NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
AGENDA
Formal Governing Body Meeting to be held in Public on Thursday 21st March 2013 at 9.00am
The Conference Room, 4th Floor West Cheshire College, Ellesmere Port, Cheshire, CH65 7BF
The Open Forum item is a 15 minute opportunity for the public to ask the Governing Body questions.
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Date and Time of Next Meeting – Thursday 18th April 2013, Boardrooms A&B, 1829 Building,
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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
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** Any other items of business should be notified to the Chair at least 48 hours in advance of the
meeting.

NHS West Cheshire Clinical Commissioning Group
Formal Governing Body Meeting
Thursday 17th January 2013, 9.00am at Tarvin Community Centre
Present:
Voting members:
Dr Huw Charles-Jones
Dr Andy McAlavey
Ms Alison Lee
Mr Gareth James
Ms Chris Hannah
Mr David Gilburt
Ms Pam Smith
Dr Jeremy Perkins
Dr Steve Pomfret
Dr Laura Millard
Ms Sheila Dilks
Mr Mike Zeiderman

Chair
Medical Director
Chief Officer
Chief Finance Officer
Deputy Chair/Lay Member
Lay Member
Lay Member
GP Representative - Ellesmere Port and Neston
GP Representative - Rural
GP Representative - City
Clinical Lead – Nurse
Clinical Lead - Secondary Care Doctor

Non-voting members:
Ms Paula Wedd
Ms Helen McCairn
Ms Laura Marsh
Mr Rob Nolan

Head of Quality Improvement and Safeguarding
Head of Joint Commissioning
Head of Delivery
Head of Contracts and Performance

In Attendance:
Ms Christine France
Ms Debbie Smith
Ms Clare Dooley
Ms Jenny Dodd
13/01
A

PA (Minute Secretary)
Patient and Public Engagement Manager
Corporate Affairs Manager
Strategic Development Manager
Action

CHAIRS OPENING REMARKS
The Chair welcomed everyone to the meeting and 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. Thirteen members of the public were in attendance at the
meeting. The Chair asked if members of the public had any questions
prior to the meeting. A question on respiratory care was raised on behalf
of Hope Farm Patient Forum.
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The Chair responded that a detailed response would be provided following
the meeting and although respiratory care is not one of the six priority Laura Marsh
areas in our strategy it is important and highlighted the following points:
•
•
•
•

•
•

a clinical lead GP for respiratory care has just been appointed, Dr
Annabel Jones from Boughton Health Centre;
the first respiratory network event has been set for 6th February led
by Laura Marsh, Head of Delivery;
we are working closely with the local authority on excess winter
deaths including through Altogether Better as one main causes of
excess winter deaths is chronic obstructive pulmonary disease;
the GP led Hospital@Home service enables patients with chronic
pulmonary obstructive disease to be managed at home and the
service works closely with the Countess of Chester Hospital NHS
Foundation Trust to manage these patients;
a new home oxygen service has been introduced;
joint pathways are being produced in children’s respiratory services
along with the Countess of Chester Hospital NHS Foundation Trust.

A question on private health companies was raised and the chair
responded that as this is a political issue the clinical commissioning group
would not provide a comment on this.
NHS West Cheshire Clinical Commissioning Group has been authorised
without conditions as detailed on page one of the Chief Officer’s report to
the meeting. The Clinical Commissioning Group was one of eight first
wave Clinical Commissioning Groups to be authorised unconditionally. As
a result of this Alison Lee has been appointed substantively as Chief
(Accountable) Officer along with Gareth James as Chief Finance Officer.
The 2013/14 Planning Guidance “Everyone Counts: Planning for Patients”
is referenced in both the Finance Update and Chief Officer’s reports
provided to the Governing Body. The guidance provides the context for
Clinical Commissioning Group planning for the next twelve months.
The Governing Body will be aware that this is Dr Laura Millard’s last
meeting as she has stood down as the Chair of the City Network. The
Chair gave thanks to Laura for her work, enthusiasm, commitment and
fun. Dr Claire Westmorland has been selected as the new City Network
chair and will be joining the Governing Body at their next meeting in March
2013.
The recruitment process to the post of Medical Director for the Clinical
Commissioning Group has been completed and Dr Andy McAlavey was
appointed to the position. Due to the importance of this post a national
advert was placed and a rigorous process was undertaken with the strong
field of applicants. The focus of this role is to develop GP primary care, to
look at quality and the modernisation of primary care to help achieve the
transformation of our local health economy.
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APOLOGIES FOR ABSENCE
Apologies were received from David Gilburt.

C

DECLARATIONS OF MEMBER’S INTERESTS
No interests were declared.

D

MINUTES FROM THE MEETING HELD ON 15th November 2012
The minutes of the meeting held on 15th November 2012 were agreed as
an accurate record of the meeting proceedings with the correction of:
•
•

on the first line of page 3 “he have” should read “he had”;
on page 8 “practice on termination of pregnancy challenges have
resolved” should read “following an external review the Care
Quality Commission have resolved the issue with the termination of
pregnancy records at a Wirral provider”.

Matters Arising/Actions
•

Jenny Dodd advised the Governing Body that district nurses will be Jenny Dodd
invited to the next quarterly diabetes meeting taking place at the
end of January 2013

All actions arising from previous meetings were confirmed as complete
with the exception of the following:
•

Alison Lee informed the Governing Body that the action
“requirements for cancer services to be incorporated into
discussions on community nursing and the public health aspect of
district nursing” has been subsumed by a larger issue of the Clinical
Commissioning Group’s current levels of dissatisfaction with
community services and decreased GP confidence across all three
localities in these services being delivered. A paper will be brought
Laura Marsh
to the March Governing Body meeting on this issue;

•

Laura Marsh informed the Governing Body that a process has
begun with Cheshire and Merseyside Commissioning Support Unit
to develop the annual status review. This will be an online portal
which will enable a collective review all the sources we look at to
develop our annual delivery plan. A plan has been produced for
the Commissioning Support Unit to deliver the product by
September 2013 and milestones have been put in place before this
to assure all is progressing. As part of the planning guidance from
the National Commissioning Board a data set was produced for
each Clinical Commissioning Group and Laura recommends GP
Governing Body members read this;
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•
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Laura Marsh informed the Governing Body that the Diabetes Local
Enhanced service is to be updated from April 2013 and discussions
will be held with Upton Village Surgery to join the local enhanced
service from this point. If the practice does not wish to be involved
in the updated service their relevant patients will be offered out to
another practice as part of the local enhanced service.

CLINICAL COMMISSIONING PRIORITY UPDATE – CANCER
Jeremy Perkins, the Governing Body lead/sponsor for cancer services,
reported that the paper presented to the Governing Body addresses the
request, following the paper received in July 2012, to consider further the
work around cancer prevention. Jeremy introduced Racheal Warner,
Clinical Lead for cancer to the Governing Body and the following points
from the report were highlighted:
•

As part of the two week referral project the “do not attend” rate of
patients for their two week/fast track appointment is currently
standing at 30% at the Countess of Chester Hospital NHS
Foundation Trust and will be investigated;

•

the focus for cancer work in 2013/14 will be the redesign of the
colorectal cancer pathway to meet our strategic priority of
providing care closer to home;

In response to questions from Mike Zeiderman, Gareth James, Pam Smith
and Chris Hannah, Jeremy and Racheal confirmed:
•

it is important that GPs explain to patients they are referring how
important it is that they attend their appointment and that patients
who are on the two week pathway are investigated until they
receive a diagnosis and that they are not just discharged when
cancer is not detected;

•

future cancer updates will include financial savings targets/some
financial modelling against the targets;

•

positive feedback was received from the Countess of Chester
Hospital NHS Foundation Trust breast cancer service quality visit.
There is an issue of relatively small numbers of patients using this
service so we will need to look at how the service can work in
partnership with a neighbouring trust. Views from our GP networks
will be obtained which can then be fed back to public health who
commission this service;

•

a standard item in all future clinical priority updates will be a All Governing
summary of where the clinical commissioning group are against Body
targets and some benchmarking information against other clinical Sponsors
commissioning groups.
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Alison Lee asked for the Governing Body members view on inviting the
Director of Public Health to attend Governing Body meetings as this will
provide crucial public health challenge and add to the debate. The
Governing Body agreed this would be helpful and Alison will progress Alison Lee
attendance at meeting with Caryn Cox, Director of Public Health.
The Governing Body noted the scope of current work around cancer
services.
90

PROGRAMME BUDGETING: AN APPROACH TO COMMISSIONING
MENTAL HEALTH SERVICES
Laura Millard, Governing Body lead for mental health, introduced Lesley
Singleton, Interim Mental Health, Dementia and learning Disabilities Lead
for the Clinical Commissioning Group to the Governing Body. Lesley
informed the meeting that she is attending today to explain the work that
has been carried out on commissioning mental health services via a
programme budgeting approach.
Programme budgeting is a health economics technique which looks
across the whole investment for an area of care. In West Cheshire the
approach being used, for mental health, is one which was used in
Oldham, to commission across whole care pathways rather than episodes
of care which ensures reduction in clinical variation in services that
patients are receiving and that there are no gaps in the pathways.
Significant work has been undertaken to map financial investment in West
Cheshire and the paper presented to the Governing Body begins to detail
some of that spend, looking at where the finance sits within the tiers of
service. Work is still ongoing and the focus at the moment is on the
£7million clinical commissioning group spend on continuing health care.
Following a presentation at the Joint Commissioning Committee in
December 2012 the local authority have agreed to join our approach and
as this has not been done in any other areas of the country West Cheshire
are leading the way.
An early “win”/advantage for the approach is the memory service initiative
which was initially undertaken to see if it could work on a programme
budgeting approach.
Some of the principles required as part of the pilot phase are detailed
under contract negotiations section of the paper presented. It has been
agreed for the Clinical Commissioning Group to add £951,000 back into
the Cheshire and Wirral Partnership NHS Foundation Trust contract and
put the saving target against the integrated provider approach rather than
just against the Trust.
In response to questions from Gareth James, Chris Hannah, Alison Lee,
Huw Charles-Jones and Jeremy Perkins, Lesley confirmed:
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•

the clinical commissioning group will provide non-recurrent support
of £1.3million to Cheshire and Wirral Partnership NHS Foundation
Trust against their contract. £1.3million will be saved through
programme budgeting;

•

future papers on programme budgeting for mental health will be Lesley
Singleton
more outcome focused;

•

GP representation is included on the mental health programme
budgeting group along with voluntary sector representation;

•

the programme budgeting approach does incentivise clinicians to
work across the whole pathway and for local services to work
differently;

•

the proposed programme assurance board would be a time limited
committee reporting to the Governing Body and will be chaired by a
Governing Body member to give the Governing Body assurance on
governance arrangements. Terms of reference for this board and Clare Dooley
all Governing Body sub-committees will be provided to the
Governing Body at their April meeting;

•

learning disability is not included in this pilot as it is purely for
mental health although as the pilot progresses this may be
included.

The Governing Body:
• agreed that Cheshire and Wirral Partnership NHS Foundation
Trust establish the Integrated Provider Hub for the duration of
the pilot;
• agreed that the pilot will run for a 12 month period where
financial risk will be managed jointly and accountability will
remain with the clinical commissioning group;
• agreed that a Programme Assurance Board be established to
govern the Integrated Provider Hub on behalf of the Governing
Body;
• agreed to the ‘principles to work to for 2013/14’ as part of the
contract negotiations for 2013/14 as outlined in the body of the
report.
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EPISODIC CARE: UPDATE ON INFLUENCING OUT-PATIENT
REFERRALS
Steve Pomfret informed the Governing Body that one of the clinical
commissioning group’s most significant challenges is the growth of activity
in outpatients.
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To address these issues a workshop was held at the Clinical Senate on
22nd November 2012 looking at the options available to address the
growth in outpatients and actions that could be undertaken in primary
care, in the community and in the acute sector. This was followed by
further discussion on how the member practices could influence outpatient
referrals, during the Membership Council held on 29th November 2013.
Laura Marsh reported that the paper presented to the Governing Body
includes two lists, the first is a list of options that received a favourable
response from the practices when discussed at the Membership Council
and the second a list of initial actions undertaken since the Membership
Council. Laura highlighted the following:
•

it had been agreed to reinstate the local Willaston model which
enables practices to look internally at their variation at referral to
clinicians and for peer review. It also allows for monitoring by the
clinical commissioning group;

•

in the Choose and Book system it is already possible within some
specialities that a request for advice rather than a referral can be
made. The clinical commissioning group is looking at rolling this
out further which will enable some patients to stay in the community
for treatment rather than have an outpatient referral.

•

a local consultant service, set up by GPs and based in the
community, as an alternative to hospital referral for certain
specialties. Other health economies have seen a reduction in follow
up
appointments
and
tests/investigations
through
the
commissioning of a local consultant service based outside of
hospital

The actions listed in the paper are due to be completed by the end of
January 2013 so that all processes are in place going forward in the next
financial year.
In response to a question from Alison Lee Laura confirmed:
•

there has been a regional increase in the North West of outpatient
referrals but West Cheshire stands out against peer clinical
commissioning groups. We are currently looking at modelling for
the next financial year which needs to be more sophisticated to
enable us to know when increases occur to enable us to respond in
a timely manner.

The Governing Body:
• endorsed the list of options for improving referrals arising from
the November Membership Council and the initial actions taken
following the Membership Council meeting;
th
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• considered any additional steps that are needed to improve the
quality of referrals following the meetings of the Senate and the
Membership Council.
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FEEDBACK FROM CLINICAL SENATE
Mike Zeiderman informed the Governing Body that he has been chairing
the Clinical Senate since October 2012 and the paper provided gives a
brief overview of the Senate’s work and to seek the views of the
Governing Body on how the outcomes of the Clinical Senate can be even
more influential in how local organisations, including the Clinical
Commissioning Group, take operational and strategic decisions.
Points raised in discussion were:
•

that discussions held at the Senate are not lost but are linked back
into the commissioning systems and that the appropriate actions are
taken in the appropriate committees and assurance back at the
Senate that these actions have been carried out.

•

formalise that the actions arising from the Senate are carried out.

•

the Senate is a clinical think tank and the Governing Body would not
receive feedback, as this should be provided to the hospital Trusts,
action groups etc.

•

feedback must be given to the Senate on the implication of any
actions they have made.

•

there is a need to strike a balance as this is a key arena where we
have local health economy and local authority together.

•

it would be useful to map what feeds into the Senate and what the
Senate then feeds into with the ideas it generates.

It was agreed that this issue could not be resolved today and further
discussion was needed which will be scheduled as a discussion item at
the February informal Governing Body meeting. The actions outlined in
the paper were not therefore considered or approved and deferred for a
future Governing Body meeting.
93

Jenny Dodd

Mike
Zeiderman

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

serious incidents are shown in a table in the report and are being
investigated by the respective provider and performance managed
by the Serious Incident Review Group serious incidents;
th
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•

Safeguarding children – the report from the unannounced Ofsted
inspection has now been published and Cheshire West were
determined to be adequate which is a significant step forward from
the last inspection in November 2010. Within the next 12 months
the partnership agencies that form the Local Safeguarding Children
Board will be inspected using a new framework that is due to be
published in January 2013. In order for the Cheshire West and
Chester partnership to maintain its rating of adequate, each partner
is required to be judged as at least adequate in their multi-agency
arrangements for the protection of children. A particular area of
focus for the clinical commissioning group is the development of
early support services for children and families;

•

Quality legacy documents – Paula and Alison Lee will be attending
an assembly with NHS Cheshire, Warrington and Wirral Primary
Care Trust on 11th February to receive the legacy documents;

•

Patient experience intelligence – a single repository for patient
experience information has been developed this will enable themes
to be identified and used to create reports. A detailed report of this
information can be found in appendix 1 to the report.

In response to questions from Pam Smith, Sheila Dilks, Alison Lee and
Andy McAlavey, Paula confirmed:
•

that the patient experience repository will be kept alive and retain
the themes it has. Paula is linked into the change from LINKS to
Health Watch along with the local authority;

•

Huw Charles-Jones and Alison Lee are attending a chief officer
partner workshop the following week to begin thinking about the
next Ofsted review and to obtain a joined up approach from all
services;

•

that the legacy handover is the clinical commissioning group
receiving back our own documents as this has been a fundamental
issue to be managed well by the clinical commissioning group since
it commenced;

•

any issues that arise outside of the current patient experience
themes will be looked at independently;

•

Claire Westmoreland from Western Avenue Medical Centre has
undertaken to consider what could be put in place in her own
practice to enable access to general practice for young people;

•

Paula and Rob Nolan will be meeting with Betsi Cadwaladr Health Paula Wedd /
Rob Nolan
Board as they have a different method of recording never events.
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The Governing Body:
• noted the information provided about the Serious Incidents
reported in October and November 2012 onto the Strategic
Executive Information;
• discussed the occurrence of Never Events and identify if any
further assurance or actions are required;
• noted the safeguarding children updates and identify if any
further assurance or actions are required;
• noted the safeguarding adults updates and risks and identify if
any further assurance or actions are required;
• noted 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;
• discussed the patient experience information provided and
noted the progress made in embedding the use of this
intelligence into our commissioning cycle.
94

FINANCE UPDATE – JANUARY 2013
Gareth James advised the Governing Body that the paper provided for
the meeting is an update on the financial position to the end of
November 2012 and to give an early indication of the financial outlook
for 2013/14.
At the end of November the clinical commissioning group is underspent
by £1.355 million and on course to deliver the year end surplus of
£2.033 million. This position will be delivered using all available reserves
and a significant underspend against the primary care prescribing
budget. The biggest risk continues to the over performance against
secondary healthcare contracts. At the end of November the over
performance is £5.6 million £3.5 million of which relates to the contract
with the Countess of Chester Foundation Trust.
It is currently forecast that there will be an underspend £3.8 million
against the primary care prescribing budget. This results form a
combination of factors including a number of drug price reductions and
the delay in implementation of prescribing of new oral anticoagulant and
dementia drugs. Gareth reported that the reported position was still
believed to be a prudent one.
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£1million has been factored in the budget for the likely cost of restitution
claims for continuing health care following the NHS Ombudsman’s ruling
on continuing healthcare. The financial risk associated with this is very
difficult to anticipate and further updates will be provided to the
Governing Body as the numbers become more accurate within this
financial year.
Clinical Commissioning Group allocations were announced in December
2012 based on Primary Care Trust historical spend. This is
disappointing as we were hoping for a fair shares allocation. NHS West
Cheshire Clinical Commissioning Group will receive an allocation of
£314.398 million, including £6.07 million running cost allowance. This
equates to approximately £1,200 per head of population. The 2013/14
financial plan is being drawn up. There remain several areas that need
to be resolved including funding for specialised services and primary
care locally enhanced services. An update on the development of the
plan including these funding issues will be provided to the governing
body in March 2013.
Our allocation currently includes £8million pounds for two practices that
have moved to another clinical commissioning group so our total will be
reduced by this amount.
An outline financial plan has to be submitted to the National
Commissioning Board by Friday 25th January 2013. A financial plan
update will be brought to the Governing Body meeting in March 2013
and will be signed off by the Governing Body at a special meeting in
April 2013.

Gareth James

In response to questions from Steve Pomfret, Chris Hannah and Huw
Charles-Jones, Gareth confirmed:
•

we cannot currently give the scale of the specialised commissioning
risk however it is hoped that we will know within the next few
weeks. We are discussing risk sharing for specialised
commissioning across the six neighbouring clinical commissioning
groups;

•

although risks are low for running costs there are still some
relatively large numbers still to be concluded;

•

the group’s allocation has been based on historical spend and
might not, therefore, not take account of our elderly population and
frail older people.
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The Governing Body:
• noted the financial position at the end of November 2012 along
with the likely financial outlook for 2013/14;
• agreed that the Senior Management Team will develop and
submit an outline 2013/14 plan on 25 January with details
provided to the governing body in March 2013.
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PERFORMANCE REPORT FOR PERIOD ENDING 31 OCTOBER 2012
Rob Nolan highlighted the following from the performance report provided
to the Governing Body:
•

Patients waiting in excess of 52 weeks – provisional figures for
November 2012 show Robert Jones and Agnes Hunt Orthopaedic
Hospital are showing five patients waiting in excess of 52 weeks. The
contracting team have worked with the Trust and significant
improvement has been made, there should be no patients waiting in
excess of 52 weeks by February 2013.

•

Stroke services – the contract standard has been breached for the Rob Nolan
first time this year in October 2012 and will be discussed with the
Countess of Chester Hospital NHS Foundation Trust at next contract
meeting (17th January 2013).

•

Reducing healthcare acquired infections – the Countess of Chester Rob Nolan
Hospital NHS Foundation Trust has breached against the indicator for
MRSA and this will be raised at the next contract meeting with the
Trust (17th January 2013).

•

Accident and Emergency Waiting Times – the target was missed in
October 2012 by 0.2% which reflects the pressure on Accident and
Emergency, the target in November did improve to over 95% and the
target was met during the busy Christmas period.

Rob agreed to provide feedback arising on the stroke services issue from
the contract meetings to Sheila Dilks.

Rob Nolan

Paula Wedd confirmed that due to evidence nationally stating that staying
on track for never events relies on the top three posts in a Trust and all Paula Wedd
three of these posts have changed in recent months in our local Trust this
will be raised as a concern at the next contract meeting (17th January
2013).
The Governing Body noted performance against the agreed
indicators at the end of October 2012 and agreed the
appropriateness of the actions that are being taken to address areas
of concern.
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CHIEF OFFICER’S BUSINESS REPORT
Alison Lee advised that the Chief Officer’s Business Report included:
•

Positive news about authorisation for the clinical commissioning
group which should give confidence in our ability to take on our health
improvement and financial responsibilities and to serve the people of
western Cheshire;

• Everyone Counts: Planning For Patients 2013/14:
-

planning guidance – we need to focus on both the national “must
do’s” and our own local health priorities;
our plan for 2013/14 will be presented at the April 2013 Governing
Body meeting;
quality premium - we will receive an additional 5% of our income Laura Marsh
next year if we achieve a range of quality indicators;

•

The clinical commissioning group have signed an agreement with the
commissioning support unit, there will be some savings in the
agreement due to efficiencies in scale operating across Cheshire and
Merseyside. A “time-out” session is planned with both senior teams;

•

Transfer of assets has been discussed at the clinical commissioning
group's audit committee and a further discussion will take place at the
next Audit Committee meeting planned for 4th April 2013. The
Governing Body will be asked to formally agree the transfer of assets
and liabilities at the Formal Governing Body Meeting in April 2013.
Gareth James

The Governing Body noted the contents of the report.
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CLINICAL COMMISSIONING GROUP POLICIES AND GOVERNANCE
DOCUMENTS: INFORMATION GOVERNANCE AND INFORMATION &
COMMUNICATIONS TECHNOLOGY POLICIES
Gareth James informed the Governing Body that the six policies provided
to the Governing Body included two clinical commissioning group and four
Information and Communications Technology policies. All six of the
policies have been discussed in some detail at the clinical commissioning
group’s audit committee in collaboration with the Senior Information
Governance Manager of Cheshire & Merseyside Commissioning Support
Unit. The six policies are:
•
•
•
•
•
•

Freedom of Information Act Policy
Subject Access Request Policy
Security Policy
Joint Primary Care Registration Authority Policy and Procedure
Network and Infrastructure File Server Policy
Laptop and Portable Devices and Remote Access Policy
th
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The Governing Body approved/ratified/adopted the six policies listed
above.
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MINUTES OF GOVERNING BODY SUB-COMMITTEES
The Governing Body noted the decisions made on their behalf by the SubCommittees and endorsed them.
ANY OTHER BUSINESS
No other items of business were received.
DATE AND TIME OF NEXT MEETING
Thursday 21st March 2013, 9.00am, The Conference Room, 4th Floor
West Cheshire College, Ellesmere Port, Cheshire

Minutes received by:
(Chairman)
Date

th

Minutes of the Clinical Commissioning Group Board meeting held on 17 January 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

14

West Cheshire Clinical Commissioning Group Governing Body
Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
Meeting Held on 15th November 2012
Page 4 80

Page 6 81

Action
Future clinical priority diabetes update reports will include a table of data
comparing ourselves to national data to enable the Clinical Commissioning
Group to track its results;

Owner
Laura
Millard /
Jenny
Dodd

The next clinical priority dementia update report to the Governing Body will Steve
include data from the Quality Incentive Scheme to advise the Governing Pomfret /
Body on performance.
James
Davies

Due Date
16/05/13

Complete

21/03/13

Meeting Held on 17th January 2013
Page 1 A

Action
Owner
A detailed response on respiratory care to be provided to the member of Laura
public who asked the question in the open forum.
Marsh

Due Date
21/03/13

Page 3 D

District nurses to be invited to the next quarterly diabetes meeting.

Jenny
Dodd

21/03/13

Page 3 D

A paper on reviewing community services to be provided to the March Laura
Formal Governing Body meeting.
Marsh

21/03/13

Page 4 89

All clinical priority update papers to include a summary of where we are at
against targets and some benchmarking against other Clinical
Commissioning Groups. Also a dashboard table including statistics and
finance information should be included.

21/03/13

Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

All
Governing
Body
Members

Complete

1

Page 5 89

The West Cheshire Director of Public Health to be invited to attend future
Governing Body meetings. Further consideration to be given to
formalising this arrangement for the Director of Public to be a member of
the Governing Body.

Alison Lee

Page 6 90

Future papers for programme budgeting for mental health to be more
outcome focused.

Lesley
Singleton

Page 6 90

Terms of reference for all Governing Body sub committees to be provided
to the April Formal Governing Body meeting.

Clare
Dooley

18/04/13

Page 8 92

Governance mapping of the Clinical Senate to be undertaken.

Jenny
Dodd

21/03/13

Page 8 92

Discussion/agreement from the Governing Body on the outputs from
Clinical Senate.

Mike
21/03/13
Zeiderman

Page 9 93

A meeting with Betsi Cadwaladr Health Board to be arranged to discuss Paula
21/03/13
the different methods of recording never events.
Wedd /
Rob Nolan

Page 11 94

A financial plan to be provided to the formal Governing Body meeting in
Gareth
March 2013 and the Governing Body will be asked to sign this, along with
James
the financial budget 2013/14, at the Formal (special) meeting in April 2013.

Page 12 95

Performance issues on stroke services, health care acquired infections
and consequences of the transition of the top three posts at the Countess
of Chester Hospital NHS Foundation Trust to be discussed at the contract
meeting on 17th January.

Paula
21/03/13
Wedd /
Rob Nolan

Page 12 95

Feedback to be provided to Sheila Dilks on issues arising from the stroke
services discussion at the contract meeting.

Rob Nolan 21/03/13

Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

21/03/13

21/03/13

2

Page 96 13

The Clinical Commissioning Group’s strategic plan to be provided to the
Formal Governing Body meeting in April 2013.

Laura
Marsh

18/04/13

Page 96 13

Transfer of assets (process) to be provided to Audit Committee on 4th April Gareth
2013 and the formal Governing Body approval of the transfer of assets James
and liabilities in April 2013.

21/03/13

Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013
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GOVERNING BODY REPORT
DATE OF MEETING:

21st March 2013

TITLE OF REPORT:

NHS West Cheshire Clinical Commissioning Group
response to Report of the Mid Staffordshire NHS
Foundation Trust Public Inquiry

KEY MESSAGES:

To provide an initial overview to the Governing Body of
the potential implications and actions required by the
Clinical Commissioning Group in response to the
recommendations from the Mid Staffordshire NHS
Foundation Trust Public Inquiry Report.

REPORT PREPARED BY:

Alison Lee
Chief Officer

NHS West Cheshire Clinical Commissioning Group response to Report of the Mid Staffordshire
NHS Foundation Trust Public Inquiry
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
RESPONSE TO REPORT OF THE MID STAFFORDSHIRE NHS
FOUNDATION TRUST PUBLIC INQUIRY
BACKGROUND
1.

2.

This paper provides an overview of the implications of the report of the Mid
Staffordshire NHS Foundation Trust public inquiry. It summarises the themes
of the report, recommendations from the NHS Commissioning Board and
explains how West Cheshire Clinical Commissioning Group (CCG) will develop
its response, and sets out the process for doing this.
The Inquiry report sets out 290 recommendations. Its overarching theme is
that a fundamental culture change is needed in the NHS to put patients
first. The recommendations cover five broad areas, highlighting the need
for:
•
•
•
•
•

3.

a structure of fundamental standards and measures of compliance;
openness, transparency and candour throughout the system underpinned
by statute;
improved support for caring, compassionate, and considerate nursing;
stronger healthcare leadership;
accurate, useful and relevant information.

West Cheshire Clinical Commissioning Group will review all aspects of its
work programme to identify what more needs to be done to address the
Francis recommendations, building on a range of actions which are already in
hand. As the first step in this process, the annex to this paper sets out an
initial analysis of the report’s recommendations under four categories;
•
•
•
•

those for which the NHS Commissioning Board has lead responsibility;
those which are subject to policy decisions by Government;
those which require action by all organisations;
and those which fall to other organisations.

4.

The Clinical Commissioning Group’s Governing Body will act as the
overarching governance group for the response. This will be supported by
matrix working with representation from all parts of the organisation.

5.

Members of the Governing Body are requested to:
•
•
•

welcome the publication of the public inquiry report;
note the recommendations set out in Annex A;
approve the proposed approach to developing the Clinical Commissioning
Group’s response.

NHS West Cheshire Clinical Commissioning Group response to Report of the Mid Staffordshire
NHS Foundation Trust Public Inquiry
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

2

AGENDA ITEM NO: WCCCGGB/13/03/99

REPORT OF THE MID STAFFORDSHIRE NHS FOUNDATION TRUST PUBLIC
INQUIRY
6.

This paper provides an initial overview for the Governing Body of the
implications for the West Cheshire Clinical Commissioning Group of the report
of the Mid Staffordshire NHS Foundation Trust public inquiry. It summarises the
themes of the report, explains how the Clinical Commissioning Group will
develop its considered response, and sets out the process for doing this.

7.

The previous government ordered an independent inquiry, led by Robert Francis
QC, into failings in the quality of care at Mid Staffs between 2005 and 2009. The
independent inquiry reported in 2010 and made a number of recommendations
for change in the Trust and the wider NHS.

8.

When the coalition government came to power, the Secretary of State, Andrew
Lansley, asked Robert Francis to undertake a further inquiry into the role of the
wider NHS system in the failures at the Trust, particularly the commissioning,
regulatory and supervisory bodies. The report of this formal public inquiry was
published on 6 February.

The Report of the Public Inquiry
9.

The Francis Report is presented in three volumes, which run to 1782 pages,
together with an executive summary. It tells the story of appalling suffering of
many patients, primarily caused by a serious failure on the part of a Trust Board
which did not listen sufficiently to its patients and staff or ensure the correction of
deficiencies brought to the Trust’s attention. It failed to tackle a culture involving a
tolerance of poor standards and a disengagement from managerial and
leadership responsibilities.

10.

The report refers to the many checks and balances in the NHS system which
should have prevented serious systemic failure of this sort but did not. A system
which ought to have picked up and dealt with a deficiency of this scale failed in its
primary duty to protect patients and maintain confidence in the healthcare system.
The report identifies numerous warning signs which should have alerted the
system to the problems developing at the Trust.

11.

Francis has said clearly that it should be patients, not numbers, which count. The
requirement for financial control, corporate governance, commissioning and
regulatory systems may be necessary, but it is not the system itself which will
ensure that the patient is put first day in and day out.

12.

The report sets out 290 recommendations but its single, overarching theme is
clear: that a fundamental culture change is needed in the NHS to put patients
first. Robert Francis highlighted five themes when he presented his report. These
covered the need for:

NHS West Cheshire Clinical Commissioning Group response to Report of the Mid Staffordshire
NHS Foundation Trust Public Inquiry
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013
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•
•
•
•
•

a structure of fundamental standards and measures of compliance;
openness, transparency and candour throughout the system underpinned by
statute;
improved support for caring, compassionate, and considerate nursing;
stronger healthcare leadership;
and accurate, useful and relevant information.

13. The report recommends that every NHS organisation should set out as soon as
practicable the extent to which it accepts the report’s recommendations; what it
intends to do to implement them; and to publish a report on progress at least
once a year.
Developing the Clinical Commissioning Group’s Response
14.

In view of the number and scope of the report’s recommendations, it is too early
to make a comprehensive assessment of its implications for the work of the
Clinical Commissioning Group. However, the Clinical Commissioning Group has
a duty to ensure the provision of a comprehensive health service and a duty to
secure continuous quality improvement. It is committed to promoting and
upholding the values, rights and pledges enshrined within the NHS Constitution
and to promoting equality and reducing health inequalities, putting patients and
the public at the heart of everything it does.

15.

How the Clinical Commissioning Group responds to the Francis Report will be
both a test of these duties and commitments and an opportunity for the Clinical
Commissioning Group to work with its partners to drive the required cultural
change in the NHS.

16.

This raises important implications for how the Clinical Commissioning Group
shapes its work programme. In particular, it will be important to consider:

17.

•

How the report’s key themes and recommendations will be addressed
through delivery of the Clinical Commissioning Group’s core business and
working with partner organisations;

•

how the cultural change recommended by Francis will be embedded in the
development of the Clinical Commissioning Group itself; and

•

the implications for the way the Clinical Commissioning Group itself
conducts its business.

The Clinical Commissioning Group already has a good deal of work under way
which is in line with the Francis Report recommendations. Key examples
include:

NHS West Cheshire Clinical Commissioning Group response to Report of the Mid Staffordshire
NHS Foundation Trust Public Inquiry
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013
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•
•
•
•
•
•
•

18.

developing a comprehensive vision for improved patient care over the next
few months

However, these actions are only the start of a much more comprehensive
response to the report. Every aspect of the Clinical Commissioning Group’s
work programme will now be reviewed to identify what more needs to be done.
As the first step in this process, the annex to this paper sets out an initial
analysis of the report’s recommendations under four categories:
•
•
•

19.

a range of actions and commitments to implement the NHS Commissioning
Board’s guidance, Everyone Counts;
a clear focus on quality, as evidenced in our documentation for
authorisation and shaped by the first Francis report;
the CCG plans to respond to the final report on Winterbourne View;
consideration of the publication of the vision and strategy for Nursing,
Compassion in Practice;
the development of the Clinical Commissioning Group’s Delivery Plan for
2013/14;
the implementation of the Clinical Commissioning Groups Organisational
Development Plan, as a key driver of cultural change;

those for which the NHS Commissioning Board has lead responsibility;
those which are subject to policy decisions by Government;
those which require action by all organisations; and those which fall to
other organisations.

The categories used in Annex A represent only an initial view. They will be
tested with partner organisations and further refined. The Clinical Commissioning
Group will contribute fully to the system response to the full range of
recommendations as well as acting on those for which it has lead responsibility.

Timescales
20.

In welcoming the Francis Report, the Prime Minister indicated that the
Government would respond to its recommendations before the end of March.

21.

It is proposed that the Clinical Commissioning Group should align its own initial
plan with the Government response. By the end of March it will set out in outline
terms how it will address each of the recommendations for which it has lead
responsibility.

22.

By July it will then publish a more detailed action plan setting out how the actions
will be implemented.

NHS West Cheshire Clinical Commissioning Group response to Report of the Mid Staffordshire
NHS Foundation Trust Public Inquiry
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013
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Programme Management and Governance
23.

The Governing Body will receive reports at each meeting on progress with the
actions to respond to the Francis recommendations, to give assurance that it is
driving the cultural changes required. The Governing Body is committed to
transparency and openness, holding bi-monthly meetings in public. It will receive
information, through the quality improvement report, which provide a clear focus
on quality and safety and on the things which matter most to patients.

24.

Paula Wedd, Head of Quality Improvement and Safeguarding will act as the
lead for co-ordinating the Clinical Commissioning Group’s response. However,
representatives from all parts of the organisation will also have a key role to play
in the response.

25.

By its very nature, the response cannot be managed as a discrete project or
programme. Rather, it must encompass all of the Clinical Commissioning
Group’s work, business processes, and the ways in which it operates. In light of
this, the Clinical Commissioning Group’s Governing Body will act as the
overarching governance group for the response with representation from all
parts of the organisation.

26.

Through this matrix working approach the five domains of the NHS Outcomes
Framework will be placed at the heart of the Clinical Commissioning Group’s
response, ensuring that it is focused on improving outcomes for patients. This
approach will be underpinned by our corporate decision making processes.

Recommendation
27.

Members of the Governing Body are asked to:
•

welcome the publication of the public inquiry report;

•

note the recommendations set out in Annex A;

•

approve the proposed approach to developing the Clinical Commissioning
Group’s detailed response.

Alison Lee
Chief Officer
March 2013

NHS West Cheshire Clinical Commissioning Group response to Report of the Mid Staffordshire
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Annex A
Initial analysis of the report’s recommendations
Action
1) Recommendations
for which NHS CB
has lead
responsibility

Recommendation no. and description
13. Standards should be divided into:
• Enhanced quality standards – such standards could set requirements higher than the
fundamental standards but be discretionary matters for commissioning and subject to
availability of resources;
• Developmental standards which set out longer term goals for providers – these would
focus on improvements in effectiveness and are more likely to be the focus of
commissioners and progressive provider leadership than the regulator. All such
standards would require regular review and modification.
17. The NHS Commissioning Board together with Clinical Commissioning Groups should devise
enhanced quality standards designed to drive improvement in the health service. Failure to
comply with such standards should be a matter for performance management by commissioners
rather than the regulator, although the latter should be charged with enforcing the provision by
providers of accurate information about compliance to the public.
42. Strategic Health Authorities/their successors should, as a matter of routine, share
information on serious untoward incidents with the Care Quality Commission.
77. Monitor and the NHS Commissioning Board should review the resources and facilities made
available for the training and development of governors to enhance their independence and
ability to expose and challenge deficiencies in the quality of the foundation trust‟s services.
91. The Department of Health and NHS Commissioning Board should consider what steps are
necessary to require all NHS providers, whether or not they remain members of the NHS
Litigation Authority scheme, to have and to comply with risk management standards at least as
rigorous as those required by the NHS Litigation Authority.
97. The National Patient Safety Agency‟s resources need to be well protected and defined.
Consideration should be given to the transfer of this valuable function to a systems regulator.
98. Reporting to the National Reporting and Learning System of all significant adverse incidents
7

Chapter
21

21

11

10

15

17

17
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Action

Recommendation no. and description
not amounting to serious untoward incidents but involving harm to patients should be mandatory
on the part of trusts.

Chapter

99. The reporting system should be developed to make more information available from this
source. Such reports are likely to be more informative than the corporate version where an
incident has been properly reported, and invaluable where it has not been.

17

100. Individual reports of serious incidents which have not been otherwise reported should be
shared with a regulator for investigation, as the receipt of such a report may be evidence that the
mandatory system has not been complied with.

17

101. While it may be impracticable for the National Patient Safety Agency or its successor to
have its own team of inspectors, it should be possible to organise for mutual peer review
inspections or the inclusion in Patient Environment Action Team representatives from outside
the organisation. Consideration could also be given to involvement from time to time of a
representative of the Care Quality Commission.

17

102. Data held by the National Patient Safety Agency or its successor should be open to
analysis for a particular purpose, or others facilitated in that task.

17

103. The National Patient Safety Agency or its successor should regularly share information with
Monitor.

17

104. The Care Quality Commission should be enabled to exploit the potential of the safety
information obtained by the National Patient Safety Agency or its successor to assist it in
identifying areas for focusing its attention. There needs to be a better dialogue between the two
organisations as to how they can assist each other.

17

105. Consideration should be given to whether information from incident reports involving deaths
in hospital could enhance consideration of the hospital standardised mortality ratio.

17

123. GPs need to undertake a monitoring role on behalf of their patients who receive acute
hospital and other specialist services. They should be an independent, professionally qualified
check on the quality of service, in particular in relation to an assessment of outcomes. They
need to have internal systems enabling them to be aware of patterns of concern, so that they do

7

8
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Action

Recommendation no. and description
not merely treat each case on its individual merits. They have a responsibility to all their patients
to keep themselves informed of the standard of service available at various providers in order to
make patients‟ choice reality. A GP‟s duty to a patient does not end on referral to hospital, but is
a continuing relationship. They will need to take this continuing partnership with their patients
seriously if they are to be successful commissioners.

Chapter

124. The commissioner is entitled to and should, wherever it is possible to do so, apply a
fundamental safety and quality standard in respect of each item of service it is commissioning. In
relation to each such standard, it should agree a method of measuring compliance and redress
for non-compliance. Commissioners should consider whether it would incentivise compliance by
requiring redress for individual patients who have received substandard service to be offered by
the provider. These must be consistent with fundamental standards enforceable by the Care
Quality Commission.

7

125. In addition to their duties with regard to the fundamental standards, commissioners should
be enabled to promote improvement by requiring compliance with enhanced standards or
development towards higher standards. They can incentivise higher standards either financially
or by other means designed to enhance the reputation and standing of clinicians and the
organisations for which they work.

7

126. The NHS Commissioning Board and local commissioners should develop and oversee a
code of practice for managing organisational transitions, to ensure the information conveyed is
both candid and comprehensive. This code should cover both transitions between
commissioners, for example as new clinical commissioning groups are formed, and guidance for
commissioners on what they should expect to see in any organisational transitions among their
providers.

7

127. The NHS Commissioning Board and local commissioners must be provided with the
infrastructure and the support necessary to enable a proper scrutiny of its providers‟ services,
based on sound commissioning contracts, while ensuring providers remain responsible and
accountable for the services they provide.

7

128. Commissioners must have access to the wide range of experience and resources
necessary to undertake a highly complex and technical task, including specialist clinical advice
and procurement expertise.

7

9
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Action

Recommendation no. and description
129. In selecting indicators and means of measuring compliance, the principal focus of
commissioners should be on what is reasonably necessary to safeguard patients and to ensure
that at least fundamental safety and quality standards are maintained. This requires close
engagement with patients, past, present and potential, to ensure that their expectations and
concerns are addressed.
130. Commissioners – not providers – should decide what they want to be provided. They need
to take into account what can be provided, and for that purpose will have to consult clinicians
both from potential providers and from elsewhere, and to be willing to receive proposals, but in
the end it is the commissioner whose decision must prevail.

Chapter
7

7

131. Commissioners need, wherever possible, to identify and make available alternative sources
of provision. This may mean that commissioning has to be undertaken on behalf of consortia of
commissioning groups to provide the negotiating weight necessary to achieve a negotiating
balance of power with providers.

7

132. Commissioners must have the capacity to monitor the performance of every commissioning
contract on a continuing basis during the contract period:
• Such monitoring may include requiring quality information generated by the provider.
Commissioners must also have the capacity to undertake their own (or independent)
audits, inspections, and investigations. These should, where appropriate, include
investigation of individual cases and reviews of groups of cases.
• The possession of accurate, relevant, and useable information from which the safety and
quality of a service can be ascertained is the vital key to effective commissioning, as it is
to effective regulation.
• Monitoring needs to embrace both compliance with the fundamental standards and with
any enhanced standards adopted. In the case of the latter, they will be the only source of
monitoring, leaving the healthcare regulator to focus on fundamental standards.

7

7
133. Commissioners should be entitled to intervene in the management of an individual
complaint on behalf of the patient where it appears to them it is not being dealt with satisfactorily,
while respecting the principle that it is the provider who has primary responsibility to process and
respond to complaints about its services.
10
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Action

Recommendation no. and description
135. Commissioners should be accountable to their public for the scope and quality of services
they commission.
Acting on behalf of the public requires their full involvement and engagement:
• There should be a membership system whereby eligible members of the public can be
involved in and contribute to the work of the commissioners. [Need to work with DH on
this aspect]
• There should be lay members of the commissioner’s board.
• Commissioners should create and consult with patient forums and local representative
groups. Individual members of the public (whether or not members) must have access
to a consultative process so their views can be taken into account.
• There should be regular surveys of patients and the public more generally.
• Decision-making processes should be transparent: decision-making bodies should hold
public meetings.
• Commissioners need to create and maintain a recognisable identity which becomes a
familiar point of reference for the community.

Chapter
7

7

136. Commissioners need to be recognisable public bodies, visibly acting on behalf of the public
they serve and with a sufficient infrastructure of technical support. Effective local commissioning
can only work with effective local monitoring, and that cannot be done without knowledgeable
and skilled local personnel engaging with an informed public.

7

138. Commissioners should have contingency plans with regard to the protection of patients
from harm, where it is found that they are at risk from substandard or unsafe services.

8

139. The first priority for any organisation charged with responsibility for performance
management of a healthcare provider should be ensuring that fundamental patient safety and
quality standards are being met. Such an organisation must require convincing evidence to be
available before accepting that such standards are being complied with.

8

140. Where concerns are raised that such standards are not being complied with, a performance
management organisation should share, wherever possible, all relevant information with the
relevant regulator, including information about its judgement as to the safety of patients of the
healthcare provider.

8

141. Any differences of judgement as to immediate safety concerns between a performance
11
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Action

Recommendation no. and description
manager and a regulator should be discussed between them and resolved where possible, but
each should recognise its retained individual responsibility to take whatever action within its
power is necessary in the interests of patient safety.
142. For an organisation to be effective in performance management, there must exist
unambiguous lines of referral and information flows, so that the performance manager is not in
ignorance of the reality.

Chapter

8

8
143. Metrics need to be established which are relevant to the quality of care and patient safety
across the service, to allow norms to be established so that outliers or progression to poor
performance can be identified and accepted as needing to be fixed.
8
144. The NHS Commissioning Board should ensure the development of metrics on quality and
outcomes of care for use by commissioners in managing the performance of providers, and
retain oversight of these through its regional offices, if appropriate.
23 (CNO)
196. The Knowledge and Skills Framework should be reviewed with a view to giving explicit
recognition to nurses‟ demonstrations of commitment to patient care and ,in particular, to the
priority to be accorded to dignity and respect, and their acquisition of leadership skills.
23
198. Healthcare providers should be encouraged by incentives to develop and deploy reliable
and transparent measures of the culture health of front-line nursing workplace and teams, which
build on the experience and feedback of nursing staff using a robust methodology, such as the
“cultural barometer”.
23
203. A forum for all directors of nursing from both NHS and independent sector organisation
should be formed to provide a means for coordinating the leadership of the nursing profession.
23
205. Commissioning arrangements should require the boards of provider organisations to seek
and record the advice of its nursing director on the impact on the quality of care and patient
safety of any proposed major change to nurse staffing arrangements or provision facilities, and
to record whether they accepted or rejected the advice, in the latter case recording its reasons
for doing so.
23
208. Commissioning arrangements should require provider organisations to ensure by means of
identity labels and uniforms that a healthcare support worker is easily distinguishable from that
12
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Action

Recommendation no. and description

Chapter

of a registered nurse.
24
214. A leadership staff college or training system, whether centralised or regional, should be
created to; provide common professional training in management and leadership to potential
senior staff; promote healthcare considering for such roles; promote and research best
leadership practice in healthcare.
24
216. The leadership framework should be improved by increasing the emphasis given to patient
safety in the thinking of all in the health service. This could be done by, for example, creating a
separate domain for managing safety, or by defining the service to be delivered as a safe and
effective service.
23
217. A list should be drawn up of all the qualities generally considered necessary for a good and
effective leaders. This in turn could inform a list of competencies a leader would be expected to
have.
24
220. A training facility could provide the route through which an accreditation scheme could be
organised. Although this might be a voluntary scheme, at least initially, the objective should be to
require all leadership posits to be filled by persons who experience some shared training and
obtain the relevant accreditation, enhancing the spread of the common culture and providing the
basis for a regulatory regime.
26
244. There is a need for all to accept common information practices, and to feed information into
shared databases for monitoring purposes. The following principles should be applied in
considering the introduction of electronic patient information systems:
• Patients need to be granted user friendly, real time and retrospective access to read their
records, and a facility to enter comments. They should be enabled to have a copy of
records in a form useable by them, if they wish to have one. If possible, the summary care
record should be made accessible in this way.
• Systems should be designed to include prompts and defaults where this will contribute to
safe and effective care, and to accurate recording of information on first entry.
• Systems should include a facility to alert supervisors where actions which might be
expected have not occurred, or where likely inaccuracies have been entered.
• Systems should, where practicable and proportionate, be capable of collecting
performance management and audit information automatically, appropriately anonymised
13
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Action
•

•

Recommendation no. and description
direct from entries to avoid unnecessary duplication of input.
Systems should be designed by healthcare professionals in partnership with patient groups
to secure maximum professional and patient engagement in ensuring accuracy, utility
relevance, both to the needs of the individual patients and collective professional,
managerial and regulatory requirements.
Systems should be capable of reflecting changing needs and local requirements over and
above nationally required minimum standards.

Chapter

26
246. Department of Health/the NHS Commissioning Board/regulators should ensure that
provider organisations publish in their annual quality accounts information in a common form to
enable comparisons to be made between organisations, to include a minimum of prescribed
information about their compliance with fundamental and other standards, their proposals for the
rectification of any non-compliance and statistics on mortality and other outcomes. Quality
account should be required to contain the observations of commissioners, overview and scrutiny
committees and Local Healthwatch.
26
252. It is important that the appropriate steps are taken to enable properly anonymised data to
be used for managerial and regulatory purposes.
253. The information behind the quality and risk profile – as well as the ratings and methodology
– should be placed in the public domain, as far as is consistent with maintaining any legitimate
confidentiality of such information, together with appropriate explanations to enable the public to
understand the limitations of this tool.

26

26
254. While there are likely to be many different gateways offered through which patient and
public comments can be made, to avoid confusion, it would be helpful for there to be consistency
across the country in methods of access, and for the output to be published in a manner allowing
fair and informed comparison between organisations.
26
264. In the case of each specialty, a programme of development for statistics on the efficacy of
treatment should be prepared, published, and subjected to regular review.
26
265. The Department of Health, the Information Centre and the Care Quality Commission should
engage with each representative specialty organisation in order to consider how best to develop
comparative statistics on the efficacy of treatment in that specialty, for publication and use in
14
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performance oversight, revalidation, and the promotion of patient knowledge and choice.

Chapter
26

266. In designing the methodology for such statistics and their presentation, the Department of
Health, the Information Centre, the Care Quality Commission and the specialty organisations
should seek and have regard to the views of patient groups and the public about the information
needed by them.

2) Recommendations
which are subject to
policy decisions by
Government

26
267. All such statistics should be made available online and accessible through provider
websites, as well as other gateways such as the Care Quality Commission.
13. Standards should be divided into:
21
• Fundamental standards of minimum safety and quality – in respect of which noncompliance should not be tolerated. Failures leading to death or serious harm should
remain offences for which prosecutions can be brought against organisations. There should
be a defined set of duties to maintain and operate an effective system to ensure
compliance;
15. All the required elements of governance should be brought together into one comprehensive
standard. This should require not only evidence of a working system but also a demonstration
that it is being used to good effect.
16. The Government, through regulation, but after so far as possible achieving consensus
between the pubic and professional representatives, should provide for the fundamental
standards which should define outcomes for patients that must be avoided. These should be
limited to those matters that it is universally accepted should be avoided for individual patients
who are accepted for treatment by a healthcare provider.
18. It is essential that professional bodies in which doctors and nurses have confidence are fully
involved in the formulation of standards and in the means of measuring compliance.
19. There should be a single regulator dealing both with corporate governance, financial
compliance with patient safety and quality standards for all trusts.
20. The Care Quality Commission should be responsible for policing the fundamental standards,
through the development of its core outcomes, by specifying the indicators by which it intends to
monitor compliance with those standards It should be responsible not for directly policing
15

11

21

21

10

21
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compliance with any enhanced standards but for regulating the accuracy of information about
compliance with them.

Chapter

21. The regulator should have a duty to monitor the accuracy of information disseminated by
providers and commissioners on compliance with standards and their compliance with the
requirement of honest disclosure. The regulator must be willing to consider individual cases of
gross failure as well as systemic causes for concern.

21

22. The National Institute for Health and Clinical Excellence should be commissioned to
formulate standard procedures and practice designed to provide the practical means of
compliance, and indicators by which compliance with both fundamental and enhanced standards
can be measured. These measures should include both outcome and process based measures,
and should as far as possible build on information already available within the system or on
readily observable behaviour.

21

23. The measures formulated by the National Institute for Health and Clinical Excellence should
include measures not only of clinical outcomes, but of the suitability and competence of staff,
and the culture of organisations.
The standard procedures and practice should include evidence-based tools for establishing what
each service is likely to require as a minimum in terms of staff numbers and skill mix. This
should include nursing staff on wards, as well as clinical staff. These tools should be created
after appropriate input from specialties, professional organisations, and patient and public
representatives, and consideration of the benefits and value for money of possible staff: patient
ratios.

21

24. Compliance with regulatory fundamental standards must be capable so far as possible of
being assessed by measures which are understood and accepted by the public and healthcare
professionals.

21

25. It should be considered the duty of all specialty professional bodies, ideally together with the
National Institute for Health and Clinical Excellence, to develop measures of outcome in relation
to their work and to assist in the development of measures of standards compliance.

21

26. In policing compliance with standards, direct observance of practice, direct interaction with
patients, carers and staff, and audit of records should take priority over monitoring and audit of

9

16
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policies and protocols. The regulatory system should retain the capacity to undertake in-depth
investigations where these appear to be required.

Chapter

27. The healthcare systems regulator should promote effective enforcement by: use of a low
threshold of suspicion; no tolerance of non-compliance with fundamental standards; and
allowing no place for favourable assumptions, unless there is evidence showing that suspicions
are ill-founded or that deficiencies have been remedied. It requires a focus on identifying what is
wrong, not on praising what is right.

9

28. Zero tolerance: A service incapable of meeting fundamental standards should not be
permitted to continue. Brach should result in regulatory consequences attributable to an
organisation in the case of a system failure and to individual accountability where individual
professionals are responsible. Where serious harm or death has resulted to a patient as a result
of a breach of the fundamental standards, criminal liability should follow and failure to disclose
breaches of these standards to the affected patient (or concerned relative) and a regulator
should also attract regulatory consequences. Breaches not resulting in actual harm but which
have exposed patients to a continuing risk of harm to which they would not otherwise have been
exposed should also be regarded as unacceptable.

21

30. The healthcare regulator must be free to require or recommend immediate protective steps
where there is reasonable cause to suspect a breach of fundamental standards, even if it has
yet to reach a concluded view or acquire all the evidence. The test should be whether it has
reasonable grounds in the public interest to make the interim requirement or recommendation.

9

33. Insofar as healthcare regulators consider they do not possess any necessary interim powers,
the Department of Health should consider introduction of the necessary amendments to
legislation to provide such powers.

10

34. Where a provider is under regulatory investigation, there should be some form of external
performance management involvement to oversee any necessary interim arrangements for
protecting the public.

9

38. The Care Quality Commission should ensure as a matter of urgency that it has reliable
access to all useful complaints information relevant to assessment of compliance with
fundamental standards, and should actively seek this information out, probably via its local

11
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relationship managers. Any bureaucratic or legal obstacles to this should be removed.

Chapter

39. The Care Quality Commission should introduce a mandated return from providers about
patterns of complaints, how they were dealt with and outcomes.

11

40. It is important that greater attention is paid to the narrative contained in, for instance,
complaints data, as well as to the numbers.

11

53. Any change to the Care Quality Commission‟s role should be by evolution – any temptation
to abolish this organisation and create a new one must be avoided.

11

60. The Secretary of State should consider transferring the functions of regulating governance of
healthcare providers and the fitness of persons to be directors, governors or equivalent persons
from monitor to the Care Quality Commission.

11/10

61. A merger of system regulatory functions between Monitor and the Care Quality Commission
should be undertaken incrementally and after thorough planning. Such a move should not be
used as a justification for reduction of the resources allocated to this area of regulatory activity. It
would be vital to retain the corporate memory of both organisations.

11/10

64. The authorisation process should be conducted by one regulator, which should be equipped
with the relevant powers and expertise to undertake this effectively. With due regard to
protecting the public from the adverse consequences inherent to any reorganisation, the
regulation of the authorisation process and compliance with foundation trust standards should be
transferred to the Care Quality Commission, which should incorporate the relevant departments
of Monitor.

4

109. Methods of registering a comment or complaint must be readily accessible and easily
understood. Multiple gateways need to be provided to patients, both during their treatment and
after its conclusion, although all such methods should trigger a uniform process, generally led by
the provider trust.

3

110. Actual or intended litigation should not be a barrier to the processing or investigation of a
complaint at any level. It may be prudent for parties in actual or potential litigation to agree to a
stay of proceedings pending the outcome of the complaint, but the duties of the system to

3
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respond to complaints should be regarded as entirely separate from the considerations of
litigation.
113. The recommendations and standards suggested in the Patients Association‟s peer review
into complaints at the Mid Staffordshire NHS Foundation Trust should be reviewed and
implemented in the NHS.

Chapter

3

134. Consideration should be given to whether commissioners should be given responsibility for
commissioning patients‟ advocates and support services for complaints against providers.

7

137. Commissioners should have powers of intervention where substandard or unsafe services
are being provided, including requiring the substitution of staff or other measures necessary to
protect patients from the risk of harm. In the provision of the commissioned services, such
powers should be aligned with similar powers of the regulators so that both commissioners and
regulators can act jointly, but with the proviso that either can act alone if the other declines to do
so. The powers should include the ability to order a provider to stop provision of a service.

7

147. Guidance should be given to promote the coordination and cooperation between Local
Healthwatch, Health and Wellbeing Boards, and local government scrutiny committees.

6

178. The NHS Constitution should be revised to reflect the changes recommended with regard
to a duty of openness, transparency and candour, and all organisations should review their
contracts of employment, policies and guidance to ensure that, where relevant, they expressly
include and are consistent with above principles and these recommendations.

22

182. There should be a statutory duty on all directors of healthcare organisations to be truthful in
any information given to a healthcare regulator or commissioner, either personally or on behalf
of the organisation, where given in compliance with a statutory obligation on the organisation to
provide it.

22

185. There should be an increased focus in nurse training, education and professional
development on the practical requirements of delivering compassionate care in addition to the
theory. A system which ensures the delivery of proper standards of nursing requires;
• Selection of recruits to the professional who evidence the:
 Possession of the appropriate values, attitudes and behaviours;
19

23
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Ability and motivation to enable them to put the welfare of others above their own
interests;
 Drive to maintain, develop and improve their own standards and abilities; Intellectual
achievements to enable them to acquire through training and necessary technical
skills;
Training and experience in delivery of compassionate care;
Leadership which constantly reinforces values and standards of compassionate care;
Involvement in, and responsibility for, the planning and delivery of compassionate care;
Constant support and incentivisation which values nurses and the work they do through:
 Recognition and achievement;
 Regular, comprehensive feedback on performance and concerns;
 Encouraging them to report concerns and to give priority to patient well-being.

Chapter



•
•

186. Nursing training should be reviewed so that sufficient practical elements are incorporated to
ensure that a consistent standard is achieved by all trainees throughout the country. This
requires national standards.
188. The Nursing and Midwifery Council, working with universities, should consider the
introduction of an aptitude test to be undertaken by aspirant registered nurses at entry into the
profession, exploring, in particular, candidates‟ attitudes towards caring, compassion and other
necessary professional values.
189. The Nursing and Midwifery Council and other professional and academic bodies should
work towards a common qualification assessment/examination.
190. There should be national training standards for qualification as a registered nurse to ensure
that newly qualified nurses are competent to deliver a consistent standard of the fundamental
aspects of compassionate care.
197. Training and continuing professional development for nurses should include leadership
training at every level from student to director. A resource for nurse leadership training should be
made available for all NHS healthcare provider organisations that should be required under
commissioning arrangements by those buying healthcare services to arrange such training for
appropriate staff.
20

23

23

23

23
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200. Consideration should be given to the creation of a status of Registered Older Person‟s
Nurse.

Chapter
23

204. All healthcare providers and commissioning organisations should be required to have at
least one executive director who is a registered nurse, and should be encouraged to consider
recruiting nurses as non-executive directors.

23

206. The effectiveness of the newly positioned office of /chief Nursing Officer should be kept
under review to ensure the maintenance of a recognised leading representative of the nursing
profession as a whole, able and empowered to give independent professional advice to the
government on nursing issues of equivalent authority to that provided by the Chief Medical
Officer.

23

207. There should be a uniform description of healthcare support workers, with the relationship
with currently registered nurses made clear by the title.

23

209. A registration system should be created under which no unregistered person should be
permitted to provide for reward direct physical care to patients currently under the care and
treatment of a registered nurse or a registered doctor (or who are dependent on such care by
reason of disability and/or infirmity) in a hospital or care home setting. The system should apply
to healthcare support workers, whether they are working for the NHS or independent healthcare
providers, in the community, for agencies or as independent agents. (Exemptions should be
made for persons caring for members of their own family or those with whom they have a
genuine social relationship.)

