urgency of the urgent
care winter strategy and creating a LES for GPs is a lengthy process which requires extensive
consultation with the networks and the Local Medical Committee. John Hodgson reassured the
group that Partners4Health has strong information and governance arrangements for Care Quality
Commissioning (CQC) registration.
John Hodgson asked the group if community care plans should contain information about conditions
such as diabetes. He added that this initiative is a partnership for all involved and the aim is to bring
more order to the system. Carole Holme stated that most of the patient information should be
available from the care home. John replied that the aim is to collate the information in one place
and the care home will hold the record. John’s team will contact the practice manager for the
required patient information and collect it in-person from the practice. There is ongoing work about
how to keep the community care plans up-to-date. Laura Millard surmised that the pilot will be
covering 10 residential homes and a nurse will produce community care plans for 6 months with
ongoing review and the network agreed to support the use of these community care plans.
URGENT ACTION: The next steps in the QOF QP process are as follows:
• Practices need to select 1 area and produce an improvement plan to meet the requirements for
QOF QP indicator 13. The minutes of the meeting should support completion of the template.

10

•

The plan should be sent to your Local Account Manager at the NHS Commissioning Board Local
Area Team (LAT) by 31st October 2012.

•

The LAT is responsible for signing of practice QOF achievements and payments, not the CCG.

Close
th
Next Meeting: 9am-12pm on Thursday 8 November 2012 in Rooms A & B, 1829 Building
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Ellesmere Port and Neston Locality Meeting
th

Minutes of the meeting held on Thursday 6 September, 2012
Civic Hall, Ellesmere Port
8.30am - 11.30am

Key Points to Communicate to your Practice

•
•
•
•
•
•
•

GPs should feedback the headlines from Huw Charles Jones to their colleagues
GPs should discuss with their practice if a visit from Jeremy and Sioned to talk about the CCG and commissioning
would be useful
Notify colleagues of the intentions to commission a one stop shop for cardiology
Notify colleagues of the intention to develop a community integrated care team – share the questions from the
workshop with them, and feedback any comments to Sioned Brown
Share the constitution with colleagues and feedback any comments to Sioned Brown or Pauline Cooke.
Share the quality incentive scheme clinical audit report for 11/12 with colleagues
Update colleagues on the developments around alcohol related ill-health and discuss whether the practice will take up
the training from Martin Dennis around brief advice and discuss whether the practice would consider undertaking
shared care.

Action List
Present:
No.
Action
Actions from July 2012 meeting
1. Hospital at Home - algorithm for determining whether a COPD patient
has pneumonia
John Hodgson to develop an algorithm and circulate to GPs.
Actions from September 2012 meeting
2. Post op Wound Checks
Nigel to provide patient details for patients sent to A&E for dressings change.
3. Leadership and Engagement Training:
• MBTI Personality Type
Members to revisit their personality profile and especially look at the section
on the bottom of the page ‘X may become more effective through…’and trial
a couple of the suggestions.
• GPs to notify Sioned if they would like Sioned and Jeremy to visit the
practice to give a presentation on ‘a guide to the CCG and commissioning’
• GPs to notify Sioned if they would like a conference call with OPM to
discuss engaging colleagues in commissioning
4. Community Integrated Care Team
Julie Critchley to liaise with Jeremy and Sioned for representatives on the
project group.
5. Constitution
GPs to notify Pauline Cooke of any issues regarding the constitution that
would prevent them from signing up to it on behalf of their practice.
6. Quality Incentive Scheme 2012/2013
Any issues regarding the audits to be reported back to Sarah Vickers and Dr
Carol Holme as clinical lead.
7. Alcohol brief advice training
Sioned to coordinate training between Martin and practices.
8. Sioned to invite Huw Charles Jones to attend the network bi-monthly
9.

10.

Items for future meetings
Sioned to suggest a discussion about the prescribing support dietitian to be
held at the prescribing leads meeting.
Urgent Surgical Review Pathway
Rob to investigate whether the note received from COCH regarding the
referral route for the above was correct.

Owner

Timescale

JH

October
2012

NW

October
2012

GPs

November
2012

JC

October
2012

GPs

September
2012

GPs

September
2012
December
2012
October
2012

SB
SB
SB

September
2012

RN

October
2012

Dr Jeremy Perkins (Chair) – Neston Surgery
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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 Macdonald – York Road Surgery
Dr Fiona Warren – Whitby Group Practice (Black)
Dr Jon Stringer – Whitby Group Practice (Red)
Dr Simon Powell – Hope Farm Medical Centre
Dr Geff Meyer – Willaston Surgery
Dr Chris Steere – Neston Medical Centre
Dr Raj Avula – Westminster Surgery
Dr Andy McAlavey – Great Sutton Medical Centre (Blue)
In attendance: Sioned Brown (Locality Support Manager, West Cheshire CCG - Minutes),
Rob Nolan (Head of Contracting and Performance) and Sarah Murray (Clinical leadership
and engagement manager)
Practices not represented by a GP: All practices were represented
ACTION

1.

Minutes of the Previous Meeting
One correction to the minutes of the July meeting were noted –Page 1 action 2 should
read algorithm for determining whether a COPD patient has pneumonia not asthma.

2.

Actions from the previous meeting
Post op wound checks, test follow ups and discharge summaries
Nigel Wood noted that the dressings clinic have been sending post-operative toe nail
dressings to A&E for a dressings change. Rob noted that it may have been to the walk-in
centre rather than A&E but if Nigel could provide Sioned with patient details this would be NW
looked at. Members didn’t think it was acceptable for patients to be sent to either A&E or
the walk-in centre.
Hospital at Home – algorithm for determining whether a COPD patient has pneumonia
Sioned reported that John Hodgson has been seeking engagement from the respiratory
consultants at the Countess of Chester Hospital on the algorithm over the last three
months. Amanda Lonsdale from contracting has now been in touch with the division
director at the Countess of Chester Hospital in order to try and get some engagement
from the consultants to sign up to the algorithm. Sign up from both secondary and
primary care is required in case of any incidents.
GPs to attend reference group for urgent care workstream
It has not been possible to organise a meeting for all GP representatives to attend a
reference group meeting during August and therefore a workshop has been arranged for
the membership council meeting on 12th September. This will enable all commissioning
lead GPs and practice managers to be involved.

3.

Update from CCG chair
Jeremy welcomed Huw Charles Jones to the meeting. Huw explained that he would like
to attend the 3 locality network meeting on a regular basis (frequency to be decided by
members) to provide an update on CCG developments.
Authorisation
Huw explained that authorisation is dominating workloads at the moment. A significant
number of documents were submitted at the end of July and the feedback received
suggested that the CCG had done very well. There were a number of key lines of
enquiries (KLOEs) that were rated green (just under 100) and there will be an opportunity
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ahead of the site visit on 19th September to turn a number of the key lines of enquiries
rated as red to green.
One area where further work was required was around the constitution – a lot of work has
been done on this and feedback from practices has been useful. Another area requiring
further work was clarity around the commissioning support arrangements – a lot of work
has also gone into this in terms of defining the ‘offer’ from the Commissioning Support
Service (CSS). West Cheshire Clinical Commissioning group also needs to develop in
terms of working with other CCGs, which is another thing we will consider over the coming
weeks.
Jeremy asked what can be expected from the panel day on the 19th September and Huw
responded noting that he hopes it will be a developmental process rather than a
challenging one. Huw also explained that there will be degrees of authorisation where
CCGs can either by authorised or authorised with conditions. There is also a process in
place whereby the National Commissioning Board can manage any CCGs that are not
deemed ready to be authorised. Jeremy also asked whether practices will notice a
difference if the CCG succeeds with authorisation and Huw explained there will be more
time for management staff to do the ‘day job’ instead of being as focussed on dedicating
time to authorisation. Huw praised the strong management team of the CCG.
Secretary of State for Health Visit
Huw updated members on the recent visit by Andrew Lansley, former Secretary of State
for Health. He met with the CCG to consult on the National Commissioning Board (NCB)
mandate. Mr Lansley also spent time with people from across health and social care and
was also interested in the Hospital at Home model – accompanying Huw and Dr John
Hodgson on a home visit. He acknowledged and praised the partnership working that had
led to the development and success of Hospital at Home.
Altogether Better in Cheshire (ABC)
Huw informed members that the CCG is part of a pilot which involves partnership working
with colleagues from across health and social care, with the aim eventually of exploring
the concept of ‘pooled budgets’ to deliver health and social services. The workstreams
that sit under the pilot include:
1. Starting well – focussing on services for children aged -9months to 18years
2. Living well – focussed on issues such as education, crime etc.
3. Working well – focussed on job creation
4. Ageing well – this is of particular interest to the CCG and where our main
contribution will take place
5. Smarter services – looking at delivering services more efficiently
Huw is required to attend Whitehall with local authority colleagues during the development
of this pilot. The aim is to ensure that health and social care have a shared vision of the
way services will be developed to deal with the changes in our population demographics
and also to support the delivery of care closer to home. Huw also emphasised the need
for primary care to consider their role in making this happen, especially in terms of their
role in improving the link with social care.
Simon noted that there has not been much investment in the development of the primary
care workforce whereas secondary care have increased their workforce, and with plans to
move care out into the community he questioned how this was going to be feasible. Huw
responded explaining that it may be that we see a change in where the workforce of
secondary care is physically based, but this is one key line of enquiry we need to address.
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4.

Review of the 5th July Workshop: Leadership and Engagement Training
Jeremy gave a brief review of the workshop that took place in the July meeting. The first
part of the meeting which focussed on the MBTI results was useful in terms of looking at
the dynamics and profile of the network as a whole. Jeremy noted that there is a
dominance of the ISTJ letters across the whole network, the dominance of the letter ‘T’
can mean that the network has a tendency to ‘criticise immediately and find mistakes’
(MBTI Understanding type and its applications, OPM presentation, July 2012) therefore
Jeremy noted that as a network we need to be mindful of this and ensure that this is
balanced with looking at the positives. Jeremy suggested that members revisit the
description of their MBTI personality type, and especially look at the text at the bottom of
the page where it suggests ways in which the personality type can become more effect
GPs
and suggested that members pick 1 or 2 of those suggestions to try.
The second part of the workshop focussed on identifying barriers to successful
commissioning, where members highlighted the feeling of no power to influence decisions
or change anything and that there may be a lack of communication and feedback to the
network about developments. In response to this Jeremy highlighted examples of where
discussions at the networks or work completed by practices have impacted decisions, he
noted that there will be regular updates planned for future meetings around the clinical
priorities and workstreams of the CCG, Huw will attend the network to provide an update
on CCG developments and members of the locality who are represented on various
groups will be asked to feedback to the network and represent the views of the network
on committees/workstreams. Jeremy also asked Rob Nolan and Andy McAlavey to
consider how we can improve the feedback process from contracting queries and incident
reporting. Andy McAlavey suggested using the regular quality slot on the agenda to
feedback issues from incident reports and also asked members to contact him with any
suggestions for improving the feedback process for incident reporting.
Jeremy noted that the discussion at the July workshop around engaging colleagues in
practices highlighted many of the difficulties experienced by members, including lack of
interest and understanding amongst colleagues. Jeremy emphasised that there is an
offer for Sioned and Jeremy to attend practices to speak to practice staff as a whole about
the CCG if it would be useful and there is also one to one support available with OPM until GPs
November, if anyone wants to consult with them on how to overcome difficulties in
engaging colleagues in commissioning.
There was a debate amongst members as to whether the workshop had been valuable in
terms of impacting the way individuals work, with some GPs feeling it hadn’t been a
valuable exercise but Jeremy responded noting that it has been useful to think about
challenging the way we work as a network. Huw added that doing this type of workshop
is not suited to everyone but it is a way of teaching yourself to become more outward
looking and flexible and Andy McAlavey emphasised that it is a way of reflecting on your
way of working and having an understanding of how you work with others. Jeremy said
that he had gained a lot from the workshop in terms of understanding the dynamics in the
network and being aware of how the group is perceived because of the personality type of
the group. Marc England noted that he also enjoyed the workshop and feels comfortable
with scrutiny and being open to self-criticism and change, this is more in line with how
GPs are now trained.
Jeremy noted that there was more of a balance of personalities in the other two networks.
It was emphasised that it is not a selection process for those who attend the network, but
for members to be aware of how the network approaches issues, to remember to balance
criticism with positivity, and for members to be aware of each other’s personality types.
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5.

Cardiology one stop shop
Dr Lesley Appleton, clinical lead for heart disease attended the meeting to present and
seek feedback on a proposal for a cardiology ‘one stop shop’. The commissioning plan
for 2012/2013 describes how West Cheshire Clinical Commissioning Group will
investigate the feasibility of a cardiology ‘one stop shop’, with the aim of improving access
to diagnostics, improving the speed of access to the service and reduce the amount of
follow ups consequently making a possible financial saving. The current pathway requires
a referral to secondary care for an outpatient appointment and/or diagnostics test and
further follow up outpatient appointments for diagnosis and treatment. The proposed ‘one
stop shop’ model would see patients undergo diagnostic testing and review with a
relevant health professional at the same appointment – this would reduce the number of
appointments required and would be a better experience for the patient. It would also
reduce waiting times for diagnostics. Initially it is proposed that the service would be
based in secondary care with a view to looking into a community based clinic or hub and
spoke model in the future. The approximate implementation date would be April 2013.
Lesley described the proposed model of care and outlined the possible referral criteria.
Lesley also highlighted the differences in cost – the current patient pathway costs
approximately £315 per patient whereas the ‘one stop shop’ model would cost
approximately £210, a saving of circa £105 per patient. Initial modelling has therefore
identified a potential annual saving of £59,000. Lesley highlighted however that even if
the service was cost equivalent to the current pathway, the ‘one stop shop’ model would
be a better experience for the patient.
Members were very supportive of the model, Sally Shaw requested that there is clarity
with the new pathway in terms of who will have the responsibility for following up those
patients who will not be diagnosed and treated at the same appointment (e.g. 24 hour
ECG etc.) as there are issues in the current service especially in terms of arranging
follow up appointments for patients. Rob Nolan noted that the Countess of Chester
Hospital is looking to invest in a new appointments system to improve the process.
Lesley also added that there will be clear communication pathways with regard sending
letters to the patient and copies to GPs. Sally also requested that the chest pain pathway
and e-clinic be left as they are, as they work extremely well.
Lesley informed members that the Countess of Chester Hospital are prepared for the
changes in terms of working arrangements and they have been consulted initially on
proposals, she also emphasised that it will not be the same as the Wirral model as they
have taken more work away from primary care and we want to maintain skills in primary
care in Western Cheshire.
Marc England wanted to also raise awareness of the risk that A&E could take up some of
the capacity within the clinic without following up the patients.
Nigel Wood questioned whether there would be any more investment in the service to
provide more equipment for carrying out diagnostics, but Lesley explained that the
business case will outline the requirements of the service and it will be the responsibility of
the Countess of Chester Hospital to fulfil those requirements and deliver the service.

6.

Development of a community integrated care team
Julie Critchley, Deputy Director Operations (CCWC), Sandra Birnie, Ageing well project
lead (seconded to the Altogether Better Programme), Karen Moore, General Manager
Planned Care (CCWC) and Andrea Hughes, Associate Director of Nursing and Therapies
(Physical Health) (CCWC) attended the meeting to hold a workshop around the
development of an integrated care team based around the population of GP practices.
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Julie began with a presentation providing some context to the development. Julie outlined
the current configuration of community services which is divided into 5 areas they are:
1.
2.
3.
4.
5.

Planned Care
Unplanned Care
Children’s Services
Adult Mental Health Services
Older Persons Mental Health Services

However, there is a need to look at how this could be improved and working with primary
care, social care, acute services, mental health services and the voluntary sector in an
integrated way will mean that an integrated team can be developed to deliver care in a
more holistic way. There are already some examples of integrated working which will be
built upon including hospital at home, Integrated Care Ellesmere Port Team, Early
Supported Discharge Teams and Altogether Better however these are disparate teams
and there is a need to develop one core team with one point of contact for GPs.
Sandra Birnie explained that the Altogether Better in Cheshire (ABC) programme is
looking at a whole place community budget pilot. The Ageing well project which is part of
ABC is an opportunity for local partners to work together to redesign local public services
therefore the direction of travel for the development of a community integrated care team
needs to match that of the Ageing well project.
Julie emphasised the need for involvement from GPs in terms of what they want the
service to look like, what expertise should be included in the core team, how big a
population should the team cover as well as what sort of services should cover a locality
level or even the whole of western Cheshire. Julie explained that Dr Raj Avula has been
chosen as a GP representative on the transformational group and can act as a conduit
between GPs and Community Care Western Cheshire (CCWC). Julie also hopes that a
representative from each locality will be able to sit on the operational and strategic group
to provide valuable input during the process. Julie acknowledged that the redesign
process so far has been very much a stop-start approach which many people have been
fatigued by, but that now there is an opportunity to localise services and create an
effective model.
Julie explained that the recommended optimum size for a team is between 35,000-60,000
practice population and that any less than this could become just as ineffective as a larger
population due to difficulties with covering absences etc.
Members acknowledged that having a single point of access to all community and social
care would be a favoured solution if it works well. Marc England emphasised the need for
good communication pathways and good leadership for the teams.
Sally Shaw noted that cluster sizes in Ellesmere Port work reasonably well, however the
problems are mainly with social care, and Sally recalled bad experiences relating to end
of life care and poor response times.
Members split into three groups to discuss 5 main questions:
1. What skills would you want to include in the team around the GP populations?
2. What skills would you want to include in the locality population?
3. What skills would be needed CCG wide?
4. What size of population would this team cover?
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5. Where would the teams be located?
The main points from the table discussions were as follows:
• 4 clusters would work well in Ellesmere Port across the following practice
populations:
o

1. Great Sutton Medical Centre

o

2. Hope Farm and Whitby Group Practice

o

3. Neston and Willaston

o

4. York Road, Westminster and Old Hall

•

Relationships are key with clear communication channels

•

Want key link professionals in team

•

Specialist services that could be CCG wide could include continence service,
palliative care, neuro, chiropody, physio and COPD

•

Core team should include district nurses, health visitors, social care

•

Locality team could include community matrons

•

Concerned about having the right level of skills

•

Single point of access would be key and should expand to include all community
services

•

Should definitely include older people’s mental health provision in the teams

•

Accommodation will be an issue given the proposed size of the teams

•

Need immediate response in urgent situations similar to that of the Palliative
Therapy Team

•

Some did not see children’s service provision as being in this integrated team

•

Can we sort out boundary issues?! (Willaston and Neston)

Julie closed the workshop by thanking everyone for their input and explained that once
the workshops had been held in the other two localities, they would look at the
commitment that is required from a representative from each locality and will liaise with
JC
Jeremy and Sioned to arrange regular updates.

7.

Constitution
Jeremy introduced this item and thanked Nigel Wood for the time and effort he dedicated
to reading the constitution and raising a number of points which provided an opportunity
for discussing the detail of the constitution at the network. Pauline Cooke explained that
the purpose of the constitution is to provide assurance to member practices that robust
governance arrangements are in place to discharge appropriate functions and
responsibilities to the governing body and other committees. It is based on a national
model. The constitution was initially taken to the membership council where it was agreed
in principle pending further guidance for some of its content, the signing of the constitution
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was also deferred – we were therefore rated as red in the authorisation key lines of
enquiry for this as it requires practices to be signed up to the constitution before we can
be rated green. It is hoped that we can get the constitution signed off in time for the
authorisation panel visit.
Pauline has drafted 6 constitutions in total for CCGs across the North West and has had
access to advice from LMC and BMA representatives during that time. Pauline invited
questions about the constitution before addressing the specific points raised by Dr Nigel
Wood ahead of the meeting.
Andy McAlavey questioned how often the constitution needs to be reviewed and what
would be the process for reviewing it. Pauline noted that the membership council has
reserved the right to approve the constitution and any amendments to it, and therefore it
will be for the membership council to decide how often it is reviewed but good governance
arrangements suggest an annual review – this does not necessarily mean that there
would be changes to it within the review cycle but it would be reviewed by the
membership council for agreement to continue with it in its current form. As of April 2013
any changes will need final approval from the National commissioning board.
There were questions regarding non-principal GP representation and how they can be
involved in the CCG. Pauline noted that if a non-principal works a majority of their time in
a particular practice, the practice could choose to nominate that GP as their practice
representative on the membership council and at networks. The chair of the CCG will be
elected from a pool of qualifying providers of primary medical services; Pauline suggests
changing this wording to ‘essential primary medical services’. The term of office has been
defined as between two and four years and a maximum of 10 years.
Pauline proceeded to respond to the issues raised by Nigel as follows:
1. No mention of engaging with the LMC as local statutory representatives of the
profession. Except on p61 “dispute resolution process” but no mention of what this
process entails.
RESPONSE: The constitution notes 3 areas where the LMC will be involved - to observe
the election process, to consult on the dispute resolution process and to consult with the
LMC (as a representative body) in the development of the process that would apply in the
unlikely event that a practice is asked to withdraw their nominated representative or a
clinician from the governing body.
2. No mention of how grievances with the CCG can be raised.
RESPONSE: Process as to how grievances are dealt with will be covered within the
dispute resolution process. The constitution makes it clear that it is for the membership
council to approve this process.
3. No mention of how long the agreement is for.
RESPONSE: The agreement will remain for as long as there are no changes to the
document. Changes would need to be agreed by the membership council and proposed
to the national commissioning board for final approval. The review cycle can be agreed by
the membership council and Pauline suggested a 12 month review period, this does not
necessarily mean that there would be changes made to the constitution but that member
practices agree at the membership council that they are happy to continue with it in its
current form. It is also worth stating that in some CCGs responsibility for approving the
constitution may have been delegated to the governing body and this may be the reason
why the BMA has built this requirement into its check list, however in our CCG matters
concerning the constitution are reserved to the membership.
4. How the constitution can be amended see p 5 para 1.3.1 – no mention of needing
support from member practices.
RESPONSE: Member practices make up the Membership council, and the membership
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council has reserved the responsibility to approve changes. The standing orders section
of the constitution confirmed the arrangements by which member practices can influence
the agenda for membership council meetings.
5. I have concerns that both the audit committee and remuneration committee has no GP
representation.
RESPONSE: The remuneration committee makes decisions on remuneration for
employees and people who provide services to the CCG. Currently GPs are employed by
the CCG to undertake work and therefore it would not be advisable to have GP
representatives as members of the Remuneration and development committee as this
would technically allow them to determine their own pay. Likewise the audit committee is
made up of members that are not involved in the operation of the CCG, and provide an
independent view to the organisation and assurance to member practices that the CCG
has robust and effective financial systems, governance arrangements etc. in place. GPs
elected to represent members could be 'in attendance' at those meetings, but would not
be involved in any decisions taken by the committees.
6. Locality groups – no mention that other practice members can deputise.
RESPONSE: The terms of reference for the 3 locality networks state that 'Clinical
representatives from each member practice may deputise for their practice nominated
representative and may vote at meetings' it also states that others will be in attendance at
the meeting: 'non-voting officers will attend meetings of the committee' including a
practice manager from each member practice.
There will be another opportunity for members to discuss the constitution at the
membership council on 12th September and Pauline asked members to notify of her of
any issues that would prevent the practices from signing up to the constitution as soon as GPs
possible.