23

210. There should be a national code of conduct for healthcare support workers.

23

211. There should be a common set of national standards for the education and training of
healthcare support workers.

23

212. The code of conduct, education and training standards and requirements for registration for
healthcare support workers should be prepared and maintained by the Nursing and Midwifery
Council after due consultation with all relevant stakeholders, including the Department of Health,
other regulators, professional representative organisations and the public.

23
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Chapter

215. A common code of ethics, standards and conduct for senior board-level healthcare leaders
and managers should be produced and steps taken to oblige all such staff to comply with the
code and their employers to enforce it.

24

218. Serious non-compliance with the code, and in particular, non-compliance leading to actual
or potential harm to patents, should render board-level leaders and managers liable to be found
not to be fit and proper persons to hold such positions by a fair and proportionate procedure,
with the effect of disqualifying them from holding such positions in future.

24

219. An alternative option to enforcing compliance with a management code of conduct, with the
risk of disqualification, would be to set up an independent professional regulator. The need for
this would be greater if it were thought appropriate to extend a regulatory requirement to wider
range of managers and leaders. The proportionality of such a step could be better assessed
after reviewing the experience of a licensing provision of directors.

24

221. Consideration should be given to ensuring that there is regulatory oversight of the
competence and compliance with appropriate standards by the boards of health and service
bodies which are not foundation trusts, of equivalent rigour to that applied to foundation trusts.

24

247. Healthcare providers should be required to lodge their quality accounts with all
organisations commissioning services from them, local Healthwatch, and all systems regulators.

26

257. The Information Centre should be tasked with the independent collection, analysis,
publication and oversight of healthcare information in England, or, with the agreement of the
devolved governments, the United Kingdom. The information functions previously held by the
National Patient Safety Agency should be transferred to the NHS Information Centre if made
independent.

26

259. The Information Centre, in consultation with the Department of Health, the NHS
Commissioning Board and the Parliamentary and Health Service Ombudsman, should develop a
means of publishing more detailed breakdowns of clinically related complaints.

26

260. The standards applied to statistical information about serious untoward incidents should be
the same as for any other healthcare information and in particular the principles around

26

22
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transparency and accessibility. It would, therefore, be desirable for the data to be supplied to,
and processed by, the Information Centre and, through them, made publicly available in the
same way as other quality related information.

Chapter

261. The Information Centre should be enabled to undertake more detailed statistical analysis of
its own than currently appears to be the case.

26

270. There is a need for a review by the Department of Health, the Information Centre and the
UK Statistics Authority of the patient outcome statistics, including hospital mortality and other
outcome indicators. In particular, there could be benefit from consideration of the extent to which
these statistics can be published in a form more readily useable by the public.

26

271. To the extent that summary hospital-level mortality indicators are not already recognised as
national or official statistics, the Department of Health and the Health and Social Care
Information Centre should work towards establishing such status for them or any successor
hospital mortality figures, and other patient outcome statistics, including reports showing
provider-level detail.

26

286. Impact and risk assessments should be made public, and debated publicly, before a
proposal for any major structural change to the healthcare system is accepted. Such
assessments should cover at least the following issues:
• What is the precise issue or concern in respect of which change is necessary?
Can the policy objective identified be achieved by modifications within the existing
structure?
• How are the successful aspects of the existing system to be incorporated and
continued in the new system?
• How are the existing skills which are relevant to the new system to be transferred
to it? How is the existing corporate and individual knowledge base to be
preserved, transferred and exploited?
• How is flexibility to meet new circumstances and to respond to experience built
into the new system to avoid the need for further structural change?
• How are necessary functions to be performed effectively during any transitional
period? What are the respective risks and benefits to service users and the public
and, in particular, are there any risks to safety or welfare?

19
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Chapter

287. The Department of Health should together with healthcare systems regulators take the lead
in developing through obtaining consensus between the public and healthcare professionals, a
coherent, and easily accessible structure for the development and implementation of values,
fundamental, enhanced and developmental standards as recommended in this report.

19

288. The Department of Health should ensure that there is senior clinical involvement in all
policy decisions which may impact on patient safety and well-being.
1. It is recommended that:
All commissioning, service provision regulatory and ancillary organisations in healthcare
should consider the findings and recommendations of this report and decide how to apply
them in their own work;
Each such organisation should announce at the earliest practicable time its decision on
the extent to which it accepts the recommendations and what it intends to do to
implement those accepted, and thereafter, on a regular basis but not less than once a
year, publish in a report information regarding its progress in relation to its planned
actions;
In addition to taking such steps for itself, the Department of Health should collate
information about the decisions and actions generally and publish on a regular basis but
not less than once a year the progress reported by other organisations;
The House of Commons Select Committee on Health should be invited to consider
incorporating into its reviews of the performance of organisations accountable to
Parliament a review of the decisions and actions they have taken with regard to the
recommendations in this report.

19
Introduction

20
2. The NHS and all who work for it must adopt and demonstrate a shared culture in which the
patient is the priority in everything done. This requires:
• A common set of core values and standards shared throughout the system;
• Leadership at all levels from ward to the top of the Department of Health, committed to
and capable of involving all staff with those values and standards;
• A system which recognises and applies the values of transparency, honesty and
candour;
• Freely available, useful, reliable and full information on attainment of the values and
standards;
24
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A tool or methodology such as a cultural barometer to measure the cultural health of all
parts of the system.

Chapter

21
4. The core values expressed in the NHS Constitution should be given priority of place and the
overriding value should be that patients are put first, and everything done by the NHS and
everyone associated with it should be informed by this ethos.
21
7. All NHS staff should be required to enter into an express commitment to abide by the NHS
values and the Constitution, both of which should be incorporated into the contracts of
employment.
21
8. Contractors providing outsourced services should also be required to abide by these
requirements and to ensure that staff employed by them for these purposes do so as well. These
requirements could be included in the terms on which providers are commissioned to provide
services.
20
11. Healthcare professionals should be prepared to contribute to the development of, and comply
with, standard procedures in the areas in which they work. Their managers need to ensure that
their employees comply with these requirements. Staff members affected by professional
disagreements about procedures must be required to take the necessary corrective action,
working with their medical or nursing director or line manager within the trust, with external
support where necessary. Professional bodies should work on devising evidence-based standard
procedures for as many interventions and pathways as possible.
2
12. Reporting of incidents of concern relevant to patient safety, compliance with fundamental
standards or some higher requirement of the employer needs to be not only encouraged but
insisted upon. Staff are entitled to receive feedback in relation to any report they make, including
information about any action taken or reasons for not acting.
9
14. In addition to the fundamental standards of service, the regulations should include generic
requirements for a governance system designed to ensure compliance with fundamental
standards, and the provision and publications of accurate information about compliance with the
fundamental and enhanced standards.
21
29. It should be an offence for death or serious injury to be caused to a patient by a breach of
25
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these regulatory requirements, or, in any other case of breach, where a warning notice in
respect of the breach has been served and the notice has not been complied with. It should be a
defence for the provider to prove that all reasonably practicable steps have been taken to
prevent a breach, including having in place a prescribed system to prevent such a breach.

Chapter

10
31. Where aware of concerns that patient safety is at risk, Monitor and all other regulators of
healthcare providers must have in place policies which ensure that they constantly review
whether the need to protect patients requires use of their own powers of intervention to inform a
decision whether or not to intervene, taking account of, but not being bound by, the views or
actions of other regulators.
10
32. Where patient safety is believed on reasonable grounds to be at risk, Monitor and any other
regulator should be obliged to take whatever action within their powers is necessary to protect
patient safety. Such action should include, where necessary, temporary measures to ensure
such protection while any investigation required to make a final determination is undertaken.
9
35. Sharing of intelligence between regulators needs to go further than sharing of existing
concerns identified as risks. It should extend to all intelligence which when pieced together with
that possessed by partner organisations may raise the level of concern. Work should be done on
a template of the sort of information each organisation would find helpful.
9
36. A coordinated collection of accurate information about the performance of organisations
must be available to providers, commissioners, regulators and the public, in as near real time as
possible, and should be capable of use by regulators in assessing the risk of non-compliance. It
must not only include statistics about outcomes, but must take advantage of all safety related
information, including that capable of being derived from incidents, complaints and
investigations.
11
41. The Care Quality Commission should have a clear responsibility to review decisions not to
comply with patient safety alerts and to oversee the effectiveness of any action required to
implement them. Information-sharing with the Care Quality Commission regarding patient safety
alerts should continue following the transfer of the National Patient Safety Agency‟s functions in
June 2012 to the NHS Commissioning Board.
6
43. Those charged with oversight and regulatory roles in healthcare should monitor media
26
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reports about the organisations for which they have responsibility.

Chapter
11

44. Any example of a serious incident or avoidable harm should trigger and examination by the
Care Quality Commission of how that was addressed by the provider and a requirement for the
trust concerned to demonstrate that the learning to be derived has been successfully
implemented.
4
68. No NHS trust should be given support to make an application to Monitor unless, in addition
to other criteria, the performance manager (the Strategic Health Authority cluster, the
Department of health team, or the NHS Trust Development Authority) is satisfied that the
organisation currently meets Monitor‟s criteria for authorisation and that it is delivering a
sustainable service which is, and will remain, safe for patients, and is compliant with at least
fundamental standards.
3
114. Comments or complaints which describe events amounting to a serious or untoward
incident should trigger an investigation.
3
118. Subject to anonymisation, a summary of each upheld complaint relating to patient care, in
terms agreed with the complainant, and the trust
‟s respons
website.
In any case where the complainant or, if different, the patient, refuses to agree, or for some
other reason publication of an upheld, clinically related complaint is not possible, the summary
3
should be shared confidentially with the Commissioner and the Care Quality Commission.
122. Large-scale failures of clinical service are likely to have in common a need for:
• Provision of prompt advice, counselling and support to very distressed and anxious
members of the public;
• Swift identification of persons of independence, authority and expertise to lead
investigations and reviews;
• A procedure for the recruitment of clinical and other experts to review cases;
• A communications strategy to inform and reassure the public of the processes being
adopted;
• Clear lines of responsibility and accountability for the setting up and oversight of such
reviews.
Such events are of sufficient rarity and importance and requiring of coordination of the activities
27
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Chapter

Board.
18
152. Any organisation which in the course of a review, inspection or other performance of its
duties, identifies concerns potentially relevant to the acceptability of training provided by a
healthcare provider, must be required to inform the relevant training regulator of those concerns.
18
153. The Secretary of State should by statutory instrument specify all medical education and
training regulators as relevant bodies for the purpose of their statutory duty to cooperate.
Information sharing between the deanery, commissioners, the General Medical Council, the
Care Quality Commission and Monitor with regard to patient safety issues must be reviewed to
ensure that each organisation is made aware of matters of concern relevant to their
responsibilities.
18
169. The Department of Health, through the National Quality Board, should ensure that
procedures are put in place for facilitating the identification of patient safety issues by training
regulators and cooperation between them and healthcare systems regulators.
22
173. Every healthcare organisation and everyone working for them must be honest, open and
truthful in all their dealings with patients and the public, and organisational and personal
interests must never be allowed to outweigh the duty to be honest, open and truthful.
22
177. Any public statement made by a healthcare organisation about its performance must be
truthful and not misleading by omission.
179. “Gagging clauses” or non disparagement clauses should be prohibited in the policies and
contracts of all healthcare organisations, regulators and commissioners; insofar as they seek, or
appear, to limit bona fide disclosure in relation to public interest issues of patient safety and
care.

22

22
180. Guidance and policies should be reviewed to ensure that they will lead to compliance with
Being Open, the guidance published by the National Patient Safety Agency.
23
191. Healthcare employers recruiting nursing staff, whether qualified or unqualified, should
assess candidates‟ values, attitudes and behaviours towards the well-being of patients and their
basic care needs, and care providers should be required to do so by commissioning and
28
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Chapter

regulatory requirements.
26

4) Recommendations
for which other
organisations have
lead responsibility

263. It must be recognised to be the professional duty of all healthcare professionals to
collaborate in the provision of information required for such statistics on the efficacy of treatment
in specialties.
3. The NHS Constitution should be the first reference point for all NHS patients and staff and
should set out the system‟s common values, as well as the respective rights, legitimate
expectations and obligations of patients.

21

5. In reaching out to patients, consideration should be given to including expectations in the NHS
Constitution that:
• Staff put patients before themselves;
• They will do everything in their power to protect patients from avoidable harm;
• They will be honest and open with patients regardless of the consequences for
themselves;
• Where they are unable to provide the assistance a patient needs, they will direct them
where possible to those who can do so;
• They will apply the NHS values in all their work.

21

6. The handbook to the NHS Constitution should be revised to include a much more prominent
reference to the NHS values and their significance.

21

9. The NHS Constitution should include reference to all the relevant professional and managerial
codes by which NHS staff are bound, including the Code of conduct for NHS Managers.

21

10. The NHS Constitution should incorporate an expectation that staff will follow guidance and
comply with standards relevant to their work, such as those produced by the National Institute
for Health and Clinical Excellence and, where relevant, the Care Quality Commission, subject to
any more specific requirements of their employers.

21

37. Trust Boards should provide, through quality accounts, and in a nationally consistent format,
full and accurate information about their compliance with each standard which applies to them.
To the extent that it is not practical in a written report to set out detail, this should be made
available via each trust‟s website. Reports should no longer be confined to reports on

11
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achievements as opposed to a fair representation of areas where compliance has not been
achieved. A full account should be given as to the methods used to produce the information.
To make or be party to a wilfully or recklessly false statement as to compliance with safety or
essential standards in the required quality account should be made a criminal offence.

Chapter

11
45. The Care Quality Commission should be notified directly of upcoming healthcare-related
inquests, either by trusts or perhaps more usefully by coroners.
11
46. The Quality and Risk Profile should not be regarded as a potential substitute for active
regulatory oversight by inspectors. It is important that this is explained carefully and clearly as
and when the public are given access to the information.
11
47. The Care Quality Commission should expand its work with overview and scrutiny
committees and foundation trust governors as a valuable information resource. For example, it
should further develop its current „sounding board events‟.
11
48. The Care Quality Commission should send a personal letter, via each registered body, to
each foundation trust governor on appointment, inviting them to submit relevant information
about any concerns to the Care Quality Commission.
11
49. Routine and risk-related monitoring, as opposed to acceptance of self-declarations of
compliance, is essential. The Care Quality Commission should consider its monitoring in relation
to the value to be obtained from:
• The Quality and Risk Profile; Quality Accounts;
• Reports from Local Healthwatch;
• New or existing peer review schemes;
• Themed inspections.
50. The Care Quality Commission should retain an emphasis on inspection as a central method
of monitoring non-compliance.

11

51. The Care Quality Commission should develop a specialist cadre of inspectors by thorough
training in the principles of hospital care. Inspections of NHS hospital care providers should be
led by such inspectors who should have the support of a team, including service user

11

30

AGENDA ITEM NO: WCCCGGB/13/03/99

Action

Recommendation no. and description
representatives, clinicians and any other specialism necessary because of particular concerns.
Consideration should be given to applying the same principle to the independent sector, as well
as to the NHS.

Chapter

11
52. The Care Quality Commission should consider whether inspections could be conducted in
collaboration with other agencies, or whether they can take advantage of any peer review
arrangements available.
11
54. Where issues relating to regulatory action are discussed between the Care Quality
Commission and other agencies, these should be properly recorded to avoid any suggestion of
inappropriate interference in the Care Quality Commission‟s statutory role.
55. The Care Quality Commission should review its processes as a whole to ensure that it is
capable of delivering regulatory oversight and enforcement effectively, in accordance with the
principles outlined in this report.
56. The leadership of the Care Quality Commission should communicate clearly and
persuasively its strategic direction to the public and to its staff, with a degree of clarity that may
have been missing to date.
57. The Care Quality Commission should undertake a formal evaluation of how it would detect
and take action on the warning signs and other events giving cause for concern at the Trust
described in this report, and in the report of the first inquiry, and open that evaluation for public
scrutiny.
58. Patients, through their user group representatives, should be integrated into the structure of
the Care Quality Commission. It should consider whether there is a place for a patients‟
consultative council with which issues could be discussed to obtain a patient perspective
directly.
59. Consideration should be given to the introduction of a category of nominated board members
from representatives of the professions, for example, the Academy of Medical Royal Colleges, a
representative of nursing and allied healthcare professionals, and patient representative groups.
62. For as long as it retains responsibility for the regulation of foundation trusts, Monitor should
31

11

11

11

11

11

11/10

AGENDA ITEM NO: WCCCGGB/13/03/99

Action

Recommendation no. and description
incorporate greater patient and public involvement into its own structures, to ensure this focus is
always at the forefront of its work.

Chapter

10
63. Monitor should publish all side letters and any rating issued to trusts as part of their
authorisation or licence.
4
65. The NHS Trust Development Authority should develop a clear policy requiring proof of
fitness for purpose in delivering the appropriate quality of care as a pre-condition to
consideration for support for a foundation trust application.
4
66. The Department of health, the NHS Trust Development Authority and Monitor should jointly
review the stakeholder consultation process with a view to ensuring that:
• Local stakeholder and public opinion is sought on the fitness of a potential applicant
NHS trust for foundation trust status and in particular on whether a potential applicant is
delivering a sustainable service compliant with fundamental standards;
• An accessible record of responses received is maintained;
• The responses are made available for analysis on behalf of the Secretary of State, and,
where an application is assessed by it, Monitor.
4
67. The NHS Trust Development Authority should develop a rigorous process for the
assessment as well as the support of potential applicants for foundation trust status. The
assessment must include as a priority focus a review of the standard of service delivered to
patients, and the sustainability of a service at the required standard.
4
69. The assessment criteria for authorisation should include a requirement that applicants
demonstrate their ability to consistently meet fundamental patient safety and quality standards at
the same time as complying with the financial and corporate governance requirements of a
foundation trust.
4
70. A duty of utmost good faith should be imposed on applicants for foundation trust status to
disclose to the regulator any significant information material to the application and to ensure that
any information is complete and accurate. This duty should continue throughout the application
process, and thereafter in relation to the monitoring of compliance.
4
71. The Secretary of State‟s support for an application should not be given unless he is satisfied
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that the proposed applicant provides a service to patients which is, at the time of his
consideration, safe, effective and compliant with all relevant standards, and that in his opinion it
is reasonable to conclude that the proposed applicant will continue to be able to do so for the
foreseeable future. In deciding whether he can be so satisfied, the Secretary of State should
have regard to the required public consultation and should consult with the healthcare regulator.

Chapter

4
72. The assessment for an authorisation of applicant for foundation trust status should include a
full physical inspection of its primary clinical areas as well as all wards to determine whether it is
compliant with fundamental safety and quality standards.
73. The Department of Health‟s regular performance reviews of Monitor (and the Care Quality
Commission) should include an examination of its relationship with the Department of Health
and whether the appropriate degree of clarity of understanding of the scope of their respective
responsibilities has been maintained.

10

10
74. Monitor and the Care Quality Commission should publish guidance for governors suggesting
principles they expect them to follow in recognising their obligation to account to the public, and
in particular in arranging for communication with the public served by the foundation trust and to
be informed of the public‟s views about the services offered.
10
75. The Council of Governors and the board of each foundation trust should together consider
how best to enhance the ability of the council to assist in maintaining compliance with its
obligations and to represent the public interest. They should produce an agreed published
description of the role of the governors and how it is planned that they perform it. Monitor and
the Care Quality Commission should review these descriptions and promote what they regard as
best practice.
10
76. Arrangements must be made to ensure that governors are accountable not just to the
immediate membership but to the public at large – it is important that regular and constructive
contact between governors and the public is maintained.
78. The Care Quality Commission and Monitor should consider how best to enable governors to
have access to a similar advisory facility in relation to compliance with healthcare standards as
will be available for compliance issues in relation to breach of a licence (pursuant to section 39A
of the National Health Service Act 2006 as amended) or other ready access to external
33
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Chapter

assistance.
10
79. There should be a requirement that all directors of all bodies registered by the Care Quality
Commission as well as Monitor for foundation trusts are, and remain, fit and proper persons for
the role. Such a test should include a requirement to comply with a prescribed code of conduct
for directors.
11
80. A finding that a person is not a fit and proper person on the grounds of serious misconduct or
incompetence should be a circumstance added to the list of disqualifications in the standard
terms of a foundation trust‟s constitution.
11
81. Consideration should be given to including in the criteria for fitness a minimum level of
experience and/or training, while giving appropriate latitude for recognition of equivalence.
10
82. Provision should be made for regulatory intervention to require the removal or suspension
from office after due process of a person whom the regulator is satisfied is not or is no longer a
fit and proper person, regardless of whether the trust is in significant breach of its authorisation
or licence.
83. If a “fit and proper person test” is introduced as recommended, Monitor should issue
guidance on the principles on which it would exercise its power to require the removal or
suspension or disqualification of directors who did not fulfil it, and the procedure it would follow
to ensure due process.

10

10
84. Where the contract of employment or appointment of an executive or non-executive director
is terminated in circumstances in which there are reasonable grounds for believing that he or
she is not a fit and proper person to hold such a post, licensed bodies should be obliged by the
terms of their licence to report the matter to Monitor, the Care Quality Commission and the NHS
Trust Development Authority.
10
85. Monitor and the Care Quality Commission should produce guidance to NHS and foundation
trusts on procedures to be followed in the event of an executive or non-executive director being
found to have been guilty of serious failure in the performance of his or her office, and in
particular with regard to the need to have regard to the public interest in protection of patients
and maintenance of confidence in the NHS and the healthcare system.
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Chapter
10

86. A requirement should be imposed on foundation trusts to have in place an adequate
programme for the training and continued development of directors.
13
87. The Health and Safety Executive is clearly not the right organisation to be focusing on
healthcare. Either the Care Quality Commission should be given power to prosecute 1974 Act
offences or a new offence containing comparable provisions should be created under which the
Care Quality Commission has power to launch a prosecution.
13
88. The information contained in reports for the Reporting of Injuries, Diseases and Dangerous
Occurrences Regulations should be made available to healthcare regulators through the serious
untoward incident system in order to provide a check on the consistency of trusts‟ practice in
reporting fatalities and other serious incidents.
89. Reports on serious untoward incidents involving death of or serious injury to patients or
employees should be shared with the Health and Safety Executive.
90. In order to determine whether a case is so serious, either in terms of the breach of safety
requirements or the consequences for any victims, that the public interest requires individuals or
organisations to be brought to account for their failings, the Health and Safety Executive should
obtain expert advice, as is done in the field of healthcare litigation and fitness to practise
proceedings.
92. The financial incentives at levels below level 3 should be adjusted to maximise the
motivation to reach level 3.
93. The NHS Litigation Authority should introduce requirements with regard to observance of the
guidance to be produced in relation to staffing levels, and require trusts to have regard to
evidence-based guidance and benchmarks where these exist and to demonstrate that effective
risk assessments take place when changes to the numbers or skills of staff are under
consideration. It should also consider how more outcome based standards could be designed to
enhance the prospect of exploring deficiencies in risk management, such as occurred at the
Trust.
94. As some form of running record of the evidence reviewed must be retained on each claim in
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order for these reports to be produced, the NHS Litigation Authority should consider
development of a relatively simple database containing the same information.

Chapter

15
95. As the interests of patient safety should prevail over the narrow litigation interest under which
confidentiality or even privilege might be claimed over risk reports, consideration should also be
given to allowing the Care Quality Commission access to these reports.
15
96. The NHS Litigation Authority should make more prominent in its publicity an explanation
comprehensible to the general public of the limitations of its standards assessments and of the
reliance which can be placed on them.
16
106. The Health Protection Agency and its successor, should coordinate the collection, analysis
and publication of information on each provider‟s performance in relation to healthcare
associated infections, working with the Health and Social Care Information Centre.
16
107. If the Health Protection Agency or its successor, or the relevant local director of public
health or equivalent official, becomes concerned that a provider’s management of healthcare
associated infections is or may be inadequate to provide sufficient protection of patients or public
safety, they should immediately inform all responsible commissioners, including the relevant
regional office of the NHS Commissioning Board, the Care Quality Commission and, where
relevant, Monitor, of those concerns. Sharing of such information should not be regarded as an
action of last resort. It should review its procedure to ensure clarity of responsibility for taking this
action.
108. Public Health England should review the support and training that health protection staff
can offer to local authorities and other agencies in relation to local oversight of healthcare
providers‟ infection control arrangements.
111. Provider organisations must constantly promote to the public their desire to receive and
learn from comments and complaints; constant encouragement should be given to patients and
other service users, individually and collectively, to share their comments and criticisms with the
organisation.
112. Patient feedback which is not in the form of a complaint but which suggests cause for
concern should be the subject of investigation and response of the same quality as a formal
36
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complaint, whether or not the informant has indicated a desire to have the matter dealt with as
such.

Chapter

3
115. Arms-length independent investigation of a complaint should be initiated by the provider
trust where any one of the following apply:
• A complaint amounts to an allegation of a serious untoward incident;
• Subject matter involving clinically related issues is not capable of resolution without
an expert clinical opinion;
• A complaint raises substantive issues of professional misconduct or the performance
of senior managers;
• A complaint involves issues about the nature and extent of the services
commissioned.

3

116. Where meetings are held between complainants and trust representatives or investigators
as part of the complaints process, advocates and advice should be readily available to all
complainants who want those forms of support.

3

117. A facility should be available to Independent Complaints Advocacy Services advocates
and their clients for access to expert advice in complicated cases.

3

119. Overview and scrutiny committees and Local Healthwatch should have access to detailed
information about complaints, although respect needs to be paid in this instance to respect for
patient confidentiality.

3

120. Commissioners should require access to all complaints information as and when complaints
are made, and should receive complaints and their outcomes on as near a real-time basis as
possible. This means commissioners should be required by NHS Commissioning Board to
undertake the support and oversight role of GPs in this area, and be given the resources to do
so.

3

121. The Care Quality Commission should have a means of ready access to information about
the most serious complaints. Their local inspectors should be charged with informing themselves
of such complaints and the detail underlying them.

3

145. There should be a consistent basic structure for Local Healthwatch throughout the country,
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Chapter

scrutiny.
6
146. Local authorities should be required to pass over the centrally provided funds allocated to
its Local Healthwatch, while requiring the latter to account to it for its stewardship of the money.
Transparent respect for the independence of Local Healthwatch should not be allowed to inhibit
a responsible local authority – or Healthwatch England as appropriate – intervening.
6
148. The complexities of the health service are such that proper training must be available to the
leadership of Local Healthwatch as well as, when the occasion arises, expert advice.
6
149. Scrutiny committees should be provided with appropriate support to enable them to carry
out their scrutiny role, including easily accessible guidance and benchmarks.
6
150. Scrutiny committees should have powers to inspect providers, rather than relying on local
patient involvement structures to carry out this role, or should actively work with those structures
to trigger and follow up inspections where appropriate, rather than receiving reports without
comment or suggestions for action.
6
151. MPs are advised to consider adopting some simple system for identifying trends in the
complaints and information they received from constituents. They should also consider whether
individual complaints imply concerns of wider significance than the impact on one individual
patient.
18
154. The Care Quality Commission and Monitor should develop practices and procedures with
training regulators and bodies responsible for the commissioning and oversight of medical
training to coordinate their oversight of healthcare organisations which provide regulated
training.
18
155. The General Medical Council should set out a standard requirement for routine visits to
each local education provider, and programme in accordance with the following principles:
• The Postgraduate Dean should be responsible for managing the process at the level of the
Local Educational Training Board, as part of overall deanery functions.
• The Royal Colleges should be enlisted to support such visits and to provide the relevant
specialist expertise where required.
• There should be lay or patient representation on visits to ensure that patient interests are
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maintained as the priority.
Such visits should be informed by all other sources of information and, if relevant,
coordinated with the work of the Care Quality Commission and other forms of review.
The Department of Health should provide appropriate resources to ensure that an effective
programme of monitoring training by visits can be carried out.
All healthcare organisations must be required to release healthcare professionals to support the
visits programme.
It should also be recognised that the benefits in professional development and dissemination of
good practice are of significant value.

Chapter

18
156. The system for approving and accrediting training placement providers and programmes
should be configured to apply the principles set out above.
18
157. The General Medical Council should set out a clear statement of what matters; deaneries
are required to report to the General Medical Council either routinely or as they arise. Reports
should include a description of all relevant activity and findings and not be limited to exceptional
matters of perceived non-compliance with standards.
Without a compelling and recorded reason, no professional in a training organisation interviewed
by a regulator in the course of an investigation should be bound by a requirement of
confidentiality not to report the existence of an investigation, and the concerns raised by or to the
investigation with his own organisation.
18
158. The General Medical Council should amend its standards for undergraduate medical
education to include a requirement that providers actively seek feedback from students and
tutors on compliance by placement providers with minimum standards of patient safety and
quality of care, and should generally place the highest priority on the safety of patients.
18
159. Surveys of medical students and trainees should be developed to optimise them as a
source of feedback of perceptions of the standards of care provided to patients. The General
Medical Council should consult the Care Quality Commission in developing the survey and
routinely share information obtained with healthcare regulators.
18
160. Proactive steps need to be taken to encourage openness on the part of trainees and to
protect them from any adverse consequences in relation to raising concerns.
18
39

AGENDA ITEM NO: WCCCGGB/13/03/99

Action

Recommendation no. and description
Chapter
161. Training visits should make an important contribution to the protection of patients:
• Obtaining information directly from trainees should remain a valuable source of information –
but it should not be the only method used.
• Visits to, and observation of, the actual training environment would enable visitors to detect
poor practice from which both patients and trainees should be sheltered.
• The opportunity can be taken to share and disseminate good practice with trainers and
management.
• Visits of this nature will encourage the transparency that is so vital to the preservation of
minimum standards.
18
162. The General Medical Council should in the course of its review of its standards and
regulatory process ensure that the system of medical training and education maintains as its first
priority the safety of patients. It should also ensure that providers of clinical placements are
unable to take on students or trainees in areas which do not comply with fundamental patient
safety and quality standards. Regulators and deaneries should exercise their own independent
judgement as to whether such standards have been achieved and if at any stage concerns
relating to patient safety are raised to the, must take appropriate action to ensure these
concerns are properly
addressed.

18

163. The General Medical Council‟s system of reviewing the acceptability of the provision of
training by healthcare providers must include a review of the sufficiency of the numbers and
skills of available staff for the provision of training and to ensure patient safety in the course of
training.

18

164. The Department of Health and the General Medical Council should review whether the
resources available for regulating Approved Practice Setting are adequate and, if not, make
arrangements for the provision of the same. Consideration should be given to empowering the
General Medical Council to charge organisations a fee for approval.

18

165. The General Medical Council should immediately review its approved practice settings
criteria with a view to recognition of the priority to be given to protecting patients and the public.

18

166. The General Medical Council should in consultation with patient interest groups and the
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settings criteria with a view in particular to provision for active exchange of relevant information
with the healthcare systems regulator, coordination of monitoring processes with others required
for medical education and training, and receipt of relevant information from registered
practitioners of their current experience in approved practice settings approved establishments.

Chapter

18
167. The Department of Health and the General Medical Council should review the powers
available to the General Medical Council in support of assessment and monitoring of approved
practice settings establishments with a view to ensuring that the General Medical Council (or if
considered to be more appropriate, the healthcare systems regulator) has the power to inspect
establishments, either itself or by an appointed entity on its behalf, and to require the production
of relevant information.
18
168. The Department of Health and the General Medical Council should consider making the
necessary statutory (and regulatory changes) to incorporate the approved practice settings
scheme into the regulatory framework for postgraduate training.
18
170. Health Education England should have a medically qualified director of medical education
and a lay patient representative on its board.
18
171. All Local Education and Training Boards should have a post of medically qualified
postgraduate dean responsible for all aspects of postgraduate medical education.
18
172. The Government should consider urgently the introduction of a common requirement of
proficiency in communication in the English language with patients and other persons providing
healthcare to the standard required for a registered medical practitioner to assume professional
responsibility for medical treatment of an English-speaking patient.
22
174. Where death or serious harm has been or may have been caused to a patient by an act or
omission of the organisation or its staff, the patient (or any lawfully entitled personal
representative or other authorised person) should be informed of the incident, given full
disclosure of the surrounding circumstances and be offered an appropriate level of support,
whether or not the patient or representative has asked for this information.
22
175. Full and truthful answers must be given to any question reasonably asked about his or her
past or intended treatment by a patient (or, if deceased, to any lawfully entitled personal
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Chapter

representative).
22
176. Any statement made to a regulator or a commissioner in the course of its statutory duties
must be completely truthful and not misleading by omission.
22
181. A statutory obligation should be imposed to observe a duty of candour:
On healthcare providers who believe or suspect that treatment or care provided by it to a
patient has caused death or serious injury to a patient to inform that patient or other duly
authorised person as soon as is practicable of that fact and thereafter to provide such
information and explanation as the patient reasonably may request;
On registered medical practitioners and registered nurses and other registered professionals
who believe or
suspect that treatment or care provided to a patient by or on behalf of any healthcare
provider by which they are employed has caused death or serious injury to the patient to
report their belief or suspicion to their employer as soon as is reasonably practicable.
The provision of information in compliance with this requirement should not of itself be evidence
or an admission of any civil or criminal liability, but non-compliance with the statutory duty should
entitle the patient to a remedy.
183. It should be made a criminal offence for any registered medical practitioner, or nurse, or
allied health professional or director of an authorised or registered healthcare organisation:
Knowingly to obstruct another in the performance of these statutory duties;
To provide information to a patient or nearest relative intending to mislead them about such
an incident;
Dishonestly to make an untruthful statement to a commissioner or regulator knowing or
believing that they are likely to rely on the statement in the performance of their duties.
184. Observance of the duty should be policed by the Care Quality Commission, which should
have powers in the last resort to prosecute in cases of serial non-compliance or serious and
wilful deception. The Care Quality Commission should be supported by monitoring undertaken
by commissioners and others.
187. There should be a national entry-level requirement that student nurses spend a minimum
period of time, at least three months, working on the direct care of patients under the supervision
42
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of a registered nurse. Such experience should include direct care of patients, ideally including
the elderly, and involve hands-on physical care. Satisfactory completion of this direct care
experience should be a pre-condition to continuation in nurse training. Supervised work of this
type as a healthcare support worker should be allowed to count as an equivalent. An alternative
would be to require candidates for qualification for registration to undertake a minimum period of
work in an approved healthcare support worker post involving the delivery of such care.

Chapter

23

192. The Department of Health and Nursing and Midwifery Council should introduce the concept
of a Responsible Officer for nursing, appointed by the accountable to, the Nursing and Midwifery
Council.
23
193. Without introducing a revalidation scheme immediately, the Nursing and Midwifery Council
should introduce common minimum standards for appraisal and support with which responsible
officers would be obliged to comply. They could be required to report to the Nursing and
Midwifery Council on their performance on a regular basis.

23

194. As part of a mandatory annual performance appraisal, each Nurse, regardless of workplace
setting, should be required to demonstrate in their annual learning portfolio and up-to-date
knowledge of nursing practice and its implementation. Alongside developmental requirements,
this should contain documented evidence of recognised training undertaken, including wider
relevant learning. It should also demonstrate commitment, compassion and caring for patients,
evidenced by feedback from patients and families on the care provided by the nurse. This
portfolio and each annual appraisal should be made available to the Nursing and Midwifery
Council, if required, as part of a nurse‟s revalidation process.
At the end of each annual assessment, the appraisal and portfolio should be signed by the nurse
as being an accurate and true reflection and be countersigned by their appraising manager as
being such.

23

195. Ward nurse managers should operate in a supervisory capacity, and not be office-bound or
expected to double up, except in emergencies as part of the nursing provision of the ward. They
should know about the care plans relating to every patient on his or her ward. They should make
themselves visible to patients and staff alike, and be available to discuss concerns with all,
including relatives, Critically, they should work alongside staff as a role model and mentor,
developing clinical competencies and leadership skills within the team. As a corollary, they
would monitor performance e and deliver training and/or feedback as appropriate, including a
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Chapter

robust annual appraisal.

23

199. Each patient should be allocated for each shift a named key nurse responsible for
coordinating the provision of the care needs for each allocated patient. The named key nurse on
duty should, wherever possible, be present at every interaction between a doctor and an
allocated patient.

23

201. The Royal College of Nursing should consider whether it should formally divide its “Royal
College” functions and its employee representative/trade union functions between two bodies
rather than behind internal “Chinese walls”.

23

202. Recognition of the importance of nursing representation at provider level should be given
by ensuring that adequate time is allowed for staff to undertake this role, and employers and
unions must regularly review the adequacy of the arrangements in this regard.

23

213. Until such time as the Nursing and Midwifery Council is charged with the recommended
regulatory responsibilities, the Department of Health should institute a nationwide system to
protect patients and care receivers from harm. This system should be supported by fair due
process in relation to employees in this grade who have been dismissed by employers on the
grounds of a serious breach of the code of conduct or otherwise being unfit for such a post.

12

222. The General Medical Council should have a clear policy about the circumstances in which a
generic compliant or report to be made to it, enabling a more proactive approach to monitoring
fitness to practice.

12

223. If the General Medical Council is to be effective in looking into generic complaints and
information it will probably need either greater resources, or better cooperation with the Care
Quality Commission and other organisations such as the Royal Colleges to ensure that it is
provided with the appropriate information.

12

224. Steps must be taken to systematise the exchange of information between the Royal
Colleges and the General Medical Council, and to issue guidance for use by employers of
doctors to the same effect.

12

225. The General Medical Council should have regard to the possibility of commissioning peer
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reviews pursuant to section 35 of the Medical Act 1983 where concerns are raised in a generic
way, in order to be advised whether there are individual concerns. Such reviews could be jointly
commissioned with the Care Quality Commission in appropriate cases.

12

226. To act as an effective regulator of nurse managers and leaders, as well as more front-line
nurses, the Nursing and Midwifery Council needs to be equipped to look at systemic concerns
as well as individual ones. It must be enabled to work closely with the systems regulators and to
share their information and analyses on the working of systems in organisations in which nurses
are active. It should not have to wait until a disaster has occurred to intervene with its fitness to
practise procedures. Full access to the Care Quality Commission information in particular is vital.

12

227. The Nursing and Midwifery Council needs to have its own internal capacity to assess
systems and launch its own proactive investigations where it becomes aware of concerns which
may give rise to nursing fitness to practise issues. It may decide to seek the cooperation of the
Care Quality Commission, but as an independent regulator it must be empowered to act on its
own if it considers it necessary in the public interest. This will require resources in terms of
appropriately expert staff, data systems and finance. Given the power of the registrar to refer
cases without a formal third party complaint, it would not appear that a change of regulation is
necessary, but this should be reviewed.

12

228. It is of concern that the administration of the Nursing and Midwifery Council, which has not
been examined by this Inquiry, is still found by other reviews to be wanting. It is imperative in the
public interest that this is remedied urgently. Without doing so, there is a danger that the
regulatory gap between the Nursing and Midwifery Council and the Care Quality Commission
will widen rather than narrow.

12

229. It is highly desirable that the Nursing and Midwifery Council introduces a system of
revalidation similar to that of the General Medical Council, as a means of reinforcing the status
and competence of registered nurses, as well as providing additional protection to the public. It
is essential that the Nursing and Midwifery Council has the resources and the administrative and
leadership skills to ensure that this does not detract from its existing core function of regulating
fitness to practise of registered nurses.

12

230. The profile of the Nursing and Midwifery Council needs to be raised with the public, who are
the prime and most valuable source of information about the conduct of nurses. All patients
45
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should be informed, by those providing treatment or care, of the existence and role of the
Nursing and Midwifery Council, together with contact details. The Nursing and Midwifery Council
itself needs to undertake more by way of public promotion of its functions.

Chapter

12

231. It is essential that, so far as practicable, Nursing and Midwifery Council procedures do not
obstruct the progress of internal disciplinary action in providers. In most cases it should be
possible, through cooperation, to allow both to proceed in parallel. This may require a review of
employment disciplinary procedures, to make it clear that the employer is entitled to proceed
even if there are pending Nursing and Midwifery Council proceedings.

12

232. The Nursing and Midwifery Council could consider a concept of employment liaison
officers, similar to that of the General Medical Council, to provide support to directors of nursing.
If this is impractical, a support network of senior nurse leaders will have to be engaged in filling
this gap.

12

233. While both the General Medical Council and the Nursing and Midwifery Council have highly
informative internet sites, both need to ensure that patients and other service users are made
aware at the point of service provision of their existence, their role and their contact details.

12

234. Both the General Medical Council and Nursing and Midwifery Council must develop
closer working relationships with the Care Quality Commission – in many cases there
should be joint working to minimise the time taken to resolve issues and maximise the
protection afforded to the public.

12

235. The Professional Standards Authority for Health and Social Care (PSA) (formerly the
Council for Healthcare Regulatory Excellence), together with the regulators under its
supervision, should seek to devise procedures for dealing consistently and in the public interest
with cases arising out of the same event or series of events but involving professionals regulated
by more than one body. While it would require new regulations, consideration should be given to
the possibility of moving towards a common independent tribunal to determine fitness to practise
25
issues and sanctions across the healthcare professional field.
236. Hospitals should review whether to reinstate the practice of identifying a senior clinician
who is in charge of a patient’s case, so that patients and their supporters are clear who is in
overall charge of a patient’s care.
46
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237. There needs to be effective teamwork between all the different disciplines and services that
together provide the collective care often required by an elderly patient; the contribution of
cleaners, maintenance staff, and catering staff also needs to be recognised and valued.
238. Regular interaction and engagement between nurses and patients and those close to them
should be systematised through regular ward rounds:
• All staff need to be enabled to interact constructively, in a helpful and friendly fashion, with
patients and visitors.
• Where possible, wards should have areas where more mobile patients and their visitors
can meet in relative privacy and comfort without disturbing other patients.
• The NHS should develop a greater willingness to communicate by email with relatives.
The currently common practice of summary discharge letters followed up some time later
with more substantive ones should be reconsidered.
• Information about an older patient‟s condition, progress and care and discharge plans
should be available and shared with that patient and, where appropriate, those close to
them, who must be included in the therapeutic partnership to which all patients are
entitled.
239. The care offered by a hospital should not end merely because the patient has surrendered
a bed – it should never be acceptable for patients to be discharged in the middle of the night, still
less so at any time without absolute assurance that a patient in need of care will receive it on
arrival at the planned destination. Discharge areas in hospital need to be properly staffed and
provide continued care to the patient.
240. All staff and visitors need to be reminded to comply with hygiene requirements. Any
member of staff, however junior, should be encouraged to remind anyone, however senior of
these.
241. The arrangements and best practice for providing food and drink to elderly patients requires
constant review, monitoring and implementation.
242. In the absence of automatic checking and prompting, the process of the administration of
medicine needs to be overseen by the nurse in charge of the ward, or his/her delegate. A
frequent check needs to be done to ensure that all patients have received what they have been
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Action

Recommendation no. and description
ward to another, or they are returned to the ward after treatment.

25

Chapter

243. The recording of routine observations on the ward should, where possible, be done
automatically as they are taken, with results being immediately accessible to all staff
electronically in a form enabling progress to be monitored and interpreted. If this cannot be
done, there needs to be a system whereby ward leaders and names nurses are responsible for
ensuring that the observations are carried out and recorded.

26

245. Each provider organisation should have a board level member with responsibility for
information.

26

248. Healthcare providers should be required to have their quality accounts independently
audited. Auditors should be a given a wider remit enabling them to use their professional
judgement in examining the reliability of all statements in the accounts.

26

249. Each quality account should be accompanied by a declaration signed by all directors in
office at the date of the account certifying that they believe the contents of the account to be
true, or alternatively a statement of explanation as to the reason any such director is unable or
has refused to sign such a declaration.

26

250. It should be a criminal offence for a director to sign a declaration of belief that the contents
of a quality account are true if it contains a misstatement of fact concerning an item of prescribed
information which he/she does not have reason to believe is true at the time of making the
declaration.

26

251. The Care Quality Commission and/or Monitor should keep the accuracy, fairness and
balance of quality accounts under review and should be enabled to require corrections to be
issued where appropriate. In the event of an organisation failing to take that action, the regulator
should be able to issue its own statement of correction.

26

255. Results and analysis of patient feedback including qualitative information need to be made
available to all stakeholders in as near “real time” as possible, even if later adjustments have to be
26
made.
256. A proactive system for following up patients shortly after discharge would not only be good
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Action

Recommendation no. and description
“customer service”, it would probably provide a wider range of responses and feedback on their
care.

Chapter
26

258. The Information Centre should continue to develop and maintain learning, standards and
consensus with regard to information methodologies, with particular reference to comparative
performance statistics.

26

262. All healthcare provider organisations, in conjunction with their healthcare professionals,
should develop and maintain systems which give them:
• Effective real-time information on the performance of each of their services against
patient safety and minimum quality standards;
• Effective real-time information of the performance of each of their consultants and
specialist teams in relation to mortality, morbidity, outcome and patient satisfaction.
In doing so, they should have regard, in relation to each service, to best practice for information
management of that service as evidenced by recommendations of the Information Centre, and
recommendations of specialist organisations such as the medical Royal Colleges.
The information derived from such systems should, to the extent practicable, be published and in
any event made available in full to commissioners and regulators, on request, and with
appropriate explanation, and to the extent that is relevant to individual patients, to assist in
choice of treatment.
268. Resources must be allocated to and by provider organisations to enable the relevant data
to be collected and forwarded to the relevant central registry.
269. The only practical way of ensuring reasonable accuracy is vigilant auditing at local level of
the data put into the system. This is important work, which must be continued and where
possible improved.
272. There is a demonstrable need for an accreditation system to be available for healthcarerelevant statistical methodologies. The power to create an accreditation scheme has been
included in the Health and Social Care Act 2012, it should be used as soon as practicable.
273. The terms of authorisation, licensing and registration and any relevant guidance should
oblige healthcare providers to provide all relevant information to enable the coroner to perform
49
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Action

Recommendation no. and description
his function, unless a director is personally satisfied that withholding the information is justified in
the public interest.

2

274. There is an urgent need for unequivocal guidance to be given to trusts and their legal
advisers and those handling disclosure of information to coroners, patients and families, as to
the priority to be given to openness over any perceived material interest.

14

275. It is of considerable importance that independent medical examiners are independent of the
organisation whose patients‟ deaths are being scrutinised.

14

276. Sufficient numbers of independent medical examiners need to be appointed and resourced
to ensure that they can give proper attention to the workload.

14

277. National guidance should set out standard methodologies for approaching the certification
of the cause of death to ensure, so far as possible, that similar approaches are universal.

14

278. It should be a routine part of an independent medical examiners‟ role to seek out and
consider any serious untoward incidents or adverse incident reports relating to the deceased, to
ensure that all circumstances are taken into account whether or not referred to in the medical
records.

14

279. So far as is practicable, the responsibility for certifying the cause of death should be
undertaken and fulfilled by the consultant, or another senior and fully qualified clinician in charge
of a patient‟s case or treatment.

14

280. Both the bereaved family and the certifying doctor should be asked whether they have any
concerns about the death or the circumstances surrounding it, and guidance should be given to
hospital staff encouraging them to raise any concerns they may have with the independent
medical examiner.

14

281. It is important that independent medical examiners and any others having to approach
families for this purpose have careful training in how to undertake this sensitive task in a manner
least likely to cause additional and unnecessary distress.

14

282. Coroners should send copies of relevant Rule 43 reports to the CQC.

14
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Action

Recommendation no. and description
283. Guidance should be developed for coroners
information about whether to hold an inquest into the death of a patient. This should include
contact with the patient’s family.

Chapter
‟ of
14

284. The Lord Chancellor should issue guidance as to the criteria to be adopted in the
appointment of assistant deputy coroners.

14

285. The Chief Coroner should issue guidance on how to avoid the appearance of bias when
assistant deputy coroners are associated with a party in a case.

19

289. Department of Health officials need to connect more to the NHS by visits, and most
importantly by personal contact with those who have suffered poor experiences. The
Department of Health could also be assisted in its work by involving patient/service user
representatives through some form of consultative forum within the Department.

19

290. Department of Health should promote a shared positive culture by setting an example in its
statements by being open about deficiencies, ensuring those harmed have a remedy, and
making information publicly available about performance at the most detailed level.
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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 dementia before they die.
About 3% (1,483) 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% (3,304).
Through the success of both the national and local
Commissioning for Quality and Innovation(CQUIN) as well
at the Quality Incentive Scheme for GPs there has been an
increase in the number of people being diagnosed with
dementia and then receiving appropriate treatment much
earlier.
We have implemented an improved service which means
that GPs are looking after more patients with dementia,
which will allow the specialist service to prescribe dementia
drugs to patients with mild to moderate dementia, as per
National Institute for Clinical Excellence guidance.
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CLINICAL COMMISSIONING PRIORITY UPDATE - DEMENTIA
INTRODUCTION
1.

2.

3.

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 we will focus on
over the next five years in order to improve health outcomes for our
patients.
This paper sets out the progress made on the agreed service
developments as well as updating on the performance of the national and
local Commissioning for Quality and Innovation (CQUINs). It also details
the plans for next year.
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.

STRATEGIC AIMS AND OUTCOMES
4.

West Cheshire Clinical Commissioning Group’s strategic plan for 2012-17
sets out what we want to achieve during that period:
4.1 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:
o a rapid and competent specialist assessment;
o an accurate diagnosis sensitively communicated
o treatment, care and support provided as needed following
diagnosis.
o a system with the capacity to see all new cases of dementia
4.2 Ensuring that people with dementia, while they have capacity, have
the opportunity to discuss and make decisions, together with their carer/s.
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5.

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.

6.

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

7.

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.

ADDITIONAL AIMS 2013/14
8.

All Clinical Commissioning Groups have been required to set two year
plans for increasing dementia diagnosis rates. This is a requirement
through the NHS Commissioning Board Everyone Counts Planning for
Patients 2013/14 guidance.

9.

The plans had to be set between 60% - 85% diagnosis rates. The
trajectories set for West Cheshire are 60% in year one and increasing to
75% in year two.

10.

By 2015, the Government are expecting up to 20 cities, towns and villages
to have signed up to become more dementia-friendly. We will be working
with our partners across West Cheshire to develop plans in the creation of
a dementia friendly community.

PROGESS SO FAR
Memory service redesign
11.

Specialist hospital and community mental health services for older people
are currently provided by Cheshire and Wirral Partnership NHS
Foundation Trust and it is responsible for the diagnosis of dementia and
prescription of dementia medication.

12.

It is estimated that there are approximately 10-15 patients per practice
who could be transferred back to the care of their GP (approximately 500
patients per annum). It has been agreed that specialist services will
review patients every 6 months to assess benefit and any deterioration
and will communicate to the GP details of the follow up assessment.

13.

The capacity created by the re-design has enabled the memory service to
prescribe dementia drugs to patients with mild to moderate dementia, as
per the National Institute for Clinical Excellence technical guidance.
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National Commissioning for Quality and Innovation
14.

The national dementia Commissioning for Quality and Innovation
incentivises hospitals to identify patients with dementia and other causes
of impaired cognition, alongside their other medical conditions.
Hospitalisation can give an opportunity to ensure proper diagnostic
assessment but also whilst in hospital and on discharge reasonable
adjustments can be made in patients care to take into account their
dementia. The pathway is summarised below and has three stages: Find,
Assess and Investigate, Refer (FAIR)

15.

Find: Identify all patients with a diagnosis of dementia.

16.

Assess and Investigate: carry out a diagnostic assessment including
investigations to determine whether the presence of a dementia is
possible.

17.

Refer: for specialist diagnostic assessment by a clinician with appropriate
skill or training.

18.

The Commissioning for Quality and Innovation payment is triggered by
90% compliance in each of the three stages (divided equally) in any three
consecutive months during 2012/13. This is an end of year calculation;
therefore data is not yet available for Countess of Chester Hospital NHS
Foundation Trust.

Local Commissioning for Quality and Innovation - Improving care for
inpatients with Dementia
19.

All patients with a suspected or existing diagnosis of dementia receive a
review by the specialist nurse in mental health

20.

All patients admitted as an inpatient with a suspected or existing diagnosis
of dementia in specific parts of the hospital are referred to the specialist
nurse in mental health to have their case reviewed and a plan of care put
in place.

21.

This is supporting the person with dementia to achieve the best possible
chance of returning to their original place of residence on discharge from
hospital.

22.

The innovation has introduced a system of shared learning across the
Countess of Chester Hospital NHS Foundation Trust and Cheshire and
Wirral Partnership NHS Foundation Trust as well as across community
and secondary care.

23.

Commissioning for Quality and Innovation data reported as at the end of
Quarter 3 12/13 shows that 85% patients admitted as an inpatient with a
suspected or existing diagnosis of dementia in identified areas were
referred to the specialist nurse in mental health.
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24.

Discharge data at end of quarter 3 shows:
•
•
•

11% of patients required a change in residence;
56% of patients returned to their original place of residence;
Remaining patients were still at Countess of Chester Hospital NHS
Foundation Trust or Ellesmere Port Hospital or excluded from the
current Commissioning for Quality and Innovation model.

Local Commissioning for Quality and Innovation - Dementia Assessment
Community Nursing.
25.

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.

26.

When a new patient presents with cognitive difficulties or is over 75 years
old, they are asked the following question: - Have you been more forgetful
in the past 12 months to the extent that is has affected your daily life? The
nurse will ask the patient’s carer if the patient lacks the ability to respond
(for whatever reason). If the response is yes the nurse will initiate a
referral for further assessment by the appropriate professional (e.g. a
G.P.)

27.

A referral to the mental health specialist service memory clinic is made if
physical causes of cognitive issues have been ruled out. This referral will
be recorded in the patient’s notes.

28.

If the carer situation is under strain at any point during the contact,
whether initially or during assessment, the lead health worker (i.e.
community nurses) will make a referral to appropriate support services
(i.e. local authority care provider services, and Alzheimer’s society)

29.

As part of the initiative patient experience is captured via a patient
experience survey.

Local Quality Incentive Scheme – Dementia case finding in primary care.
30.

The dementia case finding Quality Incentive Scheme indicator was
introduced in 2012/13 to explore variation in the number of patients on
general practice dementia registers.

31.

Patients aged 75 years and over, without a diagnosis of Dementia, are
asked the following screening question:
“Has the person been more forgetful in the last 12 months to the extent that it has
significantly affected their daily life?”

32.

If a positive answer is given then patients are assessed in primary care
using a validated assessment tool. The outcome of the assessment
determines if referral onto the memory service is required.
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33.

Twenty-two practices are undertaking this indicator, ten as a mandatory
indicator and 12 as an optional indicator. This was agreed on review of
benchmarked data in the Quality Dashboard.

34.

Whilst the purpose of the indicator is to encourage case finding, since its
introduction there have been 222 new dementia cases diagnosed
(between 01/06/2012 and 31/01/2013.)

35.

At the 31st January 2013, the 22 practices undertaking this indicator show
an overall increase in prevalence of 2.15%.

36.

The fourteen Practices who are not working on this indicator show a
0.76% decrease in prevalence overall.

37.

Current Clinical Commissioning Group achievement overall is 46% of
predicted diagnoses

Improving the environment of care for people with dementia
38.

An application was submitted to the Department of Health by Cheshire
West and Chester Council for funding to create dementia friendly respite,
reablement and rehabilitation facilities in West Cheshire.

39.

The scheme is based on the refurbishment of two Community Support
Centre sites:
•

Curzon House, Saltney, Chester which is a council owned two
storey building on the outskirts of Chester. The Centre offers a
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specialist dementia care service and respite care for 34 clients plus
20 day care places for people with dementia
•

Leftwich Green, Leftwich, Northwich which is a council owned two
storey building. The plan is to convert half of this building from
general provision to a local, high quality respite, re-ablement and
rehabilitation facility for people with dementia which will offer up to
15 beds and 20 day care places.

Dementia Friendly Communities
40.

People living with dementia want to remain independent for as long as
possible, and they want to have choice and control over their lives through
all stages of their dementia. With an early diagnosis and the right support
they can achieve this.

41.

The common misunderstandings about dementia – that it’s an inevitable
part of ageing and that nothing can be done to improve people’s lives –
prevents our communities and society from becoming more dementiafriendly and meeting the needs of people with dementia and their families.

42.

We are working with our partners across West Cheshire to plan our
approach to becoming a more dementia-friendly community. The
Alzheimer’s Society are taking the lead nationally, working with members
of the Dementia Action Alliance to create a formal dementia-friendly
recognition process that will make villages, towns and cities accountable
to people with dementia and their carers through local Dementia Action
Alliances. They will identify what is needed to be recognised as dementiafriendly. Only those places that meet their criteria will be granted
dementia-friendly community status.

NEXT STEPS
43.

In 2013/14 we will:
•

Ensure the strategic planning for dementia services is formally
linked into the Ageing Well workstream.

•

Build on existing plans to increase dementia diagnosis from 46% to
60% across primary care.

•

Support Cheshire West and Chester with the next phase of the
department of health bid to, “Improve the environment of care for
people with dementia”.

•

Work with partners to develop the plans around “Dementia Friendly
Communities”.
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•

Develop a local care pathway around severe and challenging
behaviour in dementia care.

RECOMMENDATIONS
44.

The Governing Body is asked to:
a)

note the progress made across the dementia work programme;

b)

support the details contained in the next steps for 2013/14

Lesley Singleton
Lead for Mental Health, Learning Disabilities and Dementia
March 2013
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Does this report / its recommendations have implications and
impact with regard to the following:
A.
Clinical Commissioning Group Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and
patient experience) – please outline impact
The 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
Non-compliance with NICE TAG was a risk, this paper outlines
for Governing Body that this is now being implemented

2.

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

Yes

Yes

Based on the trajectories set for 2013/14 and 2014/15 we will need to model
through the financial implications of the increased numbers.

Clinical Commissioning Priority Update – Dementia
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

8

AGENDA ITEM NO: WCCCGGB/13/03/100

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
Has this report been developed with clinical input and do local
clinicians support the report’s recommendations?
The service developments have relied on significant clinical engagement.
The mental health Local Enhance Service group, that has representation
from all practices in West Cheshire have been involved in the development
of the care pathway work. Secondary care clinicians have also been
involved and consulted on.

6.

Patient and Public Engagement
yes
This has been achieved through linking in with groups that have regular
engagement with patients and the public, particularly Age UK and Alzheimer
Society.
However more focused engagement is being planned for 2013/14
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GOVERNING BODY REPORT
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TITLE OF REPORT:

Clinical Commissioning Priority Update: Heart Disease

KEY MESSAGES:

NHS West Cheshire Clinical Commissioning Group has
identified heart disease as one of its six strategic clinical
priority areas.
In 2012-13 we have delivered several service improvements
including the commissioning of N-terminal pro b-type natriuretic
peptide (NTproBNP) heart failure testing for use in primary
care and specialist assessment two week echocardiogram
referrals.
Cardiac rehabilitation for heart failure patients will be available
from 1st April 2013.
The outline plans for 2013-14 will focus on improving patient
experience, prevention and self-care.
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Dr Lesley Appleton, Clinical Lead for Heart Disease
Paul Lynch, Planning & Performance Manager
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CLINICAL COMMISSIONING PRIORITY UPDATE - HEART DISEASE
INTRODUCTION
1.

NHS West Cheshire Clinical Commissioning Group has identified heart
disease 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 service developments in 2012-13 and their status
in terms of implementation.
Our outline plans for 2013-14 focus on
improving patient experience, prevention and self-care.

3.

We are committed to the aims specified in the NHS Outcomes Framework
and the projects aim to contribute to the achievement of our strategic
objectives.

HEART DISEASE COMPARATORS (see Appendix 1)
4.

Approximately 9,650 patients have been diagnosed with coronary heart
disease and 2,100 are on the heart failure register (Appendix 1, Graph 1).

5.

The death rate from heart disease in patients under the age of 75 years is
lower than the national average but similar to our statistical neighbours
(areas with similar patient profiles) and the rates are falling.

6.

Although death rates have been falling, coronary heart disease deaths are
driving the widening health inequalities between the most deprived areas
and the rest of the population due predominantly to differences in lifestyle
behaviour in our most deprived areas (Appendix 1, Graph 4).

7.

Public health measures to reduce smoking, improve diet and healthy
weight and reduce the average blood pressure will impact on health
inequalities along with reducing the number of people with undetected
raised blood pressure. A strong, collaborative working relationship with
colleagues in the local authority public health team will be required to
jointly address the health inequalities in our local health economy.

8.

Patients registered in GP practices within West Cheshire feel more
supported to manage their condition (of which heart disease may be one)
in comparison with patients within the North West as a whole or nationally
(Appendix 1, Graph 5).

9.

In terms of hospital activity, NHS West Cheshire Clinical Commissioning
Group performs well for cardiology outpatient attendances when
compared to our Office of National Statistics peer group with an average
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of 27.8 attendances per 1000 population against a peer group average of
34.1 per 1000 population and a national average of 36.1. (Appendix 1,
Graph 6).
10.

However, we are an outlier in first to follow up ratios for cardiology when
compared to our Office of National Statistics peer group with an average
first to follow up ratio of 1:2 against a peer group average of 1:1.3. (201112, NHS Comparators). This is being investigated as part of the work on
referral activity (Appendix 1, Graph 7).

11.

When considering the Clinical Commissioning Group’s performance in the
Quality Outcomes Framework (QOF) Indicators related to heart disease
and stroke, our member practices perform in a similar manner or better
than the rest of England (Appendix 1, Tables 1, 2, 3, 4 and 5).

IMPLEMENTATION AND PROGRESS AGAINST OUR STRATEGIC AIMS
AND OUTCOMES 2012-17 AND THE COMMISSIONING PLAN 2012-13
12.

West Cheshire Clinical Commissioning Group’s strategic plan for 2012-17
sets out what we want to achieve for heart disease and this is reflected in
the Commissioning Plan for 2012-13.
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13.

The implementation and progress of the heart disease work is detailed in the table below:

Heart Disease and Stroke Implementation and Progress
Work Area

Key Milestones
Achieved

Delivery
Date of
Milestones

Activity / outcomes

Measurable Benefits

Heart Failure
Pathway

Commission N-terminal
pro b-type natriuretic
peptide testing for heart
failure

April 2012

Between the 3rd April 2012
and 29th January 2013, 411
patients received an
NTproBNP test. Of these, 50
(12%) had a level greater than
2000pg/ml and 93 (22.2%)
were between 400pg/ml –
2000pg/ml. 268 (65.8%)
patients had a test result of
less than 400pg/ml. These
268 patients would previously
have been sent for a
diagnostic echocardiogram.

Commissioning of NTproBNP
testing will lead to a reduction of up
to 40% in the number of
echocardiograms for a diagnosis of
heart failure.

Commission 2 week
specialist assessment
for echocardiogram for
patients with a previous
MI or NTproBNP
>2000pg/ml

th

11 July
2012

Waiting times for direct access
echocardiograms are now
within the national six week
target.
In the 24 weeks the
assessment has been running,
the service has seen 58
patients who are a mix of
patients with a previous
Myocardial Infarction or an
NTproBNP level greater than
2000pg/ml.
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Patients identified as being at high
risk of heart failure can be referred
to the specialist assessment within
two weeks which will facilitate
earlier identification and
management of heart failure and
help reduce hospital admissions
(23% reduced risk per patent of
being admitted to hospital within the
first 6 months).
Increased GP confidence in
excluding heart failure.

4

Financial
Impact
Realised
Part Year
Effect
£18,358 for
NTproBNP
element of
pathway.
The
specialist
assessment
element of
the
pathway is
difficult to
measure as
it involves
avoiding
hospital
admissions
which is
difficult to
quantify at
this stage.

Estimated
Financial Impact
Full Year Effect

Potential savings
of £102,876 per
annum across the
heart failure
pathway
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Work Area

Key Milestones
Achieved

Delivery
Date of
Milestones

Activity / outcomes

Measurable Benefits

Financial
Impact
Realised
Part Year
Effect

Estimated
Financial Impact
Full Year Effect

31 patients have been
identified as having a cardiac
problem. 13 had Left
Ventricular Systolic Disfunction
(one of which required an
admission and was treated at
Liverpool Heart and Chest) the
remainder were referred to the
community heart failure
specialist nurse service. 18
patients had other conditions
including valve problems, atrial
fibrillation and ischaemic
problems such as angina.
27 patients were found to have
other conditions such as
respiratory conditions and
pulmonary hypertension.

Hypertension

Commission an
expanded cardiac
rehabilitation service to
incorporate a
programme for heart
failure patients
24 hour blood pressure
monitors distributed to
GP practices and
relevant personnel

Service due
to
commence
st
1 April
2013
Sept-Nov
2012

Only a few patients required
cardiology follow up.
N/A

The Countess of Chester
Hospital has reported a
reduction in the number of
tests being ordered by GP
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The provision of 24 hour
ambulatory blood pressure
monitors in primary care will
alleviate the need to send patients

5

Modelling indicated

that costs in
secondary care
could increase by
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Work Area

Key Milestones
Achieved

Delivery
Date of
Milestones

trained

Cardiology
One Stop
Shop

The outline business
case was submitted,
discussed and approved
by the Commissioning
Delivery Committee

December
2012

Project to deliver the
one stop shop has been
developed

January
2013,
estimated
delivery
date of one
stop shop
June 2013.
i.e. project
rolled over
to next
year’s
delivery
plan

Activity / outcomes

Measurable Benefits

practices since the 24 hour
blood pressure monitors have
been distributed

to secondary care for a 24 hour
ambulatory blood pressure test and
promote care closer to home.

N/A

A potential reduction in cardiology
out-patient follow up appointments
through the development of a
cardiology one stop shop.
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Financial
Impact
Realised
Part Year
Effect

N/A

Estimated
Financial Impact
Full Year Effect

approximately
£85,000 per
annum if no
action was taken.
The provision of
24 hour
ambulatory blood
pressure monitors
in primary care
will alleviate this
increase in costs.
Initial modelling
estimates that
savings in the
region of £59,000
per annum may
be achieved
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Work Area

Key Milestones
Achieved

Delivery
Date of
Milestones

Activity / outcomes

Measurable Benefits

Health
Check Local
Enhanced
service

Commencement of
Public Health Local
Enhanced Service to
deliver health checks to
targeted cohorts of
patients

August
2012

Quarter Two – 1096 people
were invited for a health check,
312 had a standard health
check, 510 had a targeted
health check (male aged 40-74
living in a deprived area) and
274 either did not respond,
declined to attend or had not
yet attended their appointment.
The data relating to targeted
health checks also includes a
number of female patients who
are not part of the targeted
cohort.

A national programme targeting
cohorts of patients that seeks to
address some of the health
inequalities and lifestyle related
conditions that impact on the
prevalence and incidence of heart
disease and stroke. This has the
aim of preventing where possible
causes of ill health, identifying and
treating as appropriate to contribute
to an increased quality of life and a
reduced life expectancy gap.

Financial
Impact
Realised
Part Year
Effect
Nil

Estimated
Financial Impact
Full Year Effect

Nil

Cost neutral

Quarter Three - 1234 people
were invited for a health check,
763 had a standard health
check, 269 had a targeted
health check and 202 either
did not respond, declined to
attend or had not yet attended
their appointment. This data
does not include female
patients.
Stroke
Services

Commission Stroke
Early Supported
Discharge

September
2012

In the first 13 weeks of
operation the Early Support
Discharge Team has accepted
29 patients; 18 from the acute
Stroke unit and 9 from the
Stroke Rehabilitation Unit and
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The Warrington Stroke
Categorisation System has been
adopted to measure the reduction
in expected length of stay. The
reduction in length of stay
measured across the 29 patients

7

This is a national
programme which
Public Health is
delivering. A
recent Cochrane
review highlighted
concerns about
the benefits of the
health check
programme in
terms if impact on
mortality and
morbidity and any
positive economic
benefits. Further
evidence
gathering is
probably required
regarding this
model to inform
future practice.
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Work Area

Stroke
Services

Key Milestones
Achieved

Integrated stroke wards

Delivery
Date of
Milestones

Activity / outcomes

Measurable Benefits

two from other local hospitals
including Arrow Park and
Clatterbridge hospital. This
equates to 36.6% of stroke
patients, who attend the
Countess of Chester hospital
for Stroke, based on 2011
figures.
100% of patients were
contacted by a member of the
ESD Team within 24 hours of
discharge; 100% of patients
from Countess of Chester
Hospitals were met on the
ward prior to leaving hospital
and introduced to the service
by a member of the team.

accepted into the service to date
equals 680.4 days.
The team have been involved in
sharing the social package of care
with social services for
approximately 35% of patients and
within this we have seen a
reduction in the number of calls and
carers required for on-going
packages of care.
Patient evaluations of the service
have shown that 98.5% of patients
reported they were ‘Very Satisfied’
or ‘Satisfied’ with the service they
received, with 80% of patients
rating the service as ‘Excellent’.
This rating covers all aspects of
care in a 10 point questionnaire.
Carer feedback shows 97.5% of
Carers reported they were ‘Very
Satisfied’ / ‘Satisfied’ with the
service they receive with 100% of
carers rating the overall quality of
the service as ‘Excellent’.
Improved patient experience as
patient would receive their care in
one place rather than be
transferred to Ellesmere Port for
their rehabilitation.

The proposals from the
Countess of Chester Hospital
to develop a combined Acute
and Rehabilitation Stroke Unit
by closing the Stroke
Rehabilitation Unit at
Ellesmere Port Hospital are
still under discussion. An
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Financial
Impact
Realised
Part Year
Effect

Estimated
Financial Impact
Full Year Effect

Nil

Cost neutral
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Work Area

Stroke
Services

Key Milestones
Achieved

Transient Ischaemic
Attack service
improvements

Delivery
Date of
Milestones

Ongoing

Activity / outcomes

action plan has been written,
and a joint management
arrangement for therapy staff
between Cheshire and Wirral
Partnership and the Countess
is under development.
A new template was
developed for GP practices
and Out of Hours service and
is operational allowing GPs to
grade the risk of the Transient
Ischaemic Attack. The high
risk clinic at the Countess of
Chester Hospital is now
operational across the whole
week, with new Saturday and
Sunday clinic times.
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Measurable Benefits

Financial
Impact
Realised
Part Year
Effect

Estimated
Financial Impact
Full Year Effect

Patients will be seen in a more
timely manner following a Transient
Ischaemic Attack allowing
appropriate treatment. This should
contribute to a reduction in the
exacerbation of the patient’s
condition.

Nil

Cost neutral
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14.

With regards to hypertension there was some concern expressed by
member practices that using the 24 hour blood pressure monitors in
general practice would need additional capacity. An initial viability
assessment (IVA) was produced that proposed the development of a local
enhanced service whereby GP practices would receive funding to
undertake the use of the monitors to diagnose hypertension in line with
NICE guidelines. However, after discussion with the Network and the
Clinical Lead for Heart Disease, the IVA was not pursued.

15.

It should be noted however that a possible risk remains whereby some of
these GP practices refer patients to secondary care for the diagnostic test
rather than undertake it within their GP practice. The number of 24 hour
blood pressure monitor tests ordered from secondary care and the source
of these tests will continue to be monitored.

PATIENT EXPERIENCE AND ENGAGEMENT
16.

A Patient Experience Intelligence Report was developed in December
2012 which collated patient experience information from a number of
sources including local NHS providers, local GP practices, Patient Advice
and Liaison Services, public engagement events and road shows, patient
stories, focus groups, patient websites and the citizen’s jury.

17.

The report indicated that people with heart disease would like more
information on signs and symptoms of heart disease and timely referrals
to follow up care. The patient intelligence also found that patients would
like more information about their care along with information on support
groups and networks.

18.

Following the Patient Experience Intelligence Report, the Clinical Lead for
Heart Disease and the Project Lead met with the Chester Heart Support
Group in January 2013 to discuss the findings and investigate ways to
improve the areas mentioned in the report. This followed an initial
meeting with the group in November 2012 to discuss the Clinical
Commissioning Group’s work streams and commissioning plans.

19.

Following the findings of the report, work is underway to introduce two
Commissioning for Quality and Innovation Schemes (CQUINS) with our
main provider. One involves the development of a discharge care bundle
where patients within the cardiology speciality will be provided at
discharge with information which will be explained to them on their
condition. This will include medication, follow up, activity levels, weight
monitoring, worsening symptoms, diet and fluids as well as information on
local networks and support groups.

20.

The second Commissioning for Quality and Innovation Scheme which is
part of a larger goal that covers all outpatient appointments will relate to
shared decision making whereby patients will be given information on
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questions to ask clinical staff at their outpatient appointments to facilitate
their understanding of their condition and treatment options.

QUALITY IMPROVEMENTS
Commissioning for Quality and Innovation
21.
The 2012/13 Commissioning for Quality and Innovation (CQUIN) scheme
agreed with Cheshire and Wirral Partnership NHS Foundation Trust
contains a goal to develop advanced care planning and an end of life care
pathway for patients with heart failure. Cheshire and Wirral Partnership
Trust report progress with Commissioning for Quality and Innovation
Scheme goals on a quarterly basis to the regular Clinical Commissioning
Group Quality and Performance meetings. These quarterly reports detail
achievement against each of the milestones that were set at the beginning
of 2012/13. All milestones up to end of Quarter 3 have been met.
22.

The Commissioning for Quality and Innovation Scheme goal relating to
Heart Failure had a key milestone at Quarter 2: Establish a pathway for
Heart Failure. This included the requirement to use data collection
systems to monitor the key aspects of care identified by commissioners:
assessment and provision of Telehealth equipment where indicated;
Patient Reported Outcome Measures; Clinical Outcome Measures;
Advanced Care Planning and End of Life Care. Evidence must be
provided to demonstrate that key stakeholders have been involved in the
process.

23.

This Quarter 2 milestone was satisfied, and a baseline has been agreed
to enable monitoring of the pathway during Quarter 4. Dr Appleton, GP
Lead for Heart Disease, was involved with pathway development, and will
review progress reports at end of Quarter 4.

Quality Incentive Scheme
24.
In 2012-13, practices have signed up to the Clinical Commissioning
Group’s Quality Incentive Scheme and as part of this member GP
practices undertake three quality indicators aimed at improving the health
and wellbeing of the clinical commissioning group’s population. The table
below details the indicators that focus on heart disease and stroke:
Indicator

Improving cholesterol
control in patients with
coronary heart disease
(CHD)
Review of heart failure care
against NICE Clinical
Guidelines to include beta

Number of
GP
Practices
Undertaking
Indicator
19

16

Activity & Comments

Further information will be available on the
practice achievements in regard to this
indicator once the scheme is completed in May
2013
In Quarter 1, 54% of patients were prescribed
a beta blocker, in Quarter 2 this has increased
to 55% of patients. 9 practices had increased
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Indicator

Number of
GP
Practices
Undertaking
Indicator

blocker prescribing

Improving the identification
of atrial fibrillation through
opportunistic pulse
checking in patients aged
65 years and over (for GP
practices whose actual
prevalence rate is below
their predicted prevalence
rate)

13

Activity & Comments

the % of patients prescribed a beta blocker, 4
had decreased and 3 had remained the same.
The practice timetable for undertaking their
work will impact on the indicators and an
accurate reflection will be available once the
scheme is completed in May 2013
Between June and November 2012, there was
an increase of 35% in the number of patients
aged over 65 years who had their pulse rhythm
taken within the practices participating in this
indicator. This equates to 43% new diagnosis
of atrial fibrillation.

FUTURE WORK
25.

A key focus is on the development of commissioning plans for 2013-14.
These will be aligned with the themes of Starting Well, Being Well and
Ageing Well and will focus on prevention, identification and appropriate
treatment and the promotion of self-care to enable people with long term
conditions such as heart failure and angina to feel more confident in
managing their condition.

RECOMMENDATIONS
26.

The Governing Body is asked to note the scope of current work around
heart disease and stroke services.

27.

The Governing Body is also asked to support the details contained in the
implementation plan and note the timescales involved.

Dr Lesley Appleton, Clinical Lead for Heart Disease
Paul Lynch, Planning & Performance Manager
Vicky Oxford, Locality Support Manager
March 2013
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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 Yes
and patient experience) – please outline impact
The developments outlined in the report will significantly improve
the quality of patient care and patient experience.
2.

Commissioning Of Hospital And Community Services Yes
– please outline impact
The developments outlined in the report will impact on hospital and
community services i.e. the commissioning of NTproBNP testing
from secondary care pathology services, diagnostics in secondary
care, delivery of specialist assessment in secondary care and the
development of a cardiac rehabilitation programme for heart failure
patients by community services. The Community Heart Failure
Specialist Nurse Service will also be integrated within the heart
failure pathway. The development of a cardiology one stop shop
will have an impact on activity within secondary care.
3.

Commissioning and Performance Management of GP Yes
Prescribing – please outline impact
Earlier identification of heart failure and hypertension is likely to
impact on prescribing as patients with these conditions will need to
be clinically managed. However, it is anticipated that these costs
will be off-set with savings generated by a reduction in hospital
admissions.
4.
Delivering Financial Balance – please outline impact
Yes
The heart failure pathway is expected to deliver annual savings and
the proposed cardiology one stop shop is anticipated to deliver
savings through a reduction in out-patient activity.
5.
Development Of The Clinical Commissioning Group
No
as a Commissioning Organisation – please outline
impact
B.
1.

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

No

2.

Additional resource implications
(either financial or staffing resources)

No

3.

Health Inequalities

No

4.

Human Rights, Equality and Diversity Requirements

No
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5.

6.

Clinical Engagement
Yes
Has this report been developed with clinical input and
do
local
clinicians
support
the
report’s
recommendations?
If yes, please outline the clinical engagement
Heart Disease has been identified as a priority by practices and
clinical Leads.
Patient and Public Engagement
Yes
Patients and Public Engagement around the Clinical
Commissioning Group’s Strategy identified heart disease and
priority area. Patient experience indicates areas for improvement
within heart disease and engagement has been sought from
Chester Heart Support Group
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Appendix 1 – Heart Disease Comparators
Graph 1 - Prevalence of heart disease
Recorded CHD prevalence
3.8%
3.7%
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3.4%
3.3%
3.2%
3.1%
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2007/08
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Western Cheshire PCT

2010/11

2011/12

England

Data source: QOF

Approximately 9,650 patients have been diagnosed with coronary heart disease
(CHD) by practices and 2,100 are on the heart failure register.
Graph 2 - NHS Outcomes Framework Indicator 1.1
Public Health Outcomes Framework Indicator 4.4

DSR/100,000

Under 75 mortality rate from cardiovascular disease (male)
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Data source: NHS IC Indicator Portal

The death rate from heart disease in the under 75s is lower than the national
average and the North West Strategic Health Authority and is falling. However,
coronary heart disease accounts for the largest share of the gap in death rates in
men (26%) and this gap is widening.
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Graph 3 - NHS Outcomes Framework Indicator 1.1
Public Health Outcomes Framework Indicator 4.4
Under 75 mortality rate from cardiovascular disease (female)
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Data source: NHS IC Indicator Portal

Graph 4 - Inequalities in coronary heart disease mortality
Mortality trend by deprivation age <75

DSR/100,000

100
80
60
40
20

20
01
-0
3
20
02
-0
4
20
03
-0
5
20
04
-0
6
20
05
-0
7
20
06
-0
8
20
07
-0
9
20
08
-1
0

0

Q1-Q2 more deprived

Q3-Q5 less deprived

West Cheshire CCG

England & Wales

Data source: DORIC

“coronary heart disease deaths in particular are driving the widening health
inequalities between our most deprived two quintiles and the rest of the
population. Although death rates have been improving in the most deprived
areas – the rate of improvement has not been as fast as in the rest of the
population particularly amongst men.” (JSNA)
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Graph 5 – NHS Outcomes Framework Indicator 2.1
People Feeling Supported to Manage Their Own Condition
People feeling supported to m anage their
condition
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Data source: GP Patient Survey

Patients registered in GP practices within Western Cheshire feel more supported
to manage their condition (of which heart disease may be one) in comparison
with patients within the North West as a whole or nationally.
Graph 6 - Cardiology Outpatient Attendances per 1000 population

NHS West Cheshire Clinical Commissioning Group performs well for cardiology
outpatient attendances when compared to their Office of National Statistics peer
group with an average of 27.8 attendances per 1000 population against a peer
group average of 34.1 per 1000 population (blue line) and a national average of
36.1. (black line) [2011-12, NHS Comparators].
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Graph 7 - Cardiology Outpatient first to follow up attendance ratio

NHS West Cheshire Clinical Commissioning Group is an outlier in first to follow
up ratios for cardiology when compared to their Office of National Statistics peer
group with an average first to follow up ratio of 1:2 (blue line) against a national
average of 1:1.3. (black line). [2011-12, NHS Comparators].
Quality Outcomes Framework – Heart Disease and Stroke Indicators
The Clinical Commissioning Group achieved 99.96% of QOF points, compared
to 99.0% nationally for hypertension, with individual practices achieving at least
97.3%.
Table – 1 Hypertension Practice Variation in QOF Achievement
Indicator

BP01
BP04
BP05

Register
BP
recording
BP ≤
150/90

Overall

Payment
stages

England
Achievement

England
Exception
reporting

CCG
Achievement

CCG
Exception
reporting

40 - 90%

91.0%

1.2%

92.0%

1.0%

40 - 70%

79.7%

3.7%

82.2%

2.9%

Practices
achieving
maximum
payment

Range of
Practice
Achievement

Range of
Practice
Exception
reporting

32

87.1 - 97.5%

0.0 - 3.0%

36

75.0 - 90.9%

0.9 - 6.4%

36

2.5%

32

Clinical Commissioning Group achievement is higher than England for all
indicators. CC Clinical Commissioning Group G exception reporting is lower
than England for all indicators. Four practices failed to achieve maximum
payment for blood pressure recording. Although all practices achieved maximum
QOF points for BP05 (latest BP in last 9 months ≤150/90) only two Practices
attained 90% for this indicator.
Smoking
The Clinical Commissioning Group achieved 99.8% of QOF points, compared to
99.2% nationally for smoking, with individual practices achieving at least 95.3%.
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Table 2 - Smoking Practice Variation in QOF Achievement
Indicator

SMOKE03

SMOKE04

Smoking
status
recording
Smoking
cessation
advice or
referral

Payment
stages

England
Achievement

England
Exception
reporting

CCG
Achievement

CCG
Exception
reporting

Practices
achieving
maximum
payment

Range of
Practice
Achievement

Range of
Practice
Exception
reporting

40 – 90%

95.6%

0.6%

96.1%

0.5%

36

91.4 - 99.3%

0.1 - 1.1%

40 – 90%

92.9%

1.0%

92.9%

0.7%

33

85.3 - 100%

0.0 – 2.4%

Overall

0.7%

33

Only three practices failed to achieve all QOF points. Clinical Commissioning
Group achievement is greater than or equal to England for both indicators.
Clinical Commissioning Group exception reporting is lower than England for both
indicators.
Heart Failure (HF)
Table 3 - HF Practice Variation in QOF Achievement
Indicator
HF01

Register
Diagnosis
confirmed by
echocardiogram
or specialist
assessment
HF due to LVD
patients treated
with ACE or
ARB
HF due to LVD
patients treated
with ACE or
ARB and betablocker or
intolerance or
contraindication
recorded

HF02

HF03

HF04

Range of
Practice
Achievement

Range of
Practice
Exception
reporting

36

90.3 - 100%

0.0 - 20.0%

8.6%

36

80.6 - 100%

0.0 - 26.7%

26.6%

36

66.7 - 100%

8.7 - 61.5%

Payme
nt
stages

England
Achievement

England
Exception
reporting

CCG
Achievement

CCG
Exception
reporting

40 90%

95.7%

5.1%

96.0%

4.9%

40 80%

89.3%

7.6%

88.8%

40 60%

83.9%

29.0%

86.9%

Overall

13.0%

Practices
achieving
maximum
payment
36

36

Clinical Commissioning Group achievement and exception reporting are similar
to or better than England. Although all practices achieved maximum QOF points,
there was a wide variation in underlying achievement and exception reporting,
especially for indicator HF04. The broad range of exception reporting for HF02 is
due to the small number of exceptions (0 – 8/Practice).
Atrial Fibrillation (AF)
Table 4 - AF Practice Variation in QOF Achievement
Indicator
AF01

AF03

AF04
Overall

Register
Treatment
with anticoagulation
or antiplatelet
therapy
Diagnosis
confirmed
by ECG or
specialist

Payment
stages

England
Achievement

England
Exception
reporting

CCG
Achievement

CCG
Exception
reporting

40 - 90%

93.7%

3.2%

93.8%

3.2%

40 - 90%

95.8%

4.7%

96.0%

4.8%

3.6%
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Practices
achieving
maximum
payment
36

Range of
Practice
Achievement

Range of
Practice
Exception
reporting

35

88.0 - 100%

0.0 - 8.0%

36

90.0 - 100%

0.0 - 15.6%

35
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Clinical Commissioning Group achievement and exception reporting are similar
to England. Only one practice failed to achieve maximum QOF points with
underlying achievement <90% on one indicator. The range of exception
reporting is broad for diagnosis confirmation by ECG or specialist. However,
only three practices have an exception reporting rate >7.1%.
Stroke and Transient Ischaemic Attack (TIA)
Table 5 - Stroke/TIA Practice Variation in QOF Achievement
Indicator
STROKE01
STROKE06

STROKE07
STROKE08
STROKE10

STROKE12

STROKE13

Overall

Register
Patients with
stroke or TIA
history with
BP ≤ 150/90
Cholesterol
recorded
Cholesterol ≤
5 mmol/l
Flu
immunisation
Ant-platelet or
anticoagulant
taken
New stroke or
TIA patients
referred for
further
investigation

Range of
Practice
Achievement

Range of
Practice
Exception
reporting

36

82.7 - 99.2%

0.0 - 10.6%

4.3%

32

78.3 - 99.1%

0.0 - 13.1%

79.4%

10.5%

36

65.3 - 90.3%

2.1 - 19.9%

89.5%

10.9%

32

81.1 - 100%

3.3 - 16.8%

3.6%

94.1%

3.4%

36

90.1 - 100%

0.0 - 15.1%

6.6%

89.4%

8.5%

36

80.8 - 100%

0.0 - 23.7%

Payment
stages

England
Achievement

England
Exception
reporting

CCG
Achievement

CCG
Exception
reporting

40 - 71%

88.6%

4.2%

91.3%

3.7%

40 - 90%

91.4%

4.2%

92.3%

40 - 60%

77.2%

11.9%

40 - 85%

90.0%

13.8%

40 - 90%

93.6%

40 - 80%

89.6%

7.8%

Practices
achieving
maximum
payment
36

29

Clinical Commissioning Group achievement and exception reporting are similar
to or better than England except for a higher exception reporting rate for referral
for further investigation. Although many practices achieved all the QOF points
for stroke, the range of underlying achievement and exception reporting of some
indicators was very broad.
The number of exceptions is fairly low for most Practices for STROKE12 and
STROKE13.

Clinical Commissioning Priority Update: Heart Disease
West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

20

AGENDA ITEM NO: WCCCGGB/13/03/102

GOVERNING BODY REPORT

DATE OF GOVERNING
BODY MEETING:

21 March 2013

TITLE OF REPORT:

Review of Community Services

KEY MESSAGES:

The Clinical Commissioning Group commissioned a
review of community services to gain insight and
assurance into the contract for services held with
Cheshire and Wirral Partnership NHS Foundation
Trust.
This is a detailed report that describes each service
line (including community nursing, specialist clinical
services, therapy services and GP Out of Hours)
The review provides information on the cost of
services, what service is actually delivered, how
services are performing, and how costs and
services compare against other similar services
nationally.
West Cheshire Clinical Commissioning Group will
use the information and recommendations to
consider the services it currently commissions in
order to ensure delivery of high quality, cost
effective community services in line with the
outcomes identified in the Clinical Commissioning
Group’s Strategic Commissioning Plans 2012-2015
The Clinical Commissioning Group will also
consider whether a further piece of work is required
as a more “future facing” piece of work to identify
the service transformation required to current
community services
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
REVIEW OF COMMUNITY SERVICES
PURPOSE
1.

West Cheshire Clinical Commissioning Group commissions Community
Services from Cheshire & Wirral Partnership NHS Foundation Trust. The
Clinical Commissioning Group approached Cheshire and Merseyside
Commissioning Support Unit to conduct a high level, desktop review of
community services provided to them under the Cheshire & Wirral Partnership
NHS Foundation Trust contract. The review will provide West Cheshire
Clinical Commissioning Group with information on the cost of services, what
service is actually delivered, how services are performing, and how costs and
services compare against other similar services nationally. The review team
will offer recommendations for action based on the findings.

2.

West Cheshire Clinical Commissioning Group will use the information and
recommendations to consider the services it currently commissions in order to
ensure delivery of high quality, cost effective community services in line with
the outcomes identified in the Clinical Commissioning Group’s Strategic
Commissioning Plans 2012-2015

Scope of the Review
3.

For the purposes of the review it was agreed that the focus would be on the
following services:
Service Areas
District Nursing

Functional Teams
District Nursing including night and evening
services.

Specialist Nursing

Community Matrons, COPD Nurse, Community
Falls, Parkinson Service, Epilepsy, Stroke Early
Supported Discharge Service, Community Falls,
Macmillan Nursing, Home Support Team

Health Visiting

Health Visitors

Therapies

Community Rehabilitation, Musculoskeletal
Physiotherapy, Adult Musculoskeletal Assessment
& Management

Intermediate Care/ Reablement

Ellesmere Port Hospital Therapy Unit,
Rehabilitation Link ,

GP Out Of Hours Service

GP Out of Hours Service
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Structure of the Review
4.
•
•
•
•
•
•
•
•
•
•
•

Brief overview of the service
Contract value
Spend for the service
Staff (whole time equivalents)
Structure of service across the Clinical Commissioning Group
Activity data- referrals and contacts
Performance against Key Performance Indicators in service
specifications
Quality data
Outcome data
Waiting times
Benchmarking against national data

Methodology
5.

The following information was obtained from Cheshire and Wirral Partnership
NHS Foundation Trust:
•
Descriptions of services
•
Referral and Contact details
•
Staff (whole time equivalents)
•
Contract value and spend
•
Performance against Key Performance Indicators
•
Patient satisfaction survey summaries

6.

The Clinical Commissioning Group provided the following information:
•

Service Specifications

The information provided was analysed and summarised, and where possible
benchmarked against the national average using the NHS Benchmarking
Network Community Services Benchmarking Report July 2012. A total of 61
organisations submitted data to the Community Services Benchmarking
Report making it the most comprehensive source of community services
comparisons available inside or outside the NHS.
Data Limitations
7.

Not all information and data was available for each service. The review
incorporates the information that was made available to the review team
within the timescale.

8.

The E-MIS Web system is being implemented within Community Services.
The system is not yet fully operational which limits the accuracy of the activity
data collected.
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DISTRICT NURSING
Service Profile
9.

10.

The District Nursing service is provided 7 days a week including an evening
and night service. Cheshire and Wirral Partnership NHS Foundation Trust
provide a range of services for those who are housebound, including:
•
Acute and chronic wound care, including leg ulcer care
•
Elimination and continence care
•
Enabling and education in the management of chronic disease
•
Support and nursing care for the end of life care needs
•
NHS Continuing Care.
Different types of staff provide these services and the teams include:
Team leaders
Community staff nurses and assistant practitioners who participate in
the delivery and evaluation of care provided under the indirect
supervision of a registered nurse.
•
Trainee assistant practitioners
•
Health care assistants
•
Phlebotomists
•
Clerical assistants
•
•

11.

The District Nursing teams currently operate using 7 Clusters: Upton Village,
City Walls, Boughton, Ellesmere Port, Broxton, Vale Royal and Tarporley. The
teams operate out of 16 clinics and GP practices.

12.

Current provision is centred round the partnership with social care services
and is based on a timely needs assessment of all clients/patients. The
services report that they work closely with primary care and secondary care
services to provide a seamless transfer of patients between case managers,
enabling them to move smoothly between local health care services with an
emphasis on care closer to home.

13.

The service is delivered by three teams over a 24 hour period:
•
District Nursing Team (Day)
•
Evening Nursing Team
•
Night Nursing Team

Aims
14.

The District Nursing Service aims to achieve a high quality service through a
process of managed care, which includes:
•
Holistic nursing assessment
•
Individualised care planning
•
The delivery of needs-led clinical care
•
Health promotion and health education
•
Teaching of individual patients, their carers and other care agencies
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Objectives
15.
•
•
•
•
•
•
•
•
•
•

To encourage patients/carers to adopt a healthy lifestyle
To assess, plan and provide high quality, individualised care
To provide a seamless service with other health care professionals and
statutory/ non-statutory agencies
To prevent unnecessary GP appointments and home visits
To prevent unnecessary admission to hospital
To facilitate early discharge from hospital
To enable individuals with disabilities and long term conditions to
achieve quality of life and independence
To protect vulnerable adults
To treat every individual with dignity and respect
To achieve satisfaction from all those who use the service

Finance
Contract Value 2012/13

Spend for Service 2012/13

£5,310,788

£5,264,068

Evening Nursing Team

£439,881

£448,601

Night Nursing Team

£369,031

£424,169

District Nursing (Day)

Source: Cheshire and Wirral Partnership NHS Foundation Trust 04/03/13
Staff Head Count and Skill Mix
WTE
Qualified

WTE
Unqualified

District Nursing (Day)

84.81

25.4

Evening Nursing Team

7.13

1.04

8.17

Night Nursing Team

4.24

3.98

8.22
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Activity

16.

District Nursing increase in referrals of 65% due to more accurate reporting of
referrals via EMIS
Contact information will improve as the number of teams on EMIS increases
from 50% to 100%

Performance against Key Performance Indicators (KPIs)
17.

No Key Performance Indicators are reported on for this service. Cheshire and
Wirral Partnership NHS Foundation Trust report that suggested key
performance indicators are being developed by the service for discussion with
West Cheshire Clinical Commissioning Group.
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Patient satisfaction audit conducted in 2011/12 by Cheshire and Wirral
Partnership NHS Foundation Trust:
n= 72
Audit Criteria

2010/11

2011/12

Change

94%

99%



50%

-

Patients were satisfied or extremely satisfied
with the service
Individual plan of care agreed with District
Nurse
Patients felt involved in decisions made about
their care

83%

85%



Patients’ family/carers/representatives were
involved in decisions about their care as much
as they wanted
Patients were happy with the attitude of the
District Nurse towards them

72%

77%



95%

96%



Patients have seen an improvement in their
overall health and well-being as a result of the
service

74%

79%



Patients are more able to manage as a result
of the service

77%

81%



Patients were provided with information and
advice on managing their health conditions

76%

79%



Information and advice was useful

98%

100%



The service was easy to contact

91%

95%



-

56%

-

Patients were given clear explanations for
cancelled appointments
Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group
WTE Per
100,000
Total
Service
WTE
Population
District Nursing
(all teams)

129.27

51.08
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National Benchmarking per 100,000 population
WTE
Average

Expenditure

Highest

Lowest

79.82

2.17

42.23

Average

Highest

Lowest

£ 1,659,118

£ 3,661,445

£ 164,845

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average

2.17

79.82

West Cheshire Clinical Commissioning Group Cost compared against National
Average

£164,845

£3,661,445
West Cheshire
National Average

Benchmarking
Activity

Service
District Nursing
(all teams)

West Cheshire
Contacts per Contacts per
WTE
100,000 pop
934

47,700

National Average
Contacts
Contacts per
per WTE
100,000 pop
1,319

56,658

Conclusions & Recommendations
18.

It is suggested that commissioners should prioritise the agreement with
providers the scope of the service and what constitutes core district nursing.
This should be provided in line with agreed evidence based clinical pathways.

19.

District nursing operate a model whereby there is a day district nursing
service and an evening and night service. The risk of this model is that it does
not deliver a consistent service or facilitate the development of skills for all
staff. This is compounded by the fact that the evening and night service are
managed by Out of Hours.

20.

There is currently no activity or outcome Key Performance Indicators for the
service. However, Cheshire and Wirral Partnership NHS Foundation Trust
report they are currently working with the Clinical Commissioning Group to
develop these.
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21.

The 24/7 district nursing service should deliver both planned and unplanned
care pathways and should be focussed on the delivery of outcomes. Clinical
outcomes e.g. leg ulcer healing rates should be monitored against targets set
by the Clinical Commissioning Group.

22.

The number of referrals into the service for year to date 2012 – 2013 has
increased by 65% compared to the same time period in the previous year.
However the number of contacts has actually decreased in the same time
period. Commissioners should meet with the providers to understand this.

23.

The benchmarking shows that the service is above the national average both
in terms of staffing and cost. However the benchmarking for contacts shows
the service is below the national average.

24.

There are some areas for improvement given the results of the patient
satisfaction survey. However 99% of patients said they were satisfied or
extremely satisfied with the service.

COMMUNITY MATRONS
Service Profile
25.

Community Matrons in Western Cheshire work with patients who have longterm conditions and complex medical and social problems. Their aim is to
ensure patients have access to specialist nursing advice and subsequent
signposting for additional support where appropriate. Community Matrons
have advanced clinical skills to support care in the home to maximise
patient’s health and reduce the risk of ill health. They provide a service that
identifies the most vulnerable people - those with highly complex multiple
long-term conditions. They use a case management approach to anticipate,
coordinate and join up health and social care.

Aims
26.
•

The aim of this service is to provide case management for patients
with complex long-term conditions, that enables the provision of care
closer to home, prevents unnecessary admissions to hospital, reduces
the length of stay in hospital where appropriate and safe to do so,
whilst improving quality of life and outcomes for patients and their
families:

•

To facilitate a case management approach within a whole integrated
system patient pathway

•

To provide timely and appropriate responses for a range of agreed
acute exacerbations
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Expected Outcomes
27.
•

An increase in patient satisfaction and improvement to their quality of
life through active engagement in the development of their personalised
care plans in managing their long term conditions
More patients being offered and supported to have their long term care
and end of life care delivered in accordance to their preferred priorities
An increased number of patients managing their own conditions
through the use of assistive technologies
An increased number of patients using telehealth and other alternative
technology models
A reduction in the number of unplanned acute hospital admissions due
to long-term conditions, for patients on a Community Matron and
Clinical Case Manager case load
A reduction in the length of stay in acute hospital for patients with longterm conditions, for patients on a Community Matron and Clinical Case
Manager case load

•
•
•
•
•

Finance
Contract Value 2012/13

Spend for Service 2012/13

£951,169

£881,627

Staff Head Count and Skill Mix
WTE Qualified WTE Unqualified

12.89

WTE
Management &
Admin

2.0
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Activity

28.

Community Matrons referrals were registered on new EMIS system several
times per patient in Sept 2011 giving an inflated number of referrals

Performance against Key Performance Indicators
2011/12

Failed visit rate
Cancellation of visit rate
Use of available telehealth sets
Hold an active caseload of 30-50 patients
per WTE
Provide a count of community matron
activity

Target
3%
3%
79%
30- 50

Actual
0.97%
0.12%
99%
40

No target

Unable to break down to
level of Community Matron
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Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group

Total
WTE

Service

Community Matrons

WTE Per
100,000

Total
Expenditure

Population

14.89

£ 881,627

5.88

Expenditure
Per 100,000
Population
£ 348,373

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest
4.87

18.62

Lowest
0.13

Average

Highest

£ 210,859

Lowest

£ 814,507

£ 4,589

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
0.13

18.62

West Cheshire

West Cheshire Clinical Commissioning Group Cost compared against National
National Average
Average
£4,589

£814,507

Benchmarking
Activity

Service

Community Matrons

West Cheshire
Contacts
Contacts per
per 100,000
WTE
pop
944

5,557
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Conclusions & Recommendations
29.

The role of the Community Matron within integrated community teams should
be clarified redesigned and refocused to include synchronising case
management between primary care, secondary care, re-ablement services
and social services.

30.

The Clinical Commissioning Group needs to clearly define the role of the
community matron as an expert clinical decision maker.

31.

The Clinical Commissioning Group needs to work with the providers to model
the required number of community matrons within integrated community
teams.

32.

There is no outcome data on the effectiveness of community matrons.
Outcome indicators should be agreed with commissioners and routinely
collected.

33.

Clinical Commissioning Groups should performance manage the impact of
community matrons against clear outcomes and Key Performance Indicators
as defined by the Clinical Commissioning Group s.

34.

The service has had almost 40% less referrals this year to date compared to
the same time period in the previous year. However the number of contacts
has remained nearly the same. Commissioners to meet with the providers to
understand this.

35.

Benchmarking shows that the service is slightly above the national average
with regards to WTE and higher than average against costs. Benchmarking
the contacts shows a slightly below average number for this service.

CHRONIC OBSTRUCTIVE PULMONARY DISEASE NURSE
Service Profile
36.

The service provides Specialist Nurse support for people with a GP in West
Cheshire Clinical Commissioning Group who are diagnosed with Chronic
Obstructive Pulmonary Disease. The Specialist Nurse’s role is to help patients
to manage their condition by providing advice and support. If patients can
better understand their condition and recognise when they experience a “flare
up,” recognised by increased breathlessness and other changes, they can
immediately take preventative medication and reduce the chances of a
serious episode of illness and avoid being admitted to hospital.

37.

Chronic Obstructive Pulmonary Disease services are provided by specialist
nurses working across the area served by West Cheshire Clinical
Commissioning Group. They are based in the Community Rehabilitation
Building on the Chester Health Park.
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Objectives
38.
•
•
•
•
•
•
•
•

Delivery of improved health outcomes for patients.
Integrated approach to both acute and chronic disease management
Act as a resource for multidisciplinary team
To reduce health inequalities
Heath promotion to optimum level
Holistic approach to collaborative working
Enhance network opportunities with other service providers
Provide clinic and home based support to families and carers

Expected Outcomes
39.
•
•
•

Enhance and promote quality of life for those patients and their families
affected by Chronic Obstructive Pulmonary Airways disease.
Prevent avoidable hospital admission
Work within community to promote optimum health and prevent health
inequalities.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£99,869

£77,607

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

WTE
Management &
Admin

2.5
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Activity

40.

Chronic Obstructive Pulmonary Disease reduction in number of contacts due
to staff absence (sickness) within a very small service.

Performance against Key Performance Indicators
41.

There are no Key Performance Indicators available for this service.

Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group

Service

Total
WTE

WTE Per
100,000
Population
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Specialist Nursing
Service - COPD /
Respiratory

2.50

£ 77,607

0.99

£ 30,666

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest

2.12

5.36

Lowest

Average

Highest

£ 100,113

0.04

Lowest

£ 308,777

£ 3,900

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
0.04

5.36

West Cheshire Clinical Commissioning Group Cost compared against National
Average
£3,900

£308,777
West Cheshire
National Average

Benchmarking
Activity
West Cheshire
Service

Specialist Nursing
Service - COPD

Contacts per Contacts per
WTE
100,000 pop

698

689

National Average
Contacts
Contacts per
per 100,000
WTE
pop
740

1,640

Conclusions & Recommendations
42.

The service specification has been drawn up by the provider in 2009, but has
not been signed off by the Commissioners. There are no Key Performance
Indicators in the service specification for this service. However the Chronic
Obstructive Pulmonary Disease service is included in the service specification
for the Community Rehabilitation Team which has been signed off by the
Commissioners. This service specification does not include any Key
Performance Indicators for Chronic Obstructive Pulmonary Disease.
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43.

The number of referrals has increased by over 70% for 2012 – 2013 year to
date compared to the same period in the previous year. However the number
of contacts has reduced by approximately 60%for the same time period.
Commissioners should meet with providers to try to understand this.

44.

There is no reporting of outcome data so the effectiveness of the service is
not understood.

45.

The benchmarking appears to show a low spend and WTE against national
average. Benchmarking the contacts shows that the service is below the
national average. This may suggest that there is insufficient capacity within
this service to meet the needs of the population but is difficult to be certain in
the absence of Key Performance Indicators and outcome data.

46.

There is also currently no requirement for integration of this service with the
Chronic Obstructive Pulmonary Disease specialist nurses working within the
acute setting.

PARKINSONS SERVICE
Service Profile
47.

The Parkinson Nurse Specialist:
•
•
•

•

Leads and provides a specialist resource for individuals with
Parkinson's disease, their relatives and carers, members of the general
public, health professionals, statutory and voluntary bodies.
Works in partnership and acts as a conduit in the care of individuals
with Parkinson's disease between a variety of services and settings.
Develops the knowledge of individuals with Parkinson's disease, their
relatives and carers, members of the general public, health
professionals, statutory and voluntary bodies about the management
and symptoms associated with Parkinson's disease.
Actively facilitates and participates in improving and enhancing the
delivery of the care given to individuals with Parkinson's disease, at a
local, regional and national level.

Aims
48.
•

•

•

The post exists to provide a seamless supportive service between primary and
secondary care offering optimum evidence-based disease management with a
well-informed, empowered patient at the centre”
Lead and provide a specialist resource for individuals with Parkinson’s
disease, their relatives and carers, members of the general public, health
professionals, statutory and voluntary bodies.
Work in partnership and acts as a conduit in the care of individuals with
Parkinson’s disease between a variety of services and settings.
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•

Develop the knowledge of individuals with Parkinson’s disease, their relatives
and carers, members of the general public, health professionals, statutory and
voluntary bodies about the management and symptoms associated with
Parkinson’s disease.
Actively facilitate and participate in improving and enhancing the delivery of the
care given to individuals with Parkinson’s disease, at a local, regional and
national level.

•

Objectives
49.
•
•
•
•
•
•

Reduce unplanned admissions.
Prevent unnecessary extended hospital stays.
Reduce outpatient care.
Empower and educate patients to become expert in their condition.
Help integrate Health and Social Care.
Educate health and social care professionals about PD along the patient’s
care pathway (PDS 2006)

Finance
Contract Value 2012/13

Spend for Service 2012/13

£58,765

£59,036

Staff Head Count and Skill Mix
WTE Qualified WTE Unqualified

WTE
Management &
Admin

1.0
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Activity

Performance against Key Performance Indicators
50.

There are Key Performance Indicators (below) for this service in the service
specification drawn up by the providers in 2009; however the commissioners
have not signed off the service specification These Key Performance
Indicators are not regularly reported on:
•

Reduction in the number of admissions for patients with Parkinson’s
Disease

•

Increase in the number of pre discharge referrals made to the service.

•

Increase in the number of referrals to the service made by practices for
people with Parkinson’s Disease.

•

Raising awareness through educational workshops
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Benchmarking
Finance and Staffing
WTE Per
100,000

Total
WTE

Service

Specialist Nursing
Service –
Parkinsons/Dementia

Total
Expenditure

Population

1.00

£ 59,036

0.40

Expenditure
Per 100,000
Population

£ 23,328

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest

0.82

Lowest

303.00

Average

Highest

£ 33,230

0.15

£ 138,247

Lowest

£ 1,428

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
0.15

303.00

West Cheshire Clinical Commissioning Group Cost compared against National
Average
West Cheshire

£1,428

£138,247
National Average

Benchmarking
Activity

Service
Specialist Nursing
Service - Parkinsons

West Cheshire
Contacts per Contacts per
WTE
100,000 pop
181

72

National Average
Contacts per Contacts per
WTE
100,000 pop
718

448

Conclusions & Recommendations
51.

There are small numbers of patients using this service which makes statistics
unreliable. However there has been an over 50% increase in referrals into the
service in 2012 – 2013 year to date compared to the same period the
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previous year. The number of contacts in the same time period has increased
over 100%.
52.

The service specification has not been signed off by Commissioners.
Commissioners to consider reviewing the service specification and developing
Key Performance Indicators. There is no reporting of outcome data so the
effectiveness of the service is not understood.

53.

Benchmarking shows that there is a low spend and WTE against national
average. The benchmarking also shows the service is significantly below the
national average regarding the number of contacts.

EPILEPSY SERVICE
Service Profile
54.

This service is run by a GP with special interest in Epilepsy. In the past the
service has also included a nurse practitioner, however the service has been
run over the last few years without a nurse. The service operates one session
a week from St Werburghs practice in Chester. The service is for adults (over
16) who require assessment for a diagnosis of epilepsy and for those patients
with epilepsy where the GP refers for additional support.

Service Aims
55.
•

•
•
•

To contribute towards a reduction in morbidity and mortality for patients
with epilepsy by ensuring rapid diagnosis and appropriate follow up of
new query epilepsy patients referred from GP practices within Cheshire
West PCT
To reduce the psychological impact on those patients diagnosed as
having epilepsy and improve patients’ ability to cope with their condition
To provide advice, training and education to primary care clinicians
within Cheshire West PCT
To liaise with Neurology Consultants at COCH regarding the onward
referral either into or out of secondary care of appropriate patients
according to agreed pathways.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£62,353

£65,344
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Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

WTE
Management &
Admin

Total WTE

0.11

0.11

56.

1 GP session (4hrs) per week for 46 weeks per annum (taking into account
annual leave).

57.

The service specification outlines the following staffing levels:
•
•

1 GP session (4hrs) per week for 46 weeks per annum (taking into
account annual leave).
2 Specialist nurse sessions (8hr 20mins) per week for 46 weeks per
annum (taking into account annual leave).

Activity
58.

Activity figures are not available, however the service specification outlines a
clinic a week which equates to 184 full assessments annually and 230 follow
up assessments.
•
•
•

4 patients per week for new assessments (30mins)
5 patients per week for follow-up/monitoring (15mins)
45 mins per week for administration/audit/teaching

Performance against Key Performance Indicators

Waiting times

59.

Target 2012/13

Outturn 2012/13

Urgent referrals: 2 weeks
Routine referrals: 3-4
weeks

Not collected

The service specification outlines the following data should be collected on a
quarterly basis, however there is currently no data collected for this service.
•
•
•
•
•
•
•

Number of new referrals and follow-ups seen
Number with epilepsy diagnosis confirmed
Numbers waiting for initial assessment
Average response time
DNAs
Number of onward referrals to secondary care (by Trust and specialty)
Number of patients whose medication has been changed by the service
with an improved patient outcome
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•
•
•
•
•

Number and type of investigations requested
Number of patients discharged from the service
Number of significant incidents
Number of patient complaints
Number of consultations regarding pre-pregnancy/pregnancy
counselling

Benchmarking
60.

No benchmarking data available

Conclusions & Recommendations
61.

This appears to be an expensive service as the nursing element has not been
provided for some time. Commissioners to consider reviewing the contract
value against the activity.

62.

There are Key Performance Indicators in the service specification which are
not being reported on.

63.

There is no collated information for the activity within this service. The GPSI
providing the service enters activity data into Graphnet. This data does not
appear to be available to the Clinical Commissioning Group at present which
means that actual activity is not known. Consideration should be given to
alternative forms of data collection as a priority for this service.

64.

The GPSI reports that a proposal has been submitted to the Clinical
Commissioning Group to develop the epilepsy service which should be
considered once current activity is fully understood.

STROKE EARLY SUPPORTED DISCHARGE SERVICE
Service Profile
65.

The Stroke Early Supported Discharge is managed jointly by Cheshire and
Wirral Partnership NHS Foundation Trust and Countess of Chester NHS
Foundation Trust Hospital.

66.

The Early Supported Discharge Team enables accelerated discharge of
stroke patients to their home (or place of discharge) providing specialist
intensive rehabilitation and social support in the community comparable to
that of an in-patient stroke unit. Service provision is focused around timespecific patient goals and to embrace the needs and ability of their carer’s.

67.

The Early Supported Discharge team’s operational hours are 7 days service
from 9am to 5pm, although they do not discharge patients into the service at
the weekend.
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68.

The Stroke Early Supported Discharge Team (ESDT) within the stroke care
pathway has been operational since 17th September 2012.

Aims
69.

The aims of the service are as follows:
•
To support early discharge of people from hospital who have
experienced a stroke
•
To provide continuity of health and social care from hospital into the
community
•
To support the patient and their family/carer during the transitional
period
•
To provide the required services to a point where PCT, LA and
Voluntary Sector Services take over the long term needs of the patient
•
To ensure the patient has the opportunity to return to as normal life as
possible, including returning to either paid or voluntary employment.
•
To minimise long term disability and maximise independence.

Expected outcomes
70.
•
•
•
•
•
•

Reduction in hospital length of stay
Increased throughput on acute stroke unit and stroke rehabilitation unit
Reduction in the number of stroke readmissions within 30 days
Increased patient functional independence
Effective hospital discharge with seamless transfer of care
Improved service user experience, customer care and involvement in
decision-making

Finance
Contract Value 2012/13

Spend for Service 2012/13

£166,491

£146,328

Staff Head Count and Skill Mix
71.

The team consists of therapists from different specialties to ensure a spread
of skills necessary for rehabilitation:
•
Physiotherapy 1.5 WTE
•
Occupational Therapy 1.0 WTE
•
Speech and Language 0.5 WTE
•
Nursing 0.5 WTE
•
Support Workers 3.0 WTE
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WTE Unqualified
WTE Qualified
4.0

WTE
Management &
Admin

Total WTE

3.0

7.0

Activity
72.

In the first 13 weeks of operation the ESDT has accepted 29 patients:
•
18 from the Acute Stroke Unit
•
9 from the Stroke Rehabilitation Unit
•
2 from other local hospitals including Arrowe Park and Clatterbridge
hospital.
This equates to 36.6% of stroke patients, who attend the Countess of Chester
Hospital for stroke, based on 2011 figures.

Performance against Key Performance Indicators
Target 2012/13

Outturn From September
2012 – December 2012
680.4 bed days saved
over 13 weeks

100% of patients have
contact by a member of
the ESD team within 24
hours of discharge.

100%

100%

Activity target of 40% of
total stroke admissions per
annum

15% (agreed as part of a
phased approach)

36.6%

Reduction in average
length of stay for stroke
patients

Reduction in readmissions
for stroke patients (based
on understanding the
baseline)

0.6% of 2011 admission
data.

A maximum of 8 weeks
input post discharge
achieved for 90% of
patients

8 weeks

Achieved

Reduction in number of
calls and carers required
for packages of care

Target not set as
baseline not known

Reduction reported by
Cheshire and Wirral
Partnership NHS
Foundation Trust
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Number of stroke patients
referred directly to long
term care and of those the
percentage remaining in
long term care after 12
weeks

No patients referred to
long term care

Patient and carer
evaluations of the service
by the use of patient
journeys/case studies

98.5% of patients reported
they were ‘very satisfied’
or ‘satisfied’

Benchmarking
73.

Initial benchmarking is being undertaken by the Cheshire and Merseyside
Stroke Network.
No data is available at present.

Conclusions and Recommendations
74.

The Stroke Early Supported Discharge Team almost reached the nationally
recommended 40% uptake for stroke patients.

75.

It is proposed commissioners monitor the waiting time for community therapy
assessment following discharge from the service. Cheshire And Wirral
Partnership NHS Foundation Trust reported there has been a one week delay
for a speech and language assessment due to annual leave.

76.

Baselines need to be recorded for readmissions and systems put in place for
regular collection of this data to understand the impact of ESDT on
readmissions.

77.

Cheshire And Wirral Partnership NHS Foundation Trust to set up systems
with COCH to monitor the impact of the ESDT on stroke length of stay and
throughput of stroke patients in secondary care.

MACMILLAN NURSING SERVICE
Service Profile
78.

Macmillan Specialist nurses are highly qualified nurses with an expertise in
palliative care and academic qualifications to support this. The West
Cheshire area is covered by two Macmillan Palliative Care teams and patients
are allocated according to their GP practice

79.

The Palliative Care Macmillan service aims to offer an approach that
improves the quality of life of patients and their families facing problems
associated with life- threatening illness, through the prevention and relief of
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suffering by means of early intervention and impeccable assessment and
treatment of pain and other problems, physical, psychosocial and spiritual.
Objectives
80.
•
•

Individualised patient led care
Equity of palliative care service which is not dependent on gender, age,
disease process, ethnicity, culture or religious background
Multidisciplinary working
Clinical expertise and knowledge
Share knowledge and skills, formally and informally using research
evidence based information
Identifying patients preferred priorities of care and working to achieve
these
Bereavement support

•
•
•
•
•

Expected Outcomes
81.

To provide Specialist advice to patients, carers and fellow professionals. The
Macmillan teams aim is to optimise quality of life and to address individual
concerns, whilst also acting on a strategic level to move Specialist Palliative
Care forwards in line with new policy and guidance.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£163,590

£168,207

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

WTE
Management &
Admin

3.2
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Activity

82.

Palliative Care number of referrals are accurate as is contact information, this
service has been on EMIS for the whole financial year (survival rates for
patients have increased and cases managed at home have increasing
complexity causing contact numbers to rise)

Performance against Key Performance Indicators
83.

There are no Key Performance Indicators in the service specification.

Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group

Service

Macmillan Nursing

Total
WTE

3.20

WTE Per
100,000
Population
1.26

Review of Community Services
West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

Total
Expenditure

£ 168,207

Expenditure
Per 100,000
Population
£ 66,467

27

AGENDA ITEM NO: WCCCGGB/13/03/102

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest
4.73

32.26

Lowest

Average

Highest

£ 219,765

0.15

£ 1,461,797

Lowest
£ 7,956

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
0.15

32.26

West Cheshire Clinical Commissioning Group Cost compared againstWest
National
Cheshire
Average

National Average

£7,956

£1,461,797

Benchmarking
Activity

Service

Macmillan Nursing

West Cheshire
Contacts
Contacts per
per 100,000
WTE
pop
848

1,073

National Average
Contacts
Contacts per
per 100,000
WTE
pop
622

2,045

Conclusions & Recommendations
84.

The number of referrals has reduced by nearly 20% during 2012 – 2013 year
to date compared with the same period in the previous year. However the
number of contacts has increased by 50% in the same time period.
Commissioners need to understand the reasons for this.

85.

There are no Key Performance Indicators in the service specifications for this
service.

86.

Benchmarking shows lower WTE and spend than national average, with the
number of contacts higher than the average. To understand whether this
service is meeting the needs of the population the above data would need to
be looked at in the context of outcome data and activity for related services
(e.g. unplanned admissions).
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HEALTH VISITING
Service Profile
87.

Health visitors work as part of the team providing the Children, Young People
& Families Community Health Service (Ante natal-19 years). This service is
available to individuals and families resident in West Cheshire. It operates
from Monday to Friday (excluding bank holidays), 9.00am and 5.00pm. Within
this service, Health Visitors have a particular focus on babies and young
children (pre-school) and their parents/carers. The service operates with two
clusters: Chester and Rural, and Ellesmere Port and sees patients at
numerous clinics, GP practices and Children’s Centres.

Aims of the Children, Young People & Families Community Health Service
88.
•
•

•
•

To provide a community based health service to all children and young
people, including those with disabilities, inclusive of their
families/carers, where appropriate.
To reduce health inequalities in some of our most deprived
communities by identifying health needs, raising awareness of health
and social wellbeing and enabling and empowering people to improve
their own health
To provide a single point of access to targeted services for children and
young people who are beyond a single agency solution.
To support multi agency working across the Service and between
agencies within the context of the Common Assessment Framework.

Expected Outcomes
89.
•

Be healthy
o
Increased number of infants breastfed for longer.
o
Increase in number of children achieving and maintaining a
healthy weight.
o
Increased number of children/young people meeting
developmental milestones, including speech and language.
o
Increased uptake of childhood vaccinations through vaccination
programme delivery, active vaccination and follow up.
o
All children in care have equitable access to appropriate health
interventions.
o
Improved mental health through the promotion of parental child
attachment.
o
Reduced length and severity of post natal depression through
assessment, intervention and monitoring.
o
All clients identified as having mental health problems have care
plans in place that include structured interventions and/or referral
to specialist services (e.g. CAMHs/AMH).
o
Reduction in teenage pregnancies.
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o
o

Increased range of brief intervention techniques offered to the
ante natal to 19 years population.
Reduction in the number of children who undergo a general
anaesthetic for tooth extraction.

•

Stay safe
o
Reduction in cot deaths.
o
Improved support for parents/carers to manage challenging
behaviour effectively.
o
All families identified at risk to receive appropriate interventions to
reduce risk at an early age.
o
Reduction in number of children involved in accidents in the home
and on the road.
o
Reduce harm caused by domestic abuse.

•

Enjoy and achieve/Achieve economic well being
o
Improved Service accessibility for the ante natal to 19 years
population.
o
All Services will be young people friendly (and will work towards
achieving the You’re Welcome Quality Standards).
o
All children and young people are able to achieve goals and
aspirations in spite of any disabilities, or restrictions as a result of
medical conditions.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£2,545,813

£2,524,428

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

51.84

1.51

WTE
Management &
Admin
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Activity

Performance against Key Performance Indicators
90.

Key performance indicators are reported to West Cheshire Clinical
Commissioning Group for the Children, Young People & Families Community
Health Service overall and are not broken down to specific professions. The
Key Performance Indicators below relate specifically to the role of the Health
Visitor, but is not an exhaustive list as many of the other Key Performance
Indicators reported upon but not contained within the review, have some input
from health visitors.