8.

Quality Incentive Scheme 2011/2012
Andy McAlavey congratulated practices on the clinical audits completed as part of the
quality incentive scheme for 2011/2012 and highlighted some of the achievements
including an increase in the recording of preferred place of care for end of life and patients
placed on the Liverpool care pathway.
Andy noted that they have tried to refine the process for 2012/2013, some members noted
that it is going to be extremely time consuming but acknowledged that it was useful work
to complete.
Simon Powell noted some issues in the heart failure audit and Andy requested that any
issues regarding the audits be reported to Sarah Vickers and Dr Carol Holme as the GPs
clinical lead.

9.

Alcohol Related Ill Health
Martin Dennis, Clinical lead for alcohol related ill health attended the meeting to give an
update on developments related to alcohol. West Cheshire Clinical Commissioning
Group has commissioned a Hospital Liaison Team which is now fully staffed and
functional. The aim of the team is to reduce admissions and length of stay for those who
are admitted for medical reasons but end up staying in hospital due to their alcohol
problems. Martin also spoke about the engagement team which will be developed to
support those who frequently attend A&E due to alcohol problems but who are not
currently engaged with any services. Although contact will initially be through the hospital
there may be an opportunity to develop the service to include GP referral.
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Martin explained that he wants to expand the brief advice training to all levels of
healthcare professionals, and would like to come out to practices to provide brief advice
training. He has done this with City and Rural practices with much success. Sioned will SB
coordinate arrangements for Martin to visit practices who are keen to receive the brief
advice training.
Martin introduced David Hale to the group; Dave is based at unity house and is a GP
liaison worker who will be supporting practices with patients who have drug and alcohol
problems. Patients who require more than brief advice can be referred to Dave.
Martin also expressed an ambition to expand shared care – this isn’t currently happening
much in Ellesmere Port, but Martin is keen to either train GPs to support this or for him
and Dave to attend practices to do this.
Funding for alcohol and drug services will be moving to public health in future and Martin
explained that the future structures are not yet clear, however he emphasised the need for
the CCG to think about how they will be able to influence decisions in the future.

10. Any Other Business
A brief discussion took place regarding the frequency of Huw’s attendance at meetings.
Members expressed a preference for Huw to attend on a regular basis and Sioned agreed SB
to invite Huw to attend every two months.
Prescribing support dietician
A prescribing support dietician has been commissioned by the CCG to work in practices
and care homes and Sioned had received a request for Dr Andy Dunbavand (clinical lead
for prescribing) and Tanya Rumney (dietician) to attend a future meeting to talk about the
service. Members suggested that the prescribing leads meeting would be a more suitable SB
forum for this discussion.
Access to an Urgent Surgical Review
Fiona Warren asked whether the note received from the COCH was correct and that
patients are not to be passed through single point of access. Many practices had raised
RN
this as an issue and Rob Nolan agreed to investigate.
Post Meeting Note: Recently the Countess of Chester Hospital (COCH) have sent out
information on how practices can access an urgent surgical or medical review. It is
recognised that there has been some confusion regarding the advice given as it is
suggested that practice should contact COCH directly thereby bypassing Single Point of
Access (SPA). Amanda Lonsdale has liaised directly with COCH regarding the
communications sent out and has arranged to meet with their Assistant Director of
Nursing to pull together a coherent message that provides clear arrangements for
practices of how to access urgent reviews, both surgical and medical, which needs to be
in line with the current arrangements i.e. via SPA.
Date and time of next meeting: Thursday 4th October 2012, 2012, 08:30am - 11:30am,
Civic Hall Ellesmere Port
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Ellesmere Port and Neston Locality Meeting

Minutes of the meeting held on Thursday 4th October, 2012
Civic Hall, Ellesmere Port
8.30am - 11.30am
•
•
•
•
•

Key Points to Communicate to your Practice
Feedback discussion about QOF QP for A&E, including the proposals to divert patients from
A&E/UCU back to GP. Discuss and agree an improvement plan for the practice as per QOF
requirements.
Remind colleagues of the Hospital at Home service
Feedback the main points on contract performance (see presentation) – including the growth
in outpatient referrals. Discuss the options being considered for managing the growth,
including peer review and referral management.
Present and discuss the quality dashboard and discuss how best to present incident reporting
in future.
Discuss whether the practice will take up the alcohol brief advice training from Martin Dennis.
Action List
No.
Action
Actions from July 2012 meeting
1. Hospital at Home - algorithm for determining whether a COPD
patient has pneumonia
John Hodgson to develop an algorithm and circulate to GPs.
Actions from October 2012 meeting
2. A&E QOF QP Indicator
• Proposals for diverting patients from A&E/UCU back to
practices to be presented at a future network meeting.

3.

4.

5.
6.
7.

8.

•

Feedback results of the City telephone triage pilot

•

Share models for patient access between practices

Outpatient Referrals
• Explore possibility of using QOF QP indicator for outpatients
to investigate the growth in outpatient referrals
Quality Dashboard
• Andy to feedback comments regarding AF indicator to Sarah
Vickers
• Andy to explore areas for the locality to focus on and arrange
a discussion for future network meeting.
• Send comments regarding measuring and presenting
incident reporting to Sioned or Andy.
Community Integrated Care Team
th
Anyone able to attend the meeting on 11 October to notify Sioned.
Alcohol Brief Advice Training
Practices to contact Sioned to arrange training with Martin Dennis
Items for future meetings
Sioned to arrange for Philip Milner to attend future meeting to update
on Urology
Preferred Priorities of Care
Sioned to investigate issue regarding discharging patients with PPC
document.
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Amanda
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Present:
Dr Jeremy Perkins (Chair) – Neston Surgery
Dr Marc England (vice chair) – Whitby Group Practice (Green)
Dr Karen Griffiths – Old Hall Surgery
Dr Chris Ritchieson – Great Sutton Medical Centre (Green)
Dr Caroline Francey – Great Sutton Medical Centre (Red)
Dr Chris Macdonald – York Road Surgery
Dr Fiona Warren – Whitby Group Practice (Black)
Dr Simon Powell – Hope Farm Medical Centre
Dr Geff Meyer – Willaston Surgery
Dr Chris Steere – Neston Medical Centre
Dr Raj Avula – Westminster Surgery
Dr Andy McAlavey – Great Sutton Medical Centre (Blue)
In attendance: Sioned Brown (Locality Support Manager, West Cheshire CCG - Minutes),
Rob Nolan (Head of Contracting and Performance) and Sarah Murray (Clinical leadership
and engagement manager).
Practices not represented by a GP: Whitby Group Practice (Red)
ACTION

1.

Welcome and Introductions
Jeremy Perkins welcomed everyone to the meeting, including Dr Caroline Francey
representing Great Sutton (Red) and Dr Karen Griffiths representing Old Hall Surgery.
Jeremy also made everyone aware that there is a change of commissioning lead for Great
Sutton (Green); Dr Chris Ritchieson will now be attending instead of Dr Ellen Gilchrist.
Jeremy thanked Ellen for all her valuable contributions to the network since becoming
commissioning lead for the practice and welcomed Dr Chris Ritchieson to the network.
Apologies were received from Dr Nigel Wood, Dr Sally Shaw, Dr Jon Stringer and Cathy
Bedford.

2.

QOF Peer Review – Quality and Productivity Indicators for A&E
Laura Marsh (Head of Delivery), Amanda Lonsdale (Contracting & Performance Manager)
and Dr John Hodgson attended the meeting to facilitate the discussion for external peer
review of the QOF QP work for A&E attendances. Laura apologised for the confusion and
complexity of the original workbooks sent to practices, but these were amended in line
with QOF guidance which directed practices to review A&E attendances for under 15 year
olds, over 65 year olds and patients who frequently attend A&E.
The work completed by practices has demonstrated that a lot of patients do attend A&E
appropriately; however there is a degree of variation across the Clinical Commissioning
Group. Graphs were displayed showing a comparison of practice attendances in and out
of hours. It was noted that evidence often shows that proximity of patients’ homes to A&E
impacts on attendances, and this was reflected somewhat in the data where those
practices with patients living in close proximity to the Countess of Chester Hospital did
have a higher number of attendances than other practices.
Laura explained that the purpose of the peer review discussion is to identify what
practices can do to ensure that patients are seen in the right place at the right time.
John Hodgson explained that he was appointed as clinical lead for urgent care for the
Clinical Commissioning Group, however, due to on-going discussions regarding his
conflict of interest, his appointment has not yet been confirmed. John was therefore in
attendance at the meeting due to his interest in urgent care and expertise as a provider at
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Partners4Health. John presented findings from a survey that was conducted at the urgent
care unit (UCU) where patients who attended were asked what their reasons were for
attending UCU. Patient perception of urgency, need for urgent investigations, unable to
get appointment with own GP (14% of responders) and being re-directed to A&E from
different sources were some of the main reasons for attending UCU. Out of 604 patients,
32% would have been happy to have been transferred back to their own GP to manage
the presenting problem.
John reminded practices that clinical streaming will be going live in the Countess of
Chester Hospital A&E department in December, where a senior nurse will stream patients
to the appropriate place. This would provide an opportunity to implement a system where
patients who could be managed by their GP could be diverted back to their practice, but
A&E or UCU would need assurance that an appointment would be available for the
patient on the same day, within 4 hours. John was asked about the type of patients they
see in UCU and he explained that it is mainly minor injuries, children and frail and elderly
patients. John added that many things impact on a patient’s reason for attending A&E
including their proximity to the hospital, social deprivation, NHS direct diverts and also
Outpatient clinic or specialist nurse diverts. John added that the planned care system is
not always responsive to patient needs and they therefore end up in the urgent care
system.
Amanda Lonsdale stressed that we need to be careful not to reward those attending A&E
by giving them a GP appointment, encouraging this behaviour. John Hodgson responded
that it would help to start educating people not to attend A&E.
Simon Powell questioned how many patients are seen in the Urgent Care Unit, John
responded that they are commissioned for around 12,000 patients a year. Simon stated
that the Darzi review mandated the implementation of a primary care type service like the
UCU, and therefore questioned why there was a problem with patients being seen at
UCU. John responded that the issue is with not wanting to encourage people to attend an
urgent care setting inappropriately and that opening capacity at UCU will create more
demand for the service.
Fiona Warren asked for advice regarding the most effective model for open access, and
John responded that the national recommended model is 1/3 open access to 2/3 prebookable appointments, however he also stressed that different practices may need to
find different models appropriate to their demand. John found that utilising reception staff
to ask the appropriate questions can be extremely valuable, and getting them to ask the
right questions is crucial, for example, rather than asking a patient whether their problem
is urgent or not, it may be more effective to ask if their problem is a new problem or old
problem. John also said that asking a patient to call back is not effective as it only delays
the problem; he also recommended the best time for acute home visits would be in the
morning rather than later in the day. It was also stressed that ‘frequent fliers’ are
amenable to change and recommended working in a multidisciplinary team with
community matrons, district nurses etc. to manage those patients.
Chris Steere noted that demand for appointments is increasing, however many patients
quite often don’t need to be seen – many patients who can’t be offered an appointment on
the day and asked to call back the next day often don’t call back.
Simon did not think that offering access to a GP appointment for patients from A&E will
work in terms of changing patient behaviour, and didn’t feel comfortable with the patient
experience – having to wait in A&E only to be told they will have to see their GP. John
responded stressing that attendances will keep rising and if we don’t do something the
urgent care system will struggle to cope.
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Laura Marsh noted that practices need to consider tangible things they can do as
practices as part of their improvement plan, and asked whether practices would consider
the idea of asking patients if their problem is new or old. Simon didn’t think patients like
divulging information to reception staff however John stated that the audit showed that
patients were quite comfortable about having those kinds of discussions with
receptionists.
Chris Macdonald noted that their practice has had training for telephone triage where it
was quoted that 30-40% of triage calls could be deflected which would consequently save
face to face appointments. Chris also stressed that telephone triage is a difficult thing to
do and needs the experience of a GP to work effectively.
It was suggested that sharing different models of access from across practices would be
useful to see what is working, however Marc England stressed that different models will
work for different practices.
Members were asked whether they would consider the proposal for transferring
appropriate patients back to primary care and commit to seeing the patient within 4 hours,
this would be on average 2 patients a week per practice. Chris Ritchieson noted that
although it may be an average of 2 per week, a practice could end up with many more
than that. A suggestion was then made to put a limit on how many appointments were
available in a day and within a week. Simon Powell however questioned whether this was
necessary and why it wasn’t appropriate for them to be seen by UCU. He opposed the
proposal to offer an appointment in practice. But John Hodgson advised taking small
steps and trying this proposal to see if it will have an impact.
Rob Nolan informed members that the UCU contract will still run for another 2 years at
which point options for future provision will need to be considered – for example, whether
it should expand to a 24/7 service, whether the UCU should continue to operate, but the
demand for the service would need to be managed elsewhere if the service was to cease.
John suggested trying the proposal initially with frequent flyers – those who would get a
better experience in their own GP practice, for continuity of care and to connect with the
rest of the healthcare system. UCU should not be used for the long term care of a patient.
The “new” illnesses issue may not change but there is an opportunity to manage those
chronic patients who would get better care in practice. Simon Powell expressed further
concerns about an increase in demand on primary care.
John suggested that the
commitment from practices could be to accept one patient per day and a maximum of 3 a
week. Jeremy suggested trying this proposal for a finite period and conduct an audit to
see what the impact would be, Simon stressed that the audit should review outcomes.
Laura Marsh emphasised the need for every part of the healthcare system to contribute to
improve patient experience of urgent care and that practices should consider within their
practices the model that will work for them in terms of access and triage models.
Jeremy Perkins mentioned the pilot that many of the city practices are undertaking to trial
a telephone triage model. It was agreed that it would be useful to share the results of the
pilot in terms of whether it was successful.
John Hodgson suggested having agreed standards across practices, but that how this is
delivered would be the practice’s decision. John also encouraged practices to look at
their ‘frequent fliers’, to pick one with a chronic condition and to work with the community
matron to see how the patient could be managed differently.
A number of actions were agreed:
• Proposals for piloting diverts from A&E to GP practices would be drafted and
considered by the networks, including an audit of the pilot and results fed back to
networks. Proposals should include a limit of one patient per practice per day and
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•
•