Prevalence of breastfeeding at 6-8
weeks
% of children receiving a birth
visit within 10-14 days
% of children receiving 10-13
month check within 1 month of
this age
% of children receiving 2 – 2
1/2 year check within nine
months of their second birthday

Target 2012/13
45%

Outturn 2011/12
42.5%

100%

99%

95%

90.1%

95%

87.5%
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Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group
WTE Per
100,000

Total
WTE

Service

Health Visiting

Total
Expenditure

Population

53.35

£ 2,524,428

21.08

Expenditure
Per 100,000
Population
£ 997,522

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest
24.86

43.40

Lowest
10.22

Average

Highest

Lowest

£ 928,022

£ 1,949,312

£ 74,780

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
10.22

43.40

West Cheshire Clinical Commissioning Group Cost compared against National
West Cheshire
Average
National Average

£74,780

£1,949,312

Benchmarking
Activity

Service

Health Visiting

West Cheshire
Contacts
Contacts per
per WTE
100,000 pop
1,075

22,654

National Average
Contacts
Contacts per
per WTE
100,000 pop
1,144

28,097

Conclusions & Recommendations
91.

The number of referrals into the service has increased by nearly half, and yet
the number of contacts has stayed constant, comparing 2012 – 2013 year to
date with the same period the previous year.
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92.

Benchmarking shows the service is below the national average for WTEs,
however the spend is above national average. The reasons for this need to be
understood by commissioners.

93.

Benchmarking contacts shows that this service is slightly below the national
average.

94.

The presentation of the current reporting of the key performance indicators
would benefit from a high level overview, to rationalise the number of Key
Performance Indicators and enable instant recognition of the current status of
the key issues.

95.

From April 2013, responsibility for commissioning public health services for 519 year olds will be transferred from the NHS to the local authority so Clinical
Commissioning Groups will not be responsible for commissioning Health
Visiting.

MUSCULOSKELETAL PHYSIOTHERAPY (incorporating AMAM’s)
Service Profile
96.

The Musculoskeletal Physiotherapy Service assesses, diagnoses, manages
and treats physical problems affecting people’s everyday lives such as pain,
or loss of function in joints, muscles and the nervous system. The service
aims to enable patients to self-manage their condition, improve functional
ability, and prevent further injury thereby improving quality of life.

97.

Musculoskeletal physiotherapy treatment can include advice and education,
mobilisations and manipulations, exercises, traction, heat or cold therapy and
acupuncture. Treatment is aimed at reducing pain, improving functional ability
and enabling patients to manage their condition.

98.

The musculoskeletal service operates a combined clinic with a podiatrist at
Ellesmere Port Hospital for patients with more complex foot problems.
Injection clinics are run at Ellesmere Port Hospital and the Chester
Physiotherapy Centre.

Objectives
99.
•
•
•

To provide assessment, diagnosis and treatment of musculoskeletal
conditions.
To provide a quality service using evidence based interventions to
enable patients to gain optimum level of improvement, maximising
function and independence.
To provide services that comply with accepted best practice, relevant
guidelines in clinical practice and robust governance arrangements.

Review of Community Services
West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

33

AGENDA ITEM NO: WCCCGGB/13/03/102

•
•
•
•

To provide a service which promotes self-management of patients
conditions, with a strong emphasis on patient education to promote
active healthy lifestyles and preventing recurrence of injury or illness
To improve access and convenience for patients in accessing
community therapy services
To provide GPs with a discharge plan for patients with musculoskeletal
conditions
To provide regular feedback to GPs about the quality of the referrals

Expected Outcomes
100.
•
•
•

To improve patients functional ability and pain management to improve
quality of life
To promote self-care to prevent further injury
To see patients within the agreed waiting times for acute and routine
appointments

Finance
Contract Value 2012/13

Spend for Service 2012/13

£1,461,263

£1,529,266
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Activity

101.

Adult MSK all referrals are triaged through a central point so these figures are
accurate, however oracle reporting for contacts is not accurate this should be
improved when all services go onto EMIS.

Performance against Key Performance Indicators
102.

The Key Performance Indicators below are in the service specification but
data is not yet reported. Cheshire and Wirral Partnership NHS Foundation
Trust report that they will start reporting against these Key Performance
Indicators once the service is on EMIS Web.
Target
Outturn 2011/12
2012/13
95% of patients needing urgent fast track treatment 95%
Not collected
to be treated within 2 working days of receipt of
referral from AMAMs
Baseline to be established. Service to work
95%
Not collected
towards 95% of patients needing physiotherapy
treatment within 20 working days of the date the
referral is received
100% of patients with red flag symptoms to be
100%
Not collected
referred to secondary care within one working day
100% of patients to have a management plan
100%
Not collected
following their discharge posted to them, and their
GP, within 10 working days
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Waiting Times
103.

The early intervention C-QUIN has been piloted this year, with the aim that
patients receive physiotherapy intervention within 10 days of referral. A
patient experience survey has been implemented within the service, with 583
patients participating. The feedback demonstrated that the majority of patients
have been “very satisfied” or “satisfied” with the service offered and scoring
99% that expectations had been met. The average time in Quarter 2 from
patient contact to first assessment was 14 days. However Chester clinic was
not operational during the extreme winter weather which resulted in 175
patients appointments being rearranged, and in addition there were long term
sickness issues as well as staff called to jury service. This resulted in the
maximum waiting time increasing to 30 days. The physical premises issues in
Chester may re-occur next winter, however the team are due to move to new
premises in Spring 2014.

104.

Cheshire and Wirral Partnership NHS Foundation Trust report that the waiting
times for patients not using this new service has improved substantially.
Waiting times are within the 4 week target for the main physiotherapy base.

Patient Satisfaction Audit: Musculoskeletal Physiotherapy 2011/12 by Cheshire
And Wirral Partnership Nhs Foundation Trust
n=106
Audit Criteria

2011/12

Service rated as Excellent or very good

98%

Treatment received met expectations

99%

Patients were involved with the planning of their therapy and
goals

100%

Patients’ questions about treatment were answered

100%

Patients were treated with respect by staff

100%

Patients informed how their health records are used by the
NHS

47%

Easy to contact the Musculoskeletal Physiotherapy Service

100%

Appointments times were convenient

100%

Review of Community Services
West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

36

AGENDA ITEM NO: WCCCGGB/13/03/102

The clinic was always clean and tidy

100%

In the last 6 months, the service has cancelled:
0 appointments
1 appointment
2 appointments
More than 2 appointments

81%
18%
0
1%

Difference made by the service:
None
Problem/ condition has gone
Problem/ condition has improved
Patient can manage their condition more effectively

3%
13%
64%
20%

Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group

Total
WTE

Service

Musculoskeletal
Physiotherapy Total

31.33

WTE Per
100,000

Total
Expenditure

Population

£ 1,529,266

12.38

Expenditure
Per 100,000
Population
£ 604,286

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest
10.87

35.94

Lowest
0.55

Average

Highest

Lowest

£ 460,807

£ 1,305,405

£ 32,983

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
0.55

35.94

West Cheshire Clinical Commissioning Group Cost compared against National
West Cheshire
Average
National Average

£32,983
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Benchmarking
Activity

Service
Musculoskeletal
Physiotherapy Total

West Cheshire
Contacts
Contacts per
per WTE
100,000 pop
1,074

National Average
Contacts
Contacts per
per WTE
100,000 pop

13,292

1,195

11,004

Conclusions & Recommendations
105.

Significant improvement had been made to the waiting times following the
introduction of a C-QUIN to encourage patient self-care. The premises closing
due to winter weather impacted on the waiting times. Commissioners to meet
with the providers to try and prevent reoccurrence.

106.

Commissioners to consider incorporating the new RAPS service into the
service specification for 2013-2014.

107.

Key Performance Indicators are in the service specification for this service but
are not yet reported on. Commissioners to work with the provider to collect
activity.

108.

There are currently no Key Performance Indicators for patient outcomes.
Commissioners to work with the providers to develop this.

109.

The patient satisfaction survey shows very good results with 99% of patients
rating the service as excellent or very good. There is room for improvement
with regards to patients understanding how their personal details are kept.

110.

Benchmarking shows that the service is slightly above the national average
for WTE and more than the average for spend. Commissioners to consider
meeting with the provider to understand this. Benchmarking the number of
contacts shows that the service is lower than the average.

ADULT MUSCULOSKELETAL ASSESSMENT & MANAGEMENT
Service Profile
111.

To provide an Advanced Physiotherapy Practitioner Led Service for
musculoskeletal referrals. Patients follow evidence based pathways of care
and where possible will be provided with the services they require in the
community by primary care led services. Patients not able to be treated in the
community will be triaged to secondary care, if the patient is willing to undergo
surgery if necessary. Appointments are offered in Chester, Ellesmere Port
Hospital and Tarporley Hospital.
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Objectives
112.
•
•
•
•
•
•
•
•

To provide assessment and treatment of highly complex
musculoskeletal conditions.
To provide a quality service using evidence based interventions to
enable patients to gain optimum level of improvement, maximising
function and independence.
To provide services that comply with accepted best practice, relevant
guidelines in clinical practice and robust governance arrangements.
To provide a service which promotes self-management of patient’s
conditions, with a strong emphasis on patient education to promote
active healthy lifestyles and preventing recurrence of injury or illness.
To improve access and convenience for patients in accessing
community therapy services
To reduce the number of unnecessary and inappropriate referrals in
secondary care
To provide GPs with a management plan for their patients with
musculoskeletal conditions.
To provide regular feedback to GPs about the quality of the referrals.

Expected Outcomes
113.
•
•
•
•

Patients identified as urgent are fast tracked for treatment to Secondary
Care.
To improve patients functional ability and prevent further injury thereby
improving quality of life.
To reduce inappropriate referrals to acute sector, thereby ensuring that
the patients see the most appropriate healthcare professional at the
most appropriate time for their clinical need.
Contribute to achievement of maximum agreed waiting times (18
weeks)

Finance & Staff Head Count and Skill Mix
114.

Cheshire And Wirral Partnership NHS Foundation Trust advised that the
AMAMs team work within the Adult Musculoskeletal Physiotherapy Service.
They were unable to give a breakdown of the value/ spend or staffing levels
for the AMAMs team separate from Musculoskeletal Physiotherapy.
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Activity

115.

Activity figures from the service show that only 26% of patients were referred
onwards to secondary care between February 2012 and January 2013.
Nearly three quarters of patients were successfully managed within the
community service.

Performance against Key Performance Indicators
Target 2012/13
95% of patients referred into the service to be
triaged and referred to the appropriate service
within 5 working days from the date the referral is
received.
95% of patients needing Advanced Physiotherapy
treatment to receive treatment within 20 working
days from the date the referral is received
95% of patients who require onward referral into
secondary care, to be referred to the NHS Western
Cheshire Choice Team, within 20 working days
from the date the referral is received.
100% of patients with red flag symptoms to be
referred to secondary care within one working day
100% of patients to have a management plan
following their discharge posted to them, and their
GP, within 10 working days

95%

Outturn
2011/12
89.8%

95%

98.93%

95%

98.29%

100%

100%

100%

100%
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Benchmarking
116.

No benchmarking available for this service.

Conclusions & Recommendations
117.

There seems to be significantly less referrals into the AMAMs service,
comparing year to date figures for 2012 – 2013 with the same period in the
previous year.

118.

The service is achieving its Key Performance Indicators apart from the triage
of patients within 5 working days. Commissioners to work with providers to
understand this.

119.

There are no Key Performance Indicators for patient outcomes.
Commissioners to work with providers to develop this.

120.

Cheshire and Wirral Partnership NHS Foundation Trust are not routinely
reporting on the conversion rate to secondary care although it was provided
as a one off for the review. Commissioners should consider adding this to the
service specification.
26% of patients seen in AMAMs were referred to secondary care. The service
should benchmark against similar services nationally to establish how they
compare.
Cheshire and Wirral Partnership NHS Foundation Trust should collaborate
with secondary care to monitor outcomes of patients referred via AMAMs.

121.

122.

CHILDRENS SPEECH & LANGUAGE THERAPY SERVICE
Service Profile
123.

Speech and Language Therapy Service is provided for children and young
people from birth to nineteen, who may have specific speech, language
and/or communication needs and is jointly commissioned with the Local
Authority.

124.

Services are provided in clinics, schools, pre-school settings, children's
centres, the child development centre, home and hospital.

125.

This service provides advice and support for children and young people who
have specific speech, language and/or communication needs. These
difficulties may be with speech pronunciation, understanding and using
language, stammering, social communication, voice, eating and drinking.

126.

Advice might be offered through one to one contact, training of others, group
work, written advice and programmes, or a combination of these as
appropriate to the child's needs. The service also provides a preventative
service which offers general support and advice to families with children
under five.
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127.

Speech and Language Therapy preventative service is offered at:
Blacon Children's Centre
Lache Children's Centre
Stanlaw Abbey Children's Centre

•
•
•

128.

Direct Speech and Language Therapy input takes place across the
geographical area in clinics, youth clubs and schools.

Objectives
129.
•
•
•
•
•
•
•
•
•

To provide a comprehensive Speech and Language Therapy service
To provide a comprehensive Service to children with disorders or
delays of speech, language and communication and / or eating,
drinking, swallowing disorders
To support parents and carers of children with information and practical
To work collaboratively with the child, families and key partner agencies
to provide a child centred and needs led service
To contribute to the prevention, health and wellbeing of the child
resources strategies to develop speech, language and communication
with their children
To provide statutory assessment of children to contribute to the
assessment of their special educational needs
To work co-operatively and constructively with other agencies
especially the Education Department and staff in children’s centres
To provide training to partners in provision including health visitors,
teachers and others to facilitate prevention, early identification and
intervention and to enhance access to education and social activities.
To provide equitable access to services

Expected Outcomes
130.

The outcomes that contribute to these health, educational and psycho-social
benefits are:
•
Diagnosis of communication and / or swallowing disorders
•
Maintenance of optimal communication and / or swallowing abilities
•
Improvement in the speech, language, communication abilities of
individuals
•
Improved use of existing function
•
Reduction of communication anxiety and avoidance
•
Provision and use of AAC where oral communication is limited or
precluded by a physical condition
•
Improvement in interaction and effective social communication
•
Increased awareness of others about communication and / or
swallowing disorders, intervention and management
•
Improved communication environment
•
Greater opportunities for communication
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•

Improvement in the individual’s understanding of the nature and
implications of a communication and / or swallowing disorder

Finance
Contract Value 2012/13

Spend for Service 2012/13

£795,970

£851,004

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

9.28

2.9

WTE
Management &
Admin
1.4

Total WTE

13.58

Activity
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Waiting Times
131.

The Speech and Language Therapy Service prioritises referrals and respond
to referrals as follows:
Priority 1: Contact within 2 working days and appointment within 5 days
•
Where a child young person presents at high clinical risk and is in
need of direct and immediate speech and language therapy
intervention, including children with dysphagia with acute onset/
from birth with signs of aspiration i.e. frequent coughing/choking,
significant weight loss/ reduced oral intake, high level of anxiety.
•
Children and young people at risk (safeguarding issues).
Priority 2: Contact within 10 working days and appointment within 8 weeks
•
Children in Care, moving into area and necessitating a transfer
from one NHS waiting list to another.
•
Children of Armed Forces Personnel
•
Children at risk of deterioration including dysfluency
Priority 3: Appointment within 13 weeks of referral.
•
All other referrals
Cheshire And Wirral Partnership NHS Foundation Trust report that SALT are
achieving these waiting times.

Performance against Key Performance Indicators
132.

There are some Key Performance Indicators in the service specification but
data is not yet reported. Cheshire and Wirral Partnership NHS Foundation
Trust report that they will start reporting against these Key Performance
Indicators once the service is on EMIS Web. However the service may
struggle to report against the Key Performance Indicators as they are not
considered measurable as they are currently framed.
Target 2012/13

Outturn
2011/12

Regular patient / user satisfaction
surveys undertaken prior to discharge
Evaluation of parent / carer training
programmes
Parent-based Autism Support Group
influences the Service
Hearing Impairment Network involves
parents views in Service design
A locally agreed process to ensure
improvements in the areas of concern
should be determined locally and
recorded here, i.e. complaints
procedure.
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For dysphagia only and extremely low
admission rate that we could influence
Discussed Impact assessment/
premises for Out of Hours and
premises for clinics, facilities in
Children’s Centres and the need to
consider flexibility to accommodate
other services.
To determine the current baseline for
DNAs and cancellations as a
percentage of available treatments
slots/contacts/visits each quarter.
Trying to achieve a 48 hour (working
Urgent referrals: 48 hours
days) response time to urgent referrals Routine referrals: 12 weeks
Maximum 12 week wait for non- urgent
referrals.
Children receiving a care plan not
100%
Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group

Total
WTE

Service

Children’s SALT

13.58

WTE Per
100,000

Total
Expenditure

Population

£ 851,004

5.37

Expenditure
Per 100,000
Population
£ 336,272

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest
8.09

17.54

Lowest
2.63

Average

Highest

£ 328,201

Lowest

£ 767,467

£ 64,347

West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
2.63

17.54

West Cheshire Clinical Commissioning Group Cost compared against National
Average
£64,347

£767,467
West Cheshire
National Average
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Benchmarking
Activity
West Cheshire
Contacts
Contacts per
per 100,000
WTE
pop

Service

Children’s SALT

700

3,754

National Average
Contacts
Contacts per
per 100,000
WTE
pop
582

4,162

Conclusions & Recommendations
133.

The number of referrals into the service is less for 2012-2013 year to date
when compared to the same period in the previous year. However the number
of contacts, in the same period, has increased.

134.

There appears to be large variation each month for both referrals which is
then reflected in the fluctuation in the number of contacts.

135.

Benchmarking shows lower than average WTE against national average and
yet with a slightly higher than average spend. Commissioners need to explore
the reasons for this with providers. Benchmarking against contacts shows that
this service sees more than the average.

COMMUNITY REHABILITATION SERVICE (known as Community Therapy
Service)
Service Profile
136.

The Community Rehabilitation Team provide rehabilitation services to support
people who have recently been discharged from hospital, or who would
benefit from rehabilitation at home in order to prevent them having to go into
hospital or long-term care.

137.

The service aims to enable people to live safely at home by maximising their
independence following a period of ill health.

138.

The service specification includes the Community Falls Service and the
Chronic Obstructive Pulmonary Disease service. However there is also a
previous service specification for Chronic Obstructive Pulmonary Disease
drawn up by the provider in 2009.

Objectives
139.
•

Provide a multi-disciplinary service to adults in their own homes
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•
•
•
•
•
•

Provided a comprehensive assessment and structured individual care
plan that involves active therapy and maximise living skills
Maximise independence and enable service users to resume living at
home, and to regain or achieve optimal level of independence
Deliver rehabilitation packages based on clinical need
Incorporate cross-professional working, with a single assessment
framework, single professional records and shared protocols.
Avoid admission to hospital
To support safe and timely discharge from hospital for patients that
require rehabilitation post discharge

Expected Outcomes
140.
•
•
•

To undertake focussed, planned rehabilitative interventions to prevent
avoidable and inappropriate admissions to hospital or residential care,
To assist patients to regain optimal independence, functioning and
mobility
To assist patients to reduce or eliminate unnecessary dependence on
long term homecare services.

Community Falls Service: Objectives
141.
•
•

•
•
•
•

For existing West Cheshire patients to follow the falls pathway, when
clinically appropriate
To provide initial falls assessments, for patients accessing services by
Cheshire And Wirral Partnership NHS Foundation Trust, to identify
those at risk of falling and advise them on how to reduce their risk of
falling
To provide multifactorial falls assessments where clinically appropriate
To educate the public and raise awareness of risk factors for falls, and
services available to reduce their future risk of falling
To train health and social care professionals on how to reduce the risk
of older people falling
To undertake a sufficient range of evidence based activities to
rehabilitate fallers to reduce their future risk of falling and fracturing

Community Falls Service: Expected Outcomes
142. To contribute to reducing the number of falls, fractures and re-fractures in
Western Cheshire
Finance & Staffing
143.

The information below relates to the Community Therapy Service
incorporating the Community Falls Service.
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144.

Cheshire and Wirral Partnership NHS Foundation Trust were unable to give a
breakdown of the value/ spend or staffing levels for the Community Falls
Service separately from the Community Therapy service.
Contract Value 2012/13

Spend for Service 2012/13

£1,850,442

£1,850,540

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

21.74

8.97

WTE
Management &
Admin
4.81

Total WTE

35.52

Activity

Performance against Key Performance Indicators
145.

There are some Key Performance Indicators in the service specification but
data is not yet reported. Cheshire and Wirral Partnership NHS Foundation
Trust report that they will start reporting against these Key Performance
Indicators once the service is on EMIS Web. However there are no Key
Performance Indicators for the Chronic Obstructive Pulmonary Disease
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service as mentioned previously or specific Key Performance Indicators
relating to falls.

Target 2012/13
95% of patients needing rehabilitation to receive
treatment within 2 working days from the date
the referral is received.
80% of patients who are not urgent fast track
needing rehabilitation to receive treatment within
20 working days of the date the referral is
received
100% of patients with red flag symptoms to be
referred to secondary care within one working
day of receipt of referral
100% of patients to have a management plan
following their discharge posted to them, and the
GP, within 10 working days of the final
appointment.
Patient evaluation forms are offered to all
patients. 80% user satisfaction to be good or
above.
COPD Key Performance Indicators to be drawn
up

Outturn
2011/12

95%

80%

100%

100%

80%

Benchmarking
Finance and Staffing
West Cheshire Clinical Commissioning Group

Total
WTE

Service

Community
Rehabilitation

35.52

WTE Per
100,000
Population
14.04

Total
Expenditure

£ 1,850,540

Expenditure
Per 100,000
Population
£ 731,236

National Benchmarking per 100,000 population
WTE
Expenditure
Average Highest

Lowest

17.02

1.11

64.12

Average
£ 664,539
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West Cheshire Clinical Commissioning Group WTE’s compared against
National Average
1.11

64.12

West Cheshire Clinical Commissioning Group Cost compared against National
Average
£2,993

£2,330,790
West Cheshire
National Average

Benchmarking
Activity

Activity for Locality:

Community
Rehabilitation

West Cheshire
Contacts
Contacts per
per 100,000
WTE
pop

National Average
Contacts
Contacts per
per 100,000
WTE
pop

449

538

6,295

6,496

Conclusions & Recommendations
146.

The number of referrals 2012- 2013 year to date is slightly higher than for the
same period in the previous year. However the number of contacts has
increased by a greater amount than the increase in referrals.

147.

The benchmarking shows that this service benchmarks near the average,
although the number of full time equivalents is slightly lower than the average
and the costs are slightly higher than the average. The benchmarking for the
number of contacts shows that this service is about 20% lower than the
average.

148.

There is no information on the activity or outcomes of the Community Falls
Service and therefore their impact cannot be measured.

149.

Commissioners to meet with providers and arrange reporting against existing
Key Performance Indicators.

150.

New outcome based Key Performance Indicators to be developed in
collaboration with the provider.
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HOME SUPPORT SERVICE (known as Crisis and Reablement Team)
Service Profile
151.

A multidisciplinary service providing early crisis intervention to avoid
unnecessary acute hospital admission, to Primary / community care
supporting District Nurses/Community Matrons and other Health Care
Professionals as case managers, including urgent assessment and facilitated
discharge in A&E / MAU, and urgent support for patients on the end of life
pathway to return / remain at home as preferred place of care.

152.

The Crisis and Re-ablement Team is the Home Support Team, which is
commissioned and funded by the Clinical Commissioning Group, and the Reablement Team, which is funded by the Local Authority. The two teams now
work together as the Crisis and Re-ablement team so, at present, the service
is not jointly commissioned.

Objectives
153.
•
•

To support patients closer to home to reduce the number of
unnecessary acute hospital admissions.
To enable terminal patients to return / remain home if that is their
preferred place of care.

Expected Outcomes
154.
•
•

Reduction in the numbers of unnecessary acute admissions.
Meet the standards for preferred place of care

Finance
Contract Value 2012/13

Spend for Service 2012/13

£656,537

£643,396

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

7.78

12.47

WTE
Management &
Admin
0.68
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Activity

Performance against Key Performance Indicators
155.

The Key Performance Indicators in the service specification are not currently
reported on.
Target 2012/13

Average of 10% of patients per month admitted
within 14 days to A&E
90% of patients choosing care at home on the
end of life pathway receive this
90% of patients assessed and needing the
service are taken on
Average of 80 patients a month taken on after
assessment
95% of patients to have an average maximum
stay in the service for less than 2 weeks
100% of patients to have a discharge plan from
HST
All referrals to be fully recorded on the new
electronic performance management database,
including NHS numbers for all Western Cheshire
registered patients. Until system ready, paper
records to be completed.

Outturn
2011/12

10%
90%
90%
80
95%
100%
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Annual monitoring of customer views with action
plan to improve service
Escalation Plan to be linked to the Countess of
Chester Escalation Plan and updated annually
Benchmarking
156.

No benchmarking available for this service

Conclusions & Recommendations
157.

The number of referrals for 2012 – 2013 year to date already exceeds the
number of referrals in the full year 2011 – 2012 by a substantial amount.
However the number of contacts is not that much greater than the previous
year, comparing year to date 2012 – 2013 figures with the same period in the
previous year.

158.

Commissioners to consider reviewing the Key Performance Indicators in the
service specification to include outcome measures and meet with providers to
formalise reporting mechanisms.

ELLESMERE PORT HOSPITAL THERAPY SERVICE
Service Profile
159.

The therapy unit provides Occupational Therapy and Physiotherapy to inpatients at Ellesmere Port Hospital offering specialist Assessment and
Rehabilitation to the population of West Cheshire Clinical Commissioning
Group.

160.

The Therapy Unit provides intervention to three in-patient ward areas:
•

Emerald – 14 - 15 beds (as necessary), provides specialist stroke and
neurological rehabilitation for an open adult age range. Patients in this
area have a consultant overview.

•

Ruby – a nurse led in patient facility with 26 beds concentrating on
elderly/adult care rehabilitation for patients who have had a recent
illness and require on-going assessment and follow up. Patients are
managed medically by a general practitioner.

•

Diamond - 24 – 25 bed in patient facility where there is an option for the
patients to be care managed for complex health and social care needs.
Patients are managed medically by a general practitioner.
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161.

The Therapy Unit provides post-discharge rehabilitation packages as
determined by the patients’ needs.

Objectives
162.
•
•
•
•
•

Provide the highest quality safe, accessible services
Maximise health, wellbeing, independence and choice for all users
Develop and improve services by engaging with and listening to users,
using innovative and flexible approaches
Empower staff to fully contribute to the core purpose and corporate
objectives
Ensure that the Therapy Unit is an efficient and effective service that
makes best use of available resources.

Expected Outcomes
163.

The Therapy Unit’s primary outcomes are based around seven key quality
outcomes:
•
•
•
•
•
•

164.

Contribute to the reduction of admissions to secondary care
Reduction in primary and secondary care dependency through
ensuring an appropriate and quality discharge process
Promotion of independent living
Maintenance and improvement of mobility
A seamless transition of patient to other health and social care
providers
Patient education

As part of its clinical audit programme the therapy measures the following
treatment outcomes:
•
•
•
•

Patient experience satisfaction
Infection control
Patients returning to their own homes
Improvement in functional independence with daily living and/or
mobility.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£456,008

£451,432
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Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

WTE Management & Admin

5.14

5.67

10.81

Activity

Performance against Key Performance Indicators
165.

There are no Key Performance Indicators in the service specification.

Benchmarking
166.

No benchmarking available for this service

Conclusions & Recommendations
167.

The number of referrals is only slightly higher than for the same period the
previous year. However the number of contacts is significantly higher.
Commissioners to meet with providers to understand this.

168.

Commissioners to develop measurable Key Performance Indicators for this
service.
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REHAB LINK SERVICE
Service Profile
169.

The Rehab Link team provides an interdisciplinary care management
approach to patients who have multidisciplinary complex needs in order to
avoid unnecessary acute hospital admission or long term care placement,
reduce the level and requirement for care packages, facilitate discharge from
acute services and enable people to remain safe at home, maximising their
independence and delivered in a variety of community settings The team
comprises of Social Workers, Nurses, Occupational Therapists, Mental Health
Practitioners, with input from Psychology & Psychiatry. Rehabilitation goals
and programmes can be met in a variety of community settings depending on
a patient’s needs. This service is provided and funded in partnership with
Cheshire West and Chester Local Authority, which contributes £165,000 to
this service.

Aims
170.
•
•
•
•

To avoid people being admitted to hospital or long term care
unnecessarily
To enable people to live safely at home by maximising their
independence following a period of ill health.
To provide a consistent approach to rehab across the health and social
care
To acknowledge and support carers in conjunction with health and
social care support services as part of the holistic assessment
approach.

Expected Outcomes
171.
•
•
•

Reduction in the number of long term placements and an increase in
the number of people able to live in the community.
Reduction in the number of unnecessary acute hospital admissions.
Reduction in the amount of care packages commissioned for
community clients.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£432,726

£433,937
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Staff Head Count and Skill Mix
WTE Qualified

3.13

WTE Unqualified

WTE
Management &
Admin
1.0

Total WTE

4.13

Activity

Performance against Key Performance Indicators
172.

There are no Key Performance Indicators in the service specification.

Patient Satisfaction Audit 2011/12 by Cheshire And Wirral Partnership NHS
Foundation Trust
n = 20
Audit Criteria
2010/1 2011/1
1
2

Chang
e

Patients were satisfied or very satisfied with the
Rehabilitation Link Service.

95%

95%



Patients were provided with sufficient information about the
Rehabilitation Link Service

90%

90%



Patients felt their problems were understood

95%

95%
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Audit Criteria

2010/1
1

2011/1
2

Chang
e

Patients involved in deciding their rehabilitation goals and
treatment

90%

100%



Patients were treated with respect

100%

100%



Patients have written rehabilitation goals
Patients were provided with a leaflet about the
Rehabilitation Link Service

-

95%

n/a

-

75%

n/a

Patients received the support they expected

-

100%

n/a

Patients know who to contact regarding changes to
decisions or making a complaint

-

100%

n/a

Patients were informed about how the NHS keep and use
their personal information

-

60%

n/a

Benchmarking
173.

No benchmarking available for this service

Conclusions & Recommendations
174.

Referrals into the Rehab Link Team are currently 7% above for the same
period in the previous financial year, although the number of contacts has not
exceeded the number last year.

175.

Commissioners to develop outcome-based Key Performance Indicators for
this service.

176.

There has been a patient satisfaction survey, and 95% of patients had written
rehabilitation goals, and 100% felt they had been involved in deciding their
goals. The patient survey shows consistently high results.

GP OUT OF HOURS SERVICE
Service Profile
177.

The service is located next to the 1829 Building on the Countess of Chester
Health Park and at Ellesmere Port Hospital. It is open from 6:30pm on
weekdays at weekends and bank holidays. Children under 12 will always be
offered a face-to-face appointment.

Objectives
178.
•

To provide a primary care medical Out of Hours service, to advise and
treat the Primary Care Trust’s responsible population, meeting all the
standards identified in this document.
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•

•

•

The service must meet those urgent patient needs that cannot safely
be deferred until the patient can access routine primary care services
during core hours. The service must act as a complementary service to
primary care in hours and maintain treatment protocols of patients in
line with in-hours arrangements. In addition, the service will work in
partnership with local acute hospitals at times of high demand.
The service will inform GP practices in-hours of any changes to the
patient’s routine care programme/medication, as per National Quality
Requirement 2. An electronic report is sent from the Out of Hours
Service to the in hours GP Practice detailing specific information
relating to necessary changes to the patients’ routine care programme
and/or medication.
The service will provide high quality care closer to home from the first
contact to treatment and follow-up in a suitable environment. It will
ensure care is delivered at the right time, in the right place and by the
right professional.

Expected Outcomes
179.

To ensure all patients who contact the service during the Out of Hours period
have access to timely and appropriate healthcare advice and treatment. All
patients have access to a definitive clinical assessment which is an
assessment carried out by an appropriately trained and experienced clinician
(not a call handler) on the telephone or face to face. In practice, it is the
assessment that will result either in reassurance and advice or in a face-toface consultation, either in a centre or in the patient’s own home. The
definitive clinical assessment must be recorded in such a way on the service’s
call management system that it identifies when the assessment started, when
it was completed and the priority following assessment. Clinical decision
support software shall be used for telephone assessments.

Finance
Contract Value 2012/13

Spend for Service 2012/13

£3,048,433

£3,231,782

Staff Head Count and Skill Mix
WTE Qualified

WTE Unqualified

9.73

4.54

180.

WTE
Management &
Admin
9.82

Total WTE

24.09

These staffing figures relate to Cheshire and Wirral Partnership NHS
Foundation Trust staff that are employed within the service. They do not
include GPs who work within the service.
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Activity

Performance against Key Performance Indicators
181.

Key National Quality Requirements include:

All calls should be answered within 60 seconds of
the end of the introductory message
Telephone clinical assessment (achieve response
time)
Life threatening calls passed to ambulance service
within 3 minutes
Urgent calls are clinically assessed within 20
minutes
Less urgent calls are clinically assessed within 60
minutes
Face to Face clinical assessment – patients
presenting at out of hours (achieve response time)

Target
2012/13
100%

Outturn 2011/12

95%

97.55%

95%

100%

95%

96.83%

95%

97.65%

95%

98.68%

Forecast 91.38%

Benchmarking
182.

The Primary Care Foundation’s National Out of Hours Benchmark exercise
was carried out in May 2011. Cheshire and Wirral Partnership NHS
Foundation Trust provided a summary benchmarking report based on the
findings. The review team were unable to analyse this report in the time
available. The main findings as reported by Cheshire and Wirral Partnership
NHS Foundation Trust are detailed below:
•
•

The service continues to perform comparatively well against the
National Quality Requirements
The report highlights the responsiveness of the service which is
reflected in the above average percentage of patients that rate the care
provided as good or very good
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•

The cost per head was noted to be above average but is considered
reasonable when accounting for the geographically dispersed
population

Conclusions & Recommendations
183.

The Out Of Hours service is meeting all of its Key Performance Indicators
except on answering calls within 60 seconds. Commissioners should work
with the provider to help achieve this target.

184.

Outcome targets should be developed along with a dashboard with a reduced
number of Key Performance Indicators.

185.

The Primary Care Foundation carried out a national Out of Hours benchmark
in May 2011. This benchmarking report puts the service 5th out of 151
services with regard to patients rating the care as good or very good.

186.

The number of calls to the service is substantially higher for the year to date
than the same period the previous year. For December 2012 the number of
calls was over 5,000 compared to under 4,000 the previous month. For that
month the service missed its Key Performance Indicators for answering calls
within 60 seconds, telephone clinical assessment, and clinically assessing
less urgent calls within 60 minutes. Commissioners to monitor the Key
Performance Indicators in light of this information.

187.

A more detailed piece of work is needed to consider the information produced
by Out of Hours and review the service in the context of the changing urgent
care landscape particularly in terms of the imminent implementation of 111.

Conclusion
188.

This review is intended to give West Cheshire Clinical Commissioning Group
an initial overview of the community services they commission. The findings
and recommendations from the review aim to support future system
reconfiguration resulting in improved community services, which support
health and wellbeing in the population.

189.

The review team therefore recommend a comprehensive review of community
services be undertaken in order to establish the picture behind the high-level
information in this review, and to engage with stakeholders of community
services regarding their views as well as with staff within the individual and
related services. Without additional intelligence it would be difficult for
commissioners to determine in detail how they would wish to specify future
community services.
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CONCLUSIONS
DISTRICT NURSING
189.

District nursing operate a model whereby there is a day district nursing
service and an evening and night service. The risk of this model is that it does
not deliver a consistent service or facilitate the development of skills for all
staff. This is compounded by the fact that the evening and night service are
managed by Out of Hours.

190.

There is currently no activity or outcome Key Performance Indicators for the
service. However, Cheshire and Wirral Partnership NHS Foundation Trust
report they are currently working with the Clinical Commissioning Group to
develop these.

191.

The benchmarking shows that the service is above the national average both
in terms of WTE and cost. However the benchmarking for contacts shows the
service is below the national average.

192.

There are some areas for improvement given the results of the patient
satisfaction survey. However 99% of patients said they were satisfied or
extremely satisfied with the service.

COMMUNITY MATRONS
193.

Benchmarking shows that the service is slightly above the national average
with regards to WTE and higher than average against costs. Benchmarking
the contacts shows a slightly below average number for this service.

CHRONIC OBSTRUCTIVE PULMONARY DISEASE NURSE
194.

The service specification has been drawn up by the provider in 2009, but has
not been signed off by the Commissioners. There are no Key Performance
Indicators in the service specification for this service. However the Chronic
Obstructive Pulmonary Disease service is included in the service specification
for the Community Rehabilitation Team which has been signed off by the
Commissioners. This service specification does not include any Key
Performance Indicators for Chronic Obstructive Pulmonary Disease.

195.

The benchmarking appears to show a low spend and WTE against national
average. Benchmarking the contacts shows that the service is below the
national average. This may suggest that there is insufficient capacity within
this service to meet the needs of the population but is difficult to be certain in
the absence of Key Performance Indicators and outcome data.

196.

There is also currently no requirement for integration of this service with the
Chronic Obstructive Pulmonary Disease specialist nurses working within the
acute setting.
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197.

There is no reporting of outcome data so the effectiveness of the service is
not understood.

PARKINSONS SERVICE
198.

There are small numbers of patients using this service which makes statistics
unreliable. However there has been an over 50% increase in referrals into the
service in 2012 – 2013 year to date compared to the same period the
previous year. The number of contacts in the same time period has increased
over 100%.

199.

The service specification has not been signed off by Commissioners.
Commissioners to consider reviewing the service specification and developing
Key Performance Indicators. There is no reporting of outcome data so the
effectiveness of the service is not understood.

200.

Benchmarking shows that there is a low spend and WTE against national
average. The benchmarking also shows the service is significantly below the
national average regarding the number of contacts.

EPILEPSY SERVICE
201.

There are Key Performance Indicators in the service specification which are
not being reported on.

STROKE EARLY SUPPORTED DISCHARGE SERVICE
202.

The Stroke Early Supported Discharge Team almost reached the nationally
recommended 40% uptake for stroke patients.

MACMILLAN NURSING SERVICE
203.

There are no Key Performance Indicators in the service specifications for this
service.

204.

Benchmarking shows lower WTE and spend than national average, with the
number of contacts higher than the average. To understand whether this
service is meeting the needs of the population the above data would need to
be looked at in the context of outcome data and activity for related services
(e.g. unplanned admissions).
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HEALTH VISITING
205.

The number of referrals into the service has increased by nearly half, and yet
the number of contacts has stayed constant, comparing 2012 – 2013 year to
date with the same period the previous year.

206.

Benchmarking contacts shows that this service is slightly below the national
average.

207.

The presentation of the current reporting of the key performance indicators
would benefit from a high level overview, to rationalise the number of Key
Performance Indicators and enable instant recognition of the current status of
the key issues.

208.

From April 2013, responsibility for commissioning public health services for 519 year olds will be transferred from the NHS to the local authority so Clinical
Commissioning Groups will not be responsible for commissioning Health
Visiting.

MUSCULOSKELETAL PHYSIOTHERAPY (incorporating AMAM’s)
209.

The patient satisfaction survey shows very good results with 99% of patients
rating the service as excellent or very good. There is room for improvement
with regards to patients understanding how their personal details are kept.

ADULT MUSCULOSKELETAL ASSESSMENT & MANAGEMENT
210.

There seems to be significantly less referrals into the AMAMs service,
comparing year to date figures for 2012 – 2013 with the same period in the
previous year.

CHILDRENS SPEECH & LANGUAGE THERAPY SERVICE
211.

The number of referrals into the service is less for 2012-2013 year to date
when compared to the same period in the previous year. However the number
of contacts, in the same period, has increased.

212.

There appears to be large variation each month for both referrals which is
then reflected in the fluctuation in the number of contacts.

COMMUNITY REHABILITATION SERVICE (known as Community Therapy Service)
213.

The number of referrals 2012- 2013 year to date is slightly higher than for the
same period in the previous year. However the number of contacts has
increased by a greater amount than the increase in referrals.
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214.

The benchmarking shows that this service benchmarks near the average,
although the number of full time equivalents is slightly lower than the average
and the costs are slightly higher than the average. The benchmarking for the
number of contacts shows that this service is about 20% lower than the
average.

215.

There is no information on the activity or outcomes of the Community Falls
Service and therefore their impact cannot be measured.

HOME SUPPORT SERVICE (known as Crisis and Reablement Team)
216.

The number of referrals for 2012 – 2013 year to date already exceeds the
number of referrals in the full year 2011 – 2012 by a substantial amount.
However the number of contacts is not that much greater than the previous
year, comparing year to date 2012 – 2013 figures with the same period in the
previous year.

REHAB LINK SERVICE
217.

Referrals into the Rehab Link Team are currently 7% above for the same
period in the previous financial year, although the number of contacts has not
exceeded the number last year.

218.

There has been a patient satisfaction survey, and 95% of patients had written
rehabilitation goals, and 100% felt they had been involved in deciding their
goals. The patient survey shows consistently high results.

GP OUT OF HOURS SERVICE
219.

The Primary Care Foundation carried out a national Out of Hours benchmark
in May 2011. This benchmarking report puts the service 5th out of 151
services with regard to patients rating the care as good or very good.

INDIVIDUAL SERVICE RECOMMENDATIONS
DISTRICT NURSING
220.

The number of referrals into the service for year to date 2012 – 2013 has
increased by 65% compared to the same time period in the previous year.
However the number of contacts has actually decreased in the same time
period. Commissioners should meet with the providers to understand this.
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221.

It is suggested that commissioners should prioritise the agreement with
providers the scope of the service and what constitutes core district nursing.
This should be provided in line with agreed evidence based clinical pathways.

222.

The 24/7 district nursing service should deliver both planned and unplanned
care pathways and should be focussed on the delivery of outcomes. Clinical
outcomes e.g. leg ulcer healing rates should be monitored against targets set
by the Clinical Commissioning Group.

COMMUNITY MATRONS
223.

The role of the Community Matron within integrated community teams should
be clarified redesigned and refocused to include synchronising case
management between primary care, secondary care, re-ablement services
and social services.

224.

The Clinical Commissioning Group needs to clearly define the role of the
community matron as an expert clinical decision maker.

225.

The Clinical Commissioning Group needs to work with the providers to model
the required number of community matrons within integrated community
teams.

226.

There is no outcome data on the effectiveness of community matrons.
Outcome indicators should be agreed with commissioners and routinely
collected.

227.

Clinical Commissioning Groups should performance manage the impact of
community matrons against clear outcomes and Key Performance Indicators
as defined by the Clinical Commissioning Groups.

228.

The service has had almost 40% less referrals this year to date compared to
the same time period in the previous year. However the number of contacts
has remained nearly the same. Commissioners to meet with the providers to
understand this.

CHRONIC OBSTRUCTIVE PULMONARY DISEASE NURSE
229.

The number of referrals has increased by over 70% for 2012 – 2013 year to
date compared to the same period in the previous year. However the number
of contacts has reduced by approximately 60%for the same time period.
Commissioners should meet with providers to try to understand this.
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EPILEPSY SERVICE
230.

This appears to be an expensive service as the nursing element has not been
provided for some time. Commissioners to consider reviewing the contract
value against the activity.

231.

There is no collated information for the activity within this service. The GPSI
providing the service enters activity data into Graphnet. This data does not
appear to be available to the Clinical Commissioning Group at present which
means that actual activity is not known. Consideration should be given to
alternative forms of data collection as a priority for this service.

232.

The GPSI reports that a proposal has been submitted to the Clinical
Commissioning Group to develop the epilepsy service which should be
considered once current activity is fully understood.

STROKE EARLY SUPPORTED DISCHARGE SERVICE
233.

It is proposed commissioners monitor the waiting time for community therapy
assessment following discharge from the service. Cheshire And Wirral
Partnership NHS Foundation Trust reported there has been a one week delay
for a speech and language assessment due to annual leave.

234.

Baselines need to be recorded for readmissions and systems put in place for
regular collection of this data to understand the impact of ESDT on
readmissions.

235.

Cheshire And Wirral Partnership NHS Foundation Trust to set up systems
with COCH to monitor the impact of the ESDT on stroke length of stay and
throughput of stroke patients in secondary care.

MACMILLAN NURSING SERVICE
236.

The number of referrals has reduced by nearly 20% during 2012 – 2013 year
to date compared with the same period in the previous year. However the
number of contacts has increased by 50% in the same time period.
Commissioners need to understand the reasons for this.

HEALTH VISITING
237.

Benchmarking shows the service is below the national average for WTEs,
however the spend is above national average. The reasons for this need to be
understood by commissioners.
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MUSCULOSKELETAL PHYSIOTHERAPY (incorporating AMAM’s)
238.

Significant improvement had been made to the waiting times following the
introduction of a C-QUIN to encourage patient self-care. The premises closing
due to winter weather impacted on the waiting times. Commissioners to meet
with the providers to try and prevent reoccurrence.

239.

Commissioners to consider incorporating the new RAPS service into the
service specification for 2013-2014.

240.

Key Performance Indicators are in the service specification for this service but
are not yet reported on. Commissioners to work with the provider to collect
activity.

241.

There are currently no Key Performance Indicators for patient outcomes.
Commissioners to work with the providers to develop this.

242.

Benchmarking shows that the service is slightly above the national average
for WTE and more than the average for spend. Commissioners to consider
meeting with the provider to understand this. Benchmarking the number of
contacts shows that the service is lower than the average.

ADULT MUSCULOSKELETAL ASSESSMENT & MANAGEMENT
243.

The service is achieving its Key Performance Indicators apart from the triage
of patients within 5 working days. Commissioners to work with providers to
understand this.

244.

There are no Key Performance Indicators for patient outcomes.
Commissioners to work with providers to develop this.

245.

Cheshire and Wirral Partnership NHS Foundation Trust are not routinely
reporting on the conversion rate to secondary care although it was provided
as a one off for the review. Commissioners should consider adding this to the
service specification.

246.

26% of patients seen in AMAMs were referred to secondary care. The service
should benchmark against similar services nationally to establish how they
compare.

247.

Cheshire and Wirral Partnership NHS Foundation Trust should collaborate
with secondary care to monitor outcomes of patients referred via AMAMs.

CHILDRENS SPEECH & LANGUAGE THERAPY SERVICE
248.

Benchmarking shows lower than average WTE against national average and
yet with a slightly higher than average spend. Commissioners need to explore
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the reasons for this with providers. Benchmarking against contacts shows that
this service sees more than the average.

COMMUNITY REHABILITATION SERVICE (known as Community Therapy
Service)
249.

Commissioners to meet with providers and arrange reporting against existing
Key Performance Indicators.

250.

New outcome based Key Performance Indicators to be developed in
collaboration with the provider.

HOME SUPPORT SERVICE (known as Crisis and Reablement Team)
251.

Commissioners to consider reviewing the Key Performance Indicators in the
service specification to include outcome measures and meet with providers to
formalise reporting mechanisms.

ELLESMERE PORT HOSPITAL THERAPY SERVICE
252.

The number of referrals is only slightly higher than for the same period the
previous year. However the number of contacts is significantly higher.
Commissioners to meet with providers to understand this.

253.

Commissioners to develop measurable Key Performance Indicators for this
service.

REHAB LINK SERVICE
254.

Commissioners to develop outcome-based Key Performance Indicators for
this service.

GP OUT OF HOURS SERVICE
255.

The Out Of Hours service is meeting all of its Key Performance Indicators
except on answering calls within 60 seconds. Commissioners should work
with the provider to help achieve this target.

256.

Outcome targets should be developed along with a dashboard with a reduced
number of Key Performance Indicators.

257.

The number of calls to the service is substantially higher for the year to date
than the same period the previous year. For December 2012 the number of
calls was over 5,000 compared to under 4,000 the previous month. For that
month the service missed its Key Performance Indicators for answering calls
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within 60 seconds, telephone clinical assessment, and clinically assessing
less urgent calls within 60 minutes. Commissioners to monitor the Key
Performance Indicators in light of this information.
258.

A more detailed piece of work is needed to consider the information produced
by Out of Hours and review the service in the context of the changing urgent
care landscape particularly in terms of the imminent implementation of 111.

NEXT STEPS
259.

As part of our transformation programme it is likely that significant changes in
services will be required.

260.

For GPs, a critical issue is the responsiveness of community nursing including
the criteria for prioritising levels of urgency and discharge planning from the
service

261.

For the Clinical Commissioning Group as a whole we need additional
assurance on clinical governance arrangements including how the current
provider reviews the appropriateness of referrals and interventions, outcomes
for patients, appropriateness of case loads, and communication to GP
practices including entry of information into clinical records.

262.

It is proposed that a more “future facing” review is commissioned that
describes the transformation potential of services, the responsiveness of
current services and assurance on clinical governance arrangements.

CLINICAL COMMISSIONING GROUP RECOMMENDATIONS
The Governing Body is asked to:
a)
b)

c)

Note the conclusions and recommendations for the individual service
lines outlines above (paragraphs 189-258)
Consider the proposal outlined in paragraphs 259-262 for a next stage
review to consider the service transformation required to deliver
improved community services for our patients
Agree to a next stage “future facing” review focused on the
transformation of community services

AUTHORS
Jane Hayes-Green
Transformation Programme Manager, Cheshire and Merseyside CSU
Marie Lewis-Smith
Senior Project Manager, Cheshire and Merseyside CSU
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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

Yes

The implications of this review are further analysis of the current quality
performance of community services to inform future commissioning
2.

Commissioning of Hospital And Community Services – please
outline impact

Yes

The implications of this review are further analysis of the current
performance of community services to inform future commissioning
3.

Commissioning and Performance Management of GP Prescribing
– please outline impact

No

4.

Delivering Financial Balance – please outline impact

Yes

Community services are a vital part of delivery within the health
economy, therefore effective and efficient community services are vital
in ensuring financial stabilty
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
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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

Yes

Individual clinicians within community services have contributed information to
this report
6.

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

Review of Community Services
West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

No

73

AGENDA ITEM NO: WCCCGGB/13/03/104

GOVERNING BODY REPORT

DATE OF BOARD MEETING:

21st March 2013
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Quality Improvement Report

KEY MESSAGES:

There have been a number of serious incidents
reported by Cheshire and Wirral Partnership NHS
Foundation Trust. Following a review of the
detailed investigations into these incidents the
Clinical Commissioning Group has asked the Trust
to review these incidents together to identify if
there any common root causes.
There have been 2 Never Events associated with
surgical procedures reported by the Countess of
Chester Hospital NHS Foundation Trust between
October 2012 and February 2013. These are
serious, largely preventable patient safety incidents
that should not occur if the available preventative
measures have been implemented by healthcare
providers. The Clinical Commissioning Group has
asked the Trust for additional assurance that all the
preventable measures are in place.
GP participation in child protection work is a key
line of inquiry in all Safeguarding Inspections and
was identified as an area of development in the
Cheshire West and Chester Ofsted inspection that
took place during October 2012. Over the last 12
months there has been an increase in the number
of GPs attending initial case conferences and in
the number of reports provided.

REPORT PREPARED BY:

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

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

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

SERIOUS INCIDENT SITUATION REPORT: 1st December 2012 to 31st January 2013
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 Governing Body will receive a summary of the numbers of serious incidents by
provider and will be alerted to any evidence of trends.

4.

Between 1 December 2012 and 31 January 2013 the 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 West Cheshire
Clinical Commissioning Group Serious Incident Review Group.

5.

The Clinical Commissioning Group can report incidents onto the Strategic Executive
Information System for organisations who we commission NHS care from and who do not
have access to the system. This is the case for nursing homes. Once an incident has
been reported onto this national system it is the responsibility of that reporting
organisation to investigate the incident with 45 working days. We have reported a
pressure ulcer in a nursing home onto this system, so the investigation is now in progress
and will be performance managed in the same way as other serious incidents by the West
Cheshire Clinical Commissioning Group Serious Incident Review Group.

6.

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

1 December 2011
-31 January 2012

1 February
2012 -31
March 2012

1 April 2012 – 31
May 2012

1 June 2912 – 31
July 2012

1 August 2012 –
30 September
2012

1 October 2012 –
30 November
2012

Current reporting
period 1 December
2012 – 31 January
2013

Incident type
Total:

Countess of Chester Hospital NHS Foundation Trust
MRSA
Bacteraemia

0

0

1

0

0

0

1

2

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.
Maternity
Services –
Unexpected
admission to
Neonatal
Intensive Care
Unit
Pressure Ulcer
Grade 3

0

0

0

0

0

1

0

1

5

5

1

2

1

0

0

14

Slips / Trips /
Falls

0

0

0

0

0

1

0

1

C.Diff & Health
Care Acquired
Infections

3

2

2

4

0

2

2

15

Radiology
(Scanning
Incident)
Drug Incident
(insulin)
Sub-optimal
care of the
deteriorating
patient

0

0

0

1

0

0

0

1

0

0

0

0

0

1

0

1

0

0

0

0

1
* Never Event*
Categorised as misplaced naso-gastric
tube.

0

0

1

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.
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Unexpected
Death of
Outpatient

0

0

0

0

1

0

0

1

Drug Incident
(general)

0

0

1

0

0

0

0

1

Other – Wrong
Implant

0

0

0

0

0

0

1

Adverse media
coverage or
public concern
about the
Organisation

0

0

1

0

0

1
* Never Event*
Categorised as a
wrong lens implant
0

0

1

Confidential
Information
Leak
Pressure Ulcer
Grade 4

0

0

0

0

0

0

1

1

0

0

0

0

0

0

1

1

Wrong Site
Surgery

0

0

0

0

0

0

1
* Never Event*

1

TOTAL

8

7

6

7

3

6

6
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Period

1
December
2011 – 31
January
2012

1 February
2012 – 31
March 2012

1 April 2012 –
31 May 2012
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1 June 2012 – 31 1 August 2012
1 October
Current
July 2012
– 30 September 2012 – 30
reporting
2012
November
period 1
2012
December
2012 – 31
January 2013

Incident type
Cheshire and Wirral Partnership NHS Foundation Trust / Community Care Western
Cheshire
Unexpected
death of
outpatient ( in
receipt of
services)
Pressure Ulcer
Grade 3

Total:

0

2

4

0

3

0

2

11

0

0

2

0

0

0

1

3

Pressure Ulcer
Grade 4

0

0

0

0

1

1

0

2

Unexpected
Death of
Outpatient (not
in receipt of
services)

0

0

1

0

1

0

0

2

Unexpected
Death of
Community
Patient

0

0

0

0

1

2

1

4

Mental Health
Act (Class B

0

0

1

0

0

1

1

3
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Incident)
Serious Incident
by Outpatient (in
receipt of
services)

0

3

1

0

0

1

0

5

Other

0

0

0

0

1

0

0

1

Suspected
Suicide

0

0

0

1

0

0

0

1

Slips / Trips /
Falls

0

0

0

1

0

0

0

1

Serious Incident
by Inpatient (in
receipt of
services)
TOTAL

0

0

0

0

0

0

2

2

0

5

9

2

7

5

7
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Period

1
December
2011 – 31
January
2012

1 February
2012 – 31
March 2012

1 April 2012 –
31 May 2012

AGENDA ITEM NO: WCCCGGB/13/03/104
1 June 2012 – 31 1 August 2012
1 October
Current
July 2012
– 30 September 2012 – 30
reporting
2012
November
period 1
2012
December
2012 – 31
January 2013

Incident type
Safeguarding
Vulnerable Adult

0

West Cheshire Clinical Commissioning Group
0
0
0

Total

0

0

0
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8

0

0

0

0

1
Pressure Ulcer
- Orchard
Manor Care
Home
1

Total:
1

1

AGENDA ITEM NO:

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.

There was 1 Never Event reported within the period of 1st December 2012 to
31st January 2013, which was reported following wrong site surgery on a patient.
Another surgical related Never Event was reported earlier in the quarter. The
detailed investigation reports from both surgical Never Events are being
reviewed together at the West Cheshire Serious Incident Review Group in
March 2013 to identify if there is any evidence of recurrent themes in the root
causes of the incidents.

TRENDS AND CONCERNS
Cheshire and Wirral Partnership NHS Foundation Trust
9.

In the latest reporting period Cheshire and Wirral Partnership NHS Trust
reported 2 serious incidents that occurred in the same ward. The Serious
Incident Review Group are notified of all new incidents and then review the
detailed root cause analysis of each incident after the investigation has been
completed. Following the February meeting of this group the Head of Quality
Improvement has written to the Medical Director of the Trust to ask if there is
any early evidence emerging from the investigations that might indicate these
incidents have any shared root causes.

10.

Cheshire and Wirral Partnership NHS Foundation Trust has been advised that
they are not performing well enough in relation to providing root cause analysis
reports within the timescale required in the contract for the investigation of
serious incidents. They have been advised that requests for extensions to these
timescales must be made formally in future to the Head of Quality Improvement.

11.

Cheshire and Wirral Partnership NHS Foundation Trust have been advised that
they are not performing to a satisfactory level in relation to the numbers of staff
attending safeguarding children training. They have also been informed that, at
the end of the 2012/13 financial year, a contract query will be raised if the
percentage has not improved to reach the expected 80% target.

Countess of Chester Hospital NHS Foundation Trust
12.

The Countess of Chester Foundation NHS Trust has been identified as being an
outlier against a national mortality ratio – Hospital Standardised Mortality Ratio
(HSMR). There is another mortality indicator used to monitor the level of
mortality in an organisation – Summary Hospital Mortality Indicator (SHMI) and
the Trusts performance against this is within the expected range. The Trust is
investigating this variation and we will be monitoring their actions in response to
this through our monthly Quality and Performance meeting with them. The Trust
monitors clinical practice in relation to morbidity and mortality in a number of
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ways ranging from: use of risk adjusted mortality data generated from their
clinical information system; clinical morbidity and mortality meetings; incident
reporting and review and special reviews if any issues are identified within a
speciality.
13.

The Countess of Chester NHS Foundation Trust have reported 2 Never Events
in a 3 month period both of which are related to surgical procedures. The
recently appointed Medical Director of the Trust has been asked to ensure that
hospital staff are complying with a national safer surgery checklist. The Head of
Quality Improvement has asked the Trust to provide evidence that this
assurance mechanism is in place. Rigorous use of this checklist should
eliminate the occurrence of surgical Never Events.

14.

The Governing Body were advised at their last meeting that there had been a
query about whether an incident involving the misplacement of a naso-gastric
tube met the national definition of a Never Event. Our Serious Incident Review
Group has now scrutinised the detailed investigation report and will make a
recommendation to the Strategic Health Authority that this serious incident does
not meet the criteria for being reported as a Never Event as the patient was not
fed using the tube.

15.

The March meeting of the Serious Incident Review Group reviewed the 3
serious incidents that had been reported by the Countess of Chester NHS
Foundation Trust in relation to naso-gastric tubes in the last 4 years. The group
found no evidence that the Trust had failed to learn from earlier incidents and
the root causes were not the same.

COMMISSIONING FOR QUALITY INNOVATION SCHEMES 2012-13
16.

Commissioning for Quality and Innovation schemes identify areas of
improvement and innovation, and set clear goals with measureable steps that
are monitored. Providers are able to earn 2.5% of their actual contract value by
achieving the goals we set in their Commissioning for Quality and Innovation
Schemes.

17.

The schemes we developed this financial year with Cheshire and Wirral
Partnership NHS Foundation Trust (including community care services) and the
Countess of Chester Hospital NHS Foundation Trust incorporate national and
regional requirements and our local clinical priorities. GP Clinical Leads, GP
Networks and provider clinicians were actively involved in the development of
the goals for each provider scheme.

18.

Performance against the goals in each of the provider’s Commissioning for
Quality and Innovation Schemes are monitored through the regular Quality and
Performance meetings with each provider as part of their contract monitoring
agreement. The Quality Improvement Committee receives a detailed report
each quarter showing performance against the schemes. The quarter 2 report
shows that all the milestones to date have been achieved and there are no
exceptions to report to the Governing Body.
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19.

Early reviews of quarter 3 information indicate a possibility that Cheshire and
Wirral Partnership NHS Foundation Trust (including community care services)
and the Countess of Chester Hospital NHS Foundation Trust may not meet all
the milestones set for delivery in quarter 3.

ADULT SAFEGUARDING
20.

The Adult Safeguarding team is a multi-agency team, based in the Cheshire
West & Chester Council Offices. As part of the team we have an Adult
Safeguarding Lead Nurse that we fund jointly with Vale Royal Clinical
Commissioning Group.

21.

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.

22.

The team have been working closely with Eastway, an Inpatient Assessment
and Treatment Facility for Adults with a Learning Disability managed by
Cheshire and Wirral Partnership NHS Foundation Trust following a complaint
about the care provided to an individual patient. This service has also had 2
recent unannounced visits by the Care Quality Commission which examined
care standards more widely.

23.

The final report from the Care Quality Commission has been published and the
report shows that out of the 7 outcomes they assessed that Cheshire and Wirral
Partnership Trust were only compliant in 2 of them and that the Care Quality
Commission have noted moderate concerns in relation to the other 5 standards.
This link takes you to the report http://www.cqc.org.uk/directory/rxaac

24.

The Trust has provided the Care Quality Commission with an action plan to
address the concerns highlighted in the report and this has been shared with our
Quality Improvement Committee. The Care Quality Commission will monitor the
Trusts compliance with the action plan. Updates against this action plan will be
shared through the regular Quality and Performance meeting we have with the
Trust, which will enable us we will seek assurance that the action plan is being
delivered.

25.

There is currently 1 Western Cheshire Resident who is an in-patient in the unit
and the Head of Quality Improvement has had written assurance that the Trust
have kept the family/carers and this patient briefed throughout this process. We
have contacted the patients GP and advised them of the CQC report.

26.

The Head of Quality Improvement and the Governing Body GP for the rural
locality will be visiting the unit next month.
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CHILDRENS SAFEGUARDING RISKS AND UPDATES
27.

This is an update to the Governing Body on the information reported to the
Cheshire West and Chester Local Safeguarding Children Board on 4th February
2013. The information demonstrates the on-going support and activity to
improve the participation of GPs in child protection case conferences during
Quarter 3 of 2012.

28.

GP participation in child protection work is a key line of inquiry in all
Safeguarding Inspections and was identified as an area of development in the
Cheshire West and Chester Ofsted inspection that took place during October
2012.

29.

Since the last report to the Cheshire West and Chester Local Safeguarding
Children Board in October 2012 the following actions have been undertaken to
ensure all GPs and Practice Managers in West Cheshire are aware of their
responsibilities:
a)
b)

c)

d)
e)
f)

g)

30.

Monitoring information showing the levels of GP attendance and provision
of reports for case conferences has been shared with each practice.
The Designated Nurse Safeguarding Children attended the West Cheshire
Clinical Commissioning Group GP Quality meeting to seek on-going
support from GP Quality Leads for this programme of work.
The Designated and Safeguarding Children Professionals facilitated the
third of four 2012 – 13 Level 3 GP safeguarding children training sessions.
The focus of this year’s training has been GP involvement in child
protection case conferences. Child Protection Case Conference Chairs
attended the training sessions.
All practices have confirmed or updated their NHS.net email address
details for receipt of case conference related information.
A full list of GP practices and GPs has been forwarded to the Safeguarding
and Quality Assurance Unit.
The child protection flowchart detailing the process and developed at the
request of the GPs has been updated to include the new secure email
details of the Safeguarding and Quality Assurance Unit. It has been
circulated to all Safeguarding Practice Leads and Practice Managers.
The Designated Nurse Safeguarding Children has attended the West
Cheshire Clinical Commissioning Group Practice Manager meeting to
provide Practice Managers with an opportunity to clarify any areas that
may be unclear and to share experiences.

During January 2013 all GPs who had not attended and / or provided a report
for child protection case conferences that took place during October and
November 2012 were contacted by Locality Support Managers. The practice
was provided with the names and dates of birth of the children and the date of
the child protection conference. A request was made for information on the
reasons for non-attendance / provision of a report. The availability of the date of
birth, which was not available in the July 2012 follow up, enabled more practices
to identify the children. The majority of practices responded within the timescale.
This has been an improvement since the last report.
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31.

The predominant reason given for non-attendance at initial child protection case
conferences remains the short notice period given to practices, which does not
provide sufficient time for them to arrange adequate cover arrangements for the
doctor. A task and finish group has been set up to explore the feasibility of
information technology solutions including telephone and video conferencing to
enable GPs to be involved in the child protection conference.

32.

The main reason given for non-provision of a report is that practices did not
realise a report was required. Majority of practices who provided this reason are
reporting that they have or are putting systems in place to record and remind
GPs of the review case conference date.

33.

Over the last 12 months an increase has been seen in the number of GPs
attending initial case conferences and in the number of reports provided. The
Local Safeguarding Children Board are expecting to see further improvements
and this is a must do for future Safeguarding Children Inspection frameworks.
With the additional measures that are now in place it is expected that significant
improvements should be demonstrated by all practices in the next quarter. The
table below shows performance levels.

Quarter 4
1/03/12

01/01/12–

Quarter 1
30/06/12

01/04/12-

Quarter 2
30/09/12

01/07/12-

Quarter 3
31/12/12

01/10/12–

% of Initial
Child
Protection
Case
Conferences
with GP
attending

% of Initial
Child
Protection
Case
Conferences
with GP report
submitted

% of Review Child
Protection Case
Conferences with GP
report submitted

15%

46%

18%

21%

36%

10%

17%

69%

17%

43%

52%

34%
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HANDOVER QUALITY LEGACY DOCUMENT
34.

The Governing Body have previously been 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.

35.

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

36.

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.

37.

NHS Cheshire, Warrington and Wirral Primary Care Trust arranged Handover
Assemblies with all of the successor bodies to formally handover a range of
legacy documents. The Accountable Officer and Head of Quality Improvement
attended the Assembly on 11th February to receive the legacy documents for:
•
•
•
•

38.

Cheshire and Wirral Partnership NHS Foundation Trust
Countess of Chester Hospital NHS Foundation Trust
Partners 4Health
Grosvenor Nuffield Hospital

West Cheshire Clinical Commissioning Group, as the receiving organisation, will
need to receive and adopt all the relevant documents formally at the first
Governing Body meeting in 2013-2014.

PATIENT INSIGHT AND INTELLIGENCE TO INFORM COMMISSIONING
39.

At the last meeting of the Governing Body we received a detailed report on the
analysis of patient experience intelligence gathered during the previous twelve
months. The intelligence is gathered from a diverse range of patient and public
engagement activities. The report showed the main themes and trends to arise
from the data repository, aligned against each of the Clinical Commissioning
Group priority areas.

40.

The reports have been shared with Programme Managers and Clinical Leads
and they have been reviewing this patient experience intelligence to inform our
commissioning plans for 2013-2014. This process ensures that we hear the
patient voice when we commission NHS care.

41.

Dr Claire Westmoreland submitted an application to the Patient Experience
Network National Awards about the development of this data repository, the
analysis process and the use of the reports to inform commissioning and was
successful in winning second place.
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FRANCIS REPORT
42.

The Francis Inquiry has been examining the commissioning, supervisory and
regulatory bodies in the monitoring of Mid Staffordshire hospital between
January 2005 and March 2009. It has been considering why the serious
problems at the Trust were not identified and acted on sooner, and identifying
important lessons to be learnt for the future of patient care. It builds on Mr
Francis’s earlier report, published in 2010 after the earlier independent inquiry
on the failings in the Mid Staffordshire NHS Foundation Trust between 2005 and
2009.

43.

Robert Francis QC, Chairman of the Inquiry published his final report this month
following consideration of over 250 witnesses and over one million pages of
documentary evidence. The Inquiry identified that there was unnecessary
suffering of people who were failed by a system which ignored the warning
signs of poor care and put corporate self-interest and cost control ahead of
patients and their safety.

44.

The Chairman makes 290 recommendations designed to change this culture
and make sure patients come first by creating a common patient centred culture
across the NHS.

45.

The link below takes you to the
report http://www.midstaffspublicinquiry.com/report

46.

The next steps for us as a commissioning organisation is to :
a)
b)
c)

Seek assurance from provider trusts that they are developing robust
action plans in response to the recommendations.
Put in place mechanisms for ensuring action plans are delivered in line
with timescales set nationally and locally
Scrutinise the recommendations to identify the changes we need to make
to our processes to ensure that we understand the quality of care that we
have commissioned and the actions we take when this falls below the
expected standards.

QUALITY SURVEILLANCE GROUPS
47.

The National Quality Board has published guidance on establishing Quality
Surveillance Groups. A network of Quality Surveillance Groups is being
established across the country to bring together different parts of health and
care economies locally and in each region in England to routinely share
information and intelligence to protect the quality of care patients receive.

48.

The guidance directs Area Teams to establish Quality Surveillance Groups in
March 2013, ready to go live in the new system from April 2013. A Quality
Surveillance Group has been established in our National Commissioning Board
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Area Team of Cheshire, Warrington and Wirral. and held its first meeting in
March.
49.

The guidance is clear that Quality Surveillance Groups should not add another
level of bureaucracy. They are intended to provide a forum for local partners to
realise the cultures and values of open and honest cooperation which should be
in place already. They should seek to reduce the burden of performance
management and regulation on providers of services, by ensuring that
supervisory, commissioning and regulatory bodies work in a more coordinated
way.

50.

The National Quality Board intends that the Quality Surveillance Groups will
be a proactive forum for collaboration, providing the health economy with:
a)
a shared view of risks to quality through sharing intelligence
b)
an early warning mechanism of risk about poor quality
c)
opportunities to coordinate actions to drive improvement, respecting
statutory responsibilities of and on-going operational liaison between
organisations

51.

The link below takes you to the guidance
http://www.commissioningboard.nhs.uk/2013/01/24/nqb/

EQUALITY AND DIVERSITY
52.

The Clinical Commissioning Group has a number of specific and general duties
in relation to equality and diversity as set out in the Equality Act (2012). Up until
the end of March 2013 these duties have been discharged by the Equality and
Diversity Steering group on behalf of NHS Cheshire Warrington and Wirral PCT
cluster as the statutory body.

53.

From April 2013 West Cheshire Clinical Commissioning group needs a process
to assure the Governing Body that these duties are understood and are being
acted upon. It has been proposed that the Quality Improvement Committee
discharges this responsibility on behalf of the Governing Body. At the February
meeting of the Quality Improvement Committee the membership received a
paper which set out the requirements in relation to Equality and Diversity duties
and the group agreed to incorporate these tasks into its work programme and
amend its Terms of Reference to reflect this change in duties.

QUALITY IMPROVEMENT COMMITTEE TERMS OF REFERENCE
54.

The Terms of Reference for the Quality Improvement Committee were reviewed
at the February meeting. Proposals were made to amend the membership and
the duties. The revised draft terms of reference will be presented to the
Governing Body for approval in line with the Clinical Commissioning Groups
Constitution.
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GENERAL PRACTICE QUALITY IMPROVEMENT
GP Quality Incentive Scheme 2012-13
55.

The quarter 2 achievement levels against the GP Quality Incentive Scheme are
shown below in Table 1 and it illustrates good progress against the quality
improvement indicators. All indicators measured at the end of quarter 2 have
improved.

56.

In the Rural locality the percentage of patients without a diagnosis of dementia
aged 75+ who are asked the dementia screening question, is shown as red at
1%. However six of the ten practices in the locality are now working on this
indicator, so it is expected that this will show significant improvement at the next
quarters report.

57.

The following good practice is noted:
a)

The fifteen practices undertaking opportunistic pulse checking in patients
aged 65 years and over, in order to identify patients with Atrial Fibrillation,
have increased the percentage of patients with a pulse rhythm recorded
from 8% at the end of quarter 1, to 24% at the end of quarter 2.

b)

The number of patients whose pulse rhythm is recorded has also
increased from 12% at quarter 1, to 30% at quarter 2, in patients with
established Heart Failure (seventeen practices).

c)

The twenty-two practices asking patients the dementia screening
question to patients 75 year and over, have increased the percentage of
patients screened from 2% to 11%.

d)

The recording of alcohol consumption has also increased from 9% in
patients who have had a fall and 11% in patients who are taking a proton
pump inhibitor, to 21% and 23% respectively (sixteen practices).

58.

Practices have submitted improvement plans detailing the action they will take
to improve their performance against the current indicators. These actions were
collated and reviewed at the November 2012 GP Quality Group. They have also
been distributed to practices in order to share best practice.

59.

Work has commenced on developing the quality incentive scheme for 2013/14.
Going forward it will be known as the “Primary Care Commissioning for Quality
and Innovation Scheme”. Similarly to the current year, the scheme will focus on
aligning quality improvements to priorities in the Annual Commissioning Delivery
Plan.
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Dementia
(Graphnet &
Emis Web)

Atrial Fibrillation
(Graphnet & Emis
Web)

Heart Failure
(Graphnet & Emis Web)

Coronary Heart Disease
(Quality Management and
Analysis System)

Indicator &
Data source

Reportin
g Period

% with cholesterol
controlled vs. CHD
register
Exception
reporting rate
Recalculated %
with cholesterol
controlled versus
CHD register
(exceptions added
back in)
% Patients with
Heart Failure and
Left Ventricular
Dysfunction with
Beta Blockers
prescribed in last 6
months
% Patients with
Heart Failure with
pulse rhythm taken
% patients
diagnosed with
Atrial Fibrillation
versus predicted
Atrial Fibrillation
% Patients aged
65 years and over
with pulse rhythm
taken
% Patients
diagnosed with
dementia versus
predicted dementia
% Patients without
dementia aged

Benc
hmar
k

Local
2011/12
To be
updated
at year
end
(31/03/13
)

Local

Local

Thresh
old
Rating
(Q1
achiev
ement)
≥ 82%
74 –
82%
< 74%
≤ 8.4%
7.6 –
8.4%
<7.6%
≥ 75%
68 –
75%

West
Cheshire
Clinical
Commissi
oning
Group

Ellesm
ere
Ches
Port & Rural
ter
City Nesto Locali
n
Local
ty
Localit
ity
y

82%

82%

81%

83%

8.4%

8.3%

9.1%

7.5%

75%

75%

74%

77%

58%↑

55%↓

57%↑

64%↑

30%↑

29%↑

31%↑

31%↑

102%

96%

106%

104%

24%↑

27%↑

21%↑

23%↑

47%

45%

47%

51%

11%↑

16%↑

13%↑

1%↑

< 68%

as at
30/11/20
12

≥ 57%
51 –
57%
Local
< 51%

01/06/20
12 –
30/11/20
1212

Local

as at
31/05/20
12

Local

01/06/20
12 –
30/11/20
12
as at
31/05/20
12

≥12.2%
1112.2%
<11%
≥ 102%
92 –
102%
< 92%

Local

Local

01/06/20
12 –
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7.17.9%
<7.1%
≥ 47%
42 –
47%
<42%
≥ 2.2%
1.98-
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30/11/20
12

2.2%
<1.98%
≥ 9%
as at
8.1 –
30/11/20
9%
12
< 8.1%
Local
≥ 1.1%
01/06/20
% with initial
12 –
0.99alcohol screening
30/11/20
1.1%
12
<0.99%
≥
10.5%
% with alcohol
as at
consumption
9.45–
30/11/20
recorded in last 12
10.5%
12
months
<
Local 9.45%
≥ 0.8%
01/06/20
% with initial
12 –
0.72alcohol screening
30/11/20
0.8%
12
<0.72%
Table 1: Quality Incentive Scheme Quarter 2 Achievement

Alcohol (Graphnet & Emis Web)
Patient currently
taking Proton Pump
Patient had a fall
Inhibitor in last 12
in last 12 months
months

75+ asked the
screening question
% with alcohol
consumption
recorded in last 12
months
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19%↑

25%↑

20%↑

4%↑

5%↑

2%↑

3%↑

23↑

20%↑

26%↑

23%↑

2%↑

2%↑

3%↑

2%↑
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RECOMMENDATIONS
60.

The Governing Body is asked to:
a)

Note the information provided about the Serious Incidents reported in
December 2012 and January 2013 onto the Strategic Executive
Information System.

b)

Discuss the trends and concerns reported in service provision
identify if any further assurance or actions are required;

c)

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

d)

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

e)

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.

f)

Note the national requirement to participate in a Quality Surveillance
Group that has been established in our National Commissioning Board
Area Team of Cheshire, Warrington and Wirral.

g)

Note the quarter 2 achievement levels against the 2012-134 GP Quality
Incentive Scheme.

and

Paula Wedd
Head of Quality Improvement
March 2013
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Does this report / its recommendations have implications and
impact with regard to the following:
A.
Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient 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 No
outline impact

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 Consortium as a Commissioning Yes
Organisation – please outline impact
This report identifies how we have developed clinical governance
systems and processes to deliver our statutory duties with regard to
quality.
B.
1.

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

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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AGENDA ITEM NO: WCCCGGB/13/03/105

GOVERNING BODY REPORT
DATE OF GOVERNING
BODY MEETING:

21st March 2013

TITLE OF REPORT:

Finance Update - March 2013

KEY MESSAGES:

Financial performance at end of January 2013
•

At the end of January 2013 the clinical
commissioning group is underspent by £1.694
million and on course to deliver a year-end
surplus of £2.033 million.

•

The surplus will be delivered despite significant
over
performance
against
secondary
healthcare contracts, which is mitigated by the
full use of reserves and an underspend against
the primary care prescribing budget.

2013/14 Financial Plan

REPORT PREPARED BY:

•

Clinical
commissioning
group
baseline
allocations were announced in December
2012.

•

NHS West Cheshire Clinical Commissioning
Group has received an allocation of £314.398
million. However, this allocation will be reduced
by £8. 407 million in respect of 2 practices that
are part of NHS South Cheshire Clinical
Commissioning Group.

•

The development of financial plans for 2013/14
is at an advanced stage. The governing body
will approve the plan along with financial
budgets at its extraordinary meeting in April
2013.

Gareth James
Chief Finance Officer
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
FINANCE UPDATE – MARCH 2013
PURPOSE
1.

The purpose of this report is to update the Governing Body on the following
two areas:
•

Financial position at the end of January 2013; and

•

The progress towards agreeing the financial plan for 2013/14.

FINANCIAL POSITION AS AT 31st JANUARY 2013
2.

At the end of January 2013 NHS West Cheshire Clinical Commissioning
Group is underspent by £1.694 million and on course to deliver a year-end
control total of £2.033 million surplus. Appendix A reflects this position across
recognised budget headings with a summary provided below:
Budget description

3.

Over/(under)
spend to 31st
January 2013
£m

Secondary healthcare
Primary care prescribing
Continuing healthcare
Reserves
Other

8.449
(-)3.246
0.417
(-)4.957
(-)2.356

Total surplus

(-)1.694

Para ref.
4&5
6,7&8
9&10
11

It is currently forecast that the year-end surplus will be delivered despite a
significant over performance against secondary care contracts which is
mitigated by the full use of the clinical commissioning group’s reserves and a
significant underspend against the primary care prescribing budget. In
addition, as previously agreed, any uncommitted non-recurrent funding will be
used to support the financial position. Further details of the key factors
affecting the financial position are provided in the following paragraphs.
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SECONDARY CARE
4.

At the end of January 2013 there is an over performance against secondary
healthcare contracts of approximately £8.5 million with a forecast year-end
overspend of in excess of £9 million. As reported throughout the financial
year the most significant element of this pressure is the over performance
against the Countess of Chester Foundation Trust contract. The financial
pressure to the end of January 2013 can be summarised as follows:
Description
Countess of Chester
High cost drugs, Critical Care and direct access diagnostics
Unplanned admissions & A&E overspend
Non elective non-emergency (mainly maternity)
Planned care overspend (Inpatients 28% & outpatients 72%)
Small Overspends
Sub-total
Wirral
Unplanned admissions & A&E overspend
Planned care overspend (inpatients & outpatients)
Small Non PbR underspends
Sub-total
Other Areas
Cheshire & Wirral - Increase in Rosewood beds
Risk reserve - high cost drugs & bariatrcis
Migration phase 1 - NWSCT transfer
Retraction of Welsh funding for the GP led Urgent Care Unit
Freeze position for 2011/12 year end position
Projected non elective marginal rate fine
North Cheshire FT(critical care and non elective bed days)
Betswi Cadwaladr (Increase in block contract)
East Cheshire Community (New contract)
Wrightington Wigan and Leigh NHS Trust (Orthopeadics)
Other contracts overspends
Total overspend

5.

£'000s
2067
222
-325
2394
30
4,388
304
322
-3
623
172
717
324
454
479
324
282
231
217
187
51
8,449

A year-end contract settlement has been agreed with the Countess of Chester
which should remove any risks between now and the end of March 2013
although the material over performance at both local foundation trusts
continues to be of concern. It was agreed at the March Commissioning
Delivery Committee that a review (’post mortem’) would be undertaken to fully
understand the rise in elective care activity and to attempt to prevent the
same level of growth being replicated during 2013/14.
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PRIMARY CARE PRESCRIBING
6.

At the January 2013 governing body meeting it was reported that a significant
underspend is developing against the primary care prescribing budget.
Prescribing information to the end of December 2012 has now been received
from the Prescription Pricing Division (PPD) of the Business Services
Authority 1. Based on this information, an underspend of in excess of £4 million
is currently forecast.

7.

The underspend against the practice prescribing budgets results from the
following key issues:

8.

•

During the year several drugs have been taken off patent with
corresponding price reductions. The impact of these reductions is
expected to be approximately £1.7 million as at 31 March 2013.

•

£1.4 million was added to practice budgets for the anticipated impact of
new oral anti-coagulants. Strenuous efforts have been made to ensure
that the prescribing of these new drugs is safe and managed in
partnership with secondary care. This has been achieved although the
financial consequences have not had an impact until December 2012. The
impact of these drugs will be closely monitored into the new financial year.

•

The 2012/13 financial plan also allowed for £1.5 million of increased
expenditure on dementia drugs following the planned implementation of
National Institute for Health and Clinical Excellence technology appraisal
guidance. New costs during this financial year are expected to be low as
implementation has been slow and one of the drugs has lost its patent
protection during the year.

In addition to the above issues, other medicines management initiatives
continue to contribute to efficiencies against the practice prescribing budgets.

CONTINUING HEALTHCARE
9.

1

At the end of January 2013 there is an overspend against the continuing
healthcare budget of £417,000 with a forecast year-end pressure of in excess
of £500,000. The pressure relates to the likely costs resulting from restitution
payments following the NHS Ombudsman’s ruling on continuing healthcare.
During 2012/13 there has been a significant increase in numbers of restitution
claims received (in excess of 350 in Western Cheshire). This increase is the
result of high levels of publicity surrounding this issue following new deadlines
that were imposed by the Department of Health. Other elements of the
continuing healthcare budget are performing well.

The Business Services Authority is a special health authority and arm’s length body of the
Department of Health.
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10.

There remains a significant level of risk relating to the potential level of
financial provision required as at 31 March 2013 with an estimate of £1
million included in the reported financial position to the end of January 2013.

RESERVES
11.

The 2012/13 financial plan set aside a £4 million contingency for potential
over performance. This contingency will be utilised in full along with in excess
of £2 million of other reserves and the remaining non-recurrent funding that
has not been allocated in-year to support the delivery of the year-end surplus.

2013/14 FINANCIAL PLAN
12.

Clinical commissioning group baseline financial allocations were announced in
December 2012 and, as discussed at the January Governing Body meeting,
allocations have been based on a share of primary care trust resources
instead of a movement towards ‘fair share' budgets. NHS West Cheshire has
received an allocation of £314.398 million, including £6.07 million running cost
allowance. However, this allocation will be reduced by £8.407 million in
respect of 2 practices that are part of NHS South Cheshire Clinical
Commissioning Group.

13.

A draft 2013/14 financial plan has been submitted to the NHS Commissioning
Board. The overarching principle underpinning the financial plan is the need to
support the delivery of in-year financial duties but also to secure a sustainable
financial outlook for the following three financial years. These principles, along
with other key planning assumptions, were discussed in detail at the February
2013 Membership Council meeting. Planning assumptions can be
summarised as follows:

NATIONAL ASSUMPTIONS
•
•
•
•
•
•

Clinical commissioning groups will be required to deliver at least a 1%
surplus during 2013/14;
A further 2% of baseline funding will need to be spent on non-recurrent
items;
Groups will also be required to carry a minimum contingency of 0.5% of
baseline funding;
The group will have a running cost allowance of £25 per head of
population;
Secondary care quality payments will remain at 2.5% of contract spend;
and
Re-ablement and social care funding will continue.
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LOCAL ASSUMPTIONS
•
•
•

14.

The cost of hospital activity will grow by 2% during the financial year;
The full costs of 2012/13 investments will be funded; and
The potential additional costs resulting from the NHS Commissioning
Board planning guidance ‘Everyone Counts: Planning for Patients
2013/14’ will be in the region of £500,000.

Based on the above assumptions, the 2013/14 financial plan can be
summarised as follows:
Description
Baseline allocation
Recurrent expenditure
Specialised services & public health adjustment
National efficiency target
Inflation
Anticipated activity growth
Secondary care quality payments
Other investment
Non-recurrent headroom
Contingencies
(Surplus)/deficit before QIPP
QIPP gap
(Surplus)/deficit after QIPP

15.

£m
310.404
(-)24.500
(-)10.535
9.051
4.700
5.599
4.495
6.167
4.013

£m
(-)305.991

309.394
3.403
(-)6.486
(-)3.083

The agreement of the 2013/14 financial plan is at an advanced stage.
However, there remain the following 2 items where clarity is yet to be reached:
•

Specialised services; £11.8 million has been taken off the clinical
commissioning group’s allocation in relation to services that will fall under
the definition of specialised services from April 2013. This has been
recognised as a national problem. Work is being undertaken across the
North West to minimise the risk across all clinical commissioning groups.
The 2013/14 financial plan assumes that this will be neutral to the group
with equal and opposite reductions to the group’s contracts.

•

Local enhanced services funding; NHS West Cheshire Clinical
Commissioning Group’s baseline allocation includes £1.458m for primary
care local enhanced services. However, it has now been confirmed that
this funding will be passed to the NHS Commissioning Board Area Team
with commissioning responsibility delegated back to the clinical
commissioning group.
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ACTIVITY GROWTH
16.

The 2013/14 financial plan allows for activity growth of 2 per cent (£4.69
million) across the following budget areas:
•
•
•

17.

Secondary care contracts (£3.546 million);
Primary care prescribing (£0.804m); and
Continuing healthcare (£0.340 million).

Any allowance for activity growth has a direct correlation with the level of
efficiency savings that need to be delivered and, therefore, a fundamental
strand of the group’s delivery plan is to mitigate this growth. During 2012/13
activity growth in secondary care was significantly greater than 2 per cent.

NON-RECURRENT HEADROOM
18.

2 per cent of the group’s allocation will need to be utilised on non-recurrent
items and not committed recurrently. This will mean that the group has at least
2 per cent of its funding protected for future years when it is expected that the
NHS will not receive significant growth in funding.

19.

This policy represents a significant opportunity for the group to support
transition of local health systems with in excess of £6 million available for nonrecurrent investment. Discussions are at an advanced stage with local health
partners to agree how this money will be invested to realise the most impact
on the delivery of the group’s strategy.

CONTINGENCIES
20.

All clinical commissioning groups are mandated to hold a contingency, or
reserve, of at least 0.5 per cent of recurrent funding. NHS West Cheshire
Clinical Commissioning Group will begin 2013/14 with recurrent contingencies
of in excess of £4 million (or approximately 1.3%) made up as follows:
•
•

21.

0.5% mandated contingency (£1.542 million); and
£2.471 million contracting reserve.

The utilisation of contingencies will be reported regularly to the governing
body throughout the financial year.

QUALITY, INNOVATION, PRODUCTIVITY AND PREVENTION (QIPP)

22.

The national QIPP challenge is that the NHS will deliver £20 billion efficiency
savings by the end of financial year 2014/15. However, when QIPP is referred
to within West Cheshire it means the gap between available funds and likely
expenditure.
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23.

Based on assumptions outlined in paragraph 13, there is a QIPP gap of
£6.486 million. A delivery plan is being developed to mitigate the anticipated
impact of activity growth and support the delivery of the group’s strategy. The
delivery plan will be agreed at the April meeting of the governing body. In
short, if the savings target is not delivered, the group will utilise all recurrent
reserves and fail to achieve its financial duties.

NEXT STEPS
24.

A final financial plan will be submitted to the NHS Commissioning Board
before the end of March 2013. Following this, a detailed budget will be
considered by the Commissioning Delivery Committee prior to formal sign off
at the April Governing Body meeting. Subject to this, budgets will be signed
off by individual budget holders.

RECOMMENDATIONS
25.

The governing body is asked to note the financial position at the end of
January 2013 along with the draft financial plan for 2013/14.

Gareth James
Chief Finance Officer
March 2013
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FINANCIAL PERFORMANCE FOR THE PERIOD ENDED 31st JANUARY 2013
Financial Performance to 31st January 2013

Budget Description

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

Annual
Budget

Budget to
January'13

Actual to
January'13

Over/(under)
spend to
January'13

£000

£000

£000

£000

172,288
44,744
3,537
3,544

143,550
37,340
3,030
2,953

151,301
37,202
3,705
3,115

7,750
-138
675
162

224,113

186,874

195,323

8,449

1,587

1,323

1,497

175

2,867

2,355

2,355

0

42,999
200

35,833
167

32,587
100

-3,246
-67

46,066

38,354

35,041

-3,313

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

14,385
78
1,171
2,689
327
1,725

14,802
78
671
2,687
327
1,683

417
0
-500
-2
0
-42

23,390

20,375

20,247

-127

2,833

2,253

2,027

-226

4,000
2,033
7,354
-8,407

3,333
1,694
6,903
-7,006

0
0
5,279
-7,006

-3,333
-1,694
-1,624
0

302,969
302,969
0

254,103
254,103
0

252,409
254,103
-1,694

-1,694
0
-1,694
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Does this report / its recommendations have implications and
impact with regard to the following:
A.
Clinical Commissioning Group Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact

No

2.

Commissioning Of Hospital And Community Services – please
outline impact

No

3.

Commissioning and Performance Management of GP Prescribing
– please outline impact

No

4.

Delivering Financial Balance – please outline impact
The report reflects performance against the clinical commissioning
group’s 2012/13 delegated budget.
5. Development Of The Clinical Commissioning Group as a
Commissioning Organisation – please outline impact
The report provides greater understanding of the clinical
commissioning group’s financial outlook.
B.
Governance – please outline impact
1. Does this report:
• provide the Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice

Yes

2.

No

Additional resource implications
(either financial or staffing resources)

Yes

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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Governing Body
DATE OF MEETING:

21st March 2013

TITLE OF REPORT:

Performance Report
December 2012

KEY MESSAGES:

We are responsible for securing improvements in
the quality of care and health outcomes. We have a
number of ways to measure progress including the
identification and review of key performance
indicators included in this report.

for

period

ending

31st

The report highlights areas of concern in terms of
measures that have not been achieved against the
required level of performance for the period under
review and the actions that are being taken to
improve performance.
•
•
•
•

•

•

•

Improving access – referral to treatment times –
targets achieved
Excess waiting times – specific patient numbers
have been identified with actions being taken
Diagnostic – despite recent improvements in this
area, performance has fallen below the 99%
standard by achieving 98.4%.
Cancer – We have met the standard regarding
patients being seen within 2 weeks of referral
however, we failed to meet the target for 85% of
patients being treated within 62 days
Stroke – performance continues to improve. We
exceeded the target in December with 89.7% of
patients spending 90% of their time on a stroke
unit
Transient
Ischaemic
Attack
–worsening
performance. 42.9% of patients against a target
of 60% have been seen and treated within 24
hours.
Reducing health care acquired infections –
Methicillin-resistant Staphylococcus Aureus
(MRSA) has seen a further 2 cases bringing the
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•
•

•
•

REPORT PREPARED BY:

total to 6 The target for 2012/13 was 2 which
means that we have failed to meet this
performance target for 2012/13. In terms of
clostridium difficile, performance has met target
in December with 8 cases against the planned
standard of 8 cases.
Accident and emergency targets - the A&E 4
hour waiting time target achieved 96.4% and has
exceeded the 95% target
Emergency ambulance performance - we are
falling further short of the target this month for
75% of category A (referred to as life threatening
calls) to be reached in 8 minutes. Performance
is at 68.3%.
Delivering Same Sex Accommodation – no
breaches have taken place in December at any
trust.
Electronic Discharge information – the number
of discharge letters received within 24 hours has
remained consistent with previous months in
achieving 87% against the 90% target.

Rob Nolan
Head of Contracts and Performance

Performance Report – December 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

AGENDA ITEM NO: WCCCGB/13/03/106
WEST CHESHIRE CLINICAL COMMISSIONING GROUP
PERFORMANCE REPORT FOR PERIOD ENDING 31st DECEMBER 2012
PURPOSE
1.

This report identifies performance against the agreed performance indicators for
the period ending 31st December 2012.

CONTEXT
2.

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.

3.

The performance indicators are summarised in this report under the following
headings
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.

Access to Emergency Services
•
•

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

Other areas of concern
•
•

4.

Electronic discharge.
Delivering same sex accommodation;

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 also
includes the following annexes:
•

Annex 1; Summary of significant performance issues and
subsequent actions taken.
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•

Annex 2; performance against all national health care indicators.

ACTIONS
5.

The Board is asked to note performance against the agreed indicators at the end
of December 2012 and to agree the appropriateness of the actions that are being
taken to address areas of concern.

Rob Nolan
Head of Contracts and Performance
March 2013
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OUR PROGRESS
Performance summary of our key indicators in monitoring organisational health
Target met

Improvi ng

Target on track or ongoing

No cha nge

Target not met

Decl i ni ng

STATUS

COMMITMENTS AND TARGETS

Diff from
last mth

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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THE PATIENT EXPERIENCE
Referral to Treatment – Patients seen within the 18 Week Standards
6.

Key Issues
The aggregated position has been achieved for Admitted Care with a
performance of 95.2% reported against the 90% target.

7.

In December there were 36 Admitted Care breaches at the Countess of
Chester Hospital NHS Foundation Trust, which is an increase on the previous
month. Performance within the ‘other’ specialty at the trust continues to be an
issue with attainment reducing to 67.2% against the 90% standard for
admitted pathways. This is the only specialty that has breached this month at
the trust.

8.

Admitted Care 18 week breaches at other Providers in December 2012 are
broken down as follows:
•

Wirral University Teaching Hospital - 5 breaches: 3 in Ophthalmology, 1
in Dermatology and 1 in Other.
North Cheshire Hospital – 5 breaches: 1 in Urology, 2 in Trauma and
Orthopaedics, 1 in Ophthalmology and 1 in Other

•

9.

All specialties for Non-admitted pathways at the Countess of Chester Hospital
NHS Foundation Trust are meeting the 95% standard.

10.

See Annex 3 for monthly analysis by specialty for Admitted and Non Admitted
patients.

Key Actions
11.

The Planned Care Network meets quarterly and includes stakeholders across
the health community. Performance will be reviewed at the network with any
corrective action agreed.
Deadline: 31st March 2013

Referral to Treatment – Patients Waiting an Excessive Amount of Time
Key Issues
Patients waiting 26+ weeks
12.

Performance of patients waiting over 26 weeks in December has decreased
slightly from 233 in November to 214. Of these patients, 52% were at the
Countess of Chester Hospital NHS Foundation Trust, 17% at Robert Jones
and Agnes Hunt Orthopaedic Hospital, 11% at Wirral University Teaching
Hospital and the remaining with other Provider Trusts (20%).
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13.

The number of patients waiting over 26 weeks at Robert Jones and Agnes
Hunt Orthopaedic Hospital has seen a slight reduction this month to 37
patients.

Patients waiting 52+ weeks
14.

These figures are formally submitted to the Department of Health on the
referral to treatment returns. The number of patients waiting over 52 weeks in
December is 4, all of which are at the Robert Jones and Agnes Hunt
Orthopaedic Hospital. Previously the Trust has assured commissioners that it
would clear all long waiters by the end of December 2013, however, this was
not been achieved by the agreed deadline. Of the 4 breaches, 3 have now
been treated the remaining one patient (spinal) is awaiting a date.

15.

See Annex 4 for analysis by Provider and Specialty of all Long Waiters (i.e.
patients waiting longer than 26 weeks)

Key Actions
16.

Robert Jones and Agnes Hunt Orthopaedic Hospital continue to provide a
routine report detailing long waiters, on a monthly basis and have also worked
with the contracts team in providing a trajectory for resolving the issues.
Discussions will take place with the trust to address the number of patients
who breach the 52+ week waiters.
Deadline: 8th March 2013

Diagnostic Tests Waiting no more than 6 Weeks
Key Issues
17.

The overall position for West Cheshire Clinical Commissioning Group was
narrowly missed in December by achieving 98.4% against the 99% target.
This was due to a significant amount of breaches taking place at the Countess
of Chester Hospital NHS Foundation Trust with 39 patients waiting over 6
weeks.

18.

See Annex 5 for analysis of Diagnostic performance against the 6 week
target.

Key Actions
19.

The Planned Care Network meets quarterly and includes stakeholders across
the health community. Performance will be reviewed at the network with any
corrective action agreed.
Deadline: 31st March 2013
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Cancer
Key Issues
20.

The two week standard has been met this month with 97.8% being seen
against the 93% target. Despite recent improvements in the 62 day standard,
this has not been sustained. Performance is now 80% against the 85%
standard meaning that 4 patients were not treated within 62 days. The
reasons for patients waiting longer than 62 days is as follows:
•
•
•

1 patient had their operation cancelled due to complications
1 patient had a change in their management plan to Rapidarc
Treatment
2 patients – reason unknown

Key Actions
21.

Performance against the 62 day standard has been discussed at the
Countess of Chester Hospital NHS Foundation Trust Quality and Performance
meeting. Performance in January 2013 has not improved and the Trust has
been informed that commissioners will be issuing a contract query.
Deadline: 8th March 2013

Stroke and Transient Ischaemic Attack
Key Issues
22.

The contract standard of 80% of patients who have had a stroke spending
90% of their stay on a Stroke Unit has improved this month and performance
currently stands at 89.7%.

23.

For patients who have had a transient ischaemic attack, performance has
decreased considerably to 42.9% for patients being seen and treated within
24 hours against a target of 60%. This was due to 8 patients breaching at the
Countess of Chester Hospital NHS Foundation Trust.

Key Actions
24.

Performance against the Stroke targets has been discussed at the Quality and
Performance meeting with the Countess of Chester Hospital NHS Foundation
Trust.
Deadline: 31st March 2013

Performance Report – December 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

6

AGENDA ITEM NO: WCCCGB/13/03/106

Reducing Health Care Acquired Infections
Key Issues
25.

MRSA
Overall the cumulative total in 2012/13 has risen by another 2 patients in
December to being a cumulative total of 6 MRSA cases. Performance in this
area has breached the annual threshold of 2 cases.

26.

Of the 2 cases occurring in December, 1 was at the Countess of Chester
Hospital NHS Foundation Trust and 1 in the Community.

27.

Clostridium Difficile
Performance has met target in December with 8 cases of Clostridium Difficile
against the planned standard of 8 cases. These breaches took place at the
following trusts:
•
•

6 breaches at the Countess of Chester Hospital NHS Foundation Trust
2 Community Acquired Infections

Key Actions
28.

Methicillin-resistant Staphylococcus Aureus (MRSA)
Discussions are underway with Public Health on what actions they intend to
take to maintain performance.

29.

Clostridium Difficile
Performance against the Clostridium Difficile target has been discussed at the
Quality and Performance meeting with the Countess of Chester Hospital NHS
Foundation Trust.
Deadline: 31st March 2013

Flu Vaccinations
Key Issues
30.

The Flu Vaccination programme for 2012/13 is continuing and December
2012 is showing positive performance with 74.1% against the 75% cumulative
target for the number of seasonal flu vaccinations taking place in the over 65
years olds.

31.

The vaccination programme is due to run for another two months and
performance is well on schedule to exceed the 75% target.
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Key Actions
32.

Further develop the improvement to look at the performance for vaccinations
taking place in the over 6 month age group, which is currently achieving
50.4% and not the target of 70%.
Deadline: 31st March 2013

ACCESS TO EMERGENCY SERVICES
Accident & Emergency Waiting Times
Key Issues
33.

Previous planned interventions such as the introduction of clinical streaming
and extension of the Hospital at Home service appear to have had a positive
effect on performance from October onwards as predicted, and the Countess
of Chester Hospital NHS Foundation Trust has met the 'classic' target of 4
hours once again in December 2012 by achieving 96.4% against the 95%
target.

Key Actions
34.

Performance will continue to be monitored on a daily basis.
Deadline: 31st March 2013

Emergency Ambulance - Urgent (8 min) Calls and Handover Times
Key Issues
35.

Performance against this target is measured at cluster level in 2012/13,

36.

Performance in this area has seen a further reduction in December with a
reported performance of 68.3% against the target of 75%.

Key Actions
37.

Achievement against targets is expected to improve by the introduction of
clinical streaming (early December 2012) and by the kite marking of the
Urgent Care Unit (early January 2013). Initiatives in the community such as
direct ambulance liaison with Hospital at Home should also assist.
Deadline: 31st March 2013
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OTHER AREAS OF CONCERN
Electronic Discharge
Key Issues
38.

Performance in this area has remained fairly static when compared to recent
months with the Countess of Chester Hospital NHS Foundation Trust
achieving 87% in December 2012, which remains short of the 90% target.

Key Actions
39.

The trajectory for improvement of achieving 90% from September 2012
onwards remains with a financial adjustment for every 1% below the threshold
should this not be achieved.
Deadline: 31st March 2013

Delivering Same Sex Accommodation
Key Issues
40.

Performance in this area continues to be positive and has maintained the
standard of no breaches occurring in any Trust throughout December.

Key Actions
41.

West Cheshire Clinical Commissioning Group will continue to closely monitor
this area to ensure that performance remains above standard.
Deadline: 31st March 2013
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Annex I

NHS WEST CHESHIRE CCG
Performance against plan as at the end of

31 Dec 2012

REFERRAL TO TREATMENT - PATIENTS SEEN WITHIN THE STANDARDS
Admitted

95.2%

Non-Admitted



5.2%

99.7%

Incomplete



92.3%

4.7%

Admitted Attainment by Trust



0.3%

105%
100%

92%

94%

96.6%

CoCH

94.8%

Wirral

######

Mid-Cheshire

95%
Adm itted

Non-Admi tted

85%

36

10

Wirral

5

6

0

1

North Cheshire

5

0

52+ Weeks

Current mth

Current mth

214

Previous mth

Diff

233



19

Previous mth

Diff

5



1

Concerns remain with
other contracted
trusts and the
validation exercise
to address excessive
waiters continues.

CANCER
62 Day Wait from GP Referral

Actua l

97.8%

Previ ous mth

Ta rget

Actua l

97.1%

93%

80.0%

0

0

Total Breaches per Trust (2 week waits)
10

0
CoCH

Amber
Actua l

Previ ous mth

Ta rget

98.4%

99.5%

99%

Endoscopy
Tests

Actua l

395

Key Issues:
Performance has seen a drop when compared
to last months and now 98.4% of diagnostic
tests took place within 6 weeks against
the 99% target.

Previ ous mth

The breaches relate to 39 patients taking
place at the Countess of Chester Hospital.

450

Breaches and overall attainment
CoCH
Wirral
Mid-Cheshire

39
5
2

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

98.3%
98.9%
97.5%

STROKE AND TIA

2 Week Waits for Suspected Cancer

5

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

Red

Although the
trajectory of no
patients waiting 52+
weeks has exceeded
plan, performance
continues to improve.

4

The only breach taking place at CoCH is within the
Other specialty.

DIAGNOSTIC TESTS WAITING NO MORE THAN 6 WEEKS
Key Issues:

26+ Weeks

Key Issues:

There have been 3 admitted specialty breaches in
Cardiothoracic Surgery, Dermatology and Other.

CoCH

REFERRAL TO TREATMENT - EXCESSIVE WAITERS

0

100%

All aggregate standards are being met.

Mid-Cheshire

Total Waiting - all pathways Total Waiting - all pathways

10

Green
98%

Breaches Admitted Non-Admitted

90%

15

96%

Wir ral

0

0

Mid-Cheshire North Cheshi re

Amber

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

Previ ous mth

Ta rget

Actua l

Previ ous mth

86.4%

85%

89.7%

76.3%

Key Issues/Actions:
There are no issues for the 2 week
wait target as performance is
above standard.
Despite recent improvements in the
aggregate 62day standard,
performance has now seen a drop to
80% against the 85% target, which
was as a result of 4 breaches.
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Ta rget

80%

TIAs seen and treated within 24 hours
Actua l

Previ ous mth

42.9%

72.7%

80%

85%

Amber

90%

95%

100%

Western Cheshire

3

CoCH

3

Wirral

0

Ta rget

60%

0.897 0.885

1

Key Issues/Actions:
TIAs have seen a significant reduction in performance, which has resulted in a
breach against the 60% target. This breach was due to 8 patients not being
seen and treated within 24 hours at the Countess of Chester Hospital.

10

Breaches
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Annex I
REDUCING HEALTHCARE ACQUIRED INFECTIONS
MRSA (Cumulative)

C-Diff

Actua l

Pre-48 hr -

2 cases

Pos t-48 hr -

6 cases

Pl a n

6 cases 2 cases

FLU VACCINATIONS
Amber

Seasonal Flu Vaccination in the over 65 year olds

Actua l

Pl a n

Actua l (Dec 12)

Pl a n

8 cases

8 cases

74.1%

75.0%

Green

100%
80%
60%
40%
20%
0%

Key Actions:
MRSA - The annual threshold has now breached for this indicator. Of the
further 2 breaches that took place in December, 1 was at the Countess of
Chester and 1 Community case.

Key Actions:

C-Diff - Performance has remained within target this month with 8 cases
against a plan of 8. Of the 6 post-48hr cases, these all took place at
the Countess of Chester.

The vaccination programme is now fully up and running for the 2012/13
financial year and performance is on target for meeting the 75% cumulative
position.

A&E WAITING TIMES
Patients seen within 4hr target

Cat A calls meeting the 8 min standard

Ta rget

98%

96.4%

96.3%

95%

94%

96%
92%

Dec-12

Oct-12

Nov-12

Sep-12

Jul-12

Aug-12

Jun-12

Apr-12

May-12

Mar-12

Jan-12

Feb-12

90%

Key Actions:
No issues - Performance continues to exceed target in this area.

70%
60%

72.3%

75%

Actua l

Previ ous mth

Ta rget

0.0%

86.1%

100%

Red

Despite concerns, achievement against
targets is expected to improve by the
introduction of clinical streaming (early
December 2012) and by the kite marking of
the Urgent Care Unit (early January
2013). Hospital at Home is also to be
extended to take NWAS diverts.

Ambulance Handover within 30mins

Ambulance handover figures are no longer
reported on NWAS but investigations are
taking place to identify alternative

%

Ta rget

20

0

0.00%

0
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Performance in this area continues to be positive and has maintained the
standard of no breaches occurring in any trust throughout December.
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Dec-12

Nov-12

Oct-12

Sep-12

Aug-12

Jul-12

Jun-12

Key Issues:

May-12

-

Apr-12

The Countess of Chester was working
to a plan of 80% until September
2012 and then 90% thereafter.

Green

30

Brea ches

Dec-12

Oct-12

Nov-12

Sep-12

Jul-12

Aug-12

Jun-12

50%

Apr-12

68.3%

Amber

Performance in December has
marginally fallen when compared to
the previous month and remains below
the 90% target.

80%

May-12

Ta rget

Mar-12

90%

Mar-12

Previ ous mth

Jan-12

90%

100%

Jan-12

Feb-13

DELIVERING SAME SEX ACCOMMODATION

88.0%

Feb-12

Actua l

Feb-12

ELECTRONIC DISCHARGE
Discharge letter with patients GP within 24 hours
Key Issues:
Actua l
Previ ous mth
Ta rget

87.0%

Jan-13

Key Issues/Actions:

100%

YTD

Dec-12

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

Green

Actua l

Nov-12

Oct-12

AGENDA ITEM NO: WCCCGB/13/03/106
Annex 2

NHS WEST CHESHIRE CCG
Performance against all National Nealth Care Indicators
Performance
Indicator
Target Name

Apr 12
Plan

May 12

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Sep 12

Actual

Plan

Oct 12

Actual

Plan

Nov 12

Actual

Plan

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

90

94.1

90

95.1

90

95.5

90

94.5

90

95

90

94.7

90

95.3

90

97.3

90

95.2

95

98.9

95

99.2

95

98.9

95

98.6

95

99.1

95

98.7

95

98.9

95

99.3

95

99.7

H.03 RTT,
incomplete pathways
within 18 weeks for
patients on
incomplete pathways
at the end of the
period, % (PHQ21)
[M]
H.06 Diagnostic
tests, patients
waiting less than 6
weeks, % (PHQ22)
[M]
Diagnostic,
endoscopy
test/procedures
including:
Colonoscopy
Flexi sigmoidoscopy
Cystoscopy
Gastroscopy, no.
(PHS14) [M]

92

95

92

95.7

92

95

92

95.3

92

95

92

94.9

92

95.3

92

95.3

92

92.3

99

96.69

99

98.12

99

98

99

98.72

99

99.1

99

98.79

99

99.28

99

99.51

99

98.43

425

393

383

428

413

347

393

410

343

428

329

460

430

469

426

450

334

395
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Annex 2
Perf ormance
Indicator
Target Name
Diagnostic, nonendoscopy based
tests/procedures,
no. (PHS15) [M]

AGENDA ITEM NO: WCCCGB/13/03/106
Apr 12
Plan

May 12

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Sep 12

Actual

Plan

Oct 12

Actual

Plan

Nov 12

Actual

Plan

Dec 12

Actual

Plan

Actual

5397

5824

5344

6657

5955

5683

5970

6597

5506

6605

5892

6317

5786

7071

5980

6800

5191

6127

643

577

679

714

758

678

824

711

650

641

802

643

776

743

793

710

581

599

2282

2271

2383

2666

2574

2434

2551

3006

2288

2644

2487

2543

2484

2920

2584

2859

2175

2441

First outpatient
attendances,
(consultant-led) in
general and acute
specialties, no.
(PHS10) [M]
Outpatient
attendances,
(consultant-led)
following GP referral
in general and acute
specialties, no.
(PHS09) [M]

5612

6010

5458

7367

6038

6072

5867

6868

5338

6997

6235

6548

5949

7736

6071

7361

5075

5690

3617

3321

3457

4147

3841

3456

3687

3861

3397

3947

3861

3740

3752

4557

3859

4267

3136

3367

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

4903

4426

4796

5368

4913

4950

3730

3793

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

4530

4122

4461

4763

4620

4564

4272

3849

RTT, direct access
audiology
pathways,% (CCG)
(LT) [M]
RTT, incomplete
pathways at the end
of the period, no.
(PHS16) [M]
H.19 E-discharge,
letters with patients
GP within 24 hrs, %
(CoCH) (LT) [M]

95

99.28

95

98.85

95

99.29

95

96.51

95

95.98

95

98.63

95

99.24

95

95.42

95

97.58

12905

13368

13025

14088

13744

14142

12572

14032

12963

14025

13362

13956

13283

14272

13188

14504

12246

13669

90

66.5

90

79.4

90

77.6

90

80.9

90

79.7

90

84.81

90

87

90

88

90

87

FFCEs, elective
ordinary admissions,
no. (PHS11_4) [M]
FFCEs, general &
acute (G&A) elective
admissions Finished
First Consultant
Episodes (FFCEs)
Daycases, no.
(PHS11) [M]
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Perf ormance
Indicator
Target Name

AGENDA ITEM NO: WCCCGB/13/03/106
A pr 12
Plan

May 12

A ctual

Plan

Jun 12

A ctual

Plan

Jul 12

A ctual

Plan

A ug 12

A ctual

Plan

Sep 12

A ctual

Plan

Oct 12

A ctual

Plan

Nov 12

A ctual

Plan

Dec 12

A ctual

Plan

A ctual

C A NC ER
H. 12 Cancer,
patients seen within
two weeks of an
urgent GP referral
for suspected
cancer, % (All)
(PHQ24) [M]
H. 13 Cancer,
patients receiving
first definitive
treatment for cancer
within 62 days of an
urgent GP referral
for suspected
cancer, % (PHQ03)
[M]
Cancer, patients
receiving first
definitive treatment
within 62-days of a
consultant decision
to upgrade their
priority status, %
(PHQ05) [M]
Cancer, patients
receiving first
definitive treatment
within 62-days of
referral from an NHS
Cancer Screening
Service, % (PHQ04)
[M]
Cancer, patients
receiving first
definitive treatment
within one month (31days) of a cancer
diagnosis (measured
from 'date of
decision to treat'), %
(PHQ06) [M]

93

94. 98

93

94. 25

93

93

93

95. 09

93

95. 88

93

93. 96

93

94. 33

93

97. 1

93

97. 77

85

87. 72

85

82. 76

85

77. 78

85

81. 03

85

87. 14

85

73. 68

85

85. 71

85

86. 44

85

80

85

85. 71

85

90. 91

85

85

85

82. 61

85

89. 47

85

91. 3

85

82. 35

85

92. 86

85

100

90

71. 43

90

100

90

100

90

100

90

75

90

50

90

100

90

100

90

100

96

98. 37

96

100

96

96

96

97. 48

96

98. 26

96

97. 12

96

100

96

100

96

96. 95

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

94

97. 44

94

91. 11

94

100

94

93. 94

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

94

100

94

100

94

100

94

100

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

98

100

98

100

98

100

98

100

98

100

98

96. 43

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

93

91. 3

93

95. 89

93

98. 59

93

100
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Indicator
Target Name

AGENDA ITEM NO: WCCCGB/13/03/106
Apr 12
Plan

May 12

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Sep 12

Actual

Plan

Nov 12

Oct 12

Actual

Plan

Actual

Plan

Dec 12

Actual

Plan

Actual

ST ROKE
H.14 Stroke,
patients spending
90% of their stay on
a stroke unit, %
(CCG) [M]
H.15 Stroke, TIA
assessed and
treated within 24
hours,% (CCG) [M]
Stroke, patients
spending 90% of
stay on a stroke
unit, % (CoCH) [M]
Stroke, TIA patients
scanned and treated
within 24 hours,
proportion (CoCH)
(M)

80

85.2

80

80

80

92.9

80

90.3

80

87.5

80

80

80

68

80

76.9

80

89.7

60

0

60

0

60

0

60

71.4

60

53.8

60

80

60

90

60

72.7

60

42.9

80

91.3

80

81.8

80

100

80

88.9

80

92.3

80

87.5

80

68.2

80

78.4

80

38.5

60

0

60

0

60

0

60

60

60

50

60

80

60

87.5

60

66.7

60

88.5

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

2

1

2

1

2

1

2

1

2

1

2

1

2

2

2

4

2

6

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

8

6

8

7

8

10

8

8

70

32.6

70

46.8

70

50.7

75

54.1

75

71.6

75

74.1

27.9

70

38.2

70

41.6

PRI M A RY C A RE
Flu vaccination
coverage, at risk
individuals aged over
six months (3.3xv)
[M]
Flu vaccination
coverage, over 65s
(3.3xiv) [M]
Flu vaccination
coverage, Pregnant
women (M)
NHS Health Checks,
eligible people that
have received in
2012/13, no.
(PHQ31) [Q]
NHS Health Checks,
eligible people who
have been offered in
2012/13, no.
(PHQ31) [Q]
Smoking, % of
smokers among
people with their
smoking status
recorded, a proxy
for smoking
prevalence (LT) [Q]

1728

0

1728

835

1728

1526

3456

0

3455

1109

3456

1776

23.6

13.14

23.6

12.42

23.6
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Perf ormance
Indicator
Target Name

AGENDA ITEM NO: WCCCGB/13/03/106
Apr 12
Plan

May 12

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Sep 12

Actual

Plan

Nov 12

Oct 12

Actual

Plan

Actual

Plan

Dec 12

Actual

Plan

Actual

A & E and U N P L A N N E D C A R E
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]
FFCEs, non-elective
in general & acute
(G&A) specialties in a
month, no. (PHS06)
[M]
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]

95

95.48

95

96.88

95

96.58

95

98.1

95

95.5

95

95.92

95

94.86

95

96.58

95

96.4

2251

2072

2408

2227

2228

2090

2160

2233

2235

2201

2179

2177

2080

2295

2180

2329

2354

2397

90

91.84

90

92.89

90

93.14

90

93.64

90

92.64

90

93.53

90

94.14

90

92.68

90

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)

95

93.97

95

94.09

95

94.22

95

95.99

95

93.45

95

93.2

95

94.88

95

95.76

95

93.69

Ambulance, urgent
and emergency
journeys via
ambulance, no.
(PHS13) [M]
H.09 Ambulance,
Category A
incidents, which
resulted in an
emergency response
arriving at the scene
of the incident within
8 minutes, % [M]
(PHQ01)

2082

2198

2156

2399

2088

2206

2212

2320

2071

2343

2106

2180

2265

2262

2139

2213

2420

2571

75

71.55

75

72.58

75

71.86

75

72.48

75

68.61

75

67.47

75

75.35

75

72.32

75

68.28

H.10 Ambulance,
handover completion
over 30 mins, %
(CoCH) (LT) [M]

0

10.88

0

7.27

0

12.14

0

7.05

0

12.54

0

12.41

0

14.68

0

13.95

0

H.11 Ambulance,
handover completion
in under 30 mins, %.
(CoCH) (LT) [M]

100

89.13

100

92.73

100

87.86

100

92.95

100

87.46

100

87.59

100

85.32

100

86.05

100
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Annex 2
Perf ormance
Indicator
Target Name

AGENDA ITEM NO: WCCCGB/13/03/106
Apr 12
Plan

May 12

Actual

Plan

Jul 12

Jun 12

Actual

Plan

Actual

Plan

Aug 12

Actual

Plan

Sep 12

Actual

Plan

Oct 12

Actual

Plan

Nov 12

Actual

Plan

Dec 12

Actual

Plan

Actual

DELIVERING SAM E SEX ACCOM ODATION
H.21 DSSA,
breaches of same
sex sccommodation,
rate (PHQ26) [M]

0

0.29

0

0.32

0

0.09

11.25

0

0.01

0

0

0

0

10.92

11.25

95

97.75

95

0

0

0

0.01

0

0

10.94

11.25

8.07

95

97.86

95

97.12

100

95

100

95

100

8

20

15

36

23

50

3.7

3.79

7.5

8.11

11.3

48.5

43.12

48.8

53.41

47

M A T ERNI T Y
Smoking, during
pregnancy, women
known to be smokers
at time of delivery,
% (CoCH) (LT) [Q]
M ENTAL HEALTH
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]
Crisis
resolution/home
treatment team,
inpatient admissions
that have been
gatekept, %
(PHQ11) [Q]
Early intervention,
new cases of
psychosis served by
early intervention
teams, no.(PHQ10)
[Q]
IAPT, the proportion
of people that enter
treatment against
the level of need in
the general
population
(PHQ13_05)
cumulative [Q]
IAPT, the proportion
of people who
complete treatment
who are moving to
recovery
(PHQ13_06) [Q]
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46.23

Annex 2
Performance
Indicator
Target Name

AGENDA ITEM NO: WCCCGB/13/03/106
Apr 12
Plan

May 12

Actual

Plan

Jun 12

Actual

Plan

Jul 12

Actual

Plan

Aug 12

Actual

Plan

Sep 12

Actual

Plan

Oct 12

Actual

Plan

Nov 12

Actual

Plan

Dec 12

Actual

Plan

Actual

C OM PL A I NT S
Complaints: 1. Total
no. received [M]
Complaints: 2. Total
no. regarding
Providers [M]
Complaints: 3. Total
no. notified by
Ombudsman (2nd
stage) [M]
Complaints: No. of 3
day
acknowledgement
[M]
Complaints: No.
resolved in 1 day [M]

2

3

2

3

5

6

0

8

5

0

3

0

1

2

1

0

0

0

0

0

0

0

0

1

0

0

0

2

3

2

3

5

6

0

8

5

8

9

9

16

10

9

21

13

10

49

90

56

56

59

35

71

69

38

55

97

68

68

71

58

79

88

43

0

0

1

1

6

3

0

2

0

2

0

3

0

8

5

3

5

5

I NC I DENT S
Incidents: 2.
Reported by GPs
Incidents: 1. Total
number logged on
Datix
Incidents: 3.
Reported by
Independant
Contractors
Incidents: 4. Patient
safety (sub for
Board)
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AGENDA ITEM NO: WCCCGB/13/03/106
Annex 3

Referral to Treatment - monthly analysis by specialty for Admitted and Non Admitted patients
April

May

June

July

August

September

October

November

December

90%

90%

90%

90%

90%

90%

90%

90%

90%

General Surgery
Urology
Trauma & Orthopaedics
ENT
Ophthalmology
Oral Surgery
Neurosurgery
Plastic Surgery
Cardiothoracic Surgery
General Medicine
Gastroenterology
Cardiology
Dermatology
Respiratory Medicine
Neurology
Rheumatology
Geriatric Medicine
Gynaecology
Other

92.9%
91.3%
89.8%
96.6%
98.1%
94.6%
60.0%
98.1%
83.3%
100.0%
100.0%
98.6%
92.3%
100.0%
100.0%

96.2%
94.6%
91.9%
98.9%
98.0%
97.2%
87.5%
98.1%
100.0%
100.0%
100.0%
92.9%
92.9%
100.0%
100.0%
100.0%

96.88%
95.24%
92.59%
98.08%
95.79%
93.48%
88.89%
98.32%
95.45%
100.00%
100.00%
94.81%
100.00%
100.00%
100.00%

94.4%
90.5%
88.0%
93.9%
98.1%
99.0%
100.0%
98.1%
100.0%
100.0%
97.6%
97.1%
100.0%
100.0%
100.0%
100.0%

95.1%
98.7%
88.9%
96.8%
96.2%
92.7%
75.0%
98.7%
90.9%
100.0%
97.1%
96.3%
100.0%
100.0%
100.0%
100.0%

97.7%
98.8%
83.9%
98.5%
97.3%
95.1%
87.5%
97.4%
100.0%
100.0%
100.0%
96.0%
100.0%
85.7%

93.4%
97.3%
95.5%
98.3%
96.7%
96.2%
78.6%
100.0%
83.3%
100.0%
100.0%
90.5%
91.7%
100.0%
100.0%
100.0%

96.8%
98.5%
95.9%
95.9%
98.9%
98.4%
100.0%
100.0%
94.1%
100.0%
100.0%
97.3%
100.0%
100.0%

98.3%
97.7%
94.3%
100.0%
95.9%
97.7%
90.9%
97.1%
77.8%
100.0%
100.0%
96.9%
66.7%
100.0%

100.0%

98.3%
89.3%

99.3%
85.4%

98.36%
91.23%

99.2%
86.7%

98.3%
91.9%

99.1%
89.2%

97.7%
85.0%

97.7%
90.2%

100.0%
100.0%
100.0%
82.2%

All - Total

94.1%

95.1%

95.57%

94.5%

95.0%

94.7%

95.3%

97.3%

95.2%

Admitted - Target
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Annex 3

April

May

June

July

August

September

October

November

December

Non Admitted - Target

95%

95%

95%

95%

95%

95%

95%

95%

95%

General Surgery
Urology
Trauma & Orthopaedics
ENT
Ophthalmology
Oral Surgery
Neurosurgery
Plastic Surgery
Cardiothoracic Surgery
General Medicine
Gastroenterology
Cardiology
Dermatology
Respiratory Medicine
Neurology
Rheumatology
Geriatric Medicine
Gynaecology
Other

99%
98%
96%
99%
99%
99%
100%
100%
100%
100%
97%
98%
100%
97%
99%
100%
100%
100%
99%

100.0%
99.2%
97.1%
99.8%
99.4%
99.4%
100.0%
100.0%
100.0%
98.3%
98.3%
100.0%
100.0%
99.0%
97.4%
100.0%
100.0%
99.3%
99.2%

99.8%
100.0%
98.1%
98.8%
99.4%
100.0%
85.7%
100.0%
100.0%
99.1%
95.8%
100.0%
96.8%
100.0%
98.7%
96.3%
100.0%
99.7%
99.2%

99.4%
99.0%
94.3%
99.3%
99.6%
99.2%
93.3%
100.0%
100.0%
100.0%
97.6%
99.3%
98.4%
98.2%
96.8%
95.9%
100.0%
100.0%
98.4%

99.1%
98.0%
97.2%
99.5%
99.8%
99.5%
96.4%
98.5%
100.0%
100.0%
96.7%
100.0%
100.0%
99.0%
98.9%
94.3%
100.0%
99.7%
99.6%

100%
98%
94%
100%
99%
100%
100%
99%
100%
100%
97%
98%
98%
99%
99%
99%
98%
99%
99%

99%
98%
98%
99%
99%
99%
86%
99%
92%
100%
98%
99%
100%
100%
95%
97%
100%
100%
98%

100%
98%
99%
100%
100%
99%
90%
100%
100%
100%
99%
100%
100%
100%
98%
99%
98%
100%
99%

100%
100%
99%
99%
99%
99%
94%
99%
100%
100%
97%
99%
99%
100%
100%
100%
100%
99%
99%

All - Total

98.9%

99.2%

99.0%

98.6%

99.1%

98.7%

98.9%

99.3%

99.7%
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Annex 4

AGENDA ITEM NO: WCCCGB/13/03/106

Analysis by Provider and Specialty of all Long Waiters (ie patients waiting longer than 26 weeks)
Admitted Pathways

Non-Admitted Pathways

COCH
WIRRAL
MID CHESHIRE
WARR & HALT
ROBERT JONES
NUFFIELD
OTHER

26+ wks 40 wks 52+ wks
15
0
0
2
0
0
0
0
0
3
1
0
5
2
2
1
0
0
6
2
0

General Surgery
Urology
Trauma & Orthopaedics
ENT
Ophthalmology
Oral Surgery
Neurosurgery
Plastic Surgery
Cardiothoracic Surgery
General Medicine
Gastroenterology
Cardiology
Dermatology
Respiratory Medicine
Neurology
Rheumatology
Geriatric Medicine
Gynaecology
Other
Total

26+ wks 40 wks 52+ wks
0
0
0
1
1
0
8
2
2
0
0
0
4
0
0
1
0
0
0
0
0
1
1
0
0
0
0
0
0
0
0
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
0
16
1
0
32
5
2

Incomplete Pathways

COCH
WIRRAL
MID CHESHIRE
WARR & HALT
ROBERT JONES
NUFFIELD
OTHER

26+ wks 40 wks 52+ wks
3
1
0
3
0
0
0
0
0
0
0
0
0
0
0
0
0
0
4
0
0

COCH
WIRRAL
MID CHESHIRE
WARR & HALT
ROBERT JONES
NUFFIELD
OTHER

26+ wks 40 wks 52+ wks
111
5
0
23
1
0
4
0
0
11
4
0
37
13
4
6
0
0
22
0
0

General Surgery
Urology
Trauma & Orthopaedics
ENT
Ophthalmology
Oral Surgery
Neurosurgery
Plastic Surgery
Cardiothoracic Surgery
General Medicine
Gastroenterology
Cardiology
Dermatology
Respiratory Medicine
Neurology
Rheumatology
Geriatric Medicine
Gynaecology
Other
Total

26+ wks 40 wks 52+ wks
0
0
0
0
0
0
1
1
0
1
0
0
0
0
0
1
0
0
0
0
0
1
0
0
0
0
0
0
0
0
1
0
0
1
0
0
1
0
0
0
0
0
0
0
0
0
0
0
0
0
0
1
0
0
2
0
0
10
1
0

General Surgery
Urology
Trauma & Orthopaedics
ENT
Ophthalmology
Oral Surgery
Neurosurgery
Plastic Surgery
Cardiothoracic Surgery
General Medicine
Gastroenterology
Cardiology
Dermatology
Respiratory Medicine
Neurology
Rheumatology
Geriatric Medicine
Gynaecology
Other
Total

26+ wks 40 wks 52+ wks
46
4
0
19
1
0
58
14
4
6
0
0
6
0
0
2
0
0
1
0
0
2
0
0
1
0
0
4
0
0
10
1
0
7
0
0
1
0
0
3
0
0
2
1
0
1
0
0
0
0
0
8
0
0
37
2
0
214
23
4
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Annex 5

Analysis of Diagnostic performance against the 6 week
target.