a maximum of 3 patients a week, also consideration for seeing a patient ‘on the
same day’ rather than within 4 hours would be favoured by members.
Feedback the results of the telephone triage pilot being undertaken by City
practices.
AL
Share models for patient access from across practices for consideration.

Rob Nolan added that problems around A&E attendances will be different for each SM/SB
practice and practices should consider this when agreeing their improvement plan – i.e. it
won’t be a ‘one size fits all’. Rob also stressed that the purpose of piloting the ‘A&E divert SM/SB
to primary care’ would be to identify any issues and to assess whether it is an effective
model.
Sioned outlined the next steps in the QOF QP process – practices are asked to complete
the form sent to practice managers from the Local Area Team detailing their improvement
plan. The minutes of the meeting should also support the practices in the completion of GPs
the template.
3.

Hospital at Home
John Hodgson provided an update from the Hospital at Home (H@H) service. The
service has had an average of 2 admissions a day for the past 10 months (600 patients).
They are currently not capturing all admissions that are suitable for the service, but this is
something they will work on with practices to reduce variation. John noted that many
patients are admitted to the service on a Monday, not many patients are admitted at a
weekend because the Single Point of Access (SPA) is not open at a weekend.
There has been 100% patient satisfaction reported so far, where patients have reported
that they would prefer to be admitted to the H@H service rather than to hospital. 65% of
the patients seen have been ‘admission avoidance’ and 35% supported discharge. The
service was rolled out to Neston and Willaston on 1st June.
New pathways have been developed for acute kidney damage and dehydration which will
be shared with the networks soon. Admissions are now accepted up until 8.00pm.
In the next 6 months the focus will be on the North West Ambulance Service (NWAS)
project, where care plans will be written for residents of care homes, starting with the top
10 homes in terms of number of admissions. When a call is logged with NWAS for a care
home patient, they will check the patients’ care plan and determine whether an admission
can be avoided with the support of H@H.
There is also a desire to roll out the service to Rural practices, but they need to consider
the best model to make this feasible.
Rob was asked whether any savings had been made so far and Rob responded that he
did not have exact figures to hand but significant savings have been made to date.
There were questions as to whether SPA will become a 24/7 service, and Amanda
Lonsdale reported that proposals are being made for changes to SPA which will include
signposting to more services, including social care.
Simon reported a continuing issue where patients are admitted to MAU via A&E which is
not a good patient experience. John Hodgson responded that this is as a result of
problems within the planned care system. Solving this issue would require a whole
system review. Amanda added that there is also a social care issue, whereby MAU is
used for assessing patients for re-banding their packages of care. This is being
investigated.
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Andy McAlavey congratulated John on the success of the H@H service, which has been
shortlisted in partnership with the Clinical Commissioning Group (CCG) for a HSJ award.
4.

Contracting
Rob Nolan provided an update on contract performance. Andy McGivern (Contracting &
Performance Manager) and Dr Philip Milner (Clinical Lead for Episodic Care) were also in
attendance for this item.
Rob started with an update on contract performance for the main providers as at July
2012. The biggest overspend is with the Countess of Chester Hospital (£2.5m), with the
main pressure points being outpatients (variance of £871,000) which is impacting day
cases and elective activity (variance of £375,000), high cost drugs, AMD and critical care
as well as other areas. This is not mirrored in the contract with Wirral Hospital, which is
mainly overspent on unplanned care (£232,000).
The contracting team have taken some action to look at the overspend in outpatients
including asking the Countess of Chester Hospital (COCH) to conduct their own internal
review of the growth especially relating to consultant to consultant referrals. Rob
displayed the main sources of referral, which as expected, is mainly attributed to GPs
(60.1%). Consultant to consultant referrals make up 20.3% of the referrals. Rob showed
the trend in growth in outpatients for the main hospitals serving West Cheshire and it was
clearly demonstrated that the Countess of Chester Hospital has seen much higher growth
than the other providers. Rob then presented the growth by specialty for both GP and
Consultant to Consultant referrals for quarter 1 2012/2013, with the main area of growth
for GP referrals being vascular surgery followed by general surgery. The main area of
growth for consultant to consultant referrals is ophthalmology and many did mention that
there are issues regarding lucentis injections and referrals from optometrists.
Rob presented data for growth at practice level for Ellesmere Port & Neston practices
which showed that some practices have seen a significant change when compared to the
same period (Quarter 1) last year.
Chris Ritchieson suggested that an increase in general surgery could have been as a
result of the national campaigns for screening programmes such as bowel cancer.
Dr Philip Milner said that although there were mixed reactions to completing the monthly
Willaston model returns, it may have had an impact on peer review of referrals and that
we need to consider whether to reinstate this model or similar to address the problem.
Rob added that the problem is owned by the Clinical Commissioning Group and if we do
nothing we will need to find £2m from elsewhere to fund the growth.
Rob then presented some of the options available for addressing growth in outpatients.
As Philip mentioned, peer review of referrals could be an option – whether this be
reinstating the Willaston model or reviewing referrals within a practice or across a cluster
of practices. Another option is a form of referral management system, similar to that
introduced in Manchester where all referrals are managed through a central centre. Rob
added that these are expensive to set up and it also takes away some of the clinical
decision making responsibility of a GP. Philip added that this would need to be owned by
practices as members of the CCG, it cannot be imposed upon them.
Simon Powell suggested looking at the data in more detail to identify the cause of the
growth before trying to decide on a solution, identifying who the patients are and why they
have been referred.
Fiona Warren reported that she did not feel that the Willaston model made a difference in
their practice; however Marc England suggested that it must have had some impact for
there to be such a growth since it was stopped. Chris also supported the idea of
implementing something like the Willaston model before spending vast amounts of money
on a solution unnecessarily.
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Chris Macdonald suggested linking in with the QOF QP work for outpatients which would
provide an opportunity for practices to investigate the issue further.
Rob Nolan agreed that they will analyse the data further, and explore possible options
which could include piloting the use of the Manchester referral management centre for
any practices that would be interested – it would therefore not be imposed upon practices.
Sarah Murray questioned whether GPs were surprised at the growth in outpatient referrals
and Simon Powell responded that he is not surprised given the ageing population.
Philip suggested that a discussion at a membership council may be useful.
Rob Nolan and Andy McGivern agreed to speak to Sarah Vickers regarding linking in to RN/
AMcG
the QOF QP indicator for outpatients.
5.

Quality Dashboard
Andy McAlavey presented the latest iteration of the quality dashboard for comment. The
dashboard covers patient experience, patient safety, clinical effectiveness and the quality
incentive scheme indicators. The dashboard should encourage discussion in practices.
Andy explained that a simplified, public-facing version has been produced at locality level
rather than practice level.
Jeremy noted that the feedback from networks has been taken into account in the latest
version and the fact that it instigates discussion at practices regarding areas for
improvement is a very positive outcome.
Simon Powell noted that the quality incentive scheme indicators demonstrate the areas
that people are working on and questioned whether it was fair to compare practices who
are not working on particular indicators with those who are not. Simon also asked why
the public facing data is being presented at locality level rather than practice level and
suggested perhaps the core indicators could be in the public domain at practice level.
Andy McAlavey explained that the local authority and patient participation groups are
being consulted over what is suitable for the public. Chris Ritchieson thought the data
was very useful but also stressed that the ability of patients to interpret the data correctly
is also an issue to consider.
Jeremy Perkins asked what the arrows refer to, and Andy explained that this is the
direction of change for the practice from the previous quarter.
Chris Ritchieson noted that with the Atrial Fibrillation data it appears that even if the
practice is achieving what is expected you don’t rate as ‘green’, due to other practices
achieving more. He suggested this be reviewed and Andy agreed to take this back to AMc
Sarah Vickers.
Andy reported that the governing body has asked each network to consider an area of
focus for the whole network, such as cervical screening for 25-49 year olds where most
practices rate as ‘red’. This would provide an opportunity for a whole health project for the
network to focus on. Simon suggested that this be considered for the quality incentive
scheme for 2013/14 and Jeremy Perkins added that practices may have capacity
problems to do this in year. Marc suggested that there could be a potential for maximising
benefit by working on a particular area together as a locality, by sharing best practice at
network meetings. Andy agreed with Marc and suggested that he bring a topic to the AMc
network for discussion and sharing best practice within the locality.
A paper on incident reporting was shared with practices which highlighted some of the
themes that had occurred from incident reporting and actions taken to address the issues.
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Jeremy Perkins asked if there were any plans to include incident reporting in the
dashboard. Andy responded that there is a correlation between patient safety and
incident reporting and that we need to find a means of expressing this appropriately
without potential misinterpretation, especially from the public point of view. However,
there is a need to encourage a reporting culture due to the impact it has on service
improvement. The difficulty comes in finding the best measure to express this in the
dashboard. Andy asked GPs to consider the most effective way of doing this and to
GPs
feedback to Sioned or Andy.
6.

Minutes of the previous meeting
The minutes of the previous meeting were agreed as accurate.

7.

Actions from the previous meeting
Hospital at Home – algorithm for determining whether a COPD patient has pneumonia
Sioned updated members that John Hodgson is due to meet with the respiratory
consultants from the Countess of Chester Hospital to agree the algorithm and get it
formally approved.
Community Integrated Care Team
Sioned informed members that following the workshops at all three GP locality network
meetings, a further meeting has now been arranged to discuss the outcomes of the
workshops and to discuss the next steps. The meeting is to be held on Thursday 11th
October. Sioned circulated the agenda for the meeting and explained that Jeremy is
unfortunately unable to attend and therefore asked if any other members of the network
could attend to represent the locality. Andy McAlavey is attending, but if anyone else is
GPs
also able to attend, they are asked to notify Sioned.
Quality Incentive Scheme 2012/2013
Simon reported that he had raised an issue with Sarah Vickers and Carole Holme
regarding the heart failure audit. The audit was originally labelled as beta blocker auditing
but it is actually an audit against the whole heart failure pathway. Simon did not think this
was feasible due to the templates for collecting the data being inadequate and he also
mentioned that the measure of success only relates to beta blockers not the whole
pathway.
Alcohol Brief Advice Training
Sioned circulated an e-mail on behalf of Martin Dennis on Wednesday 3rd October.
GPs
Please can practices contact Sioned to organise training dates.
Urgent Surgical Review Pathway
Sioned reported that Amanda Lonsdale is meeting with the assistant director of nursing at
the Countess of Chester Hospital to review the communication that was sent out
regarding urgent surgical review.

8.

CCG Updates
Governing Body
A summary of the governing body meeting was sent to members.
Clinical Senate
Professor Chris Bentley attended the last senate meeting to talk about health inequalities.
A discussion also took place about RAID (Rapid Assessment Interface and Discharge
Service) and a model similar to that piloted in Birmingham will be developed for West
Cheshire. The clinical senate review that was discussed at the last membership council
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meeting was also presented and discussed and as a result of the review Mike Zeiderman
will now chair the senate with Tim Saunders chairing the Clinical Priorities Committee.
Commissioning Delivery Committee (CDC)
Andy McAlavey provided feedback from the last CDC meeting – the main focus of the
meeting is on financial and contracting performance. The issues highlighted around the
rise in outpatient activity will be discussed and initiatives for addressing the impact on
financial performance will be considered.
Items for future meetings
Urology Update
A request had been made by Dr Philip Milner to attend the network to provide an update
on urology, and in particular around the proposal for an Integrated Adult Urinary
SB
Continence Service. Members agreed that Philip should attend the next meeting.
Transforming Patient Admin
A request had been made by the Head of Transformation at the Countess of Chester
Hospital to discuss the transforming patient admin programme, especially the proposals to
stop paper copies of letters. Rob notified members that this had been discussed at the
contracting meeting with the Countess of Chester Hospital and that proposals may now
have changed. It was decided that the Countess of Chester Hospital should not attend
the network at this point in time to discuss.
Any Other Business
Innovation Fund
Sioned notified members that the innovation fund guidance has been reviewed with a
slight amendment (see 7.2.1 of the guidance) to the process for approval – in the instance
that a GP locality network does not recommend a proposal for approval, it will not go to
the Commissioning Delivery Committee for consideration, however there will be an
opportunity for the proposal to return to the network for further consideration if
amendments to the original proposal would result in the proposal being considered for
approval.
Simon asked how much money had been approved for funding the City Practices’
innovation fund bid for piloting a patient access initiative and what it included. £60,000
was approved to be used for an external company to work with the practice in
implementing an 8 week programme whereby they look at the demand in the practice and
support the practice in developing a suitable model for delivering telephone triage.
Sarah explained that the proposal was not approved by the City network due to the
number of practices involved in the proposal and that the proposal went straight to the
Commissioning Delivery Committee.
Preferred Priorities of Care
Simon Powell reported that a patient had been discharged from the Countess of Chester
Hospital with a preferred priorities of care document and instructed to complete this with
the GP, but the patient was unaware of what the document was for. Sioned agreed to
SB
investigate this.
Date and time of next meeting: Thursday 1st November 2012, 08:30am - 11:30am,
Civic Hall Ellesmere Port
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September 2012

Attendance
Present:

Dr Huw Charles-Jones
Dr Ian Harvey
Dr Andy Cotgrove
Dr Andy Dunbavand
Dr Andy McAlavey
Dr Philip Milner
Dr L Millard
Liz Noakes
Dr Jeremy Perkins
Dr Steve Pomfret
Dr David Rowlands
Dr Tim Saunders
Paula Wedd
Claire Westmoreland
In Attendance:
Prof. Chris Bentley
Nigel Crompton
Alison Lee
Matthew Cripps
Jenny Dodd
Jean Hodgson
Lesley Singleton

Chair of West Cheshire Clinical Commissioning Group, and GP (Acting Chair)
Medical Director of Countess of Chester Hospital NHS Foundation Trust.
Medical Director of Cheshire and Wirral Partnership Trust and Mental Health Clinical Lead.
Medicines Management Lead and GP
Medical Director and GP.
Episodic Care and Senior Clinical Lead and GP
Chair of City GP Locality Network and GP
Associate Director of Public Health
Chair of Ellesmere Port and Neston GP Locality Network
Chair of Rural GP Locality Network and GP
Medical Director of Wirral University Teaching Hospital NHS Foundation Trust
Mental Health Lead and GP
Allied Health Professional, West Cheshire Clinical Commissioning Group
Patient and Public Engagement Lead and GP
Non-Executive Director, Trust Board.
Head of Service Development, Cheshire and Wirral Partnership Trust.
Chief Operating Officer, West Cheshire Clinical Commissioning Group
Transformational Delivery Lead, WCCCG – Agenda item 10 only
Strategic Development Managers, WCCCG
Event Co-ordinator, WCCCG – Minute Taker
Lead for Mental Health, Learning Disabilities and Dementia – Agenda Item 8 only.
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September 2012

Speaker (s)
Huw Charles-Jones

Topic
Update on Governing Body Meeting and
Authorisation process

Actions

Nigel Crompton

Rapid Assessment Intervention and Discharge service
development

Matthew Cripps

Feedback on Senate review and next steps

CCG clinical lead to be identified
Model to consider balance between acute
and community based provision of service
All to contact Jenny with future agenda
items/ideas for discussion topics which

Chair
West Cheshire Clinical Commissioning Group
Head of Service Development and Marketing
Cheshire and Wirral Partnership Trust
Transformational Delivery lead
West Cheshire CCG
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September 2012

Health Inequalities

Speaker: Prof. Chris Bentley HINST Associate
In September the Clinical Senate came together following a break over the summer and
heard a comprehensi ve and interesting presentation from Professor Chri s Bentley. Prof
Bentley has undertaken detailed resea rch into the health inequalities of spearhead PCTs
and he was asked to apply these skills to reflect on the inequalities present across Western
Cheshire and in areas where health outcomes in Western Cheshire are less good compared
to the rest of the country.
The group heard the scale of the challenge in delivering a quantifiable % change in
population health within a short period of time. The interventio ns to affect change can be
classified based on the level at which they act and the timescale before which an effect can
be seen :

It was recommended that an effective prog ramme of work would have projects on going at
each of these levels to ensure that benefits that can be made to those currently unwell are
not lost in the search for successful long term solutions. These projects need s to link
population level interventions, interventions through communities and interventions
through services.
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Effective interventio ns to make a mea sureable change at population level need to be
implemented systema tically and at scale. Engagement with communities needs to a lso be
planned systematically. Prof. Bentley advised against bidding processes which tend to
reward those communities and organisations that already have the strongest
infrastructu re. The integration of interven tions is often good at the front line and at a
strategic level, this must to extend to the middle manager level . Developing the framework
outlined above could be a useful starting point for evolving Health and Wellbeing Boards.
Professor B entley th en went on to consider the specific issue of health inequalities in
western Cheshire. Unlike most spearheads West Cheshire has generally good health
outcomes, however within this there is considerable geographical variation and therefo re
there are inequalities within the area. This variation can be identified in three distinct
cohorts of the local population, interventions will need to be moderated to meet the needs
of these three separa te cohorts. Critically the group heard that the rate of improvement in
health outcomes in West Cheshire has slowed down since the mid 2000s whilst this rate has
increased regionally and nationally.
The group discussed whether it was appropriate to prioritise our approach based on where
resources could have the greatest impact (eg focus on excess mortality in the under 75s).
Prof. Bentley suggested the use of a “patchwork” approach, where interventions are
available to all of the population but that the intensity of them is moderated accordi ng to
need.
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Using local data to illustrate his points Pro f Bentley suggested that ensuring that
individuals with a long term conditions are identified and signposted to services i s as
important as designing high quality services. This requires both a “pull” from GPs and a
“push” from communities into practices a nd needs to proactively include finding those
with a mental health diagnosis. Indeed the mental health practice register is often a
useful starting point to identify those wi th a long term condition who are missing off
other regi sters.
Prof. Bentley expanded on this theme of cross-diagnosing those with multiple long term
conditions during the discussion. The group discussed the role of secondary care in this,
and considered whether CQUINs could be used as a tool to support secondary care
clinicians to explore how they can initiate this cross diagnosis. Boton and Wakefield have
piloted an effective model of building on this secondary care ole to act as leaders in the
local community, skilling up practices to provide greater level s of support to long term
conditions patients in the community.
Suggested actions:
• Focus on finding the “missing” people on LTC registers
• Set realistic quantifiable aims based on “best in ONS cluster” comparisons.
• Need to break rates d own into actual numbers, and calculate this at a practice
level and a need to treat level in order to identify the most appropriate
interventions.
• Interventions must be: evidence based, outcomes orientated, systematically
applied, scaled up, appropriately resourced and persistently followed.

September 2012

Minutes of Governing Body Committee Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
15 November 2012

51

AGENDA ITEM NO: WCCCGB/12/11/88

Commissioning Delivery Committee
Meeting held on 6th September 2012
PRESENT:
Dr. McAlavey, Andy
Dr. Charles Jones, Huw
Cripps, Matthew
James, Gareth
Lee, Alison
Marsh, Laura
Dr. Millard, Laura
Nolan, Rob
Dr. Pomfret, Steve

Chair
Chair of West Cheshire Clinical Commissioning Group
Transformational Delivery Lead
Chief Finance Officer (Designate)
Chief Officer (Designate)
Head of Delivery
GP Clinical Lead
Head of Contracts and Performance
Rural Locality Representative

IN ATTENDANCE:
Dr Dunbavand, Andy
Perry, Barbara
Riley, Joe
Jones, Clare

Clinical Lead for Prescribing
Head of Medicines Management
Cheshire West and Chester Council
Business Administrator

Agenda Agenda Item
No
2012-77

Apologies
Apologies were received on behalf of:
Noakes, Liz
Associate Director of Public Health
Helen McCairn
Head of Joint Commissioning

2012-78

Minutes of the Last Meeting and Action Plan
The minutes of the last meeting were agreed as an accurate
record, with the following inclusion to the Action Plan:
• 2012-62 – Commissioning for Quality and Innovation Financial
Allocation Process
It was agreed that Matthew Cripps will review the processes in
place, to ensure that assurance is provided.