Dec-12

Under 6 weeks

MRI
CT
NON OBSTETRIC ULTRASOUND
BARIUM ENEMA
DEXA SCAN
AUDIOLOGY ASSESSMENTS
ECHOCARDIOGRAPHY
ELECTROPHYSIOLOGY
PERIPHERAL NEUROPHYS
SLEEP STUDIES
URODYNAMICS
COLONOSCOPY
FLEXI SIGMOIDOSCOPY
CYSTOSCOPY
GASTROSCOPY
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612
509
943
1
54
146
266
0
30
1
4
103
84
121
203
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Over 6 weeks
4
0
28
0
0
0
1
0
0
0
4
0
0
11
1

AGENDA ITEM NO: WCCCGB/13/03/106
Does this report / its recommendations have implications and
impact with regard to the following:
A. Consortium Aims and Objectives
1. Quality (including patient safety, clinical effectiveness and patient
experience) – please outline impact
2011/12 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 Commissioning Board with assurance against any
of the risks identified in the assurance framework (identify risk
number)
• have any legal implications
• promote effective governance practice
Assurance of plans to deliver 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
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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

6.

Patient and Public Engagement
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GOVERNING BODY REPORT
DATE OF GOVERNING
BODY MEETING:

21st March 2013

TITLE OF REPORT:

Clinical Commissioning Group Policies and
Governance Documents

KEY MESSAGES:

a) This report provides the following policies, as
considered and proposed by the clinical
commissioning group’s Audit Committee at the
meeting held on 1st February 2013
•
•

Corporate Records and Retention Policy
Confidentiality and Data Protection Policy

b) The following policies were considered and
proposed by the clinical commissioning group’s
Quality Improvement Committee held on 14th
February 2013.
• Complaints Policy
• Policy for Incidents
• Serious Incident Policy

REPORT PREPARED BY:

Paula Wedd
Head of Quality Improvement and Safeguarding
NHS West Cheshire Clinical Commissioning Group
Suzanne Crutchley
Senior Information Governance Manager
Cheshire & Merseyside Commissioning Support Unit

Clinical Commissioning Group Polices and Governance Documents
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CLINICAL COMMISSIONING GROUP POLICIES
AND GOVERNANCE DOCUMENTS
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 in the process
to becoming a statutory body.

BACKGROUND
2.

This report provides the following information governance policies, as
considered and proposed by the clinical commissioning group’s Audit
Committee in 1st February 2013, for approval/ratification:
•
•

3.

Corporate Records and Retention Policy
Confidentiality and Data Protection Policy

The following policies were considered by the clinical commissioning group’s
Quality Improvement Committee held on 14th February 2013, and are
proposed for Governing Body approval/ratification:
•
•
•

Complaints Policy
Policy for Incidents
Serious Incident Policy

RECOMMENDATIONS
4.

The Clinical Commissioning Group Governing Body is asked to approve and
ratify the 5 policies listed above.

Gareth James
Chief Financial Officer (Designate)
January 2013
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21st March 2013
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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

Yes

The 3 policies considered by the Quality Improvement Committee provide assurance to the
Governing Body on the management and handling of complaints, incidents and serious
incidents.

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 policies appended to this report provide assurance to the
Governing Body that systems and processes are in place to manage the handling and
retention of corporate records and confidentiality/data protection issues.

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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Corporate Records and Retention Policy
Policy for the local management of the
Records Management: NHS Code of Practice

Version

Version 1

Ratified By
Date Ratified
Author(s)

Suzanne Crutchley
Information and Corporate Governance Manager
CWW Commissioning Support Unit

Responsible
Committee / Officers
Issue Date
Review Date
Intended Audience

All Clinical Commissioning Group staff

Impact Assessed

Yes
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Further information about this document:
Corporate Records and Retention Policy
Policy for the local management of the
Document name
Records Management: NHS Code of Practice
Category of Document in Corporate
The Policy Schedule
Suzanne Crutchley
Author(s)
Information and Corporate Governance Manager
Contact(s) for further
Telephone: 01244 650551
information about this
Email: suzanne.crutchley@wcheshirepct.nhs.uk
document
This document should be
read in conjunction with

•
•
•

Information Governance Strategy
Information Governance Policy
Freedom of Information Policy

Cheshire, Warrington and Wirral Commissioning Support Unit
Published by (CWW CSU)
Website: http://www.cwwcss.org.uk/extranet
or
Copies of this document
CWW CSU Office, 1829 Building, Countess of Chester Health
are available from
Park, Liverpool Road, Chester. CH2 1HJ

Version Control:
Version History:
Version Number

Reviewing Committee / Officer

Date

1.0

NHS West Cheshire Clinical Commissioning Group
Audit Committee
NHS West Cheshire Clinical Commissioning Group
Governing Body

1 Feb
2013
21 March
2013

1.0

Please note that this Policy is based on the current equivalent for the NHS Business
Services Authority, existing Primary Care Trust Policies and the Records
Management: NHS Code of Practice.
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The following terms are used in this document
Information Governance

Information Governance is a framework to bring together
all the legal rules, guidance and best practice that apply
to the handling of information.

Glossary of Records Management Terms

Full descriptions of all the terms used in the Records Management: NHS Code of
Practice are listed in full in the Code, available at:
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAn
dGuidance/DH_4131747
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INTRODUCTION AND PURPOSE
Introduction
1.

NHS organisations have a statutory duty to make arrangements for the safekeeping
and eventual disposal of their records.

2.

The primary function of the Policy is to improve the management of all types of NHS
records, with regard to their preservation, retention and destruction.

3.

The suggested retention periods should be taken by NHS organisations to be a guide
based on best practice, and therefore followed for all corporate (non-clinical) records.

4.

Ensuring local application of this Policy and its supporting guidelines and procedures,
is the responsibility of all staff.

Executive Summary
5.

The Corporate Records and Retention Policy for the Clinical Commissioning Group
(Clinical Commissioning Group) sets out the requirements of all staff when managing
the retention of records. The Policy is supported by substantial guidelines and
procedures, which give further details of how to comply with the actual Policy.

6.

Staff should treat this Policy as guidance based on best practice for managing
corporate records. In general terms, this Policy covers all records (documents),
which the Clinical Commissioning Group has produced.

7.

The records management function is recognised as a specific corporate responsibility
within the Clinical Commissioning Group. It provides a managerial focus for records
of all types in all formats, including electronic records, throughout their life cycle, from
planning and creation through to ultimate disposal. All confidential papers will be
disposed of by shredding.

8.

Clearly defined responsibilities and objectives are set out below, and the Clinical
Commissioning Group is committed to ensure adequate resources to achieve them.

9.

This Policy should be read in conjunction with the following Clinical Commissioning
Group Policies:
•
•
•

Information Governance Strategy
Information Governance Policy
Freedom of Information Policy

10. Archiving of corporate paper documents will be carried out in line with the Clinical
Commissioning Group arrangements in place, which will be reviewed over time as
the Clinical Commissioning Group develops.
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Foreword
11. This Policy has been produced in light of the requirements of the Records
Management: NHS Code of Practice, and should be read in conjunction with the full
Code. To download a copy of the Code of Practice please follows this link
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAnd
Guidance/DH_4131747
12. The Records Management: NHS Code of Practice has been published by the
Department of Health as a guide to the required standards of practice in the
management of records for those who work within or under contract to NHS
organisations in England. The Code of Practice (referred to as the Code) is a guide
to the standards of practice required in the management of NHS records, based on
current legal requirements and professional best practice. The guidance applies to
all NHS records and contains details of the recommended minimum retention period
for each record type.
13. This Policy supports, amongst others, the Data Protection Act 1998 and the Freedom
of Information Act 2000.
14. The life of this Policy will be subject to controlled amendments ensuring it remains
appropriate as the business, technology and legislation change. This Policy and its
supporting guidelines and procedures will be regularly reviewed and compliance with
them monitored through Risk Management and Information Governance Assurance
procedures. The policy will be reviewed at regular intervals (at least once every two
years) and, if appropriate, it will be amended to maintain its currency and relevance.
Types of record covered by the Code of Practice
15. The guidelines contained in the Code of Practice apply to NHS records of all types,
regardless of the media on which they are held. These may consist of:
•
•
•
•
•
•
•
•
•

Administrative records (including, for example, personnel, estates, financial and
accounting records; notes associated with complaint-handling);
Photographs, slides, and other images;
Microform (i.e. microfiche/microfilm);
Audio and video tapes, cassettes, CD-ROM etc;
E-mails;
Computerised records;
Paper records;
Scanned records;
Text messages (both outgoing from the NHS and incoming responses)

Background and general context
16. The Records Management: NHS Code of Practice replaces previous guidance as
listed below:
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•
•
•

HSC 1999/053 – For the Record.
HSC 1998/217 – Preservation, Retention and Destruction of GP General
Medical Services Records Relating to Patients (Replacement for FHSL (94)(30))
HSC 1998/153 – Using Electronic Patient Records in Hospitals: Legal
Requirements and Good Practice.

17. Records are a valuable resource because of the information they contain. Highquality information underpins the delivery of high-quality evidence-based healthcare,
and many other key service deliverables. Information has most value when it is
accurate, up to date and accessible when it is needed. An effective records
management service ensures that information is properly managed and is available
whenever and wherever there is a justified need for that information, and in whatever
media it is required. Information may be needed:
•
•
•
•
•
•
•
•

to support patient care and continuity of care;
to support day-to-day business which underpins the delivery of care;
to support evidence-based clinical practice;
to support sound administrative and managerial decision making, as part of the
knowledge base for NHS services;
to meet legal requirements, including requests under subject access provisions
of the Data Protection Act or the Freedom of Information Act;
to assist clinical and other types of audits;
to support improvements in clinical effectiveness through research and also to
support archival functions by taking account of the historical importance of
material and the needs of future research; or
to support patient choice and control over treatment and services designed
around patients.

18. The Code of Practice identifies the specific actions, managerial responsibilities, and
minimum retention periods for the effective management of all types of NHS records
(i.e. both corporate and health records) from creation, as well as day-to-day use of
records, and storage, maintenance and ultimate disposal procedures.
Policy and Strategy
19. The Clinical Commissioning Group policy on how it manages all of its records,
including electronic records is endorsed by the Governing Body and will be made
readily available to all staff at all levels of the Clinical Commissioning Group, both on
induction and through regular update training.

20. The policy sets out the Clinical Commissioning Group’s commitment to create, keep
and manage records and document its principal activities in this respect.
The policy also:
•

outlines the role of records management within the Clinical Commissioning
Group, and its relationship to the Clinical Commissioning Group’s overall
strategy;
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•

defines roles and responsibilities within the Clinical Commissioning Group,
including the responsibility of individuals to document their actions and decisions
in the Clinical Commissioning Group’s records, and to dispose of records
appropriately when they are no longer required;

•

provides a framework for supporting standards, procedures and guidelines;

•

indicates the way in which compliance with the policy and its supporting
standards, procedures and guidelines will be monitored and maintained.

KEY PERFORMANCE INDICATORS
21. The following key performance indicators have been identified to measure the
effectiveness of this document:
a)

staff will know where to access the document;

b)

staff will know how to archive documents;

c)

policy to be reviewed by the review date.

SCOPE OF THE POLICY
22. This Policy applies to all employees of the Clinical Commissioning Group, both
permanent and temporary.
23. It also applies to anyone contracted to the Clinical Commissioning Group, who, in the
course of their work is required to create and/or access corporate records normally
restricted to directly employed staff.
OBJECTIVES OF THE POLICY
NHS Records Management
24. The aims of the NHS Code of Practice are:
•
•
•
•
•
•

to establish an Information Governance framework for NHS records
management in relation to the creation, use, storage, management and disposal
of all types of records;
to clarify the legal obligations that apply to NHS records;
to explain the actions required by the Clinical Commissioning Group senior
managers to fulfil these obligations;
to explain the requirement to select records for permanent preservation;
to set out recommended minimum periods for retention of all types of NHS
records, regardless of the media on which they are held; and
to indicate where further information on records management may be found.
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25. Corporate Records Retention Policy
The objectives of this Policy are to:
•
•
•

Make all staff aware of their responsibilities for the retention of corporate
records.
Introduce a retention schedule for the Clinical Commissioning Group’s corporate
records.
Create a controlled environment and formal methods of destruction of corporate
records.

ROLES AND RESPONSIBILITIES
26. A designated member of staff of appropriate seniority (i.e. Governing Body level or
reporting directly to a Governing Body member) will have lead responsibility for
Records Management within the Clinical Commissioning Group. This lead role will
be formally acknowledged and made widely known throughout the Clinical
Commissioning Group.
27. The Chief Officer is personally accountable for records management within the
Clinical Commissioning Group and has a duty to make arrangements for the
safekeeping of those records. Each Clinical Commissioning Group Department must
have a comprehensive records management programme which includes costeffective management of non-current as well as active records, and which takes
account of ‘Risk Management’ principles.
28. Senior Managers must give their full backing to all the guidelines and procedures as
set out and agreed. Senior Managers must also take responsibility to ensure that:
•
•
•
•

All new staff will receive training/guidance in the retention of records, within one
month of joining the Clinical Commissioning Group.
All existing staff are made aware of their responsibilities.
There is adequate disposal arrangements for confidential waste, which all staff
abide by.
There is adequate storage facilities for back-up media and other storage
devices, which contain person identifiable information and sensitive/confidential
corporate/staff information.

29. All line managers and supervisors must ensure that their staff are adequately
trained and apply the appropriate guidelines.
30. The Caldicott Guardian is responsible within the Clinical Commissioning Group for
approving and ensuring that national and local guidelines and protocols on the
handling and management of confidential patient information are in place.
31. The Senior Information Risk Owner (SIRO) is responsible within the Clinical
Commissioning Group for approving and ensuring that national and local guidelines
and protocols on the handling and management of confidential corporate information
and person identifiable information (non-patient) are in place.
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32. Each individual has a key role to play in effective record keeping. Everyone working
for or with the NHS who records, handles, stores, or otherwise comes across
information has a personal responsibility to apply the appropriate guidelines for the
retention and eventual destruction of information.
33. Under the Public Records Act all NHS employees are responsible for any records
that they create or use in the course of their duties. Thus any records created by an
employee of the NHS are public records and may be subject to both legal and
professional obligations. A description of these obligations can be found in Annex C
of the Code.
34. It is essential that the manager(s) responsible for the records management function
will work in close association with the manager(s) responsible for freedom of
information, data protection and other information governance work areas.
35. All staff, whether clinical or administrative, must be appropriately trained so that they
are fully aware of their personal responsibilities in respect of record keeping and
records management, and that they are competent to carry out their designated
duties. This should include training for staff in the use of electronic records systems.
It should be done through both generic and specific training programmes,
complemented by Clinical Commissioning Group policies and procedures and
guidance documentation. For example, the designated Records Manager who has
overall responsibility for managing the ‘records libraries’ and other storage areas
where records are kept, must have an up-to-date knowledge of, or access to expert
advice on, the laws and guidelines concerning confidentiality, data protection
(including subject access requests), and freedom of information.
36. Corporate records are core resources for the Clinical Commissioning Group. They
must be properly formatted, produced consistently, safeguarded and used efficiently,
and all staff (managerial, administrative, professional and medical) must follow this
Policy and its supporting guidelines and procedures.
37. All NHS records are public records under the terms of the Public Records Act 1958
sections 3 (1)–(2). The Secretary of State for Health and all NHS organisations have
a duty under the Public Records Act to make arrangements for the safe keeping and
eventual disposal of all types of their records. This is carried out under the overall
guidance and supervision of the Keeper of Public Records, who is answerable to
Parliament.
38. Directors and Senior Managers of all NHS organisations are personally accountable
for records management within their organisation. NHS organisations are also
required to take positive ownership of, and responsibility for, the records legacy of
predecessor organisations and/or obsolete services.
39. In addition, NHS organisations need robust records management procedures to meet
the requirements set out under the Data Protection Act 1998 and the Freedom of
Information Act 2000.
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MONITORING RECORDS MANAGEMENT PERFORMANCE
40. A number of bodies monitor NHS performance in respect of records management.
The Audit Commission regularly conducts studies into records management and
related information quality issues. The Department of Health collects performance
details as part of the annual Information Governance Toolkit assessment and these
will inform the work of both the Healthcare Commission and the Audit Commission.
The NHS Litigation Authority also undertakes a risk assessment survey as an integral
part of the Clinical Negligence Scheme for Trusts (CNST).
41. Other bodies likely to comment on records management performance include the
Information Commissioner when investigating alleged breaches of Data Protection or
Freedom of Information legislation or in promoting the Lord Chancellor’s Code of
Practice on Records Management under section 46 of the Freedom of Information
Act.
LEGAL AND PROFESSIONAL OBLIGATIONS
42. All individuals who work for an NHS organisation are responsible for any records
which they create or use in the performance of their duties. Furthermore, any record
that an individual creates is a public record.
43. The key statutory requirement for compliance with records management principles is
the Data Protection Act 1998, where personal information is held. It provides a broad
framework of general standards that have to be met and considered in conjunction
with other legal obligations. The Act regulates the processing of personal data, held
both manually and on computer. It applies to personal information generally, not just
to health records. Therefore the same principles apply to records of employees and
contract workers held by employers, for example in finance, personnel and
occupational health departments.
NHS CONNECTING FOR HEALTH
44. The impact of the Government’s health reform agenda will fundamentally affect the
way the NHS approaches the management of all electronic records. The NHS Care
Records Service (NHS CRS) and other initiatives are central to these reforms and will
transform the way both health and social care information is managed.
RECORD CREATION
45. Records of operational activities should be complete and accurate in order to allow
employees and their successors to undertake appropriate actions in the context of
their responsibilities, to facilitate an audit or examination of the Clinical
Commissioning Group by anyone so authorised, to protect the legal and other rights
of the Clinical Commissioning Group, its staff and any other people affected by its
actions, and provide authentication of the records so that the evidence derived from
them is shown to be credible and authoritative.
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46. Records created by the Clinical Commissioning Group should be in Corporate House
Style and arranged in a record-keeping system that will enable the Clinical
Commissioning Group to obtain the maximum benefit from the quick and easy
retrieval of information. The main system used is the Extranet. If not the Extranet,
then a system to which more than one person has routine access and the system(s)
is known by more than one person.

INFORMATION QUALITY ASSURANCE
47. It is important that all NHS organisations train staff appropriately and provide regular
update training. In the context of records management and information quality,
organisations need to ensure that their staff are fully trained in record creation, use
and maintenance, including having an understanding of:
•

what they are recording and how it should be recorded;

•

why they are recording it;

•

how to validate information against other records – to ensure that staff are
recording the correct data;

•

how to identify and correct errors – so that staff know how to correct errors and
how to report errors if they find them;

•

the use of information – so staff understand what the records are used for (and
therefore why timeliness, accuracy and completeness of recording is so
important); and

•

how to update information and add in information from other sources.

48. Implementing and maintaining an effective records management service depends on
knowledge of what records are held, where they are stored, who manages them, in
what format(s) they are made accessible, and their relationship to organisational
functions (for example finance, IT, HR). A Department information survey or record
audit is essential to meeting this requirement. This survey will also help to enhance
control over the records, and provide valuable data for developing records appraisal
and disposal policies and procedures.
49. Paper and electronic record keeping systems should conform to the Corporate
House Style and should contain descriptive and technical documentation to enable
the system to be operated efficiently and the records held in the system to be
understood. The documentation should provide an administrative context for
effective management of the records.
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50. The record keeping system should either adhere to the Corporate House Style or
should include a documented set of rules for referencing, titling, indexing and, if
appropriate, the protective marking of records. These should be easily understood to
enable the efficient retrieval of information when it is needed and to maintain security
and confidentiality.
RECORD KEEPING
51. The movement and location of records should be controlled to ensure that a record
can be easily retrieved at any time, that any outstanding issues can be dealt with,
and that there is an auditable trail of record transactions.
52. Storage accommodation for current records should be clean and tidy, should prevent
damage to the records and should provide a safe working environment for staff.
53. For records in digital format, maintenance in terms of back-up and planned migration
to new platforms should be designed and scheduled to ensure continuing access to
readable information.
54. Equipment used to store current records on all types of media should provide storage
that is safe and secure from unauthorised access and which meets health and safety
and fire regulations, but which also allow maximum accessibility of the information
commensurate with its frequency of use.
55. When paper records are no longer required for the conduct of current business, their
placement in a designated secondary storage area may be a more economical and
efficient way to store them. Procedures for handling records should take full account
of the need to preserve important information and keep it confidential and secure.
There should be archiving procedures in place for both paper and electronic records.
56. A contingency or business continuity plan should be in place to provide protection for
all types of records that are vital to the continued functioning of the Clinical
Commissioning Group. Key expertise in relation to environmental hazards,
assessment of risk, business continuity and other considerations is likely to rest with
information security staff and their advice should be sought on these matters.

RECORD MAINTENANCE
57. For reasons of business efficiency or in order to address problems with storage
space, NHS organisations may consider the option of scanning into electronic format
records which exist in paper format. Where this is proposed, the factors to be taken
into account should be taken from the Code.
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DISCLOSURE AND TRANSFER OF RECORDS
58. There are a range of statutory provisions that limit, prohibit or set conditions in
respect of the disclosure of records to third parties, and similarly, a range of
provisions that require or permit disclosure. The key statutory requirements can be
found in Annex C of the Code. Designated staff within the Clinical Commissioning
Group have special expertise in, or can advise on, particular types of disclosure e.g.
the Caldicott Guardian and the Senior Information Risk Owner.
59. The mechanisms for transferring records from one organisation to another should
also be tailored to the sensitivity and confidentiality of the material contained within
the records and the media on which they are held. Information Security staff can
advise on appropriate safeguards.

RETENTION AND DISPOSAL ARRANGEMENTS
60. Detailed guidance on retention periods for a full range of NHS personal health and
different types of business and corporate records is provided in Annex D of the Code.
61. It is particularly important under freedom of information legislation that the disposal of
records – which is defined as the point in their lifecycle when they are either
transferred to an archive or destroyed – is undertaken in accordance with clearly
established policies which have been formally adopted by the Clinical Commissioning
Group and which are enforced by properly trained and authorised staff.
62. Archiving of corporate paper documents will be carried out in line with the Clinical
Commissioning Group arrangements in place.

APPRAISAL OF RECORDS
63. Appraisal refers to the process of determining whether records are worthy of
permanent archival preservation. This should be undertaken in consultation with the
Clinical Commissioning Group Managers who have ‘records management’
responsibilities.
64. The retention schedules in Annex D of the Code outline the recommended minimum
retention periods for all types of NHS records. The purpose of this appraisal process
is to ensure that the records are examined at the appropriate time to determine
whether or not they are worthy of archival preservation, whether they need to be
retained for a longer period as they are still in use, or whether they should be
destroyed.
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RECORD CLOSURE
65. Records should be closed (i.e. made inactive and transferred to secondary storage)
as soon as they have ceased to be in active use other than for reference purposes.
66. An indication that a file of paper records or folder of electronic records has been
closed, together with the date of closure, should be shown on the record itself as well
as noted in the index or database of the files/folders.
67. Where possible, information on the intended disposal of electronic records should be
included in the metadata when the record is created.
RECORD DISPOSAL
68. The Clinical Commissioning Group retention/disposal schedule is taken from the
retention schedules contained in the Code. The Clinical Commissioning Group
schedule covers all records held by the Clinical Commissioning Group, including
electronic records.
69. In the event of any records selected for archival preservation and no longer in regular
use by the Clinical Commissioning Group, these will be transferred as soon as
possible to an archival institution (for example a Place of Deposit – see Annex E of
the Code) that has adequate storage and public access facilities.
70. It is the responsibility of the Clinical Commissioning Group to ensure that the
methods used throughout the destruction process provide adequate safeguards
against the accidental loss or disclosure of the contents of the records. Most NHS
records are confidential records. All confidential papers will be disposed of by
shredding.
71. A record of the destruction of records, showing their reference, description and date
of destruction will be maintained and preserved by the nominated Records Manager,
so that the Clinical Commissioning Group is aware of those records that have been
destroyed and are therefore no longer available. Disposal schedules will constitute
the basis of such a record.
72. If a record due for destruction is known to be the subject of a request for information,
or potential legal action, destruction should be delayed until disclosure has taken
place or, if the authority has decided not to disclose the information, until the
complaint and appeal provisions of the Freedom of Information Act 2000 have been
exhausted or the legal process completed.

INFORMATION LIFECYCLE MANAGEMENT
73. Information Lifecycle Management is included within this Corporate Records and
Retention Policy.
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74. All NHS records produced are subject to a range of legislation, including the Data
Protection Act 1998, the Freedom of Information Act 2000 and the Environmental
Information Regulations 2004.
75. Information Lifecycle Management guides staff on the appropriate manner for the
creation, storage, maintenance, use, archiving and disposal of it corporate records.
76. It is important that employees recognise information security issues arising from the
storage of person identifiable data (PID) and that they continue to use information in
accordance with the Data Protection and Freedom of Information Acts, and the NHS
Records Management Code of Practice.
77. For broader guidance on corporate records management, this statement should be
read in conjunction with the following policies:
• Freedom of Information Policy (which includes the Environmental Information
Regulations 2004)
• Information Governance Strategy
78. The Caldicott Guardian continues to be responsible for protecting patients’ interests
regarding the use of patient identifiable information. They are responsible for
ensuring that patient identifiable information is shared in a secure and responsible
manner.
79. The Senior Information Risk Owner (SIRO) continues to be responsible for ensuring
that identified information threats are followed up and risks managed.
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Annex: Records Retention Schedule
The following is taken from the Records Management: NHS Code of Practice Annex D2:
Business and Corporate (Non-Health) Records Retention Schedule available at:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh
_093028.pdf
This retention schedule details a minimum retention period for each type of non-health
record. Records (whatever the media) may be retained for longer than the minimum
period. However, records should not ordinarily be retained for more than 30 years. The
National Archives (see Note below) should be consulted where a longer period than 30
years is required, or for any pre-1948 records. Organisations should also remember that
records containing personal information are subject to the Data Protection Act 1998.
The following types of record are covered by this retention schedule (regardless of the
media on which they are held, including paper, electronic, images and sound):
•
•
•
•
•
•
•
•

administrative records (including personnel, estates, financial and accounting
records, and notes associated with complaint handling)
photographs, slides and other images (non-clinical)
microform (i.e. microfiche/microfilm)
audio and video tapes, cassettes, CD-ROMs, etc
e-mails
computerised records; and
scanned documents

The schedule is split into the following types of records:
•
•
•
•
•
•
•
•

Administrative (corporate and organisation)
Biomedical Engineering
Estates/engineering
Financial
IM & T
Other
Personnel/human resources
Purchasing/supplies

Notes
An organisation with an existing relationship with an approved Place of Deposit should
consult the Place of Deposit in the first instance. Where there is no preexisting
relationship with a Place of Deposit, organisations should consult The National Archives.
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N.B. only the first page is shown here for reference for the Committee
(the complete Table is 42 pages long)
The whole Annex D2: Business and Corporate (Non-Health) Records Retention Schedule is available at:
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_093028.pdf

TYPE/SUBTYPE OF RECORD

MINIMUM RETENTION
PERIOD

DERIVATION

FINAL
ACTION

CODE

ADMINISTRATIVE (CORPORATE
AND ORGANISATION)
Accident forms (see also Litigation
dossiers)

10 years

Destroy under
confidential
conditions

S

Accident register (Reporting of
Injuries, Diseases and Dangerous
Occurrences register) – see also
Incident forms

10 years

Reporting of Injuries,
Destroy under
Diseases and Dangerous confidential
Occurrences Regulations conditions
(reg. 7); Social Security
(Claims and Payments)
Regulations (reg. 25)

C
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The following terms are used in this document
Information Governance

Information Governance is a framework to bring
together all the legal rules, guidance and best
practice that apply to the handling of information.

Information
Commissioner’s Office

The Information Commissioner’s Office is the UK’s
independent authority set up to uphold information
rights in the public interest, promoting openness by
public bodies and data privacy for individuals.

Data Protection
Principles

All information and data which can identify a
person, held in any format (visual/ verbal / paper /
computer / microfilm / etc.) is safeguarded by the
Data Protection Act 1998, which is underpinned by
eight Principles.

NHS Care Record
Guarantee

The NHS Care Record Guarantee for England sets
out the rules that govern how patient information is
used in the NHS and what control the patient can
have over this

Caldicott Principles

The Caldicott Principles represent best practice for
using and sharing patient identifiable personal
information and should be applied whenever a
disclosure of personal information is being
considered.
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INTRODUCTION
1.

The Clinical Commissioning Group (CCG) has a legal obligation to
comply with all appropriate legislation in respect of Data Protection
and Information / Information Technology Security. It also has a duty
to comply with guidance issued by the Department of Health, and
Connecting for Health.

2.

All legislation relevant to an individual’s right to confidentiality and the
ways in which that can be achieved and maintained are paramount to
the Clinical Commissioning Group.

3.

Penalties could be imposed upon the Clinical Commissioning Group,
and / or Clinical Commissioning Group employees for non-compliance
with relevant legislation and NHS guidance.

4.

This Confidentiality and Data Protection Policy aims to detail how the
CCG meets its legal obligations and NHS requirements concerning
confidentiality and information security standards. The requirements
within the Policy are primarily based upon the Data Protection Act
1998 as that is the key piece of legislation covering security and
confidentiality of personal information.

5.

For the purpose of this Policy other relevant legislation and
appropriate guidance may be referenced. A brief summary of the Data
Protection Act 1998, associated legislation and guidance are detailed
in Appendix A.

6.

The NHS and related guidance listed below are the main publications
referring to security and or confidentiality of person identifiable data
(PID).
•
•
•
•
•

Information Security Management: NHS Code of Practice
Confidentiality: NHS Code of Practice
Records Management: NHS Code of Practice
HSC 1999/012 Caldicott Guardians
The Caldicott Guardian Manual 2006

POLICY STATEMENT
7.

This document defines the Confidentiality and Data Protection Policy
for the Clinical Commissioning Group.

8.

The Confidentiality and Data Protection Policy applies to all personal
information obtained and processed by the Clinical Commissioning
Group and the Clinical Commissioning Group’s employees.

9.

This document:
•
•
•

Sets out the organisation’s policy for the protection of all information
obtained and processed.
Establishes the responsibilities for Data Protection.
Provides reference to the Data Protection Act 1998.
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Principles
10.

The objective of this policy is to ensure the protection of Clinical
Commissioning Group’s information in accordance with the Data
Protection Act 1998, that is:
•

•

•

•

•

To ensure notification;
Annually notify the Information Commissioner about the Clinical
Commissioning Group’s use of personal information.
To ensure professionalism;
All information is obtained, held and processed in a professional
manner in accordance with the eight principles of the Data
Protection Act 1998 (which are listed in Appendix A).
To preserve security;
All information is obtained, held and disclosed in a secure
manner.
To ensure awareness;
Proper training and awareness is in place which informs all
employees of their roles and responsibilities.
Data Subject access;
Prompt and helpful response to any data subject access
request.

11.

The policy and procedure will be reviewed periodically by the Clinical
Commissioning Group Governance Team. Where review is necessary
due to legislative change this will happen immediately.

12.

In accordance with the Clinical Commissioning Group 's Equal
Opportunities practice, this procedure will not discriminate, either
directly or indirectly, on the grounds of gender, race, colour, ethnic or
national origin, sexual orientation, marital status, religion or belief, age,
union membership, disability, offending background or any other
personal characteristic.

SCOPE OF THIS POLICY
13.

This policy applies to all personal information processed, stored on
computer or relevant filing systems (manual records), or Close Circuit
Television and any extracts taken either printed, copied, or verbal,
together with the Clinical Commissioning Group staff who use the
information in connection with their work.

POLICY
14.

The overall Confidentiality and Data Protection Policy for the Clinical
Commissioning Group is described below:

15.

The Clinical Commissioning Group needs to obtain and process
information about different people for many purposes, for example, but
not limited to:
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•
•
•
•
•
•
•
•
•
•

16.

Pay and Pension
Work Management
Staff Training
Internal Telephone Directory
Administration of access to information systems
Smart Card applications
Email management
Claims processing
Staff records and administrative records
Matters relating to the prevention, detection and investigation of
fraud and corruption in the NHS

Such information may be kept in either computer and/or manual
records. In processing such personal data the CCG will comply with
the Data Protection principles within the Data Protection Act 1998
(which are listed in Appendix A).

DATA PROTECTION RESPONSIBILITIES
Overall Responsibilities
17.

The Clinical Commissioning Group permit staff (including contractor
staff, temporary staff and work placed students) to use computers and
relevant filing systems (manual records) only in connection with their
work. The Clinical Commissioning Group have legal responsibility for
the notification process and compliance of the Data Protection Act
1998.

18.

The Clinical Commissioning Group, whilst retaining their legal
responsibilities have delegated Data Protection compliance to the
nominated Data Protection Officer.

19.

The Data Protection Officer responsibilities have been allocated to the
Information Governance Manager within the Clinical Commissioning
Group.

Data Protection Officer's Responsibilities
20.

The Data Protection Officer responsibilities include:
•
•
•
•

•

Ensuring that an appropriate Data Protection Act 1998 policy for the
Clinical Commissioning Group is produced and kept up to date.
Ensuring that the appropriate procedures and practices are
formulated and adopted by the Clinical Commissioning Group.
Representing the Clinical Commissioning Group on Data Protection
matters.
Providing the appropriate leadership and direction for the
Governance Team operating within the Clinical Commissioning
Group.
Setting the standard of Data Protection Act training for staff across
the Clinical Commissioning Group.
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•
•
•
•
•

•
•

Ensuring the Data Protection notification is reviewed, maintained
and renewed annually for all use of personal information.
Ensuring compliance with individual’s rights, including subject
access.
Acting as a central point of contact on Data Protection within the
Clinical Commissioning Group.
Implementing an effective framework for the management of Data
Protection.
Monitor compliance with the Data Protection Act 1998, any
infringement (i.e. unlawful disclosure of information or access for
idle curiosity) are investigated and appropriately dealt with.
Audit appropriate systems in accordance with risk analysis reviews.
Assisting with Counter Fraud and Security Management issues

Line Manager's Responsibilities
21.

All Line Managers across the whole of the Clinical Commissioning
Group are directly responsible for:
•
•

Ensuring that their staff are aware of their Data Protection
responsibilities.
Ensuring that their staff have had suitable Data Protection training.

General Responsibilities
22.

All Clinical Commissioning Group employees (including contractor
staff, temporary staff and work placed students) are subject to Data
Protection compliance and this policy. They are accountable via
personal liability.

23.

All Clinical Commissioning Group employees (including contractor
staff, temporary staff and work placed students) have a responsibility
to inform the Data Protection Officer of any new use of Personal Data
as soon as possible after it has been identified.

STAFF CODE OF CONDUCT
24.

To ensure staff members are effectively informed of what is required of
them, the Clinical Commissioning Group has a Staff Code of Conduct
(code) that identifies legal requirements and best practice.

25.

The code applies to all the different staff groups, e.g. for staff working
with particularly sensitive information or those who have little access to
confidential information.

26.

The code is set out as follows:
A.
•

The legal framework and the circumstances under which
confidential information can be disclosed
National guidance includes NHS Codes of Practice on
Confidentiality, Records Management and Information Security
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Management; the Caldicott Principles; and the NHS Care
Record Guarantee for England.
•

B.

Care professionals must also comply with the codes of practice
of their respective professions. These national guidelines also
provide a basis for local codes which can focus on particular
work areas or staff groups. The Caldicott Principles and the
relevant extracts from the Care Record Guarantee are set out
below.

The NHS and Social Care Record Guarantees for England

•

The NHS Care Record Guarantee for England sets out the rules
that govern how patient information is used in the NHS and what
control the patient can have over this. The Guarantee was first
published in 2005 and is reviewed annually by the National
Information Governance Board. The Social Care Record
Guarantee - published in 2009 - explains to service users how
the information they provide to social care staff is used and what
control they can have over this. It complements the NHS Care
Record Guarantee for England.

•

Individuals’ rights regarding the sharing of their personal
information are supported by the Care Record Guarantees,
which set out high-level commitments for protecting and
safeguarding service user information, particularly in regard to:
individuals' rights of access to their own information, how
information will be shared (both within and outside of the
organisation) and how decisions on sharing information will be
made.

C. The Caldicott Principles
• The Caldicott Principles were devised by the Caldicott Committee,
which reported in 1997 following a review of patient-identifiable
information. They represent best practice for using and sharing
identifiable personal information and should be applied whenever
a disclosure of personal information is being considered.
o

Principle 1: Justify the purpose for using the information

o

Principle 2: Only use it when absolutely necessary

o

Principle 3: Use the minimum that is required

o

Principle 4: Access should be on a strict need to know basis

o

Principle 5: Everyone must understand their responsibilities

o

Principle 6: Understand and comply with the law
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D. The systems and processes for protecting personal
information
•

These include all safe haven procedures, e.g. for answering
telephone queries or receiving confidential faxes, any
information sharing protocols agreed with external
organisations, encryption requirements for mobile devices and
secure transfers of personal information.

E. Who to approach within the Clinical Commissioning Group
for assistance and advice on disclosure issues
•

There are a range of individuals who can assist with difficult
issues – the Information Governance lead, Caldicott Guardian,
Senior Information Risk Owner, and Data Protection lead can be
approached.

F. Possible sanctions for breach of confidentiality or data loss
The Clinical Commissioning Group will ensure that all staff
members are aware of the possible disciplinary sanctions for failure
to comply with their responsibilities, e.g. deliberately looking at
records without authority; discussion of personal details in
inappropriate venues; transferring personal information
electronically without encrypting it, etc. Sanctions can include
disciplinary action, ending a contract, dismissal, or bringing criminal
charges. Since April 2010, the Information Commissioner's Office
(ICO) may order organisations to pay up to £500,000 as a penalty
for serious breaches of the Data Protection Act 1998.
G. Staff Awareness
The Clinical Commissioning Group will ensure that staff are
effectively informed about the code through awareness sessions,
team meetings, briefing notes or a combination of these. The code
must be accessible so it needs to be readily available – it will be
published on the Internet. Understanding what is required should
be supported through staff training, e.g. through the on-line NHS
Information Governance training modules, which all staff can
access through the National Learning Management System
(NLMS).
VALIDITY OF THIS POLICY
27.

This policy is designed to avoid discrimination and be in accordance
with the Human Rights Act 1998 and its underlying principles.

28.

This policy will be reviewed annually by the Clinical Commissioning
Group Governance Team members. Associated Data Protection
standards and procedures will be subject to an on-going development
and review programme.
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Appendix A
Associated Legislation and Guidance
Data Protection Act 1998 - Data Protection Principles
All information and data which can identify a person, held in any format
(visual/ verbal / paper / computer / microfilm / etc.) is safeguarded by the Act,
which is underpinned by eight principles.
1. Personal data shall be processed fairly and lawfully
2. Personal data shall be obtained for one or more specified and lawful
purposes, and shall not be further processed in any manner
incompatible with that purpose or those purposes.
3. Personal data shall be adequate, relevant and not excessive in
relation to the purpose or purposes for which they are processed
4. Personal data shall be accurate and, where necessary, kept up to
date.
5. Personal data processed for any purpose or purposes shall not be
kept for longer than is necessary for that purpose or those purposes
6. Personal data shall be processed in accordance with the rights of
data subjects under this Act
7. Appropriate technical and organisational measures shall be taken
against unauthorised or unlawful processing of personal data and
against accidental loss or destruction of, or damage to, personal data
8. Personal data shall not be transferred to a country or territory outside
the European Economic Area unless that country or territory ensures
an adequate level of protection for the rights and freedoms of data
subjects in relation to the processing of personal data
Human Rights Act 2000
This Act binds public authorities including Health Authorities, Trusts, Primary
Care Groups and individual doctors treating NHS patients to respect and
protect an individual’s human rights. This will include an individual’s right to
privacy (under Article 8) and a service user’s right to expect confidentiality of
their information at all times.
Article 8 of the Act provides that ‘everyone has the right to respect for his
private and family life, his home and his correspondence’. However, this
article also states ‘there shall be no interference by a public CCG with the
exercise of this right except as is in accordance with the law and is necessary
in a democratic society in the interests of national security, public safety, or
the economic well-being of the country, for the prevention or disorder or
crime, for the protection of health or morals, or for the protection of the rights
and freedoms of others’.
Each organisation must act in a way consistent with these requirements. It
must take an individual’s rights into account when sharing personal
information about them.
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Freedom of Information Act 2000
This Act gives individuals rights of access to information held by public
authorities.
Regulation of Investigatory Powers Act 2000
This Act combines rules relating to access to protected electronic information
as well as revising the ‘Interception of Communications Act 1985’. The Act
aims to modernise the legal regulation of interception of communications in
the light of the Human Rights laws and rapidly changing technology.
Crime and Disorder Act 1998
This Act introduces measures to reduce crime and disorder, including the
introduction of local crime partnerships around local CCG boundaries to
formulate and implement strategies for reducing crime and disorder in that
local area.
The Act allows disclosure of person identifiable information to the Police,
Local Authorities, Probation Service or the Health Service but only if the
purposes are defined within the Crime and Disorder Act. The Act does not
impose a legal requirement to disclose/exchange person identifiable
information and responsibility for disclosure rests with the organisation holding
the information. There should be a Crime and Disorder Protocol governing the
disclosure/exchange and use of personal information within a local CCG
boundary agreed and signed by all involved agencies and organisations.
The Computer Misuse Act 1990
This Act makes it a criminal offence to access any part of a computer system,
programs and/or data that a user is not entitled to access. Each organisation
will issue an individual user id and password which will only be known by the
individual they relate to and must not be divulged/misused by other staff. This
is to protect the employee from the likelihood of their inadvertently
contravening this Act.
Each organisation will adhere to the requirements of the Computer Misuse Act
1990 by ensuring staff are made aware of their responsibilities regarding the
misuse of computers for personal gain or other fraudulent activities. Any
member of staff found to have contravened this Act will be considered to have
committed a disciplinary offence and be dealt with accordingly.
The Access to Health Records 1990
This Act gives patient’s representatives right of access to their manually held
health records, in respect of information recorded on or after 1 November
1991. This Act is only applicable for access to deceased person’s records. All
other requests for access to information by living individuals are provided
under the access provisions of the Data Protection Act 1998.
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Access to Medical Reports Act 1988
This Act allows those who have had a medical report produced for the
purposes of employment and/or insurance to obtain a copy of the content of
the report prior to it being disclosed to any potential employer and/or
prospective insurance company.
The Telecommunications (Lawful Business Practice) (Interception of
Communications) Regulations 2000
This Act defines the scope for legitimate monitoring of communications within
an organisation
Obscene Publications Act 1959
This Act makes it an offence to publish or distribute pornography.
Communications Act 2003
This Act makes it an offence to transmit grossly obscene or offensive
messages or untrue messages designed to cause annoyance, inconvenience
or needless anxiety.
Protection of Children Act 1978
This Act makes it an offence to possess child pornography. Possession
includes viewing such material as well as downloading or storing it.
Copyright, Design and Patents Act 1988
This Act is applicable to all types of creations, including text, graphics and
sounds by an author or an artist. Any unloading or downloading of information
through on-line technologies which is not authorised by the copyright owner
will be deemed to be an infringement of his / her rights The application of the
Copyright Act to electronic copying is even stricter than its application to
photocopying, since the fair dealing arrangements which usually apply to
libraries (i.e. one article per journal for the purposes of research or private
study) do not exist for computerised materials.
Some types of infringement give rise to criminal offences, the penalties for
which may amount to up to two years' imprisonment or an unlimited fine. It is
also possible for the copyright owner to claim compensation or to have
infringing activities prevented by injunction
Protection from Harassment Act 1997
This Act was passed following concern that stalking was not suitably dealt
with under existing legislation, however it does not refer solely to stalking and
covers harassment in a wider sense. The Act says that it is unlawful to cause
harassment, alarm or distress by a course of conduct and states that:
A person must not pursue a course of conduct
(a) which amounts to harassment of another, and
(b) which he knows or ought to know amounts to harassment of the
other.
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Sex Discrimination Act 1975
This Act states that it is unlawful to discriminate against a person on the
grounds of their sex or marital status
Race Relations Act 1976
This Act states that it is unlawful to discriminate against a person on the
grounds of race, colour, nationality, citizenship or ethnic origins.
Information Security Management: NHS Code of Practice
This is a guide to the methods and required standards of practice in the
management of information security for those who work within or under
contract to, or in business partnership with NHS organisations in England. It is
based on current legal requirements, relevant standards and professional best
practice.
Confidentiality: NHS Code of Practice
Gives NHS bodies guidance concerning the required practice for those who
work within or under contract to NHS organisations concerning confidentiality
and patients’ consent to the use of their health records. It replaces previous
guidance, HSG (96)18/LASSL (96) 5 – The Protection and Use of Patient
Information and is a key component of the information governance
arrangements for the NHS.
Records Management: NHS Code of Practice
Acts as a guide to the required standards of practice in the management of
records for those who work within or under contract to NHS organisations in
England. It is based on current legal requirements and professional best
practice.
HSC 1999/012 Caldicott Guardians, and
The Caldicott Guardian Manual 2006
Provide guidelines relating to sharing of patient identifiable information and
promote the appointment of a senior health professional to oversee the
implementation of the guidance.
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1.

INTRODUCTION

1.1 The Local Authority Social Services and National Health Service Complaints
(England) Regulations 2009 allow the flexibility to adopt a complaints procedure
across Health and Social Care.
1.2 NHS West Cheshire Clinical Commissioning Group is committed to proactively
building continuous and meaningful engagement with the public and patients to
shape services and improve health. Our systems for complaints management is
one of the ways we make sure you get the health care you need. It is a positive
opportunity to learn from your feedback and take appropriate actions so that we
improve patient and carer experiences.
1.3 We have a service that gives people an opportunity to engage with us, through
a Patient and Advice Liaison Service. This service captures comments and
concerns, and also provides patients with an information service. The
information from this service contributes to the intelligence we use to inform our
commissioning decisions.
2.

WHAT OUR COMMITTMENT MEANS

2.1

We are proactively building continuous and meaningful engagement with
patients, relatives and carers to shape services and improve health. We will
manage complaints in accordance with our obligations; our stated vision,
goals and objectives.

2.2

We will ensure that complaints are managed promptly and efficiently, are
properly investigated and that complainants are treated with respect.

2.3

We will comply with the Health Act 2009 and the NHS Constitution and ensure
that patients, relatives and carers are informed about their rights to:
•

Access an Independent Complaints Advocacy Service.
The Independent Complaints Advocacy Service can be contacted on:
0300 456 8350 or by email at this
address liverpoolicas@carersfederation.co.uk.
The web site is http://www.carersfederation.co.uk/icas-parent/

•

have any complaint about NHS services dealt with efficiently and to have
it properly investigated

•

know the outcome of any investigation into their complaint

•

take their complaint to the independent Parliamentary and Health Service
Ombudsman, if they are not satisfied with the way their complaint has
been dealt with by us.
1
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2.4 We will ensure that there are systems in place so that patients, relatives and
carers who complain:
•

have suitable, accessible information about how to feedback on the
quality of services and raise complaints

•

are treated equally and will not be discriminated against because of race,
ethnic origin, nationality, gender, culture, religion or belief, sexual
orientation, age, disability or marital status

•

are assured that we act on any concerns, and where appropriate, make
changes and improvements to service delivery and care

2.5

These form our obligations on which to ensure good complaint handling, as
promoted by the Parliamentary and Health Service Ombudsman’s Principles
for Remedy in investigating and handling complaints.

3.

SCOPE AND PURPOSE OF THE POLICY

3.1

The purpose of this policy is to outline the way in which complaints will be
handled, and sets out the scope of the complaints procedure in NHS West
Cheshire Clinical Commissioning Group and the steps that will be followed.
Complaints may arise when a concern reported to Patient Advice and Liaison
Service has not been resolved.

3.2

This policy has two guiding principles:

3.3

•

to resolve complaints more effectively by responding more personally and
positively to individuals

•

to ensure that opportunities to learn from feedback do not get lost, and
enable us to make informed decisions about service improvement

The scope of this policy does not apply to any complaint:
•

by third party organisations about contracts placed by NHS West
Cheshire Clinical Commissioning Group

•

made by an employee relating to their employment

•

which is being, or has been investigated, by the Parliamentary and Health
Service Ombudsman

2
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4.

WHAT IS A COMPLAINT?

4.1

A complaint is an expression of dissatisfaction. NHS West Cheshire Clinical
Commissioning Group utilises the Patient Advice and Liaison Service to
resolve verbal concerns. Any queries reported to the Patient Advice and
Liaison Service are responded to within 24 hours and if required, this service
then also provides advice on how to complain. You can telephone this service
on 01244 650368 or 0800 132996. You can email this service
at wchc.website@nhs.net or write to:
The Patient Experience Manager
FREEPOST (CS 1528)
1829 Building The Countess of Chester Health Park
Liverpool Road
Chester
CH2 1HJ

4.2

Complaints are usually made in writing, by email or by letter. The email
address to use is wchc.website@nhs.net. To send us a letter please use the
address above. A telephone call is acceptable to initiate a complaint but a
formal record needs to be made about the nature of the conversation so
complaints initially reported by telephone should be confirmed in writing by the
complainant.

5.

WHO CAN COMPLAIN?

5.1

A person (or their representative) who receives or has received care from
NHS funded services, who is likely to be affected by an action, omission or
decision taken by the care provider.

6.

TIME LIMIT FOR MAKING A COMPLAINT

6.1

The time limit for making a complaint is normally within 12 months of the
incident. However discretion can be applied by the commissioner to vary this
time limit where this is considered appropriate, such as following a recall of
health care products.

7.

MANAGEMENT OF COMPLAINTS

7.1

The process for managing complaints will be undertaken by our nominated
Commissioning Support Unit. The clinical commissioning group will remain
responsible and accountable for the outcome of each complaint. Our guiding
principles will be reflected in the processes in Appendix 1.

3
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7.2

The principles of being open; which encourage truthfulness, timelines and
clarity of communications will be observed by all parties when investigating,
and analysing practice as a result of complaints. We plan to resolve
complaints effectively by responding personally and positively to individuals
who have expressed dissatisfaction.

7.3

We will receive the complaint, make an entry in the risk management system,
and send an acknowledgement to the complainant within three working days.
We will contact the complainant to try to understand what an effective
resolution would look like for them and then agree an action plan. We will
seek consent where this is required.

7.4

Our intention is that complaints are dealt with flexibly; with the aim of
achieving the desired outcome if that is possible, as early as possible. The
action plan will include timescales and these will be as short as realistically
possible.

7.5

We will use our risk assessment matrix which is shown at Appendix 2 to
ensure the appropriate level of investigation is undertaken.

7.6

We will assign to each complaint an Investigating Officer. We will ensure there
is agreement on which organisation leads the Investigation where multiagencies are involved. The Investigating Officer will adopt appropriate
investigation methodology and scrutinise provider responses.

7.7

A final response to the complainant is created following analysis of the
investigation. This response is approved by the Accountable Officer. A
questionnaire is provided for the complainant to comment and feedback on
the process.

7.8

The aim of investigations is to understand what went wrong and what actions
(if any) should be taken. Lessons learned from complaints are discussed at
senior management level. The purpose of the discussion is to use the
information to:
•

Ensure any common themes are visible to the Clinical Commissioning
Group

•

Make informed decisions about where improvements can be made

•

Monitor progress against any action plans
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8.

RESPONSIBILITIES FOR COMPLAINTS ARRANGEMENTS

8.1

It is the responsibility of all of our staff to be receptive to all forms of feedback,
including complaints and appreciate that such information is an essential
element of good governance. This section sets out what our roles and
responsibilities are:

The Accountable Officer
8.2

As Accountable Officer, the Chief Officer of NHS West Cheshire Clinical
Commissioning Group is responsible and accountable for ensuring:
•

overall implementation, monitoring and effectiveness of the policy

•

allocation of resources to provide compliance with the policy

•

managers are aware of their responsibilities and comply with the policy

•

the Commissioning Support Unit will be notified of any change in
governance, practice or approach in the Clinical Commissioning Group
that may impact on this policy

•

all of our staff are receptive to all forms of feedback, including complaints
and appreciate that such information is an essential element of good
governance

•

timely responses to complaints are approved and signed.

The Head of Quality Improvement
8.3

The Head of Quality Improvement will:
•

have the authority to assign Investigating Officers to lead on complaints

•

authorise our nominated Commissioning Support Unit team to escalate
non-adherence to timetable /poor quality investigation reports to
nominated member of senior management team in the Clinical
Commissioning Group

•

act as the interface between the Clinical Commissioning Group and the
nominated Commissioning Support Unit

•

inform the nominated Commissioning Support Unit team of organisational
or other changes that may impact upon this process
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•

enable a mechanism for sign off in the absence of the Chief Officer

•

provide appropriate updates to the Clinical Commissioning Group

•

prepare reports incorporating trends and lessons learned from complaints
to the Quality Improvement Committee

•

escalate concerns and exceptions in the management of complaints to the
governing body of the Clinical Commissioning Group

•

monitor the performance of the policy against agreed performance
indicators.

Clinical Commissioning Group team
8.4

Our team will:
•

work within the agreed Complaints Management process shown at
Appendix 1

•

seek advice from our nominated Commissioning Support Unit if they
receive any intelligence from patients, relatives or carers, where
dissatisfaction is indicated.