2012-79

Action

The action plan was discussed and updated. The following points
were noted:
• 2012-72 – Discussions with Wigan PCT
It was noted that a meeting has been scheduled between Laura
Marsh and Wigan PCT, on the 8th October 2012, to discuss the
issue of reducing bed numbers.
Items 2012-73 and 2012-74 are now complete.
Matters Arising
There were no additional matters arising to be discussed.
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2012-80

Conflict of Interest
Discussions took place in relation to the recording of Conflicts of
Interest, and the following points were noted:
• Gareth James noted that Pauline Cook, Governance
Independent Consultant, will consider this issue further
• Only Declarations specific to the current agenda require
recording.
• It was agreed that Chris Hannah, Lay member for
Governance, will be formally invited to attend at this group as
Deputy Chair, by Dr. Andy McAlavey.

GJ

AMcA

2012-81
Finance, Contracting and Performance Report
Gareth James provided an update to the Committee and noted that
the format of this report has been, and will continue to be,
reviewed. The report was discussed and the following points were
noted:
• The Performance Summary has been amended and it is
expected to provide a more concise current position.
• Finance – the financial position remains similar to previous
months, with an underspend against the budget. There is a
growing overspend against Secondary Healthcare and, if this
continues to deteriorate, it will be difficult to deliver the control
total, and non-recurrent intervention may be required.
Matthew Cripps queried at which point it will be become
apparent that intervention is required and Gareth James
responded that this is likely to be at the six month point, and
the position will require monitoring.
• Contracting and Performance – Rob Nolan provided details
on the current overspend, which the Countess of Chester
Hospital has attributed to GP referrals. The CCG contracting
team, however, is unable to find supporting evidence within the
data, which appears to indicate that the increase in referrals is
due to Consultant to Consultant referrals, which will require
further investigation. Alison Lee noted that SUS national data
shows that there is a significant increase in GP referrals and
there is a requirement for reliable information to verify this.
Dr. Andy McAlavey queried what action is available within the
West Cheshire CCG remit in relation to the Countess of
Chester Hospital, with regard to data, and Rob Nolan
responded that correspondence has been issued to the
Hospital to give formal notice of the relevant issues.
It was agreed that Andy McGivern, Contracts Manager for the
Countess of Chester Hospital Contract, will investigate this
further.

RN

It was agreed that the issue in relation to data, and the Action
Plan in relation to High Cost Drugs, will be raised at the next
Quality and Contract Performance meeting between West
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2012-82

Cheshire CCG and the Countess of Chester Hospital.
Further issues discussed are noted, as follows:
 Referral to Treatment – The aggregated position has been
achieved.
Robert Jones and Agnes Hunt Orthopaedic Hospital –
Patients Waiting an Excessive Amount of Time - there
has been a slight deterioration in these figures, with the
main specialities causing delay being Pain Management,
Trauma and Orthopaedic and General Surgery. This
issue will be investigated further.
 Diagnostic Tests Waiting no more than 6 Weeks The overall position for West Cheshire CCG is an
underperformance of 1%. However, the Countess of
Chester Hospital breached the six week target by 2.5%,
and the main area of concern in relation to the breach is
Cystoscopy. Rob Nolan provided further information and
this issue was discussed further.
 Cancer – Performance has not achieved this target, with
60% of breaches taking place at Trusts other than at the
West Cheshire CCG’s main Provider. Work will be
undertaken to identify the Trusts where breaches are
occurring.
 Clostridium Difficile – Performance is meeting the
standard in June, although the cumulative position is
higher than expected.
 North West Ambulance Service – It is expected that the
75% target will be achieved once Hospital at Home is
extended to accept NWAS diverts.
Delivery Plan
Laura Marsh provided an update to the Committee on the £2.2
million currently unassigned monies, and the following points were
noted:
• 6 Priorities - The Cancer and Mental Health Priorities are not
currently progressing.
• Other QIPP Initiatives –
a) Referral Analysis – The intended project in relation to GP
referrals needs to be reviewed once further data analysis
is completed
b) Activity that could be provided outside acute setting – An
IVA is currently being drawn up for community venesection
and, once this is complete, the remaining short stay
admissions will then be analysed to identify further
potential savings opportunities.
c) Maternity services – There was a discussion regarding the
position in terms of outcomes against spend in conjunction
with advice from the NHS Commissioning Board regarding
the need for CCG’s to consider how they commission
maternity services. It was therefore agreed that as the
change in PbR tariff will not resolve the outcome/spend
issue that a project should be initiated to focus on
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improving value within maternity care.
d) Development of intermediate tier services – The West
Cheshire CCG Contracting Team is currently considering
the development of intermediate services to transfer
delivery in to the community setting. Dermatology is not
included within this work.
• Referral Management – This issue is currently subject to
further analysis.
• Respiratory – There is a potential to deliver improved
quality and efficiency savings in relation to this issue. A
focus on COPD and asthma would offer the opportunity to
apply learning from the diabetes programme to these other
two priority long-term condition areas.
Rob Nolan provided an update on the Urgent Care meeting today,
6th September, and discussions took place in relation to Hospital at
Home. Rob Nolan noted that Amanda Lonsdale, Account Manager
for Cheshire and Wirral Partnership Foundation Trust (CWP), is to
produce a ‘Vision’ paper in relation to this issue.
Alison Lee noted that, at the next workshop with CWP, West
Cheshire CCG should raise any issues that they wish CWP to
advance.
•

2012-83

Redesign of Primary Care – Patient Access Pilot – Laura
Marsh noted that it would be beneficial if this pilot was
included within the service redesign.
Area Prescribing Committee Report
Dr Andy Dunbavand presented the report from the Area
Prescribing Committee. The Commissioning Delivery Committee
noted all the decisions made by the Area Prescribing Committee.
SP asked whether publicity materials for vitamin D
supplementation could be made available to GP surgeries.
The Commissioning Delivery Committee noted the cost pressures
to the NHS of implementing the National Institute for Health and
Clinical Excellence Technology Appraisals 252 and 253 for
telaprevir and boceprevir for the treatment of hepatitis C. As
treatment of hepatitis C is commissioned by the Specialised
Commissioning team, clarity regarding the commissioning
arrangements is needed to establish whether this financial risk will
impact on the Clinical Commissioning Group.
Similar clarification is required for the implementation of National
Institute for Health and Clinical Excellence Technology Appraisal
254 for fingolimod for multiple sclerosis as this also is within the
remit of Specialised Commissioning.
The Committee ratified the Systemic Chemotherapy prescribing
policy.
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2012-84

Provider Services Review
Joe Riley provided information in relation to a Cheshire West and
Chester Council Provider Services Review, and went through the
four available options. Currently, the Social Enterprise option
appears to be most favourable, and it will be necessary for West
Cheshire CCG to consider any potential impact to themselves.
Cheshire West and Chester Council would like to receive the view
of West Cheshire CCG, and written views can be submitted up until
mid-October 2012.
The review will then be taken to the Council’s Executive Committee
on 7th November 2012, with the new service likely to be in place by
April 2013.
Discussions took place and it was agreed that a corporate
response would be produced by Rob Nolan and Laura Marsh, and
forwarded to Cheshire West and Chester Council.

2012-85

Any Other Business
There was no other business to be discussed.

2012-86

Date and Time of the Next Meeting
Thursday, 4th October 2012
2.00pm – 4.00pm
Conference Room A, 1829 Building
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Commissioning Delivery Committee
Meeting held on 4th October 2012
PRESENT:
Dr. McAlavey, Andy (AMcA)
Dr. Charles-Jones, Huw (HCJ)
Cripps, Matthew (MC)
James, Gareth (GJ)
Lee, Alison (AL)
Marsh, Laura (LM)
Dr. Millard, Laura (LMM)
Nolan, Rob (RN)

Chair
Chair of West Cheshire Clinical Commissioning Group
Transformational Delivery Lead
Chief Finance Officer (Designate)
Chief Officer (Designate)
Head of Delivery
GP Clinical Lead
Head of Contracts and Performance

Observing:
Councillor Brenda Dowding

Executive Member – Adult Services, Cheshire West and Chester

Agenda
No

Agenda Item

2012-87

Apologies
Apologies were received on behalf of:
Gilburt, David
Lay Member
Hannah, Chris
Lay Member
Noakes, Liz
Associate Director of Public
Health
McCairn, Helen
Head of Joint Commissioning
Dr. Pomfret, Steve
Rural Locality Representative

2012-88

Minutes of the Last Meeting and Action Plan 04.10.2012
Dr. Andy McAlavey noted that Chris Hannah has accepted the invitation
to attend at this Committee, as Vice Chair.

Action

The minutes of the last meeting were agreed as an accurate record, with
the following amendments:
• For members ‘In Attendance’, the agenda item they attend for is
to be recorded.
• Dr. Laura Millard’s initials are to be recorded as LMM, and Laura
Marsh’s initials are to be recorded as LM.
• 2012-62 – Commissioning for Quality and Innovation Financial
Allocation Process – Matthew Cripps’ initials are to be placed
against this item in the previous minutes.
• Dr. Huw Charles-Jones’ name is to be amended to reflect the
correct spelling.
The action plan was discussed and updated, and the following points
were noted:
• 2012-71 – Conflict of Interest
This issue was discussed under agenda item number 2012-90.
• 2012-74 – Delivery Plan
Laura Marsh noted that there is scope for amendments to the
Commissioning Intentions, and this item is now closed.
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• 2012-84 – Provider Services Review
This item is to be amended to reflect that Laura Marsh will develop a
corporate response for Cheshire West and Chester Council.
Items 2012-71, 2012-73, 2012-74 and 2012-80i are now complete.
2012-89

Matters Arising
There were no additional matters arising to be discussed.

2012-90

Conflict of Interest
Gareth James provided a briefing paper in relation to this issue and
outlined the required process.
• Overriding principle for declaring interests for CCG committee
meetings:
Conflicts need only be recorded where committee members have an
interest related to a specific agenda item that could give rise to a
potential conflict.
• Each committee meeting Chair to ask:
“Do any members of the committee have any specific interests
related to the agenda that they wish to declare?”
Any declared interests in the agenda will be minuted accordingly.
• Further action:
Agenda item description to be amended to ‘Declarations of interest
in agenda items’, which is currently recorded as ‘conflicts of
interests’.
There were no declared conflicts of interest relating to this Agenda.

2012-91
Finance, Contracting and Performance Report
The report was discussed and the following points were noted:
• Finance – Gareth James explained the further amendments that
have been made to the format of the report, and noted that there is a
continued deterioration in the figures for Outpatients and High Cost
Drugs. The highest pressure is at the Countess of Chester Hospital,
although there is a lesser pressure at Wirral University Teaching
Hospital. The control target is on track for delivery.
• Contracting and Performance – Rob Nolan provided an update
and the following issues were noted:
 Referral to Treatment
i.
Patients seen within the 18 week standards – This target is
on track.
ii.
Excess waiters +52 weeks – This target is improving.
iii.
Robert Jones and Agnes Hunt Orthopaedic Hospital – A
trajectory has been agreed and this target should see a
reduction in figures by December 2012.
 Diagnostics – The Countess of Chester Hospital has narrowly
missed achieving this target.
 Cancer – Performance for this target is declining, although the
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forecast for the year is Green. Further work is being undertaken
to identify the Trusts where breaches are occurring.
Reducing Health Care Acquired Infections – The Countess of
Chester is very close to the target figure but, as the target is very
low, this is a challenging issue.
North West Ambulance Service – The 75% target is not being
achieved, in part due to the number of patients in rural
communities; however, the performance is consistently above
70%.
Delivering Same Sex Accommodation – The Countess of
Chester Hospital reported one breach at mid-Cheshire Trust.
E-discharge – This target is Green.
Countess of Chester Hospital Overspend – Rob Nolan
provided the background to this issue, and the following points
were noted:
i. Outpatients – GP Referrals – Drivers have been agreed with
CoCH, and CoCH have been requested to clarify the areas in
which the increase in referrals is occurring. It was agreed
that a letter will be sent to CoCH proposing a marginal
payment to be made for Outpatients first appointments, and
reminding the Trust of Contract levers not actioned by the
Commissioner (i.e. 18 weeks, Mixed Sex Accommodation).
ii. Outpatients - Consultant to Consultant – It was agreed that a
letter will be sent to CoCH proposing that payment will not be
made for patients who are not on an existing pathway, or are
non-urgent cases.