•

on receipt of a formal complaint (email or by letter),direct all relevant
details to the nominated Commissioning Support Unit, on the day of
receipt, and do this in person

•

create meaningful updates to documentation such as the chronology of a
complaint as they complete tasks or initiate actions

•

update practices in terms of how they and their patients may access
Patient Advice and Liaison Service or Independent Complaints Advocacy
Service.

Investigating Officers
8.5

Investigating Officers will:
•

adhere to the agreed timescales for the management of complaints

•

co-ordinate the investigation across all parties
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•

keep accurate records of conversations and actions and update records
on the day these take place

•

attend meetings with complainants where this is required and keep the
complainant and their representatives involved throughout the course of
the enquiry

•

define the support needed for any meetings required as part of the
investigation

•

negotiate with the nominated Commissioning Support Unit to secure the
resources needed to complete the investigation

•

use a recognised methodology for identifying the root cause of the
dissatisfaction

•

develop an action plan that addresses the root causes identified

•

quality assure the investigation with a member of the senior management
team of the Clinical Commissioning Group

•

attend relevant training.

Commissioning Support Unit
8.6

Our nominated Commissioning Support Unit is responsible for:
•

working within the agreed Complaints Management process shown at
Appendix 1

•

grading complaints using the approved risk assessment matrix at
Appendix 2 and notify the Clinical Commissioning Group within one
working day for all those graded 12 and above

•

managing the time scales and the process, keeping contemporaneous
records

•

monitor the delivery of the duties assigned to the Investigating Officer as
set out in paragraph 8.5

•

keep complainants updated during the investigation at agreed points

•

establishing a time line for each complaint, visible at the front of each file

•

draft a complaint response letter and review with the Investigating officer
7
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•

providing expert advice on de-escalation investigation methodology, and
action planning

•

providing expert advice on the legal and regulatory frameworks which
apply, and updates to these

•

reflecting the vision and values of the Clinical Commissioning Group in the
responses to complainants drafted for approval

•

providing training to the Clinical Commissioning Group

•

attending relevant training.

9.

ESCALATION

9.1.

If the complainant remains dissatisfied with the actions undertaken following
the investigation and the response received; they have the right to ask the
Health Service Ombudsman to review their complaint. This right will be made
clear in our correspondence with complainants. The Health Service
Ombudsman is independent of the NHS.

10.

UNREASONABLE COMPLAINANT BEHAVIOUR
(VEXATIOUS COMPLAINTS)

10.1

Unreasonable and unreasonably persistent complainants are those
complainants who, because of the frequency or nature of their contacts,
hinder the consideration of their own, or others, complaints. We will train our
staff and investigating managers to respond with patience and sympathy to
complainants, but it is recognised that there are times when there is nothing
further that can reasonably be done to rectify a real or perceived problem.

10.2

It is important to appreciate that such complainants may have genuine
grievances that should be properly investigated. We will first ensure that NHS
West Cheshire Clinical Commissioning Group’s complaints policy has been
fully implemented and that no element of the complaint has been overlooked
or not properly addressed. If all reasonable measures have been taken, the
Head of Quality Improvement will discuss the matter with the Accountable
Officer and reach a decision on how to proceed. The options to be considered
are:
•

If the investigation is underway the Accountable Officer may write to the
complainant setting parameters for a code of behaviour, and inform the
complainant that if these parameters are contravened this may impact on
the progress we can make against the action plan.
8
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•

If a final response has already been provided. the Accountable Officer will
write to the complainant informing them that a full response has been
made to their complaint, that correspondence and personal interaction is
at an end and reiterate the right of the complainant to contact the
Ombudsman.

10.3

Where complaints have been identified as habitual or vexatious (see 10.1 for
definition) the Accountable Officer will ultimately determine what action to
take. The Accountable Officer will implement such action and will notify
complainants in writing, of the reasons why their complaint has been
classified as habitual or vexatious and the action that will be taken. For
completeness, this notification may be copied to any others involved for
example a Conciliator. A record will be kept, for future reference, of the
reasons why a complaint has been classified as habitual or vexatious. A Lay
Advisor may be consulted in order to support the process.

10.4

The Clinical Commissioning Group may decide to deal with such complaints
in one or more of the following ways:
•

Set out in a letter a code of commitment and responsibilities for the parties
involved if the Clinical Commissioning Group is to continue processing the
complaint. If these terms are contravened, consideration will then be given
to implementing other action as indicated below.

•

Decline contact with the complainant, either in person, by telephone, by
fax, by letter, by e-mail or any combination of these, provided that one
form of contact is maintained. This may also mean that only one named
Clinical Commissioning Group officer will be nominated to maintain
contact (and a named deputy in their absence). The complainant will be
notified of this person.

•

Notify the complainant, in writing that the Clinical Commissioning Group
has responded fully to the points raised and has tried to resolve the
complaint but that there is nothing more to add and continuing contact on
the matter will serve no useful purpose. The complainant will be notified
that the Clinical Commissioning Group will acknowledge and respond to
new complaints in accordance with the Concerns and Complaints Policy.
The Clinical Commissioning Group does not intend to provide a response
to any letters which are threatening or abusive or old issues were a
response has already been provided. The complainant will be advised that
they are being treated as a habitual or vexatious complainant.

•

Inform the complainant that in extreme circumstances the Clinical
Commissioning Group reserves the right to seek advice on unreasonable
or vexatious complaints from the Clinical Commissioning Groups
solicitors.
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•

Temporarily suspend all contact with the complainant, in connection with
the issues relating to the complaint being considered habitual and/or
vexatious, while seeking advice or guidance from the appropriate sources.

10.5

Once complaints have been determined as habitual or vexatious, the Clinical
Commissioning Group has a mechanism for withdrawing this status at a later
date if, for example, a complainant subsequently demonstrates a more
reasonable approach or if they submit a further complaint for which the normal
complaints procedure would appear appropriate.

10.6

As was the case in originally identifying a complaint as habitual or vexatious,
staff will use the same discretion in recommending that this status be
withdrawn when appropriate. Where this appears to be the case discussion
will be held with the Accountable Officer and subject to their approval, normal
contact with the complainant will then be resumed. The Accountable Officer
will advise the complainant of this, in writing.

11.

PERFORMANCE INDICATORS

11.1

We have agreed a number of key measures to ensure we are monitoring the
performance of how we manage and respond to complaints. These measures
are:
•

Number of complaints acknowledged in 3 working days – Performance
Target to achieve 100%.

•

Number of complaints responded to within timescale agreed with
complainant – Performance Target to achieve 100%.

•

Number of complaints notified by the Ombudsman where further
recommendations have been required, in relation to the Complaints
Procedure – Performance Target Nil.

12.

FURTHER GUIDANCE AND READING

12.1

This document has been produced with reference to the following documents:

The Local Authority Social Service Complaints (England) Regulations 2009
http://www.opsi.gov.uk/si/si2009/uksi_20090309_en_1

10
Complaints Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

AGENDA ITEM NO: WCCCGGB/13/03/107

Guidance to the Regulations: Listening, responding, improving: a guide to better
customer care.
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAn
dGuidance/DH_095408
Ombudsman’s Principles for:
Good complaint handling –
www.ombudsmanorg.uk/improving_services/principles/complaint_handling?index.ht
ml
Good Administration http://www.ombudsman.org.uk/improving_services/principles/good_administration/in
dex.html
Remedy http://www.ombudsman.org.uk/improving_services/principles/remedy/principles_rem
edy.html#pr
NHS Constitution
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAn
dGuidance/DH_093421
Health and Social Care Act 2008
http://www.dh.gov.uk/en/Publicationsandstatistics/Legislation/Actsandbills/Healthand
SocialCareBill/index.htm
National Patient Safety Agency – Being Open Guidance
http://www.npsa.nhs.uk/nrls/improvingpatientsafety/patient-safety-tools-andguidance/beingopen/
Standards for Better Health
http://www.cqc.org.uk/
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Appendix 1
Complaints Process Map
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APPENDIX 2
Risk Assessment matrix
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Measures of likelihood
Level

Descriptor

Example detail description

1

Rare

The event may only happen in exceptional circumstances

2

Unlikely

The event could occur (recur) at some time

3

Possibly

The event may well occur (recur) at some time

4

Highly Likely

The event will occur (recur) in most circumstances

5

Almost Certain

The event is expected to occur (recur) in most
circumstances

17
Complaints Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

Equality Analysis

Stage 1 – Scope of Work
Piece of work being assessed:

Complaints Policy

Directorate:

Governance/Continuing Health Care/CCG

Service area:

Patient Advice and Liaison Service

Other partners or stakeholder:
Name of lead or person:
Date of assessment:
Aims of the piece of work (policy /
project / framework etc)

The purpose of this policy is to outline the way in which complaints will be handled, and sets out the scope of
the complaints procedure in NHS West Cheshire Clinical Commissioning Group and the steps that will be
followed. Complaints may arise when a concern reported to Patient Advice and LIAISION Service has not
been resolved.
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Expected outcomes as a result of
the piece of work, and how they will
be measured:

•
•

to resolve complaints more effectively by
responding more personally and positively to
individuals
to ensure that opportunities to learn from
feedback do not get lost, and enable us to
make informed decisions about service
improvement

•
•
•

Number of complaints acknowledged in 3
working days – Performance Target to achieve
100%.
Number of complaints responded to within
timescale agreed with complainant –
Performance Target to achieve 95%.
Number of complaints notified by the
Ombudsman where further recommendations
have been required, in relation to the
Complaints Procedure – Performance Target
Nil.

Stage 1 – Initial EQA Screening
Protected
characteristic

Baseline Data and research

Impact

What national data is available? What local data is available?
What information is available relating to this specific area.
Number of young people using a service etc. What does it
show? Numbers involved (quantitative data), comments from
people (qualitative data) Are there any gaps?

from the
analysis of
data and
research? Is
the service
being used
by all groups
the same or
one group
more than
others?

Include consultation with users if available, comments, feedback
from patients, users etc.

Is the
piece of
work
direct or
indirect
discrimina
tion

If indirect
discrimination:
Indirect
discrimination
service effects
one group more
than others but
accidentally.what
can we do to
eliminate indirect
discrimination?

If direct
discrimination:
People are
openly
discriminated
i.e. no blacks
No gypsies,
No disabled
people.

What reasonable
adjustments can
19
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be made
Age

The 2011 Census population was 329,608:
o 17.6% (58,135) were aged 0-15 (19.9% in 20011)

No perceived
impact

No perceived
impact

No perceived
impact

Yes

No perceived
impact

o 63.8% (210,373) were aged 16-64 (63.7% in 2001)
o 18.5% (61,100) were aged 65+ (16.4% in 2001).

Disability

Chester 118,210 People who have a long-term illness or May have a
disability 16.6%.
significant
impact on
Ellesmere Port and Neston 81,672 People who have a long- some people
term illness or disability 18.2%.
from this
diverse
group.
10,650 people received services in the local Authority During
Importance
2006 /07
of relevant
8,503.00 80% of the total receiving services with the remaining awareness
training
20%
regards
Comprised 2,147 people receiving residential and nursing potential
services
attitude and
behaviour
For the community services, 6,168 people, nearly three-quarters
sensitivity
of all
impacts on

Assistance to be
made available
for customers
who may have
Learning
disability/difficulty/
literacy issues.

20
Complaints Policy
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

Service users are those with physical disabilities. Those with a Disability
mental
Health problem (including dementia) are the next most
predominant group, with 1,525 service users, accounting for
17.9% of services this reflects the National picture
Gender
Reassignment

Although it is recognised that there are currently no publicly
available statistical data on transgender people, the Gender
Identity Research and Education Society (GIRES, 2008)
suggests that the prevalence of people age 16 and over seeking
help for treatment of Gender Dysphoria is 20 per 100,000 and is
thought to be increasing by 15% annually. If this was applied to
Cheshire West and Chester, this would equate to approximately
50 people in the Borough. The average age for seeking
treatment for Gender Dysphoria is 42. In terms of the
transgender population, GIRES gives an estimate of 600 per
100,000. If these figures were applied to the Cheshire West and
Chester area, there may be around 1,500 trans people in the
area

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

http://www.doriconline.org.uk/groupquery.aspx?area=164&Grou
pID=9
Marriage &
Partnership

Marital and civil partnership status classifies an individual
according to their legal marital or registered same-sex civil
partnership status as at census day, 27 March 2011 in Cheshire
West and Chester was 428 (2011 Census Key
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Statistics)http://www.doriconline.org.uk/groupquery.aspx?area=1
64&GroupID=9

Pregnancy &
maternity

Cheshire West & Chester
All births 3,822

No perceived
impact

No perceived
impact

No perceived
impact

Cheshire West and Chester
Male births 1,965

Female births 1,857

26/04/2012 next update 26/04/2013
All

3,081

Asian

418

Black

288

White 1,981
Mixed, Chinese & any other ethnic group 220 Numbers Not
stated 174
It is also identified that Gypsy/ Traveller have the Highest
mortality rate.
Gypsies and Travellers face the most serious disadvantages of
all ethnic minority groups. Children have high mortality rates and
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the lowest educational attainment
http://www.ons.gov.uk/ons/index.html
http://www.homeoffice.gov.uk/equalities/equality-government

Race

o 94.7% (312,013) were White British (including Northern Irish)
(96.5% in 2001)
o 0.7% (2,337) were White Irish
o 0.1% (213) were Gypsies or Irish Travellers

May have a
significant
impact on
some people
from this
diverse group

o 2.0% (6,462) were from other White groups
o 0.9% (3,050) were from mixed / multiple ethnic groups
o 1.2% (4,097) were Asian / Asian British (includes Chinese)
o 0.3% (908) were Black / African / Caribbean / Black British
o 0.2% (528) were from other ethnic groups.
In January 2008, there were 151 caravans belonging to Gypsies
and
Travellers in Cheshire West and Chester.

Yes
Ensure that
arrangements are
made for people
who do not speak
or understand
english

No perceived
impact

Importance
of relevant
awareness
training
regards
potential
attitude and
behaviour
sensitivity
impacts on
this group
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Religion/Belief

Religion – 70.1% (231,126) of people said they were Christian
(80.7% in 2001). 1.1% (3,560) belonged to other major world
religions. 22.0% (72,649) stated they had no religion (11.5% in
2001). 6.5% (21,419) chose not to answer this question

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

Christian 231126 - 70.1%
Buddhist 776- 0.2 %
Hindu 653 0.2 %
Jewish 653 0.2 %
Muslim 1686 - 0.5%
Sikh195 -0.1%
Other religion 854 -0.3%
No religion 72649 -22%
Religion not stated 21419 - 6.5 %
Sexual
Orientation

There are inherent problems in estimating the number of gay,
lesbian and bisexual people resident within the Cheshire West
and Chester population. However, the Family Planning
Association estimates that the proportion of both men and
women who have ever had a same sex partner to be 5.4% of
men and 4.9% of women
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If the proportions reported in the Family Planning Association
survey are applied to the Cheshire West and Chester adult
population, there would be around 13,900 men and women who
have ever had a same-sex partner within the local population.
(DORIC Population Summary Information Gay, Lesbian And
Bisexuals In Cheshire West And Chester 2012)

Sex

Western Cheshire has a population of around 260,000 people.
Local Authority Area 329608

No perceived
impact

No perceived
impact

No perceived
impact

Males 160586 - 48.7%
Females 169022- 51.3%

Stage 1 – Initial EQA Action Plan
Having undertaking the equality analysis, please complete the following action plan detailing how you will tackle and mitigate issues
resulting from the findings of the Initial Screening:
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Equality
Strand

Issue – Initially
identified

What information do I need and how will I get it?

Timescale

Lead

Consultation, Focus group, Survey, Research etc
Edits to the policy made 28.12.12 – no further action required

Sex
Race
Disability
Sexual
Orientation
Age
Religion/Belief
Marriage &
Partnership
Gender
Reassignment
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Pregnancy &
maternity
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1.

INTRODUCTION

1.1

This Incidents Policy sets out for the stakeholders, and staff of NHS West
Cheshire Clinical Commissioning Group:
•

how we will enable incidents to be reported

•

how these will be investigated

•

how we will ensure learning is shared with professionals and across
organisations.

2.

WHAT OUR COMMITTMENT MEANS

2.1

We are committed to promoting a culture where all incidents and near misses
are reported and appropriately investigated. This is achieved by operating an
open and just culture which encourages and supports staff and stakeholders
in reporting incidents so that learning and improvement can take place. The
organisation ensures that the different needs in respect of ethnicity, faith,
disability, gender age, sexual orientation, and socio-economic group are taken
in to account in the reporting and investigation of incidents.

2.2

Learning from incidents enables changes to take place in order to:
•
•
•

2.3

improve the safety of patients, staff and visitors
improve the work and care environment
improve patient experience

We will ensure that there are appropriate systems in place so that staff and
stakeholders are able to report incidents using an on-line system. Supporting
the ability to report incidents ensures we:
•
•
•
•

have oversight of incidents reported across all of our providers of NHS
funded care
can use the information to take appropriate management decisions
can identify trends in any root causes identified
can share learning to improve practice across the health economy.

3.

SCOPE AND PURPOSE OF THE POLICY

3.1

The purpose of this policy is to outline the way in which incidents will be
reported.

3.2

This policy describes three procedures which apply to different groups of
stakeholders and staff.
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3.3

The scope of this policy does not apply to:
•

serious Incidents

•

incidents which should be reported through the whistleblowing policy

•

incidents which should trigger a safeguarding referral

4.

WHAT IS AN INCIDENT?

4.1

An incident is an event that leads to, or could have caused, loss or harm to an
individual or property.

4.2

An incident reported by an individual by their own practice will be known as a
reflective report

4.3

An incident reported by staff or a stakeholder about
individuals/organisations practice will be known as notified reporting

5.

WHO CAN REPORT INCIDENTS?

5.1

Incidents can be reported via the Datix Incident Reporting system. Where online access is not available incidents can be reported by email
to incidents@cmcsu.nhs.uk or by telephone on 01244 650597.

5.2

Incidents can be reported by our staff and staff of the Commissioning Support
Unit:
•
•
•

another

about their own practice
about incidents occurring in our organisation,
about a provider organisation which is providing NHS funded care.

5.3

Incidents can be reported by independent contractors about their own practice

5.4

Incidents can be reported by independent contractors and providers of NHS
funded care about the practice of another provider of NHS funded care

6.

WHEN TO REPORT INCIDENTS

6.1

Incidents should be reported as soon as a concern becomes apparent.

6.2

Staff and stakeholders are encouraged to report all incidents in order to gain a
true idea of any trends which may be occurring.
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7.

MANAGEMENT OF INCIDENTS

7.1

The process for managing incidents will be undertaken by our nominated
Commissioning Support Unit.

7.2

The Clinical Commissioning Group understands that root causes of an
incident often identify that it is systems and processes that fail, rather than the
actions of individuals. This approach needs to be reflected in the investigation
methodology used in incident management.

7.3

Where an investigation does highlight poor practice by an individual, this will
be managed through the appropriate Human Resource policy.

7.4

We will use our risk assessment matrix which is shown at Appendix 4 to
ensure the appropriate level of investigation is undertaken. The risk
assessment matrix guides the grading of an incident, and indicates the
appropriate action to manage an incident. Incidents with a red risk matrix
grading are managed in accordance with the Serious Incident Policy.

7.5

Reporting of incidents to external agencies will be undertaken by our
nominated Commissioning Support Unit. Monthly reports detailing incidents
rated as moderate or above will uploaded to the National Reporting and
Learning System reporting system. Deaths or injuries incurred because of a
work-related accident will be reported to the Health and Safety Executive on a
case by case basis.

Incidents reported by our staff and CSU staff
7.6

Staff will report incidents on the Datix Incident Reporting System. For a
reflective report it will follow process outlined in appendix 1 and for a notified
report it will follow the process outlined in appendix 2.

Incidents reported by independent contractors about their practice
7.7

Independent Contractors will report reflective incidents on the Datix Incident
Reporting System. The incident will be reviewed and graded. Incidents graded
as moderate or above (score above 5 on the risk matrix) will be reported to
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the Clinical Reviewer on a weekly basis who will decide on any further action
or provide feedback. This process is outlined in appendix 3.
7.8

Actions will be monitored and outcomes reported to the notifier. Incidents will
be closed on Datix and trends monitored. Any trends identified will be
forwarded to the Independent Contractor for investigation.

Incidents reported by independent contractors and providers about NHS
funded care
7.9

Independent Contractors will report notified incidents on the Datix Incident
Reporting System. Other Providers will report notified incidents via email.

7.10

The incident will then be reviewed by a compliance officer and graded using
the risk matrix. Incidents graded as low risk (score 1-5 using the risk matrix)
will be monitored on an aggregated review mechanism to identify trends. Any
trends identified will be forwarded to the provider organisation or Clinical
Commissioning Group for investigation. This process is outlined in appendix
2.

7.11

Incidents graded as moderate or above (score above 5 on the risk matrix) will
be reported to the CCG on a weekly basis for information. Monthly reports will
be sent to relevant provider organisations for investigation. Investigators must
respond within 45 working days and this response will be reviewed by the
compliance officer. Once a satisfactory response has been received it will be
forwarded to the reporter of the notified incident.

7.12

Regular reports will be provided to the Clinical Commissioning Group to
highlight what actions have been taken as a result of incidents being reported.
This information will be used to inform commissioning and contracting
decisions. We will communicate this information more widely though our “You
said, we did” updates, published in a variety of ways and shared with our
stakeholders.

8.

RESPONSIBILITIES FOR INCIDENT MANAGEMENT

8.1

This section sets out what our roles and responsibilities are:

The Accountable Officer
8.2

As Accountable Officer, the Chief Officer of NHS West Cheshire Clinical
Commissioning Group is responsible and accountable for ensuring:
•

overall implementation, monitoring and effectiveness of the policy

•

allocation of resources to provide compliance with the policy
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•

all of our staff are aware of their responsibilities and comply with the
policy

•

the Commissioning Support Unit will be notified of any change in
governance, practice or approach in the Clinical Commissioning Group
that may impact on this policy

•

this policy is visible to our stakeholders.

The Head of Quality Improvement
8.3

The Head of Quality Improvement will:
•

have the authority to assign Investigating Officers

•

authorise our nominated Commissioning Support Unit team to escalate
issues to nominated member of senior management team in the
Clinical Commissioning Group

•

act as the interface between the Clinical Commissioning Group and
the nominated Commissioning Support Unit

•

inform the nominated Commissioning Support Unit team
organisational or other changes that may impact upon this process

•

provide appropriate updates to the Clinical Commissioning Group

•

prepare reports incorporating trends and lessons learned from
incidents to the Quality Improvement Committee and the Governing
Body of the Clinical Commissioning Group

•

escalate concerns and exceptions to the Governing Body of the Clinical
Commissioning Group

of

Clinical Commissioning Group team
8.4

Our team will:
•

work within the Incident Policy and associated processes shown at
Appendix 1-4

•

report incidents and promote the reporting of incidents by other
stakeholders

Commissioning Support Unit
8.5

Our nominated Commissioning Support Unit is responsible for:
•

working within the Incident Policy associated processes shown at
Appendix 1-4
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9.

ESCALATION

9.1

If the Clinical Commissioning Group remains dissatisfied with the actions
undertaken following investigation and the response received from the
investigator then this will be escalated and managed via the Quality
Improvement Committee.

10.

PERFORMANCE INDICATORS

10.1

We have agreed a number of key measures to ensure we are monitoring the
performance of how we manage incidents. These measures are:
•
•
•
•

11.

Number of incidents reported per month by organisation, categorised
as reflective and notified
Number of incidents put on the National Reporting and Learning
reporting system per month
Numbers of Investigation reports provided within 45 working days by
providers to notified incidents
Timely provision of reports in line with reporting schedule

FURTHER GUIDANCE AND READING
National Patient Safety Agency: Reporting Criteria Thresholds
www.nrls.npsa.nhs.uk
The Reporting of Injuries, Diseases and Dangerous Occurrences Regulations 1995
(RIDDOR)
http://www.hse.gov.uk/riddor/
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Page 1

Incident Reporting and Management

Incident logged on Datix
by staff

Review Incident
details on Datix
Web

Approved or
Rejected?

Approved

Review incident
and note what
action is to be
taken

Does incident have
a Low, Moderate
or High grade?

Rejected

Low

Closed

Incident closed
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Page 2

Incident Reporting and Management
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further action &
feedback
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based on feedback
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Incident closed and
trends monitored
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Page 1
Incident Reporting and Management

Notified incident
received

Via fax, email,
phone, letter?

Yes

Log details on Datix
Web

Review incident to
approve or reject

Approved or
Rejected?

Yes

No

Rejected
Closed

Via Datix?
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Approved

Review incident
and note which
provider needs to
be informed to
take action

Page 2
Incident Reporting and Management

Does incident have
a Low, Moderate
or High grade?

Moderate
/High

Send weekly report
to Clinical
Commissioning
Group for
information

Low
Incident closed

Send monthly
report to the
provider(s) for
investigation

Provider(s)
to respond
within 45
working
days

Response reviewed
by Compliance
Officer

Satisfactory
response?

No

Request further
information from
provider
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Yes

Send to CCG &
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Page 3
Incident Reporting and Management

Datix updated
(attach emails and
correspondence)
and incident closed

Run reports from
Datix to identify
learning outcomes
and trends
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Appendix 3 – Management of GP Reflective Incidents

Page 1

Page 2

Key

Policy for Incidents
NHS West Cheshire Clinical Commissioning Group Governing Body
st
21 March 2013

20

Page 1
Incident Reporting and Management

Reflective incident
received
Yes

Log details on Datix
Web

Review incident to
approve or reject

Approved or
Rejected?

Approved

Review incident
and note what
action is to be
taken

Does incident have
a Low, Moderate
or High grade?

Rejected

Low

Closed

Incident closed
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Moderate
/High

Page 2
Incident Reporting and Management

Moderate
/High

Share with Clinical
Reviewer via email
and update datix

Clinical Reviewer
decides on further
action & feedback

Undertake
appropriate action
based on feedback

Attach all emails
and corresponding
feedback to Datix

Feedback
response/outcome
of incident to
reporter

Incident closed and
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Appendix 4 – Risk Assessment Matrix

Risk Assessment

Circle consequence, likelihood and total score
e.g. 2 x 3 = 6

SCORE

LIKELIHOOD/PROBABILITY OF REPEAT
INCIDENT
CONSEQUENCES or
POTENTIAL
CONSEQUENCES

Rare

Unlikely

Possible

Highly
Likely

Almost
Certain

1

2

3

4

5

1

Negligible

1

2

3

4

5

2

Minor

2

4

6

8

10

3

Moderate

3

6

9

12

15

4

Major

4

8

12

16

20

5

Extreme

5

10

15

20

25

Green

(score 5 or less)

Low risk

Low priority

Manage situation by routine procedures

(score 6 to 15)

Medium risk

Medium
priority

Management responsibility and action
must be specified

(score 16 to 25)
Or any incident
recorded as
extreme
regardless of the
likelihood/probabil
ity of repeat

High risk

High Priority

Immediate action – Senior Management
attention required. 16+ Senior
Management to consider informing the
Board.

Amber

Red

Policy for Incidents
NHS West Cheshire Clinical Commissioning Group Governing Body
st
21 March 2013

23

Measures of likelihood
Level

Descriptor

Example detail description

1

Rare

The event may only happen in exceptional circumstances

2

Unlikely

The event could occur (recur) at some time

3

Possibly

The event may well occur (recur) at some time

4

Highly Likely

The event will occur (recur) in most circumstances

5

Almost Certain

The event is expected to occur (recur) in most circumstances
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Equality Analysis

Stage 1 – Scope of Work
Piece of work being assessed:

Incidents Policy

Directorate:

Clinical Commissioning Group

Service area:

Quality Improvement

Other partners or stakeholder:

Name of lead or person:

Paula Wedd

Date of assessment:

8th March 2013

Aims of the piece of work (policy /
project / framework etc)

The purpose of this policy is to outline the way in which incidents will be reported. This policy describes three
procedures which apply to different groups of stakeholders and staff.
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Expected outcomes as a result of
the piece of work, and how they will
be measured:

•
•
•
•

have oversight of incidents reported across all
of our providers of NHS funded care
can use the information to take appropriate
management decisions
can identify trends in any root causes
identified
can share learning to improve practice across
the health economy.

•
•
•
•

Number of incidents reported per month by
organisation, categorised as reflective and
notified
Number of incidents put on the NLRS reporting
system per month
Numbers of Investigation reports provided
within 45 working days by providers to notified
incidents
Timely provision of reports in line with reporting
schedule

Stage 1 – Initial EQA Screening
Protected
characteristic

Baseline Data and research

Impact

What national data is available? What local data is available?
What information is available relating to this specific area.
Number of young people using a service etc. What does it
show? Numbers involved (quantitative data), comments from
people (qualitative data) Are there any gaps?

from the
analysis of
data and
research? Is
the service
being used
Include consultation with users if available, comments, feedback by all groups
from patients, users etc.
the same or
one group
more than
others?
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Is the
piece of
work
direct or
indirect
discrimina
tion

If indirect
discrimination:
Indirect
discrimination
service effects
one group more
than others but
accidentally.what
can we do to
eliminate indirect
discrimination?
What reasonable
adjustments can
be made

If direct
discrimination:
People are
openly
discriminated
i.e. no blacks
No gypsies,
No disabled
people.

Age

The 2011 Census population was 329,608:
o 17.6% (58,135) were aged 0-15 (19.9% in 20011)

No perceived
impact

No perceived
impact

No perceived
impact

Yes

No perceived
impact

o 63.8% (210,373) were aged 16-64 (63.7% in 2001)
o 18.5% (61,100) were aged 65+ (16.4% in 2001).
Disability

Chester 118,210 People who have a long-term illness or May have a
disability 16.6%.
significant
impact on
Ellesmere Port and Neston 81,672 People who have a long- some people
term illness or disability 18.2%.
from this
diverse
10,650 people received services in the local Authority During
group.
2006 /07
Importance
8,503.00 80% of the total receiving services with the remaining
of relevant
20%
awareness
Comprised 2,147 people receiving residential and nursing training
regards
services
potential
For the community services, 6,168 people, nearly three-quarters attitude and
of all
behaviour
sensitivity
Service users are those with physical disabilities. Those with a
impacts on
mental
Disability
Health problem (including dementia) are the next most
predominant
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Assistance to be
made available
for customers
who may have
Learning
disability/difficulty/
literacy issues.

group, with 1,525 service users, accounting for 17.9% of
services this reflects the National picture
Gender
Reassignment

Although it is recognised that there are currently no publicly
available statistical data on transgender people, the Gender No perceived
Identity Research and Education Society (GIRES, 2008) impact
suggests that the prevalence of people age 16 and over seeking
help for treatment of Gender Dysphoria is 20 per 100,000 and is
thought to be increasing by 15% annually. If this was applied to
Cheshire West and Chester, this would equate to approximately
50 people in the Borough. The average age for seeking
treatment for Gender Dysphoria is 42. In terms of the
transgender population, GIRES gives an estimate of 600 per
100,000. If these figures were applied to the Cheshire West and
Chester area, there may be around 1,500 trans people in the
area

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

http://www.doriconline.org.uk/groupquery.aspx?area=164&Grou
pID=9
Marriage
& Marital and civil partnership status classifies an individual No perceived
Partnership
according to their legal marital or registered same-sex civil impact
partnership status as at census day, 27 March 2011 in Cheshire
West and Chester was 428 (2011 Census Key Statistics)
http://www.doriconline.org.uk/groupquery.aspx?area=164&Grou
pID=9
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Pregnancy
maternity

& Cheshire West & Chester
All births 3,822

No perceived
impact

Cheshire West and Chester
Male births 1,965

Female births 1,857

26/04/2012 next update 26/04/2013
All

3,081

Asian

418

Black

288

White 1,981
Mixed, Chinese & any other ethnic group 220 Numbers Not
stated 174
It is also identified that Gypsy/ Traveller have the Highest
mortality rate.
Gypsies and Travellers face the most serious disadvantages of
all ethnic minority groups. Children have high mortality rates and
the lowest educational attainment
http://www.ons.gov.uk/ons/index.html
http://www.homeoffice.gov.uk/equalities/equality-government
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No perceived
impact

No perceived
impact

Race

o 94.7% (312,013) were White British (including Northern Irish) May have a
significant
(96.5% in 2001)
impact on
o 0.7% (2,337) were White Irish
some people
from this
o 0.1% (213) were Gypsies or Irish Travellers
diverse group
o 2.0% (6,462) were from other White groups

Yes
Ensure that
arrangements are
made for people
who do not speak
or understand
English

No perceived
impact

o 0.9% (3,050) were from mixed / multiple ethnic groups

Importance
of relevant
awareness
o 0.3% (908) were Black / African / Caribbean / Black British
training
regards
o 0.2% (528) were from other ethnic groups.
potential
In January 2008, there were 151 caravans belonging to Gypsies attitude and
behaviour
and
sensitivity
Travellers in Cheshire West and Chester.
impacts on
this group
o 1.2% (4,097) were Asian / Asian British (includes Chinese)

Religion/Belief

Religion – 70.1% (231,126) of people said they were Christian No perceived
(80.7% in 2001). 1.1% (3,560) belonged to other major world impact
religions. 22.0% (72,649) stated they had no religion (11.5% in
2001). 6.5% (21,419) chose not to answer this question
Christian 231126 - 70.1%
Buddhist 776- 0.2 %
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No perceived
impact

No perceived
impact

Hindu 653 0.2 %
Jewish 653 0.2 %
Muslim 1686 - 0.5%
Sikh195 -0.1%
Other religion 854 -0.3%
No religion 72649 -22%
Religion not stated 21419 - 6.5 %
Sexual
Orientation

There are inherent problems in estimating the number of gay, No perceived
lesbian and bisexual people resident within the Cheshire West impact
and Chester population. However, the Family Planning
Association estimates that the proportion of both men and
women who have ever had a same sex partner to be 5.4% of
men and 4.9% of women

If the proportions reported in the Family Planning Association
survey are applied to the Cheshire West and Chester adult
population, there would be around 13,900 men and women who
have ever had a same-sex partner within the local population.
(DORIC Population Summary Information Gay, Lesbian And
Bisexuals In Cheshire West And Chester 2012)
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No perceived
impact

No perceived
impact

Sex

Western Cheshire has a population of around 260,000 people. No perceived
impact
Local Authority Area 329608

No perceived
impact

No perceived
impact

Males 160586 - 48.7%
Females 169022- 51.3%

Stage 1 – Initial EQA Action Plan
Having undertaking the equality analysis, please complete the following action plan detailing how you will tackle and mitigate issues
resulting from the findings of the Initial Screening:

Equality
Strand

Issue
–
identified

Initially What information do I need and how will I get it?
Consultation, Focus group, Survey, Research etc

Edits to the policy made 28.12.12 – no further action required

Sex

Race
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Timescale

Lead

Disability

Sexual
Orientation

Age

Religion/Belief

Marriage
&
Partnership

Gender
Reassignment

Pregnancy
maternity

&
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1
1.1

INTRODUCTION
This Serious Incidents Policy sets out for the stakeholders, and staff of NHS
West Cheshire Clinical Commissioning Group:
•

how we will enable serious incidents to be reported

•

how these will be investigated

•

how we will ensure learning is shared with professionals and across
organisations.

1.2

It is the responsibility of West Cheshire Clinical Commissioning Group to
ensure that when a serious incident or Never Event does occur, there are
systematic measures in place for safeguarding people, property, the services
and its reputation, and for understanding why the event occurred.

1.3

There is also a responsibility to ensure that steps are taken to reduce the
chance of a similar incident happening again.

2

WHAT OUR COMMITTMENT MEANS

2.1.

We are committed to securing the best quality health care for our population
and actively work with colleagues and health care providers to ensure this
principle is met.

2.2.

We accept that root cause analyses of serious incidents often identifies that it
is systems and processes that fail rather than as a result of human error and
recognises the importance of eliminating, reducing and/or effectively
controlling all aspects of risk. In order to achieve this, it is essential that there
has been a thorough investigation of any serious incident or Never Event and
that lessons learned have been identified and appropriate measures put in
place, to prevent future incidents.

2.3.

Learning from incidents enables changes to take place in order to:
•

improve the safety of patients, staff and visitors

•

improve the work and care environment

•

improve patient experience
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2.4.

2.5.

We will ensure that there are appropriate systems in place so that staff and
stakeholders are able to report incidents using an on-line system. Supporting
the ability to report incidents ensures we:
•

have oversight of incidents reported across all of our providers of NHS
funded care

•

can use the information to take appropriate management decisions

•

can identify trends in any root causes identified

•

can share learning to improve practice across the health economy.

These form our obligations on which to ensure good Serious Incident
handling, as promoted by the National Patient Safety Agency (NPSA).

3.

SCOPE AND PURPOSE OF THE POLICY

3.1

The purpose of this policy is to outline the way in which serious incidents will
be managed, and sets out the scope of the serious incident management
process in NHS West Cheshire Clinical Commissioning Group and the steps
that will be followed.

3.2

This policy has two guiding principles:
•

to ensure serious incidents and/or Never Events are managed and
investigated efficiently to ensure that timescales are met and not
breached

•

to ensure that opportunities to share learning from root cause analysis
investigations are implemented across organisations.

3.3

This policy does not apply to incidents which should be reported through the
Whistleblowing Policy

3.4

This policy must be implemented in conjunction with the Safeguarding
Policies for children and adults where the incident should trigger a
safeguarding referral.
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4.

WHAT IS A SERIOUS INCIDENT AND/OR NEVER EVENT?

4.1

The principal definition of a serious incident is any incident out of the ordinary
or unexpected, with the potential to cause serious harm, and/or likely to attract
public and media interest that occurs on NHS premises or in the provision of
an NHS or commissioned service. This may be because it involves a large
number of patients, there is a question of poor clinical or management
judgement, a service has failed, a patient has died under unusual
circumstances, or there is the perception that any of these has occurred.

4.2

A full listing of the National Patient Safety Agency (NPSA) reporting criteria
and thresholds for serious incidents that need reporting through the Strategic
Executive Information System (StEIS) can be found in appendix 1.

4.3

A Never Event is defined by the National Patient Safety Agency (NPSA) as:
a serious, largely preventable patient safety incident that should not occur if
the available preventative measures have been implemented by the
healthcare providers.

4.4

Never Events are one of the indicators that can be used to demonstrate how
safe an organisation is and its patient safety culture. Continued occurrence of
Never Events can be considered an indicator of an organisation that has not
put the right systems and processes in place to prevent them from happening.

4.5

The West Cheshire Clinical Commissioning Group Serious Incident Review
Group will review serious incidents and will identify whether there are any
repeated contributory factors/themes.

5.

REPORTING SERIOUS INCIDENTS OR NEVER EVENTS

5.1

Organisations providing NHS funded care should report serious incidents or
Never Events to the Clinical Commissioning Group, via the Commissioning
Support Unit, within a maximum of 48 hours from the time the incident is
known using the Strategic Executive Information System. For organisations
that do not have direct access to the Strategic Executive Information System
the provider should provide written notification of the serious incident or Never
Event to the Clinical Commissioning Group within a maximum of 48 hours
from the time the incident is known . It is recognised that all Never Events are
serious incidents; however there are serious incidents that are not classified
as Never Events, as per section 4.3.
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6.

MANAGEMENT OF SERIOUS INCIDENTS OR NEVER EVENTS

6.1

The process for managing serious incidents and/or Never Events will be
undertaken by our nominated Commissioning Support Unit. The Clinical
Commissioning Group will remain responsible and accountable for assuring
that the providers of healthcare involved in the serious incident have
undertaken a thorough investigation to identify any root causes and have
identified any lessons learned.

6.2

The Commissioning Support Unit will receive the serious incidents and/or
Never Event via notification from the Strategic Executive Information System,
make an entry in the risk management system, and send notification to the
Head of Quality Improvement of all new incidents reported. This will include
details such as the incident type and the date when the root cause analysis
report is due for completion by the provider organisation. For organisations
that do not have direct access to the Strategic Executive Information System
the healthcare provider should provide written notification of the serious
incident or Never Event to the Clinical Commissioning Group within a
maximum of 48 hours from the time the incident is known. The
Commissioning Support Unit will then follow the same process described
above.

6.3

The Commissioning Support Unit will assign a Lead Compliance Officer to
each serious incident and/or Never Event and ensure there is agreement on
which organisation leads the investigation where multi-agencies are involved.
The Commissioning Support Unit will manage the process of performance
managing each incident. The reporting organisation will be asked and
expected to proceed with an investigation and provide a report within 45
working days.

6.4

Our intention is that serious incidents and/or Never Events are dealt with
appropriately and in a timely manner; ensuring that lessons learned are
shared across organisations to prevent similar incidents occurring again. The
Commissioning Support Unit will provide expert advice relating to serious
incidents and will work closely with provider organisations to ensure that the
root cause analysis reports and action plans are both received and completed
within the agreed timescales. Where viable extension requests are received
from organisations, information will be collated for the Clinical Commissioning
Group to confirm if they are agreeable to these requests, which will be dealt
with on a case by case basis.

6.5

Notifications of all new serious incidents will be provided to the Clinical
Commissioning Groups Serious Incident Review Group. The Group’s remit is
to determine:
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•

If the incident has been adequately investigated

•

If the root causes and contributory factors have been identified

•

If the recommendations and action plan adequately address the root
causes and contributory factors

•

If the action plan has been completed in a timely manner

6.6

Once an investigation has been completed, the group will receive the root
cause analysis reports. They will scrutinise the reports and any deemed
inadequate will be sent back to the provider for further investigation. They will
also agree the action plan

6.5

Updates on the action plan will be provided to the group at suitable intervals.
The actions plans will be monitored and reviewed by the Commissioning
Support Unit until adequate action has been taken and implemented, in line
with the initial root cause and lessons learned highlighted within the
investigation report.

6.6

When the action plans have been completed they will be submitted back to
the group to determine if there is sufficient evidence that the action plan has
been completed and agreement on incident closure.

7.

RESPONSIBILITIES FOR SERIOUS INCIDENT MANAGEMENT
The Accountable Officer

7.1

As Accountable Officer, the Chief Officer of NHS West Cheshire Clinical
Commissioning Group is accountable for ensuring:
•

an effective system is in place to assure the governing body that
serious incidents are investigated, that action plans address the root
causes of incidents and that action plans are implemented

•

managers are aware of their responsibilities and comply with the policy

•

the Commissioning Support Unit will be notified of any change in
governance, practice or approach in the Clinical Commissioning Group
that may impact on this policy
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The Head of Quality Improvement
7.2

The Head of Quality Improvement will:
•

have the authority to make a decision regarding any extension
requests received from Provider Organisations

•

be responsible for ensuring that serious incidents are investigated, that
action plans address the root causes of incidents and that action plans
are implemented

•

authorise our nominated Commissioning Support Unit team to escalate
non-adherence to timetable /poor quality investigation reports and
action plans to nominated member of senior management team in the
Clinical Commissioning Group

•

act as the interface between the Clinical Commissioning Group and
the nominated Commissioning Support Unit team

•

inform the nominated Commissioning Support Unit team
organisational or other changes that may impact upon this process

•

prepare reports incorporating trends and lessons learned from serious
incidents to the Quality Improvement Committee, based on information
received from the Commissioning Support Unit

•

act as a point of contact for provider organisations to report any never
events or serious incidents via telephone or email, and then notify the
Commissioning Support Unit of these incidents as and when

•

escalate concerns and exceptions in the management of serious
incidents and or never events to the governing body of the Clinical
Commissioning Group

•

monitor the performance of the policy against agreed performance
indicators.

of

Clinical Commissioning Group team
7.3

Our team will:
•

work within the agreed Serious Incident Management process shown
at Appendix 1

•

ensure appropriate governance arrangements are in place to manage
serious incidents and never events through the contracts process
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•

provide relevant feedback relating to on-going serious incidents and or
never events and raise any necessary queries for provider
organisations, via the Commissioning Support Unit

•

review root cause analysis reports to ensure that the correct root
causes and contributory factors have been identified

•

to review the on-going and completed action plans to ensure that the
recommendations and action plans adequately address the root
causes.

Commissioning Support Unit
7.5

Our nominated Commissioning Support Unit is responsible, on behalf of the
Clinical Commissioning Group, to ensure that arrangements are in place to
receive formal reports and action plans from reporting organisations detailing
recommendations, action points, responsibilities and implementation
timescales. The nominated Commissioning Support Unit is also responsible
for:
•

working within the agreed Serious Incident Management process
shown at Appendix 2

•

managing the 45 working day time scales for the completion of root
cause analysis report and the process, and monitoring ongoing action
plans from provider organisations until completion. This includes
raising any concerns relating to areas which do not satisfactorily
manage the risks associated with the incident

•

preparing papers for the monthly Clinicla Commissioning Groups
Serious Incident Review group and ensure that they are circulated to
group members at least 1 week prior to the meeting date, to ensure
adequate reading time for the papers for group members

•

facilitating the Serious Incident Review Group meetings

•

providing training and expert advice to the Clinical Commissioning
Group, as required.

•

attending relevant training as and when required.

Providers of NHS funded care
7.6

Organisations providing NHS funded care will:
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•

report any serious incidents for investigation or never event within a
maximum of 48 hours from the time the incident is known following
notifications from StEIS.

•

complete a root cause analysis report for any serious incident within
45 working days

•

in viable situations, apply for an extension request. Information will be
collated for the Clinical Commissioning Group to confirm if they are
agreeable to these requests, which will be dealt with on a case by case
basis

•

implement any appropriate measures identified from lessons learnt, to
prevent future incidents.

8

ESCALATION

8.1

If the Clinical Commissioning Group remains dissatisfied with the actions
undertaken following the root cause analysis investigation and the response
received from a provider organisation then this will be escalated and managed
via the Provider Quality and Performance contract meetings.

9

PERFORMANCE INDICATORS

9.1

We have agreed a number of key measures to ensure we are monitoring the
performance of how we manage and respond to serious incidents. These
measures are:
•

Number of serious incidents reported to the Clinical Commissioning
Group, via the Commissioning Support Unit, within 48 hours from the
time the incident is known following notifications from StEIS.

•

Numbers of root cause analysis reports provided within 45 working
days by providers

•

Timely provision of reports in line with reporting schedule

10

FURTHER GUIDANCE AND READING

10.1

This document has been produced with reference to the following documents:
National Patient Safety Agency: “National Framework for Reporting and
Learning from Serious Incidents requiring investigation.”
www.nrls.npsa.nhs.uk/resources/?entryid45=75173
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National Patient Safety Agency: Reporting Criteria Thresholds
www.nrls.npsa.nhs.uk
National Patient Safety Agency: Never Events
www.nrls.npsa.nhs.uk/neverevents

Local Safeguarding Children Board Policies and Procedures
www.nelincs.gov.uk/.../local-safeguarding-children-board/view-the-localsafeguarding-children-board-policies-and-procedures/
Local Safeguarding Adult Board Policies and Procedures
www.cheshireeast.gov.uk/.../adult...adults/adult_safeguarding_board.aspx
NHS Litigation Authority: Risk Management Standards
www.nice.org.uk/usingguidance/benefitsofimplementation/nhsla.jsp
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Appendix 1 - Listing of the National Patient Safety Agency (NPSA) reporting
criteria and thresholds for serious incidents

Incident Type

Threshold

Abscond

Escape from within the secure perimeter of medium or high security
mental health services by patients who are transferred prisoners
Secure Unit
Patient who is a transferred prisoner escaping from medium or high
secure mental health services where they have been placed for
treatment subject to Ministry of Justice restrictions
Patients detained under the Mental Health Act, and current risk
assessment confirms current risk of:
• violence/risk to others
• self-harm
• neglect
Exploitation (vulnerable adult)
Informal patient and current risk assessment confirms current risk of;
• violence/risk to others
• self-harm
• neglect
• exploitation (vulnerable adult)

Accident Whilst in
Hospital

Accident on NHS premises or whilst receiving NHS funded care which
results in permanent harm to one or more patients where the outcome
requires life-saving intervention or major surgical/medical intervention or
will shorten life expectancy.
This includes:
• Entrapment of an adult in bedrails
• Patient scalded by water during bathing

Admission of under
18s to adult mental
health ward

Include all admissions of an under 18 year old to an adult Mental Health
inpatient unit. Include the actual age of service user and the reason for
admission describing if the admission was required because of clinical
need or lack of a bed in an age appropriate setting.

Admission of under
16s to adult mental
health ward

To include under 18 admissions Child and Adolescent Mental Health
clients
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Adverse media
coverage or public
concern about the
organisation or the
wider NHS

Incidents where there may not be permanent harm or death but result in
a repeated pattern of negative media attention for the organisation for
example:

Allegation against
Health Care nonProfessional

Where a member of staff shows gross disrespect for the dignity of a
patient/deceased patient.

•

An incident is reported in more than one local paper and
television or national media and the organisation is being
criticised for the quality and safety of patient care. This does not
include workforce, financial issues, etc.

Serious:
• verbal and/or physical aggression
• criminal acts involving patients or staff
• complaints about a member of staff or primary care contractor or
any incident relating to a staff member where significant adverse
media interest could occur:
• breach of confidentiality
• fraud
Allegation Against
Health Care
Professional

Where a member of staff shows gross disrespect for the dignity of a
patient/deceased patient.
Serious:
• verbal and/or physical aggression
• criminal acts involving patients or staff
• complaints about a member of staff or primary care contractor or
any incident relating to a staff member where significant adverse
media interest could occur
• breach of confidentiality
• fraud

Ambulance
Accident - Road
Traffic Collision

Where patients/staff or the public have been harmed and ambulance
personnel had contributed to the Road Traffic Accident.
Where there had been a significant impact on business continuity in
terms of delays to the assessment and transfer of patients

Ambulance Delay

Where;
•
•

where there had been a significant impact on the assessment and
treatment of patients with the potential for permanent harm and
ambulance services had contributed to the delay
where there had been a significant impact on business continuity
in terms of delays to the assessment and transfer of other
patients and other organisations had contributed to the delay
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Ambulance
(general)

Permanent harm to one or more patients or staff
Local media – long term – moderate effect – impact on public perception
of Trust & staff morale
National media >3 days – public confidence in organisation

Assault (unknown
assailant)

Permanent harm to one or more patients or staff
Local media – long term – moderate effect – impact on public perception
of Trust & staff morale
National media >3 days – public confidence in organisation

Bogus Health
Workers

Permanent harm to one or more patients
Local media – long term – moderate effect – impact on public perception
of Trust & staff morale
National media >3 days – public confidence in organisation

Child Abuse
(family)

Abuse with one or more children within the family context (this would
include adopted and looked after children in a foster care setting)

Child abuse
(institutional)

Abuse of one or more children by one or more perpetrators in an
institutional setting where there is a health professional linked to the
institution (this would include a school, nursery, child minder etc.) and
children who are looked after in a residential setting or an inpatient in a
health care setting.

Child Abuse
(multiple)

Networked abuse with one or more children by one or more perpetrators,
e.g. paedophile ring, child trafficking etc.

Child Death

Unexpected child death up to 17 years and 364 days.

Child Serious Injury Where there is permanent harm that doesn't involve safeguarding or
abuse and where there is a link to health services, for example on health
service premises, whilst undergoing health treatment, etc. This link
would not include where the child was accessing health care for an
unrelated episode for example an accident that occurred to a child and
there was Health Visitor or School Nurse involvement with the family.
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Communicable
Disease and
Infection Issue

Outbreaks of infection that involve presumed transmission within
healthcare settings
•
•
•
•
•

Confidential
Information Leak

cases/outbreaks of infection with an NHS-attributable food, water
or environmental source
case of blood borne or other virus infection in a healthcare worker
or patient that necessitates consideration of a look-back exercise
failed vaccination cold chain affecting significant numbers of
patients
call and recall system failures affecting significant numbers of
patients
exposure to chemical agents or radiation caused by failures in
healthcare settings

Major breaches of confidentiality such as the loss or theft of personal
identifiable records or information, hard copy or electronic.
An incident involving the actual loss of personal information that could
lead to identity fraud or have other significant impact on individuals
should be considered as serious.

C.Diff & Health
Care Acquired
Infections

Which results in;
death or permanent harm to one or more patients, where the outcome
requires life-saving intervention or major surgical/medical intervention
which will shorten life expectancy

Delayed diagnosis

This includes missed and mis-diagnosis, and delays in out-patient
appointments which results in;
permanent harm to one or more patients, where the outcome requires
life-saving intervention or major surgical/medical intervention will shorten
life expectancy

Drug Incident
(general)

To include Medication Never Events which results in:
permanent harm or death to one or more patients, where the outcome
requires life-saving intervention or major surgical/medical intervention or
will shorten life expectancy
And
Wrong gas administered or failure to administer any gas
Intravascular air embolism introduced during IV infusion/bolus dose or
through haemodialysis circuit

Failure to act upon
test results

Where the failure results in:
permanent harm to one or more patients, where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy
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Failure to obtain
consent

Where the procedure or treatment results in;
permanent harm to one or more patients, where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy

Health & Safety

Which resulted in closure of a facility which had consequences for
business continuity;
Chemical incident
Fire
Accident on NHS premises which results in:
permanent harm to one or more staff, visitors or members of the public
where the outcome requires life-saving intervention or major
surgical/medical intervention orwill shorten life expectancy

Homicide by
Inpatient (in
receipt)
Homicide by
Inpatient (not in
receipt)

For use where Department of Health Guidance (HSG (94)27) applies

Homicide by
Outpatient (in
receipt)
Homicide by
Outpatient (not in
receipt)

For use where Department of Health Guidance (HSG (94)27) applies

Hospital Equipment
Failure

Hospital estate infrastructure which leads to:
Sustained loss of service which has serious impact on delivery of patient
care resulting in major contingency plans being invoked

For use where Department of Health Guidance (HSG (94)27) applies

For use where Department of Health Guidance (HSG (94)27) applies

Sustained loss of service which has serious impact on delivery of patient
care resulting in major contingency plans being invoked
Infected Health
Care Worker

Infected healthcare worker where the infection was not known and no
controls were in place with a reportable communicable disease e.g. TB,
measles etc.

Maternity services intrapartum death

For an intrapartum death (24+ weeks gestation) that is:
• unexpected and suspicious
• where there are clear failings by health

Maternity services intrauterine death

For an intrauterine death (24+ weeks gestation) that is:
• unexpected and suspicious
• where there are clear failings by health
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Maternity services maternal death

For a maternal death that is:
• unexpected and suspicious
• unexpected and unexplained
• where there are clear failings by health

Maternity services unexpected
neonatal death.

For a neonatal death (a child that dies between 0 to 28 days) that is:
• unexpected and suspicious
• unexpected and unexplained
• where there are clear failings by health

Medical equipment
failure

This means medical devices (not hospital infrastructure) which leads to;
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy
Sustained loss of service which has serious impact on delivery of patient
care resulting in major contingency plans being invoked

Mental Health Act Class B incident

Mental Health Act incidents except deaths e.g. illegal detention

Other

Death or severe harm as a result of administration of the wrong
treatment following inpatient misidentification due to a failure to use
standard wristband (or identity band) identification processes i.e. those
that comply with NPSA guidance.

Pressure Sore (Grade 3 or 4)

Avoidable Pressure Ulcer:
Avoidable means that the person receiving care developed a pressure
ulcer and the provider of care did not do one of the following; evaluate
the person’s clinical condition and pressure ulcer risk factors; plan and
implement interventions that are consistent with the persons need and
goals, and recognised standards of practice; monitor and evaluate the
impact of the interventions; or revise the interventions as appropriate.
•

Hospital and community acquired grade 3 and 4 pressure ulcers
should be reported by the NHS provider indicating whether it is
community or acute sector acquired.

•

Primary care acquired pressure ulcers in commissioned
independent providers should be reported by the commissioning
organisation, this includes care commissioned in nursing or
residential care homes.

•

Incident found in patients own homes where there is no input
from any health services should be reported to the commissioner
and internal analysis undertaken of any significant trends. These
do not need to be reported.

All Grade 3 & 4 Pressure Ulcer Incidents should be assessed for
evidence of neglect or abuse and if this is substantiated the Trust must
Serious Incident Policy
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Safeguarding
vulnerable adult

report this to the Local Safeguarding Board and the Care Quality
Commission (CQC).
Where an individual suffers permanent harm or death as a result of a
safeguarding vulnerable adults issue where they are in receipt of health
care services (except GPs).
Grade 3 & 4 Pressure Ulcer Incidents may be an indicator of neglect or
abuse, if this is substantiated then please report using the Safeguarding
vulnerable adult incident type.

Screening Issues

Security Threat

To be used for national screening programmes only.
An actual or possible failure at any stage in the screening pathway that
exposes the programme to unknown levels of risk that screening,
assessment or treatment has been inadequate, and that as a result there
are possible serious consequences for the clinical management of
patients. The level of risk to an individual may be low but, because of the
large numbers involved, the corporate risk may be very high.
The screening programmes covered are:
• breast cancer
• cervical screening
• bowel cancer
• diabetic retinopathy
• abdominal aortic aneurysm
• foetal anomaly (including Downs)
• infectious diseases in pregnancy
• sickle cell and thalassaemia
• new-born blood spot
• new-born hearing
• new-born and infant physical examination
Sustained loss of service resulting in major contingency plans being
invoked
Local media – long term – moderate effect – impact on public perception
of Trust & staff morale
National media >3 days – public confidence in organisation
MP concerned (questions in the House)

Serious Incident by
Inpatient (in
receipt)

Which leads to:
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy
For acute trust this would mean patients who are on special observations
provided by a mental health trust.
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Serious Incident by
Inpatient (not in
receipt)

Which leads to:
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy
For mental health trusts this would be for those who are absent, on
leave, during transfer etc.

Serious Incident by
Outpatient (in
receipt)

Which leads to:
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy.

Serious Incident by
Outpatient (not in
receipt)

Which leads to:
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy

Slips/Trips/Falls

A slip, trip or fall which occurred on NHS premises or whilst receiving
NHS funded care which results in;
•

permanent harm to one or more patients where the outcome
requires life-saving intervention or major surgical/medical
intervention or will shorten life expectancy

This includes falls from unrestricted windows
Although fracture neck of femur would not normally be reportable, if a
provider noted a trend it would be reportable under this category.
Sub-optimal care of
the deteriorating
patient

Where the deterioration was not recognised or not acted upon and this
has led to permanent harm or death.
This includes failure to monitor or respond to oxygen saturation levels in
a patient undergoing general or regional anaesthesia or conscious
sedation for a healthcare procedure
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Surgical Error

Which leads to:
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy
Retained foreign object post-operation, excluding objects that are found
to be missing prior to completion of surgery where further action to
remove would be more damaging
Death or severe harm arising from inadvertent ABO mismatched solid
organ transplantation. Excluded are scenarios in which clinically
appropriate ABO incompatible solid organ are transplanted deliberately.
In this context, ‘incompatible’ antibodies must be clinically significant. If
the recipient has donor-specific anti-ABO antibodies and is therefore
likely to have an immune reaction to a specific ABO incompatible organ,
then it would be a “never event” to transplant that organ inadvertently
and without appropriate management.

Transfusion
Incident

Which leads to:
Permanent harm to one or more patients where the outcome requires
life-saving intervention or major surgical/medical intervention or will
shorten life expectancy
This includes transfusion of ABO-incompatible blood components, it
excludes where ABO-incompatible blood components are deliberately
transfused with appropriate management.

Unexpected Death
(general)

Patients, individuals or groups of individuals suffering serious or
catastrophic harm or unexpected death whilst in receipt of health
services.
This includes maternal death as a result of post-partum haemorrhage
after elective caesarean section
Domestic abuse homicides where there are children resident or where
the domestic abuse was known by health care professionals
Death of a mental health inpatient as a result of a suicide attempt using
non-collapsible curtain or shower rails.