GJ

GJ
Rob Nolan, Laura Marsh, Matthew Cripps, Dr. Andy McAlavey and
Gareth Jones will meet outside of this group to discuss further means of
tackling this issue.
 High Cost Drugs – Dr. Laura Millard queried whether the
increase in the Practice Prescribing Budget includes Dibigatran,
and Gareth James responded that yes, this is included within the
uplift.
 Orthopaedic Budget – Alison Lee noted that there has been an
unexpected overspend within this budget, of £88,000. Rob Nolan
noted that investigations will need to take place in order to
discover where the overspend has occurred.
 Enhanced Service – Primary Care – Gareth James noted that
there is a budget issue in relation to this issue.
 C.Difficile and Flu – Alison Lee noted that it is important that
Public Health is involved as a part of the Contracting Team
engaging with CoCH. Rob Nolan responded that clarity is
required as to whether Public Health wish to be involved within
the Clinical Commissioning Group Contract, or whether they wish
to pursue their own Contract with CoCH.
Dr. Laura Millard asked that it is noted that District Nurses will
only perform a Flu Vaccination on a patient that is normally visited
by them.
 Hospital at Home – Alison Lee queried whether there is a
projection for the North West Ambulance Service’s impact upon
the service and Rob Nolan responded that there is not, but that it
may be possible to model a projection.
 Discharge Letters – Matthew Cripps queried whether penalties
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are implemented for imperfect Discharge letters and Rob Nolan
responded that he did not think there was an indicator within the
Contract for this. However, if it is in the National Contract, then a
Contract Query can be issued. Discussions took place as to
whether Contract Penalties should be implemented, in line with
other Health Economies.
2012-92

Delivery Plan
Laura Marsh provided an update to the Committee, and the following
points were noted:
•

6 Clinical Priorities
Cancer – This year is focusing on early identification (on which
significant progress has been made through support from the
cancer network) and shift of follow ups.
Mental Health – There has recently been significant progress in
relation to Programme Budgeting, Improving Access to
Psychological Therapies and development of the Rapid Access
Interface and Discharge (RAID) service.
Diabetes – Dr. Laura Millard queried where the £15,000 savings
figure is derived from and Alison Lee explained that it was
recognised that within diabetes it was unlikely that savings would
be cash releasing as any savings would be required to address
growing demand.

•

4 Essential Programmes of Care
Episodic Care – Work is continuing in relation to this item.
 Ophthalmology – this service is now going to procurement
which CSU are providing management support for.




•

Urology – it is intended to increase the pace of this work to
ensure the first phase is completed this financial year
Clinical Priorities meetings – work is being undertaken to reinstate these meetings.
Intermediate Tier Dermatology – Laura Marsh noted that there
is scope to review this service. Dr. Andy McAlavey queried
whether there is a capacity issue with this service. Dr.
Charles-Jones noted that the service would be able to handle
a greater capacity, if there were more resources available.

Other QIPP Initiatives
Other Schemes – It is expected that a progress update will be
available for the November meeting of this Committee.
 Respiratory Care – work has commenced on this project and
future updates will be provided under the Episodic Care
programme.
 Maternity Care – The Countess of Chester Hospital has
acknowledged that the Clinical Commissioning Group wish to
review this service. The initial steps will be to produce a
Service Specification detailing Commissioning Intentions,
although this will be progressed with consideration of local
political sensitivities.
 Children’s Health – The majority of projects within the
programme are progressing well, and Laura Marsh provided
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an update to the Committee.

2012-93

•

Dementia
Laura Marsh noted that the work is progressing in relation to
Dementia, and this is being carried out in line with the priorities
within the National Dementia Strategy.

•

Age-related Macular Degeneration
Gareth James noted that there is a potential for savings in relation
to this service and Laura Marsh noted that clarity is to be sought as
to the current position of this issue in relation to Avastin/Lucentis,
which is currently on hold nationally.

•

Urgent Care
Alison Lee noted that there is currently no project plan in place, in
relation to reporting on the LES/Super LES.

•

District Nurses- not sure what this bit relates to?
Dr. Laura Millard asked that it is noted that District Nurses will only
perform a Flu Vaccination on a patient that is normally visited by
them.

LM

Rapid Assessment Interface Discharge
Rob Nolan provided the background to this document and outlined the
potential benefits.
Discussions took place and it was agreed that this service would be
commissioned, with the caveat that the Countess of Chester Hospital
agrees. The funding will be non-recurrent and CoCH would be required
to fund the service in the future, recurrently. Gareth James will issue a
letter to Ros Francke and Debbie O’Neill, outlining this.

2012-94

Attention Deficit Hyperactivity Disorder Pathway Update
This item was removed from the Agenda, prior to the meeting.

2012-95

2012/13 Financial Outlook
This item was discussed in closed session.

2012-96

Any Other Business
There was no other business to be discussed.

2012-97

Date and Time of the Next Meeting
Thursday, 1st November 2012
2.00pm – 4.00pm
Conference Room D, 1829 Building
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JOINT COMMISSIONING COMMITTEE FOR CHESHIRE WEST AND CHESTER
12 SEPTEMBER 2012
Present
Mark Palethorpe, Director of Adult Social Care and Health, Cheshire West and
Chester Council (Chair)
Alistair Jeffs, Head of Strategic Commissioning, Cheshire West and Chester
Council
Dr Jean Jenkins, Executive Board Member / Mental Health Lead, NHS Vale Royal
Clinical Commissioning Group
Helen McCairn, Head of Joint Commissioning, NHS West Cheshire Clinical
Commissioning Group
Tracy Parker-Priest, Director of Governance and Partnerships, NHS Vale Royal
Clinical Commissioning Group
Apologies
Dr Huw Charles-Jones, Chair, NHS West Cheshire Clinical Commissioning Group
Jane Dawson, Non-Executive Adviser, NHS Western Cheshire
Cllr Brenda Dowding, Executive Member for Adult Social Care and Health,
Cheshire West and Chester Council
Alison Lee, Chief Officer, NHS West Cheshire Clinical Commissioning Group
Julie Webster, Interim Director of Public Health, NHS Western Cheshire
In Attendance
Lorraine Guy - DAT Team Lead & Joint Commissioning Manager, Cheshire Drug
Partnership
Claire Wildgoose - Secretariat – Joint Commissioning Committee
25

APPOINTMENT OF CHAIRMAN
In Cllr Dowding’s absence, Mark Palethorpe chaired the Committee meeting.

26

WELCOME AND APOLOGIES FOR ABSENCE
Mark Palethorpe welcomed everyone to the meeting and apologies were noted.

27

MINUTES OF PREVIOUS MEETING
The minutes of the meeting held on 20th June 2012 were accepted as a true
record.
In Julie Webster’s absence, Claire Wildgoose informed the Committee that an
update report of the Pricewaterhouse Cooper work would be presented at the
November 2012 meeting.
ACTION: Julie Webster
To provide an update regarding the Pricewaterhouse Cooper work at the
November 2012 meeting.
Mark Palethorpe explained that he had held discussions with Simon
Whitehouse and Alison Lee regarding the recommissioning of alcohol services.
There was an acknowledgement that this provision needed to continue and that
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the partners would look to ensure that future commissioning decisions were
made jointly.
Dr Jean Jenkins commented that Cheshire West and Chester Council were
fully engaged and represented at the Vale Royal meetings regarding the
recommissioning of the alcohol services.
28

UPDATE REPORT FROM THE JOINT COMMISSIONING WORKING GROUP
Alistair Jeffs presented a report on behalf of the Joint Commissioning Working
Group which highlighted progress made relating to the joint commissioning
work programme. He provided an update on the working group priorities,
namely:
• A total fund of £406,000 had been agreed between partners for carers break
services across Cheshire West and Chester. £175,000 of this funding has
been allocated to breaks for carers, with the remainder being used to
support a carers’ personal budget pilot across the Clinical Commissioning
Group areas.
• Discussions were continuing regarding the final allocation of Vale Royal
learning disabilities monies; a final agreement was anticipated by the end of
September 2012.
• The Joint Commissioning Working Group was given delegated authority to
finalise a Section 256 agreement between partners and confirm the financial
contributions from each Clinical Commissioning Group. This agreement was
now in place and the transfer of funding had been arranged with the relevant
finance teams.
• The recommissioning programme of Supporting People services was
underway and the Council was in the process of renegotiating hourly rates
with expensive, less value for money providers.
Alistair also informed the Committee that the Working Group had committed
to produce an annual report on the work programme of the Committee and
recommended presenting a draft report to the Committee in March 2013. The
Committee supported this recommendation.
The Committee discussed the transition from children’s to adult services and
queried where overlap discussions were taking place. The Committee asked
for this issue to be discussed at the next meeting of the Working Group.
ACTION: Joint Commissioning Working Group
To discuss expanding the remit of the working group to cover the transition
from children’s to adult services on an interim basis.

29

DRUG AND ALCOHOL SERVICE COMMISSIONING
Lorraine Guy presented a paper which provided an update on the Cheshire
Drug Action Team disaggregation project and the future commissioning of drug
and alcohol commissioning.
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Lorraine explained that the three options for the drug action team had been
considered moving forward: option 1 was to retain a single drug action team
across Cheshire; option 2 was to separate the drug action team structure into
two and establish two teams for Cheshire East and Cheshire West and
Chester; and option three was to disband the current drug action team structure
and integrate the functions of the team into public health commissioning in the
two Councils. She informed the Committee that partners had agreed to
disband the Cheshire Drug Partnership with the strategic direction of alcohol
and drugs commissioning being set by the Health and Wellbeing Board.
The Committee discussed the commissioning of drug services for Cheshire
West and Chester and agreed that current provision was not providing value for
money and there was a requirement to decommission, redesign and
commission integrated drug and alcohol services to meet the needs of local
communities.
30

HEALTH AND WELLBEING SMALL GRANTS ANNUAL REPORT
Claire Wildgoose presented an annual report of the NHS Western Cheshire
Health and Wellbeing Small Grants Scheme for 2011/12. She explained that
the scheme would continue in 2012/13, however this funding would be
reviewed as part of the transfer of the public health function to the Council post
April 2013.
The Committee felt that there was value to such schemes due to their social
impact and Dr Jean Jenkins commented that there was a similar scheme in
place for Central and Eastern Cheshire Primary Care Trust. The Committee
asked for the annual report to be disseminated further to demonstrate how the
funding was making a difference in the local communities.
ACTION: Claire Wildgoose
To liaise with colleagues in the Council communications team to publicise the
scheme for 2012/13 and highlight the difference that the funding has made to
community groups in 2011/12.
The Committee endorsed the recommendations of the report.

31

ANY OTHER BUSINESS
There was no other business raised at the meeting.

32

REFLECTIONS FROM THE MEETING
The Committee agreed that this item could be removed from future agendas.

33

DATE OF NEXT MEETING
21 November 2012, 4:15pm – 6:15pm
HQ, Cheshire West and Chester Council, 58 Nicholas Street, Chester, CH1
2NP
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QUALITY IMPROVEMENT COMMITTEE
Minutes of the meeting held on 27th September 2012 at 2.00pm,
Conference Room A, 1829 Building
Present
Dr Andy McAlavey
(Chair)
Barbara Perry
Dr Carole Holme
Dr Claire
Westmoreland
Dr Ged Faulks
Hayley Cavanagh
Dr Jonathan Gregson
Dr Maureen Swanson
Paula Wedd
Sheila Dilks

Additional apologies:
Denise Richardson
Agenda
No.
12.17

12.18

Vice Chair of West Cheshire Clinical Commissioning
Group and GP Quality Lead for Ellesmere Port & Neston
Locality Network.
Head of Medicines Management

Apologies

√
√

GP Quality Lead for Chester City Locality Network, West
Cheshire Clinical Commissioning Group
GP Patient and Public Engagement Lead, West Cheshire
Clinical Commissioning Group
Vice Chair of the Clinical Quality Improvement Committee,
GP of West Cheshire Clinical Commissioning Group
Quality Improvement Manager

√

GP Quality Lead for Chester Rural Locality Network, West
Cheshire Clinical Commissioning Group
Medical Director, NHS Western Cheshire Primary Care
Trust
Head of Quality Improvement, West Cheshire Clinical
Commissioning Group
Clinical Lead Nurse Specialist, West Cheshire Clinical
Commissioning Group

√

√
√
√
√
√
√

Head of Patient Safety and Experience, NHS Western Cheshire Primary Care Trust
Item

Action
by

Minutes from the meeting held on 26th April 2012
The minutes of the previous meeting were agreed as an accurate record.
Outstanding Actions
11.042 National Patient Safety Lithium Alert – Barbara Perry to provide a
briefing paper at the June meeting of this committee.
This item has been deferred to the October meeting of this committee.
12.05a Local Intelligence Network for Controlled Drugs – Grosvenor
Nuffield Hospital
Dr. Faulks noted that he would be visiting the Grosvenor Nuffield Hospital on the
31st October 2012, to seek assurance on their Controlled Drugs Systems. Paula
Wedd and Dr. Maureen Swanson agreed that it is important to ensure that there
are robust links in place, in relation to this issue.
12.05b Local Intelligence Network for Controlled Drugs – Hospice of the
Good Shepherd
Dr. McAlavey noted that discussions have taken place with Rob Nolan, Head of
Contract and Performance for West Cheshire Clinical Commissioning Group,
and he is aware of the issues involved. Paula Wedd noted that it is necessary to
have assurance of responsibility.
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12.05c Local Intelligence Network for Controlled Drugs – Cheshire and
Wirral Partnership Foundation Trust
Hayley Cavanagh is to confirm assurance has been received from the Trust in
relation to controlled drug incidents involving syringe drivers.
12.14a Serious Incident Bi-annual Report -1/04/12 – 31/03/12
Paula Wedd and Dr. Maureen Swanson will meet with Pam Hughes,
Commissioning Support Unit, to ensure that trends are not overlooked due to
categorisation on the Strategic Executive Information System.
12.14c Serious Incident Bi-annual Report -1/04/12 – 31/03/12 – Cheshire
and Wirral Partnership Foundation Trust
Unexpected Death of Patient – Paula Wedd provided an update to the group in
relation to the increased numbers observed and noted that a significant piece of
work is being undertaken by the Trust in relation to this issue. This issue will be
brought back to this Committee when further information is available.

HC

PW/MS

PW

12.14e Serious Incident Bi-annual Report -1/04/12 – 31/03/12 – Countess of
Chester Hospital NHS Foundation Trust and Cheshire and Wirral
Partnership NHS Foundation Trust
Paula Wedd provided an update to the Committee and noted that both
organisations have been advised of the three trends identified from the Learning
Outcomes in this report.
THE FOLLOWINGS OUTSTANDING ACTIONS ARE NOW COMPLETE:
12.05d - Local Intelligence Network for Controlled Drugs
Local Adult Safeguarding Board - Dr. McAlavey to discuss non-submission of
key point report with line manager of named officer.
12.07 - GP Quality Dashboard
GP Quality Leads to be requested to ensure that the Dashboard is taken to their
next GP Locality Network Meeting. Each Network to review the information and
identify an area that collectively can be the focus for improvements.
12.11 - Quality Accounts - Publication of Accounts - Countess of Chester
Hospital NHS Foundation Trust and Cheshire And Wirral Partnerships NHS
Foundation Trust
To be carried forward to the August 2012 meeting.
12.14b - Serious Incident Bi-annual Report 01/04/12 - 31/03/12 - Grosvenor
Nuffield Hospital - GF to request additional assurance at next Quality &
performance meeting in relation to two surgery incidents.
STRUCTURE & PROCESS
12.19

12.20

Terms of Reference for the Serious Incidents Review Group
Paula Wedd noted that there is no Board Member representation at the Serious
Incidents Review Group. Dr. Andy McAlavey will discuss this issue with the
Chair and Chief Officer of the Clinical Commissioning Group.
Terms of Reference for the Quality Improvement Committee
– Membership change
Paula Wedd provided an update to the Committee, noting that the amendments
are to include Sheila Dilks, Clinical Lead Nurse Specialist, and Hayley
Cavanagh, Quality Improvement Manager within the Membership. These
amendments were agreed by the Committee.
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ASSURANCE
12.21

Key Points Report
The report was reviewed and the following points were discussed in more detail:
Quality and Performance Meeting – Countess of Chester Hospital NHS
Foundation Trust
• Breast Screening Quality Assurance Report – Paula Wedd and Dr.
Faulks provided an update on the current position of this issue and noted
that Ashesh Modi, Specialist Registrar in Public Health, will provide an
update report at the next Quality and Performance meeting.
• E-Discharge – Dr. Westmorland queried what the reported improvement
is based against, as she has experienced receiving poor quality letters.
Discussions took place and it was suggested that this issue could be
addressed through the Contract. Dr. Andy McAlavey has asked for
examples of poor discharge letters to be forwarded to him, and he will
follow up on this issue.
• E-Prescribing – Barbara Perry noted that the issue relating to eprescribing arose once more in August.

AMcA

Quality and Performance Meeting – Cheshire and Wirral Partnership
Foundation Trust
• Dermatology Formulary – Barbara Perry noted that a meeting is being
arranged to discuss this further, and the issue will also be raised at the
Quality and Performance meeting in October.
• Community Physiotherapy – It was noted that waiting times are
decreasing for this service.
• Contract Query: Breach of Serious Untoward Incident reporting
timeframe – It was noted that the Contract Query has been revoked.
• Local Safeguarding Children Board (Cheshire West and Chester) –
This item was deferred to the GP Quality meeting taking place today, 27th
September, at 3.15pm.
Recommendations:
The Committee was asked to:
a) Note the assurance being provided by the sub groups.
b) Note the assurance in place where exceptions have been identified
through sub-groups.
c) Identify any areas that the committee require any further assurance on.

12.22

ROUTINE REPORTS
Published National Institute for Health and Clinical Excellence Quality
Standards
The Committee reviewed the recently published Antenatal Care Quality
Standard. Discussions took place in relation to ensuring that GPs are aware of
newly published standards. Dr. Carole Holme suggested that, during the
education rolling half day held each quarter, a half hour plenary session could be
held at the beginning of the event and that a list of key points from updated
standards from the last three months can be given. Dr. Andy McAlavey is to
suggest this to Dr. Robin Gleek, who manages the education rolling half days.
It was agreed that published standards will continue to be reported to this group,
and a decision on the disposition of the information will be decided on a case by
case basis.
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SCHEDULED REPORTS
12.23

Quality Improvement Report
This paper was discussed and the following points were noted:
Countess of Chester Hospital - Pressure Ulcers
The number of hospital acquired pressure ulcer cases are decreasing.
Cheshire and Wirral Partnership Foundation Trust - Unexpected Deaths
The number of Unexpected Deaths has decreased in the last two months, as
compared to the previous quarter.
Dr. Jonathan Gregson queried the details in relation to the Drug and Alcohol
Team involvement in the Unexpected Death, and Dr. Ged Faulks provided the
additional details of the case.
Unexpected Deaths - General
Dr. Maureen Swanson noted that it is important for both GPs and Primary Care
Mental Health Teams to be involved when reporting on an Unexpected Death
and Dr. Carole Holme agreed, noting that any clinician with involvement with that
patient should be involved. Paula Wedd noted that the Serious Incident Review
Group has oversight for this and, as there is currently a case in progress, a view
will be taken on the processes used for this case.
MRSA Bacteraemia
Paula Wedd provided an update to the Committee, and noted the reasoning
behind a number of Serious Incidents being closed.
Delivering Dignity Report
Paula Wedd noted that this document was brought to the Committee, for
information, but also to note the Providers’ responses to this important
document.
Cluster Legacy Document
Paula Wedd provided the background to this document, which has been written
and submitted to Cathy Maddaford, Director of Performance and Quality. There
is a challenge in relation to this document, as it is also required to include
Nursing Homes and Hospices, and Cathy Maddaford has sent a selfassessment to the Nursing Homes.
Medicines Management
Antipsychotics In Dementia – Barbara Perry noted that the results of this review
will be presented at the GP Quality meeting.
Non-Medical Prescribers – Barbara Perry provided the background to this matter
and noted concerns about future access to Continual Professional Development
for Prescribing Nurses. Dr. Maureen Swanson noted that responsibility for
managing this issue will rest with the National Commissioning Board, and the
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Local Area Team Nurse.
This issue will be raised with the Local Area Team Nurse, once they are in
post.
Recommendations:
The Quality Improvement Committee is asked to:
a) Discuss the information provided about serious incidents and identify if any
further assurance or actions are required
b) Note the year Quarter 1 performance against the Commissioning for Quality
and Innovation Schemes for 2012-2013 by the Countess of Chester
Hospital NHS Foundation Trust and Cheshire and Wirral Partnership NHS
Foundation Trust
c)
Note the Exceptions provided through the Provider Quality and
Performance meetings and identify if further assurance or actions are
required
d) Note the assurance provided and next steps against the Delivering Dignity
Report
e) Note the process for developing Quality Legacy documents for handover
from Primary Care Trusts to Clinical Commissioning Groups
f)
Note the ratification of the Medicines Management in Care Homes Policy.
g) Note the review of prescribing of antipsychotics in dementia and advise on
further action to be taken.
h) Note the need for leadership and support for non-medical prescribers and
the processes currently in place for monitoring non-medical prescribing
12.24

Quality Accounts – Publication of accounts
Paula Wedd noted that these accounts have now been published and are
available on the respective Provider’s website.
EXCEPTIONS

12.25

Never event
Paula Wedd provided a verbal update, noting that this issue will be raised at the
next meeting of this Committee.
Provider quality and Performance Meeting
This item was dealt with under Item 12.23.
Delivering Dignity Report
This item was dealt with under Item 12.23.
Quality Legacy Handover Process
This item was dealt with under Item 12.23.
Agenda Items for Next Meeting
There were no agenda items to be added at this time.
Date of next meeting: Thursday, 25th October 2012
Time: 2.00 – 4.00pm
Venue: Conference Room A
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