Ward / Unit Closure

Which leads to:
Sustained loss of service which has serious impact on delivery of patient
care resulting in major contingency plans being invoked
Disruption to facility leading to significant ‘knock-on’ effect across local
health economy
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Wrong site surgery

A surgical intervention performed:
• On the wrong site or organ or patient
• Where the wrong implant/prosthesis is inserted
and the incident is detected at any time after the start of the operation
and the patient requires further surgery on the correct site and/or may
have complications after surgery.
Excludes:
• wrong site anaesthetic block
• where the wrong site is selected because of unknown/unexpected
abnormalities in the patient's anatomy
• where the implant/prosthesis placement is intentionally different
and based on clinical judgement at the time of the operation.
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Appendix 2 Serious incident / Never Events Management process map
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Page 3

Key:
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Provider

Serious Incidents and Never Events

RCA Report received
within 45 days

Yes

RCA Report
received from
provider

SI papers collated
and Incidents
taken to group for
Review

Reporting action
plan produced
from group

Monitor action
plan

Action plan
completed by
Provider and
taken to next SI
group

Cheshire, Warrington and Wirral CSU

No

Has the extension
request been received
from provider

SI group decision

No Further Action

No

Follow up with
provider and SI
group

Raise exception
with Head of
Quality at CCG

CSS provides
response &
feedback to
provider

SI group agree
closure

Yes

Extension request
taken to Head of
Quality

Lessons Learned
and root causes
identified

CCG

StEIS & system updated and incident
closed

CCG decides on
next steps and
informs CSS
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Further action

Queries from
report & action
plan sent back to
provider

Await response

Responses taken
back to SI Group

CCG

Cheshire, Warrington and Wirral
CSU

Provider

Serious Incidents and Never Events
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Equality Analysis

Stage 1 – Scope of Work
Piece of work being assessed:

Serious Incident Policy

Directorate:

Clinical Commissioning Group

Service area:

Quality Improvement

Other partners or stakeholder:

Name of lead or person:

Paula Wedd

Date of assessment:

8th March 2013

Aims of the piece of work (policy / The purpose of this policy is to outline the way in which serious incidents will be managed, and sets out the
project / framework etc)
scope of the serious incident management process and procedure in NHS West Cheshire Clinical
Commissioning Group and the steps that will be followed.
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Expected outcomes as a result of
the piece of work, and how they will
be measured:

•

to ensure serious incidents and/or Never
Events are managed and investigated
efficiently to ensure that timescales are met
and not breached

•

to ensure that opportunities to share learning
from root cause analysis investigations are
implemented across organisations.

•

Number of serious incidents reported to the
Clinical Commissioning Group, via the
Commissioning Support Unit, within 48
hours from the time the incident is known
following notifications from StEIS.

•

Numbers of root cause analysis reports
provided within 45 working days by
providers

•

Timely provision of reports in line with
reporting schedule

Stage 1 – Initial EQA Screening
Protected
characteristic

Baseline Data and research

Impact

What national data is available? What local data is available?
What information is available relating to this specific area.
Number of young people using a service etc. What does it
show? Numbers involved (quantitative data), comments from
people (qualitative data) Are there any gaps?

from
the
analysis
of
data
and
research? Is
the
service
being used
Include consultation with users if available, comments, feedback by all groups
from patients, users etc.
the same or
one
group
more
than

Is
the
piece
of
work
direct or
indirect
discrimina
tion

If
indirect
discrimination:
Indirect
discrimination
service
effects
one group more
than others but
accidentally.what
can we do to
eliminate indirect
discrimination?
What reasonable
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Age

The 2011 Census population was 329,608:
o 17.6% (58,135) were aged 0-15 (19.9% in 20011)

others?

adjustments
be made

can

No perceived
impact

No perceived
impact

No perceived
impact

Yes

No perceived
impact

o 63.8% (210,373) were aged 16-64 (63.7% in 2001)
o 18.5% (61,100) were aged 65+ (16.4% in 2001).

Disability

Chester 118,210 People who have a long-term illness or May have a
disability 16.6%.
significant
impact
on
Ellesmere Port and Neston 81,672 People who have a long- some people
term illness or disability 18.2%.
from
this
diverse
group.
10,650 people received services in the local Authority During
Importance
2006 /07
of
relevant
8,503.00 80% of the total receiving services with the remaining awareness
training
20%
regards
Comprised 2,147 people receiving residential and nursing potential
services
attitude and

Serious Incident Policy
NHS West Cheshire Clinical Commissioning Group Governing Body
21st March 2013

31

Assistance to be
made
available
for
customers
who may have
Learning
disability/difficulty/
literacy issues.

AGENDA ITEM NO: WCCCGGB/13/03/107

For the community services, 6,168 people, nearly three-quarters behaviour
of all
sensitivity
impacts
on
Service users are those with physical disabilities. Those with a Disability
mental
Health problem (including dementia) are the next most
predominant
group, with 1,525 service users, accounting for 17.9% of
services this reflects the National picture
Gender
Reassignment

Although it is recognised that there are currently no publicly
available statistical data on transgender people, the Gender No perceived
Identity Research and Education Society (GIRES, 2008) impact
suggests that the prevalence of people age 16 and over seeking
help for treatment of Gender Dysphoria is 20 per 100,000 and is
thought to be increasing by 15% annually. If this was applied to
Cheshire West and Chester, this would equate to approximately
50 people in the Borough. The average age for seeking
treatment for Gender Dysphoria is 42. In terms of the
transgender population, GIRES gives an estimate of 600 per
100,000. If these figures were applied to the Cheshire West and
Chester area, there may be around 1,500 trans people in the
area
http://www.doriconline.org.uk/groupquery.aspx?area=164&Grou
pID=9
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Marriage
& Marital and civil partnership status classifies an individual No perceived
Partnership
according to their legal marital or registered same-sex civil impact
partnership status as at census day, 27 March 2011 in Cheshire
West and Chester was 428 (2011 Census Key Statistics)

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

http://www.doriconline.org.uk/groupquery.aspx?area=164&Grou
pID=9
Pregnancy
maternity

& Cheshire West & Chester
All births 3,822

No perceived
impact

Cheshire West and Chester
Male births 1,965

Female births 1,857

26/04/2012 next update 26/04/2013
All

3,081

Asian

418

Black

288

White 1,981
Mixed, Chinese & any other ethnic group 220 Numbers Not
stated 174
It is also identified that Gypsy/ Traveller have the Highest
Serious Incident Policy
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mortality rate.
Gypsies and Travellers face the most serious disadvantages of
all ethnic minority groups. Children have high mortality rates and
the lowest educational attainment
http://www.ons.gov.uk/ons/index.html
http://www.homeoffice.gov.uk/equalities/equality-government
Race

o 94.7% (312,013) were White British (including Northern Irish) May have a
significant
(96.5% in 2001)
impact
on
o 0.7% (2,337) were White Irish
some people
from
this
o 0.1% (213) were Gypsies or Irish Travellers
diverse group
o 2.0% (6,462) were from other White groups
o 0.9% (3,050) were from mixed / multiple ethnic groups
o 1.2% (4,097) were Asian / Asian British (includes Chinese)
o 0.3% (908) were Black / African / Caribbean / Black British
o 0.2% (528) were from other ethnic groups.
In January 2008, there were 151 caravans belonging to Gypsies
and
Travellers in Cheshire West and Chester.
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Yes
Ensure that
arrangements are
made for people
who do not speak
or understand
English

No perceived
impact

AGENDA ITEM NO: WCCCGGB/13/03/107

this group
Religion/Belief

Religion – 70.1% (231,126) of people said they were Christian No perceived
(80.7% in 2001). 1.1% (3,560) belonged to other major world impact
religions. 22.0% (72,649) stated they had no religion (11.5% in
2001). 6.5% (21,419) chose not to answer this question

No perceived
impact

No perceived
impact

No perceived
impact

No perceived
impact

Christian 231126 - 70.1%
Buddhist 776- 0.2 %
Hindu 653 0.2 %
Jewish 653 0.2 %
Muslim 1686 - 0.5%
Sikh195 -0.1%
Other religion 854 -0.3%
No religion 72649 -22%
Religion not stated 21419 - 6.5 %
Sexual
Orientation

There are inherent problems in estimating the number of gay, No perceived
lesbian and bisexual people resident within the Cheshire West impact
and Chester population. However, the Family Planning
Association estimates that the proportion of both men and
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women who have ever had a same sex partner to be 5.4% of
men and 4.9% of women
If the proportions reported in the Family Planning Association
survey are applied to the Cheshire West and Chester adult
population, there would be around 13,900 men and women who
have ever had a same-sex partner within the local population.
(DORIC Population Summary Information Gay, Lesbian And
Bisexuals In Cheshire West And Chester 2012)
Sex

Western Cheshire has a population of around 260,000 people. No perceived
impact
Local Authority Area 329608

No perceived
impact

No perceived
impact

Males 160586 - 48.7%
Females 169022- 51.3%

Stage 1 – Initial EQA Action Plan
Having undertaking the equality analysis, please complete the following action plan detailing how you will tackle and mitigate issues
resulting from the findings of the Initial Screening:

Equality
Strand

Issue
–
identified

Initially What information do I need and how will I get it?
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Consultation, Focus group, Survey, Research etc

Edits to the policy made 28.12.12 – no further action required

Sex

Race

Disability

Sexual
Orientation

Age

Religion/Belief

Marriage
&
Partnership
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Gender
Reassignment

Pregnancy
maternity

&
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DATE OF GOVERNING
BODY MEETING:

21st March 2013

TITLE OF REPORT:

Minutes of Governing Body Sub-Committees

KEY MESSAGES

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

REPORT PREPARED BY:

Alison Lee, Chief Officer
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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 Body 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 the November meeting included:
•
•
•
•
•
•

An external peer review for Quality Outcomes Framework Quality and
Productivity and Accident and Emergency attendances Indicator
An update by the Clinical Commissioning Group Chief Officer on the
current areas of focus for the Clinical Commissioning Group
An update on the Rural Area Partnership Board
A discussion on the community mental health redesign consultation
An update on the progress towards implementation of the national
programme NHS 111
A briefing and discussion on the Keep Warm Keep Well Campaign

Major issues and actions from the January meeting included:
•
•
•
•

An external peer review for Quality Outcomes Framework, Quality and
Productivity, and Outpatient Referrals Indicator
A presentation and discussion on West Cheshire Clinical Commissioning
Group’s 2013-14 Strategy Refresh and Commissioning Delivery Plan
Information on the Clinical Commissioning Group’s baseline funding
allocation
A discussion on a draft proposal for a nursing and residential home
emergency response
2
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•
4.

A discussion on a draft proposal for clinical streaming

Chester City Locality GP Network
Major issues and actions from the January meeting included:

5.

•

Regarding the business case for the storage of patient records, the group
agreed that this project should be progressed further. Philip Smith will
discuss the matter with Gareth James.

•

No nominations for the role of vice chair were received so an election did
not take place.

•

The Quality Outcomes Framework and Quality Productivity peer review
workshop for outpatients took place at this meeting. The practice and
Clinical Commissioning Group actions agreed at the meeting are
tabulated in the minutes included in this paper.

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

•

The West Cheshire Clinical Commissioning Group’s Chief Officer gave an
update on a number of issues, including the Altogether Better for Cheshire
programme.
A lengthy discussion took place regarding admissions to the medical
assessment unit, where concerns were raised from GPs that the unit is
not being used effectively and that this impacts upon patient experience.
A number of actions were agreed to review the current pathway.
The West Cheshire Clinical Commissioning Group delivery plan and
strategy for 2013/2014 were presented.

CLINICAL SENATE
6.

Major issues and actions from the November meeting included:
•

The Clinical Senate received a presentation of the Ageing Well business
case, part of the “Altogether Better” programme.

•

This programme proposes a model of care centred around
o Keeping people healthy in their own homes
o Presentation and assessment of condition
o Diagnosis, needs identification, treatment and care plan delivery,
o Return to normal place of residence
o End of life care

•

The Senate strongly supported the model of care discussed
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•

An update on the planned care programme was given – this focussed on
methods to reduce avoidable outpatient activity.

•

In the first of a new regular item on the Senate agenda, Sian Williams was
invited to talk about her profession of hospital nursing and how the Senate
can support her to overcome challenges

Major issues and actions from the January meeting included:
•

The format of the Senate in January was slightly amended to a more
workshop-type event, where organisations were asked to share the main
points of their strategy and plans for 2013/14

•

It was acknowledged that planning timescales for differing types of
organisations are not always aligned and so the development of strategies
and plans are not all in the same place.

•

The Clinical Commissioning Group presented their current strategy
refresh, which has taken as its basis the Altogether Better programme and
the planning guidance published by the National Commissioning Board.

•

Cheshire and Wirral Partnership NHS Foundation Trust gave an informal
update on the current stage of their planning. This also takes as a
foundation the Altogether Better programme, as well as the programme
budgeting for the mental health pilot and its implications for service
redesign.

•

The Countess of Chester Hospital NHS Foundation Trust is currently
beginning its staff consultation in relation to future plans. However, it is
expected that these will be developed within the context of needing to
develop services which outreach in to the community and the strategic
intention, nationally, to deliver acute services 24/7.

•

The Senate made the following recommendations for organisations to
consider:
o There is a need for organisations to better understand and plan for
each other’s planning cycles.
o Provider organisations will want to consider how to use collaborative
forums when there may be potential competitors present and what
impact this may have on delivery of genuine integration. The senate
needs to reflect on how to overcome these barriers in meetings.
o Commissioners will want to consider how they incentivise collaboration
between providers, as it is recognised that delivery of integrated
services may need an external influence to overcome organisational
boundaries. Providers stated a need for commissioners to lead this
process.
o Strategic discussions need to identify the distinction between vertical
integration (local integration between primary, community and
secondary care) and horizontal integration (what secondary and tertiary
care services need to be/could be provided on a bigger footprint).
4
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Altogether Better addresses vertical integration, but what forums exist
to consider horizontal integration.

COMMISSIONING DELIVERY COMMITTEE
7.

Major issues and actions from the January meeting included:
•

The Clinical Commissioning Group has been working with the Countess of
Chester Hospital NHS Foundation Trust to improve the level of shared
understanding regarding the detail of high cost drug spend and possible
risk sharing arrangements with the Trust and other Clinical
Commissioning Groups are being explored.

•

It was noted that an initial submission is to be made to the Local Area
Team regarding the Clinical Commissioning Group’s plans for 2013/14, by
25th January.

•

Performance information on the urgent care schemes in 2012/13 was
requested for a future meeting.

•

It was agreed that for the implementation of community care plans to be
effective longer term, then the Single Point of Access service must
operate efficiently, Care and Nursing Homes would contact Hospital at
Home directly, and Single Point of Access staff would need to be aware of
all available services. This will be picked up in project plans for 2013/14.

•

An update on progress regarding referral management was provided,
which included the reinstatement of the ‘Willaston model’ and proposals
for broadened access to Consultant advice and guidance through Choose
and Book for more specialties.

•

Although in principal the Committee were supportive, a decision could not
be reached regarding the Business Case from the Multiple Sclerosis
Support Centre until there was greater clarity regarding the Clinical
Commissioning Group’s financial allocation. Further work was also
required on the projected savings. Once this has been completed, the
Committee delegated the final approval to the Senior Management Team.

AUDIT COMMITTEE
8.

Major issues and actions from the December meeting included:
•

Information Governance Tool Kit - The Committee agreed to propose
the Freedom of Information Act, Subject Access Request and Cheshire
Information, Communications and Technology policies to the Governing
Body for approval/ratification. The final two information governance
5
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policies will be presented to the Audit Committee in February 2013. It was
proposed/agreed to build in a fit for purpose review of all the policies
regularly and stagger the review dates throughout 2013/14. It was noted
that the Clinical Commissioning Group is on target to complete all the
required actions to become Information Governance Toolkit compliant by
31st March 2013.
•

Draft Scheme of Reservation and Delegation - The draft Scheme of
Reservation and Delegation was presented to the Committee. Mersey
Internal Audit colleagues confirmed they had compared the scheme of
reservation and delegation against other organisations/examples good
practice and noted a review had been undertaken on all elements of the
documentation, including the detailed tables, framework of controls,
appointments and the financial policies.

•

Managing Conflicts of Interest: Commissioning Activities - The draft
Managing Conflicts of Interest: Commissioning Activities procedural note
was presented to the Committee. Further discussion on the final draft of
the full Conflict of Interest Policy will take place at the Audit Committee in
February 2013.

•

Department of Health Handover and Closedown Guidance - The
Department of Health Handover and Closedown Guidance report was
presented to the Committee. The Chief Finance Officer reported that he
will be recommending to the Governing Body that they take receipt of the
assets.

•

Governing Body Assurance Framework – high level risks mitigation
report - The high level risks from the most recent Governing Body
Assurance Framework were provided for information to the Committee
and it was agreed to review the management and mechanisms for future
reporting at the Audit Committee in February 2013.

•

External Audit Report - A general update on the external audit
arrangements for Clinical Commissioning Group was presented, in
particular the transfer of audit responsibilities to Grant Thornton who
would be auditing for 2012/13.

•

Internal Audit Progress Report - An update and overview of the Internal
Audit progress report was presented on the following areas
• Core Financial Mapping
• Quality, Innovation, Productivity and Prevention (QIPP)
6
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•
•

Electronic Staff Record / Human Resources
Information Governance.

QUALITY IMPROVEMENT COMMITTEE
9.

Major issues and actions from the November meeting included:
•

Local Intelligence Network decision making process - The Committee
discussed the impact of the new draft regulations that will be in place from
April 2013 and noted that the Controlled Drug Accountable Officer will be
appointed from the National Commissioning Board. The Clinical
Commissioning Group will need to maintain a connection to this meeting
after it moves from the Primary Care Trust.

•

Insight for Service Improvement Report - The Committee received a
very detailed report that collated patient experience intelligence from
multiple sources and aligned the leaning against our clinical priorities and
work programmes. The document was well received and is being
nominated for a national award. The report will be shared with the Clinical
and Programme Leads, to assist with planning for delivery in 2013/14.
Members of the Committee expressed their satisfaction with the
report. Further discussions took place and the following points were
noted:
-

-

-

•

The learning from this document is to be shared with all Providers and
Patient Participation Groups.
An update is to be brought to this Committee in August 2013, in order
to review how this learning has been incorporated in to the Annual
Commissioning Plan 2013/14.
The update in 2013 is to be shared with Patient Participation Groups,
and published on the West Cheshire Clinical Commissioning Group’s
website.
Consideration is to be given to incorporating some of this learning
within the Quality section of each Provider contract.
It is intended that the full document will be presented at the West
Cheshire Clinical Commissioning Group’s Governing Body.
Serious Incidents - The Committee discussed the information
provided about serious incidents and asked for further assurance
about the root causes of the 2 surgical Never Events that had been
reported by the Countess of Chester Hospital NHS Foundation Trust.
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•

Safeguarding - The Committee reviewed the risk and update
information provided about both adult and children’s safeguarding and
asked for more detailed information about specific issues. The
committee agreed to amend its terms of reference to include
attendance by the 2 nurses responsible for leading adult and children’s
safeguarding.

•

GP Quality Improvement - The committee noted the update on the
GP Quality Incentive Scheme and the progress made in developing
the GP Quality Dashboard

•

Research Update - The Committee received an update through an
annual report on the 2011-12 research projects aligned to the Clinical
Commissioning Group and noted that five hundred participants have
been recruited during 2011/12, although there had been fewer GP
practices participating.

8
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 13th November, 2012
Cheshire View
2.00pm – 5.00pm

Key Points to Communicate to your Practice
•

The Quality and Outcomes Framework Quality and Productivity Indicator Emergency Admissions
external peer review took place and Commissioning Leads are asked to share the key discussion
points and recommendations with practice colleagues
Every Clinical Commissioning Group (CCG) will be allocated a quality premium from the
management cost savings and this will be awarded to Clinical Commissioning Groups if they
improve the quality of care for patients with the Clinical Commissioning Group’s allocation likely to
be in the region of £1.2million. Further information will be forthcoming but if the quality premium is
awarded it will be an opportunity for the 37 member practices to invest in commissioning services
Cheshire and Wirral Partnership Trust attended the network to discuss the proposed service
redesign of community mental health services. Feedback on the proposals can be given via the
consultation process.
st
The national 111 service will commence on the 21 March 2013 and will have a ‘soft launch’ to
allow time to become established before publicity later in the year.
The Rural West Local Area Partnership Board will be piloting community resilience plans from
April 2013 and GPs may be asked how they could contribute to such plans.

•

•
•
•

Action List

RN52

RN91
RN94
RN97

RN98

RN99

RN100
RN104

RN105

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.
Rural Prescribing to be an agenda item in six
months
Amanda Lonsdale is to draft an outline
on
information to be given to GPs by nursing /
residential homes prior to calling for an ambulance
Through the contracting route, Amanda Lonsdale is
to request an audit of the Out of Hours Service
Accident
and
Emergency
attendances
and
admissions for residents of nursing and residential
homes before and after doctor and / or nurse advice.
Amanda Lonsdale is to draft an outline for a clinical
streaming pilot to be presented to the network for
discussion in practice
The network agreed to focus on improving flu
immunisation uptake
An agenda slot will be allocated to look at ideas for
the quality premium at a future meeting once
timescales are known.
Practices are asked to feedback further thoughts on
the proposed mental health service redesign via the
consultation process

Owner
Vicky Oxford
Rob Nolan
Vicky Oxford
Amanda Lonsdale

Amanda Lonsdale

Amanda Lonsdale
All
Vicky Oxford

All
9
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RN106

RN107

GP practices are to consider the business case for
the transfer from a paper to electronic records
All
service and feedback to Vicky Oxford by the 30th
November whether they support the case.
Keep Warm Keep Well - Following the identification
of patients not on the caseload of community
services, Marie Lewis-Smith is to liaise with Marie Lewis-Smith
practices about how they may be able to facilitate
the delivery of the targeted interventions

Present: Steve Pomfret, Philip Milner, Claire Baker, Louise Davies, Vicky Oxford,
Jonathan Gregson, Andy Campbell, Christine Kenyon, Helen Black, Debbie Bailey,
Alistair Adey, Jim Hinds, Rajesh Rajan, Lynn Suckley and Brian Yorke.
In attendance: Alison Lee, Sarah Murray and Helen McCairn
Practices not represented: All practices were represented
ACTIO
N
1.

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

2.

APOLOGIES
Apologies were received from Trevor Ferrigno.

3.

QUALITY AND OUTCOMES FRAMEWORK QUALITY AND PRODUCTIVITY
INDICATOR EMERGENCY ADMISSIONS EXTERNAL PEER REVIEW
The practices undertook a peer review discussion on emergency admissions
focusing on four areas – cellulitis, deep vein thrombosis, falls and heart failure.
The group discussed the four areas focussing on where commissioning service
design improvements could be recommended.
Cellulitis
• It was felt that a significant proportion of the emergency admissions came
from out of hours or other providers rather than GPs.
• There was concern that the Out of Hours Service is advising people to go
straight to Accident and Emergency rather than attending a GP appointment
for a face to face assessment. Some patients had not been prescribed oral
antibiotics by the service before they were sent to Accident and Emergency.
• It was noted that the cellulitis pathway on Map of Medicine makes no
reference to community intravenous services and there were questions as to
whether the correct pathways were known and being followed by other care
providers.
• The use of Map of Medicine to store local pathways was discussed as many
10
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•

•
•
•

GPs report not using it during consultations, partly due to ease of access. It
was felt that it would be more useful if it were linked to practice systems.
Jonathan Gregson reported that there is an icon on Egton Medical
Information System (EMIS) Web which links to Map of Medicine. It was felt
that this may be useful given the number of practices who have chosen to
move to Egton Medical Information System (EMIS) Web.
It was suggested that a Commissioning for Quality and Innovation Scheme
(CQUIN) be developed with the Out of Hours Service regarding following
prescribed pathways.
The group also wondered how many patients with cellulitis didn’t get
admitted following a call to the Out of Hours Service as these patients are not
included for investigation.
It was felt that secondary care should not necessarily be admitting all of
these patients and should be sending them to the Urgent Care Unit or
community services for intravenous treatment.

Recommendations for Cellulitis
• Investigate the feasibility of a Commissioning for Quality and Innovation
Scheme with the Out of Hours Service regarding following a prescribed
cellulitis pathway.
• Cellulitis pathway to contain requirement for the Out of Hours Service to have
a face to face assessment with all patients with cellulitis before sending them
to Accident and Emergency unless there are exceptional circumstances.
• Ensure the pathway is available to all GPs
• Ensure providers have access to intravenous drugs and that they are
undertaking intravenous services in the community.
Falls
• The falls clinic is not the one stop shop it was initially intended to be. When a
patient attends the clinic, the GP is often then asked to refer the patient to
multiple agencies which they could have done themselves without the patient
having to attend the falls clinic.
• The group questioned the value of a hospital falls service.
• Community rehabilitation was felt to offer a more valuable service to patients
and it was suggested that a Commissioning for Quality and Innovation
Scheme be developed with the Countess of Chester Hospital NHS
Foundation Trust and community rehabilitation regarding increasing access
for falls patients.
• The investigation of falls patients found that around 25% had died within 12
months of falling and a fall may indicate the start of a decline process and
should be regarded in some cases as a life threatening condition. It was felt
to be important to recognise that and make moves to put appropriate
packages of care in place.
• It was suggested that falls patients should automatically be referred to a
community matron who could facilitate a package of care but the capacity of
the community matron caseload and the caseload criteria would need to be
looked at.
• It was felt that Accident and Emergency should consider if patients require
hospital care before admitting or whether an alternative assessment process
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•

would be more beneficial.
Information on accessing community rehab needs to be readily available.

Recommendations for Falls
• Investigate the feasibility of referring falls patients to community matrons for
a package of care (this would include assessing capacity issues of the
service)
• Redesign the falls service and base it in the community or decommission it
and expand community rehabilitation to look after these patients.
• Communicate the referral criteria and mechanism for referral to community
rehabilitation for falls patients to GP practices.
Deep Vein Thrombosis
• Dealing with Deep Vein Thrombosis patients is time consuming for practices
when they are unable to contact a service in secondary care due to the hours
the service is open and the availability of staff.
• The pathway seems to have been followed in the case of most patients
investigated.
• The service provided by secondary care is good when it is open but there are
issues out of hours and the service is sometimes full.
• There were concerns with the pathway being followed by the Out of Hours
Service.
• The group questioned the advice regarding only using Tinzaparin for
pregnant or cancer patients with Deep Vein Thrombosis as it can prevent an
emergency admission over a weekend if used in other patients.
Recommendations for Deep Vein Thrombosis
• The Clinical Commissioning Group as commissioners need to be specific
with the Out of Hours Service about which pathways the service should be
following.
• Recommend a local depository for Tinzaparin to avoid admissions at a
weekend whilst the hospital based Deep Vein Thrombosis service is closed.
• Investigate the feasibility of expanding the secondary care based Deep Vein
Thrombosis service opening hours.
Heart Failure
• In some practices up to 80% of patients had not been seen by the heart
failure specialist nurse at the time of the admission or following the
admission, however, if the patient was on maximal treatment, GPs wouldn’t
necessarily refer patients to the heart failure specialist nurse.
• It was felt that the heart failure specialist nurse service was integrated with
secondary care to facilitate quicker discharge of patients.
• Many of the patients investigated died following the admission and it was felt
that palliative care should be started earlier in the condition although it was
acknowledged that it is a more challenging condition to diagnose when end
of life stages begin.
• A Commissioning for Quality and Innovation Scheme for an end of life
pathway was suggested and Vicky Oxford reported that this is one of the
Commissioning for Quality and Innovation Schemes with Cheshire and Wirral
12
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Partnership NHS Foundation Trust for this financial year.
Recommendations for Heart Failure
• Support the development of an end of life pathway for heart failure patients.
• GPs should treat patients as palliative earlier in the condition.
4.

CLINICAL
UPDATE

COMMISSIONING

GROUP

CHIEF

OFFICER

(DESIGNATE)

Alison Lee, the Chief Officer (designate) of the Clinical Commissioning Group
(CCG) gave an update to the group on areas of focus for the Clinical
Commissioning Group:
Area Partnership Boards
• The Clinical Commissioning Group participates in local Area Partnership
Boards which facilitate joint working with the local authority and other partner
organisations and link into the Altogether Better Cheshire programme which
looks at ways for public services to work effectively together.
• Joint working arrangements are focusing on working with the following:
1.
‘Troubled families’ – there are in the region of 500 families locally who
consume a significant amount of public service resources including
health visitors, Family Nurse Partnership, social services and the police.
2.
Domestic abuse – identification of the impact of not preventing
domestic abuse.
3.
Ageing Well – the impact of the frail elderly population and how public
services can be shaped around this group. Social care is an outlier in
the number of elderly people residing in residential and nursing homes
and there is a focus on the quality of care received by residents of
these facilities.
Authorisation
• The authorisation process looks at whether clinical commissioning groups
are organisationally fit to take on the commissioning of services with a
budget of £300million.
• West Cheshire Clinical Commissioning Group (WCCCG) was one of 35
clinical commissioning groups in wave 1 of the authorisation process.
Intelligence received from the National Commissioning Board indicates that
West Cheshire Clinical Commissioning Group is the only Clinical
Commissioning Group in wave 1 to be put forward for authorisation with no
conditions attached.
Safeguarding
• There are some safeguarding issues with residential and nursing homes and
the Clinical Commissioning Group is working with the local authority and the
continuing care team on this area.
West Cheshire Clinical Commissioning Group Road-shows
• The fourth road-show took place in Ellesmere Port on the 8th November.
• The questions received at the event included issues such as how the Clinical
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Commissioning Group will prevent a local Winterborne situation and how
GPs feel about the Liverpool Care Pathway.
Practice Participation Groups
• Alison and Huw Charles-Jones attended a meeting with the Chairs of the
practice participation groups with the aim of connecting patients from the GP
practices with the Clinical Commissioning Group.
• The Clinical Commissioning Group is also connecting with patients through
the use of social media such at Twitter and Facebook.
Financial Position
• The currently financial position is being closely monitored due to an
unexpected rise in outpatient referrals.
• The out-patient activity will be discussed at the Membership Council
scheduled for the 28th November 2012.
Quality Premium Webinar
• Every Clinical Commissioning Group will be allocated a quality premium from
the management cost savings and this will be awarded to Clinical
Commissioning Groups if they improve the quality of care for patients and
maintain financial balance.
• This is not a GP practice Commissioning for Quality and Innovation Scheme
but an opportunity for the 37 member practices to invest in commissioning if
the required improvements are made.
• Further information should be available by the end of December.
• Indicators that need to be achieved to qualify for the premium may be based
on areas such as avoiding hospital admissions where clinically appropriate,
patients dying in their preferred place of care and improvements in patient
experience but this has not been confirmed.
• The quality premium would be approximately £1.2million for West Cheshire
Clinical Commissioning Group.
• Further information will be provided on when the premium will be paid to VO
Clinical Commissioning Groups.
Action: Once further information on timescales is available, an agenda slot will
be allocated to look at ideas generation.
5.

ACTIONS FROM PREVIOUS MINUTES
Actions 96, 101, 102 and 103 have been completed and actions 52, 91, 94, 97,
98, 99 and 100 are on-going. The following update was given:
RN52 – Update on electronic prescribing
There is no further update at present
RN91 – Analysis of ambulance conveyance times for rural practices /
patients
This information has been requested by Rob Nolan.
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RN96 – Contact regarding practice premises expansion
Huw contacted Lynn Suckley for further information which has been provided
and the practice has met with Glenn Coleman who has given them contact
details for the capital projects manager.
RN97 & RN99 – draft outline on information to be given to GPs by nursing
/ residential homes prior to calling for an ambulance and draft outline for a
clinical streaming pilot
Amanda Lonsdale is drafting these for discussion at the next network meeting.
RN98 – Audit of out of hours Service Accident and Emergency attendances
and admissions for residents of nursing and residential homes before and
after doctor and/or nurse advice
Amanda Lonsdale has requested this information from the service.
RN103 – Myers Briggs profile information from Online Platform
Management Consultants
Online Platform Management Consultants has contacted Louise Davies
regarding a convenient time to discuss the profile.
6.

LOCALITY CHAIR’S UPDATE
Steve Pomfret informed the network of the resignation of Laura Millard from her
position as Chair of the City Network. GPs from the City locality have been
asked to submit their expressions of interest in the post and an election will be
held at the December meeting of the City Network.
Steve also gave an update on the following meetings:
Commissioning Delivery Committee – 1st November 2012
• A urology service pilot is being held in Ellesmere Port around community
assessments and a specialist nurse employed by Cheshire and Wirral
Partnership will be involved in this. The pilot will start in January 2013.
• The Countess of Chester Hospital NHS Foundation Trust has been
experiencing capacity issues with emergency admissions and has applied for
funding to open additional beds. A number of delayed discharges may
contribute to the situation as well as the hospital’s decision to close a number
of bariatric beds and this will be looked at.
• The Paediatric Hospital at Home Service is due to commence in April 2013.
Clinical Senate – 25th October 2012
• There was an update on a meeting with the Cheshire and Merseyside
Clinical Network team, where the reconfiguration of network arrangements to
reflect Clinical Commissioning Group organisations was discussed.
• The urgent care commissioning intentions were discussed (North West
Ambulance Service diverts to Hospital at Home, the integration plans of out
of hours and the urgent care unit , Rapid Assessment Interface and
Discharge Service and clinical streaming).
• The Countess of Chester Hospital NHS Foundation Trust is concerned about
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•

7.

urgent care pressure as it has seen a 7-8% increase annually. The number
of attendances that translate into hospital admissions has also increased and
the Countess of Chester Hospital NHS Foundation Trust is looking at
solutions in partnership with the Clinical Commissioning Group.
Following the review of the Clinical Senate undertaken in the summer, the
Chair of the senate is now Mike Zeiderman, the Hospital Representative on
the Clinical Commissioning Group’s Governing Body.

RURAL AREA PARTNERSHIP BOARD UPDATE
Louise Davies gave an update on the work of the Rural Area Partnership Board
and the meeting of the Board held on the 15th October 2012. The key points
were:
•
•
•

•

•
•

•

•

8.

The Area Partnership Board is attended by public services such as health
and social care, the police and fire services as well as the voluntary and
charitable sector.
The Board looks at all aspects of living in rural west Cheshire.
There was a presentation on the proposed locality boundaries and
partnership arrangements within the Altogether Better Cheshire programme.
Cheshire West and Chester Council are having discussions with 40
partnership groups to fit coherent working arrangements together.
The Health and Wellbeing Board will ‘go live’ in April 2013. There is a
proposal to develop four locality boards that will feed into the Health and
Wellbeing Board which in turn will be fed into by local community boards
(based on wards).
The issues experienced when dealing with cross border patients have been
raised and feedback will be given.
A review of rural isolation has taken place and the Clinical Commissioning
Group could learn from the way it was undertaken in terms of engaging
younger people. Three high schools took part in the review which took the
form of a questionnaire and respondents were incentivised by age group.
The questionnaire was presented by a facilitator who related well with the
group and there was a 70% response rate. The respondents also preferred
to respond using a paper questionnaire rather than electronically.
There was a presentation on community resilience and it is felt that there is a
need to develop community resilience plans which address how communities
can be maintained until outside agencies can reach them. Ashton Hayes has
developed a plan and template that can be used. Rural West will be piloting
such a plan from April 2013 and GPs may be asked how they can contribute
to the development of the plan.
The availability of community defibrillators was raised along with cardiac
checks for students following the sudden death of a young person whilst
participating in sport. However, evidence shows that more young people die
on our roads than whilst playing sport.

COMMUNITY MENTAL HEALTH REDESIGN CONSULTATION
Patricia McCormack, Dr Hisham Gaballa, Jane Palombella and Carl Littlejohns
from Cheshire and Wirral Partnership NHS Foundation Trust (CWP) attended
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the network to discuss the proposed redesign of community mental health
services. The key points of the presentation on the proposals and discussion
were:
•
•
•
•
•
•
•
•
•
•

•

•
•

•

•
•
•

The proposal is to change the way community mental health services are
provided and the proposed changes will primarily affect adult mental health
services.
The changes are designed to make services more recovery focused and
outcome based whilst generating £13million of savings asked of Cheshire
and Wirral Partnership NHS Foundation Trust over the next three years.
The proposal aims to focus services on access to services, enhancing the
recovery process and ensuring staff are in the right place.
The proposed model is a Stepped Approach to Recovery (STAR).
The access team would be expanded and community teams would be
divided into functions based on patient complexity and need. There will be
an access stream, a recovery stream and a review stream.
The teams will be smaller and the treatments will be led by service users
according to their needs with an emphasis on recovery.
Some patients will still be seen at home at least once a year but people who
can travel to clinic to see their care co-ordinator will be encouraged to do so.
In the rural locality, the service will look to establish local clinics.
A band 6 nurse will see the patients for regular review with consultant input
where necessary.
For the proposed model to work there will be a reliance on people being
discharged from the service once their condition improves, however, fast
track re-referral will be available for these patients if their condition
exacerbates. The fast track re-referral was welcomed as a positive step by
the network.
All referrals for the service will go through a single point of access for daily
triage where they will be directed to the correct part of the services. The
single point of access will be available from 8.00am-8.00pm to reflect GP
hours. This was welcomed as a positive step by the network.
The triage will be undertaken by the community mental health team, two
band 6 nurses and a consultant where required.
For patients attending Accident and Emergency, sometimes following
consultation with the out of hours services, Cheshire and Wirral Partnership
NHS Foundation Trust intends to use the home treatment team, psychiatry
liaison and Rapid Assessment Interface Discharge which is coming on-line.
Cheshire and Wirral Partnership NHS Foundation Trust are interested in
receiving feedback from GPs regarding the content of the emergency
information card given to patients on discharge as they are keen to include
information that is important to primary care.
Refer to the community mental health team for acute psychosis.
Single Point of Access will deal with mental health issues in elderly patients.
Concern was expressed about the out of hours experience of patients
accessing psychiatry liaison. It was felt that Accident and Emergency is not
the right place for some patients to be waiting for a long period of time due to
the wait for Accident and Emergency assessment and there was also
concern that some staff in the psychiatry liaison team are not fully aware of
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•

•

the referral procedures.
There was concern about the impact of the proposed redesign on waiting
times as some patients are reporting long waits between assessment and the
start of treatment. Carl Littlejohns felt that there is a need to distinguish
between need and want and needs should be prioritised. The proposed
redesign will focus on patients who attend the mental health services to be
set in the right direction but also to take some responsibility for their own
care.
It was felt that communication between the mental health services and GP
practices needs to be improved and that GPs should be copied into letters
sent by the service to patients so that practices can provide necessary
support. This will become increasingly important if the proposed redesign
goes ahead. Patricia McCormack agreed that this can be implemented.

Action: Practices are asked to feedback further thoughts on the proposed
ALL
redesign via the consultation process.
9.

NATIONAL PROGRAMME – 111
Dr Catherine Wall attended the network to give an update on the national 111
programme and its progress towards implementation. The key points of the
update and discussion were:
•
•
•
•
•

•
•
•
•
•
•
•
•
•

The Sheffield study of the four pilot sites has shown that few savings will be
made.
The provider of the service in Cheshire and Merseyside will be NHS Direct.
The service will commence on the 21st March 2013 and will have a ‘soft
launch’ to allow time to become established before publicity later in the year.
For practices, this will mean a change of answer machine message.
When a patient contacts 111 they will be dealt with by a call handler (with 60
hours training) who will follow an algorithm. They will be able to book
appointments with an out of hours GP but in hours, patients will be asked to
contact their GP who will arrange any appointments if necessary.
Under 12s will still be offered appointments.
Face to face out of hours appointments may increase although out of hours
will have the option to contact some patients via the telephone before
visiting.
The searches for services in the area will be based on distance but the call
handlers will be familiar with the localities.
Welsh patients with Welsh GPs will be told the service is not available to
them and telephone codes will be used to identify where a patient is located.
Concern was expressed about how these patients will be identified as some
west Cheshire patients live in Wales and will therefore have a welsh
telephone code and could potentially be denied access to the service.
Patients won’t be directed to services in Wales.
The project steering group will morph into the clinical governance group.
Practices are requested to report any issues with the service on DATIX so
that they can be flagged to the group.
Workshops are being planned to give an understanding of how the pathways
18
Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

AGENDA ITEM NO: WCCCGB/13/03/108
will work and GPs are welcome to attend.
10. MINUTES OF THE LAST MEETING
The minutes of the last meeting were agreed as an accurate record of the
meeting.
11. FUTURE AGENDA ITEMS
Alcoholics Anonymous
Decision: The network decided not to invite the organisation to present to them
as they will have the opportunity to speak to them at the market place being held
at the December rolling half day.
Men in Sheds
Decision: The network decided not to invite the organisation to present to them
as they will have the opportunity to speak to them at the market place being held
at the December rolling half day.
Patient and Carer Support at Home in Rural Cheshire
Decision: The network decided not to invite the organisation to present to them
as they will have the opportunity to speak to them at the market place being held
at the December rolling half day.
Shared Decision Making
Decision: The network decided not to invite the organisation to present to them
as they will have the opportunity to speak to them at the market place being held
at the December rolling half day.
12. ANY OTHER BUSINESS
Membership Council May 2013
The date of the May 2013 Membership Council has changed from the 29th May
to the 15th May 2013. The meeting will be held at Cheshire View.
December 2012 Rolling Half Day
There will be a voluntary & third sector organisation market place at the
December rolling half day. This is to give clinicians the opportunity to meet
some of the organisations who provide services to patients within west Cheshire.
48 organisations will be attending and the market place starts at 1.30pm until
2.45pm.
Business Case to Transfer to Electronic Records
Philip Smith, Practice Manager at Boughton, Trish Harrison, Practice Manager at
Park and Gary Howorth, Practice Manager at Northgate Medical Practice have
developed a business case to obtain funding for a service which would scan all
37 GP Practice paper medical records - 253,000 patients (Lloyd George) to a
digital web-based NHS data base that can be accessed on-line dependent on
support from the GP practices. The proposal has been discussed and approved
by the City Network and feedback is requested from the Rural and Ellesmere
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Port and Neston Networks.
The business case recommends the adoption of the St Helens and Knowsley
NHS Trust Infomatics Service “model” of transferring all existing GP paperbased patient Lloyd George medical records on to a digital (web based )
system that can then be accessed remotely by Practices online. This will
improve patient safety and reduce risk of litigation and also clinical risk.
The intention is to submit the business plan to Glen Coleman at the Local Area
Team of the Commissioning Board to request funding.
Action: GP practices are to consider the business case and feedback to Vicky
Oxford by the 30th November whether they support the case.

ALL

The group noted that an interface is needed with the Cluster Local Area Team
and that this appears to be lacking at the moment. It was thought that a cluster
representative attended the practice manager meeting on a regular basis but this
is not always the case, although this may in part be due to the NHS restructure.
There is concern that the Cluster is directing practices to work in certain ways to
fit in with how other areas work rather than working with west Cheshire GP
practices on ways of working.
13. KEEP WARM KEEP WELL CAMPAIGN
Philip Milner and Marie Lewis Smith presented a briefing paper and spoke to the
Network about the Keep Warm Keep Well Campaign. The key points were:
•
•
•
•

•
•
•
•
•

The campaign is focused on reducing excess winter deaths which has been
identified as a priority of the local Health and Wellbeing Board.
Currently Western Cheshire is an outlier in excess winter deaths with more
than 200 excess deaths last winter, which is above the national average.
Chronic obstructive pulmonary disease patients have been prioritised and will
be part of the project this year.
Professor Chris Bentley presented a paper to the Health and Wellbeing
Board and recommended systematically taking vulnerable people through
ten evidence-based interventions (combined into eight for the purposes of
the Keep Warm Keep Well Campaign).
The evidence base for the interventions has been established by one of the
public health observatories.
Nine practices were identified across the rural locality and Neston as
important to the pilot project through the analysis of excess winter deaths by
ward.
There are 588 Chronic obstructive pulmonary disease patients across these
nine practices.
A Task and Finish group has been established to drive this work forward, and
they have developed a proposed patient pathway.
Cheshire and Wirral Partnership NHS Foundation Trust has agreed to see
any of the 588 Chronic obstructive pulmonary disease patients currently on
the caseloads of their staff (District Nurses, Community Matrons or Chronic
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obstructive pulmonary disease specialist nurses). The remaining patients
are included in the proposed pathway and GP practices are being asked to
facilitate the delivery of the eight interventions to these patients.
Decision: The six GP practices identified in the rural locality agreed that the
patient data could be shared with Cheshire and Wirral Partnership NHS
Foundation Trust to identify patients not on the caseload of community services.
MLS
Action: Following the identification of patients not of the caseload of community
services, Marie Lewis-Smith is to liaise with practices about how they may be
able to facilitate the delivery of the targeted interventions.
Date and time of Next Meeting
The next meeting will be held on Tuesday 15th January 2013 at 2.00-5.00pm at
Cheshire View, Plough Lane, Christleton, Chester
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 15th January, 2013
Cheshire View
2.00pm – 5.00pm

Key Points to Communicate to your Practice
•

The Quality and Outcomes Framework Quality and Productivity Indicator Out Patients external
peer review took place and Commissioning Leads are asked to share the key discussion points
and recommendations with practice colleagues
There was an update to the group on Clinical Commissioning Group’s strategy and
Commissioning Delivery Plan for 2013-14 and Commissioning Leads are asked to share this with
practice colleagues.
Activity on hospital services is continuing to rise which if it continues could impact on the ability to
achieve financial balance. Emergency provisions are being considered.
The baseline allocation for the Clinical Commissioning Group has been announced. The 2013-14
budget will be £314 million, some Clinical Commissioning Groups have a higher budget allocation
due to deprivation in their geographic region.
Draft proposals for a model of clinical streaming and a model for nursing and residential home
emergency response were tabled. Please share the discussion points with practice colleagues.
The process for managing overseas patients’ use of the NHS was tabled. Please share this
information with practice colleagues.

•
•
•
•
•

Action List

RN52

RN91
RN94
RN98

RN104

RN108

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.
Rural Prescribing to be an agenda item in six
months
Through the contracting route, Amanda Lonsdale is
to request an audit of the Out of Hours Service
Accident
and
Emergency
attendances
and
admissions for residents of nursing and residential
homes before and after doctor and / or nurse advice.
An agenda slot will be allocated to look at ideas for
the quality premium at a future meeting once
timescales are known.
A workshop will be held at a future meeting of the
network on the rural area commissioning toolkit.

Owner
Vicky Oxford
Rob Nolan
Vicky Oxford

Amanda Lonsdale

Vicky Oxford
Vicky Oxford
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Present: Steve Pomfret, Claire Baker, Laura Freeman (until 3.30pm), Louise Davies,
Vicky Oxford, Jonathan Gregson, Andy Campbell, Helen Black, Alistair Adey, Jim
Hinds, Helen Asteriades (until 3.30pm), Lynn Suckley, Brian Yorke and Trevor
Ferrigno.
In attendance: Dr Marc England (agenda item 3), Jenny Dodd (for agenda item 4),
Sarah Murray and Helen McCairn.
Practices not represented: All practices were represented
ACTIO
N
1.

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

2.

APOLOGIES
Apologies were received from Philip Milner, Rajesh Rajan, Debbie Bailey and
Amanda Lonsdale.

3.

QUALITY AND OUTCOMES FRAMEWORK QUALITY AND PRODUCTIVITY
INDICATOR OUTPATIENT REFERRALS EXTERNAL PEER REVIEW
The practices undertook a peer review discussion on outpatient referrals
focusing on five areas – Vascular Surgery, General Surgery, Cardiology,
Respiratory Medicine and Trauma & Orthopaedics. The group discussed the
five areas focussing on where commissioning service design improvements
could be recommended.
Vascular Surgery
• A number of vascular surgery referrals are general surgery referrals coded
as vascular.
• A number are referrals to the Deep Vein Thrombosis nurse where there has
been no consultant input and the patient has been discharged and started on
warfarin. Should this be the same tariff if there is no consultant involvement?
• There have been referrals for varicose veins which is a procedure of lower
clinical priority and it was felt that GPs should be explaining this to patients
even when facing patient pressure. The Countess of Chester Hospital NHS
Foundation Trust (CoCH) has some photographs of varicose veins on their
website and these have been found useful in explaining when a procedure is
necessary with patients. Warrington Hospital write to patients stating that
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until funding is secured for this procedure, it won’t take place and it was felt
that this was something that the Countess of Chester Hospital NHS
Foundation Trust should do in every instance.
Recommendations for Vascular Surgery
• Reinforce procedures of lower clinical priority
• Countess of Chester Hospital NHS Foundation Trust should be asked to
adopt process whereby patients are informed that unless funding is secured,
the procedure won’t take place.
• Develop a community based Deep Vein Thrombosis service on a block
contract (or off tariff).
General Surgery
• Some vascular surgery was coded as general surgery.
• Defined pathways for each problem under general surgery do not yet exist so
it is difficult to comment on whether a pathway has been followed.
• A number of referrals to general surgery were for colorectal problems, PR
bleeding and hernias.
• It was felt that the national bowel campaign has increased patient attendance
at GP practices and therefore increased referrals. It was felt that the cancer
campaign has increased the number of patients presenting with query
cancer.
• The group discussed whether a patient presenting with a hernia should
automatically be referred to secondary care due to a risk of strangulation.
One suggestion discussed was to adopt a ‘watchful waiting’ approach
whereby an automatic referral wasn’t always generated and if further
problems occurred to re-visit the GP.
Recommendations for General Surgery
• Investigate the feasibility of developing a hernia pathway with a watchful
waiting element.
• Review the haemorrhoids pathway.
• Encourage the use of minor surgery and cross refer to other practices for
minor surgery / develop a cluster minor injury service for problems such as
sebaceous cysts and lipoma. Review referral criteria to secondary care.
Cardiology
• It was noted that the cardiology referrals were appropriate.
• It was felt that the changes to the National Institute for Health and Clinical
Excellence guidance for chest pain has lowered the referral thresholds and
may account for an increase in cardiology referrals.
Recommendations for Cardiology
• Continue to audit and reflect on referrals.
• Look to adopt a sensible clinical approach with regards to chest pain
referrals.
Respiratory Medicine
• There were very small numbers of referrals for practices to look at and one
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•

additional patient referral can cause significant statistical variation.
A significant number of referrals reviewed were for the sleep clinic

Recommendations for Respiratory Medicine
• Develop a pathway which specifies how patients access the sleep apnoea
clinic, via Ear Nose and Throat or respiratory.
Trauma & Orthopaedics
• Some referrals were felt to be delayed referrals from work undertaken on
referrals a number of years ago.
• An ageing population will have an impact on demand for hip and knee
procedures.
• Referrals have increased since the recommendation not to use the Oxford
Hip and Knee Score.
• Orthopaedic surgeons now specialise in specific joints so that if a patient is
referred with knee pain which turns out to be related to a problem with their
back, they have to be re-referred. This should be stopped.
Recommendations for Trauma & Orthopaedics
• Review referral criteria and include some element of scoring (but not the
entire Oxford Hip and knee Score).
• Bring Shared Decision Making forward into primary care rather than having it
just in Adult Musculoskeletal Assessment and Management Service and
secondary care.
• Make literature available on likely outcomes of surgery as part of Shared
Decision Making.
4.

NHS WEST CHESHIRE Clinical Commissioning Group
REFRESH AND 2013-14 COMMISSIONING DELIVERY PLAN

STRATEGY

Jenny Dodd, Strategic Development Manager, gave an update to the group on
Clinical Commissioning Group’s strategy and Commissioning Delivery Plan for
2013-14 which the group discussed. The main points were:
•
•
•

•

•

The strategy is designed to be public facing.
The strategy shows what the Clinical Commissioning Group is, what has
been achieved so far, the demographics and outcomes of our population and
our future plans.
Alcohol commissioning will be undertaken by Public Health who are moving
to the local authority so the Clinical Commissioning Group will be working
collaboratively with them and alcohol will no longer be a Clinical
Commissioning Group programme.
For health outcomes, the Clinical Commissioning Group performs better than
its ONS cluster in the proportion of people feeling supported to manage their
condition, patient experience of GP services and out of hours services and
patient experience of dental services.
For health outcomes the Clinical Commissioning Group could perform better
when compared to its ONS cluster in emergency admissions from alcohol
related liver disease and children with lower respiratory tract infections and
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•
•

•

•

•

•

5.

the incidence of Healthcare associated infections MRSA and C Difficile.
The Clinical Commissioning Group is aligning its work programmes to
Altogether Better Cheshire (ABC) – Starting well, Being (living) Well and
Ageing Well.
The ABC programme looks at integrated care and budgets and the business
cases for Starting Well, Being Well and Ageing Well have been developed.
Delivery will commence in 2013-14. A project manager for Ageing Well has
been appointed who will engage with stakeholders including practice staff as
it is recognised that engagement at practice level is important.
PbR will still present some challenges to overcoming organisational
resistance to integration. The strategy and delivery plan is an attempt to look
at broader cultural shifts rather than micro-managing individual pathways
(although an element of this will remain in some instances).
The message from the new chief executive of the Countess of Chester
Hospital NHS Foundation Trust is that the hospital needs to adapt its
business model to provide services that are integrated into the community.
This should support the transformational changes needed to deliver the
Clinical Commissioning Group’s strategy.
Concern was expressed about health issues caused by cuts to social care as
well as the costs of keeping patients at home for longer as the decline may
be more dramatic. However, the view was expressed that GPs should try to
ensure patients are accessing the right services and receiving the correct
support before a crisis occurs to mitigate its effect and to be more proactive.
It was also noted that that patients should be future proofing their home
environment to prepare themselves for later years of life.
It was felt that a more holistic approach to care is required, particularly
around end of life care. However, it is difficult to access services such as
palliative care without a formal diagnosis.

ACTIONS FROM PREVIOUS MINUTES
Actions 97, 99, 100, 105, 106 and 107 have been completed and actions 52, 91,
94 and 98 are on-going. Action 104 (Quality Premium) has been removed from
the action list. The following update was given:
RN52 – Update on electronic prescribing
There is no further update at present
RN91 – Analysis of ambulance conveyance times for rural practices /
patients
This information has been requested by Rob Nolan.
RN98 – Audit of out of hours Service Accident and Emergency attendances
and admissions for residents of nursing and residential homes before and
after doctor and/or nurse advice
Initial information on activity undertaken by the Out of Hours Service has been
received and will be sent out with the minutes of the meeting. Further
information is being gathered which will include conversion rates following
interaction with the Out of Hours Service.
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RN104 – Agenda slot for the Quality Premium
The Quality Premium payment will not be made until 2014-15 so an agenda slot
item is not yet required and will be removed from the actions list.
RN106 – Business case for the transfer from a paper to electronic records
service
NHS Cheshire, Warrington and Wirral are not willing to fund the proposal as set
out in the business case and Philip Smith who led the development of the case
has been advised that the responsibility for maintaining records lies with the
contract holders (i.e. the Practices).
6.

LOCALITY CHAIR’S UPDATE
Steve Pomfret gave an update on the financial situation of the Clinical
Commissioning Group which was discussed by the group. The key points were:
•

•
•

•

7.

The overspend on hospital services is continuing to rise. At current levels,
the reserve held can be used to mitigate this and still achieve financial
balance but if activity continues to increase with will threaten financial
balance.
It may be necessary to consider emergency provisions to address this and
practice thoughts are welcome.
The group discussed strategies that have been used elsewhere and which
could potentially be adopted including borrowing, deferred referrals,
procedure of lower clinical priority, changes to prescribing and negotiated
agreements with providers.
Following a question from Lynn Suckley regarding the Welsh patient issue,
Steve thought that it had been resolved and shouldn’t be an on-going issue.
Lynn pointed out that the block contract may need revisiting if fewer patients
are being referred.

CLINICAL COMMISSIONING GROUP HOT TOPICS
Helen McCairn, Head of Joint Commissioning, gave an update on the topics
currently being discussed by the Clinical Commissioning Group’s Senior
Management Team (SMT). The key points were:
•

•
•

The baseline allocation for the Clinical Commissioning Group has been
announced. It was hoped that the formula for allocating funding would be
revised to reflect where resources are spent i.e. on an aging population but
this has not been the case. The 2013-14 budget will be £314 million, some
Clinical Commissioning Groups have a higher budget allocation due to
deprivation in their geographic region.
Helen Womald has been appointed as the Adult Safeguarding Nurse and will
commence her post in February.
Dr Annabel Jones a GP from Boughton has been appointed as the Clinical
Lead for Long Term Conditions with a focus on respiratory.
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8.

NURSING AND RESIDENTIAL HOME EMERGENCY RESPONSE – DRAFT
PROPOSAL.
During the Quality and Outcomes Framework Quality and Productivity Accident
and Emergency Indicator external peer review that took place at the Rural GP
Network on the 9th October, it was agreed that Amanda Lonsdale produce a draft
proposal to develop a protocol for nursing and residential homes to contact GP
practices in hours for clinical decisions prior to calling an ambulance. The paper
on the draft proposals was discussed. The key points of the paper and
discussions were:
•
•

9.

The auditing element is cumbersome and may not be feasible as GP
practices receive many calls from care homes on a variety of subjects and
recording them all is not practical.
It would be better to look at Accident and Emergency and admissions
discharges within GP hours and ask the home for an explanation as to why a
GP practice was not contacted.

CLINICAL STREAMING PILOT – DRAFT PROPOSAL
During the Quality and Outcomes Framework Quality and Productivity Accident
and Emergency Indicator external peer review that took place at the Rural GP
Network on the 9th October, it was agreed that Amanda Lonsdale produce a draft
proposal for a pilot where patients are redirected from Accident and Emergency
to GP practices. A paper on the draft proposal was discussed. The key points
of the discussion were:
•
•

•

•

There was significant discussion about diverts from the Urgent Care Centre
(UCC) to primary care with one opinion being that the UCC is being paid to
look after those patients so they should not be diverted back to primary care.
Concern was also expressed about the number of patients primary care
would be expected to see and that this could rise with no additional resource
in primary care. However, it was felt that this would be monitored and diverts
could be re-visited if an increasing number were being streamed to primary
care.
There was also a discussion as to whether the UCC should be contacting
primary care for an appointment (as detailed in the draft proposal) or whether
the patient should be told to contact primary care themselves (it was
acknowledged that governance issues may be the reason for the UCC to
contact GP practices). It was suggested that the UCC could book an
appointment with the Extended Hours Service in the first instance with a GP
being contacted if an appointment in extended hours was not available.
It was felt that any audit should be undertaken by the UCC as patients
attending cannot be as easily identified by GPs. Re-attendees at the UCC
could then be flagged to practices.

10. MINUTES OF THE LAST MEETING
The minutes of the last meeting were agreed as an accurate record of the
28
Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

AGENDA ITEM NO: WCCCGB/13/03/108
meeting.
11. FUTURE AGENDA ITEMS
Rural Area Commissioning Toolkit
Louise Davies explained that a commissioning toolkit has been developed that
looks to future proof rural health and that it may be useful to use the tool when
thinking of rural initiatives. It may assist the rural locality in being innovative and
developing ideas rather than waiting for topics to come to the network.
Decision: The network decided to hold a workshop at a future meeting of the
network and to ask for a representative from contracting to attend the workshop.

VO

12. ANY OTHER BUSINESS
National Institute for Health and Clinical Excellence 2012 Guideline of
Identifying & Managing Tuberculosis in Hard to Reach Groups
A paper was tabled giving information about support from community
pharmacists related to National Institute for Health and Clinical Excellence
guideline about identifying and managing Tuberculosis in hard to reach groups.
Feedback was requested on the following 2 questions:
1. Are GP surgeries aware of the campaign?
Answer: The group advised that were now aware of this campaign because of
the papers provided.
2. Do GP Surgeries agree with the method in which pharmacies are being asked
to be involved?
Answer: The group agreed with the method of involving pharmacies.
Overseas Patients Use of the NHS
2 papers were tabled providing information about the healthcare entitlement for
European Economic Area (EEA) and Non-EEA visitors. The Overseas Visitor
Manager (Margaret Ablett at the Countess of Chester Hospital NHS Foundation
Trust) will determine whether patients are eligible for free treatment. To enable
the Overseas Visitor Manager to determine if a patient is eligible for free
treatment, she needs to be made aware if a referral is for an overseas visitor so
that she can check their eligibility. GPs are requested to mark referrals with
OVERSEAS VISITOR on the top left hand side of the referral letter and also by
emailing the overseas visitor team with the patient’s details to:
Overseas.visitors@nhs.net
It is believed that this information was recently sent to practice managers from
the Countess of Chester Hospital NHS Foundation Trust but we want to reiterate
the message.
Commissioning for Alcohol Liaison Workers
Trevor Ferrigno spoke to the network about the changes in the commissioning of
alcohol services as this is the responsibility of public health who will be moving to
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the local authority. He expressed concern as to how the Clinical Commissioning
Group (and the Rural GP Network) ensure the quality of service is maintained as
the service provided by Joe McGovern, the Rural Alcohol Liaison Worker is very
well regarded.
Helen McCairn reported that she has met with the Director of Public Health and
spoken about this subject. Public health is undertaking some work on drugs and
alcohol and Helen will feedback the concerns of the Rural Network.
One of the key concerns of the Network is that in future, patients could be
expected to travel to Chester rather than having an equitable service in the rural
locality.
Membership Council 27th February 2013
The Membership Council meeting scheduled for the 27th February 2013 will be
held at the Mollington Hotel.
Rheumatology Review Clinic IVA
The IVA developed by Rajesh Rajan regarding a community rheumatology
review clinic has been approved and will proceed to an outline business case
where different models will be considered. Project resource has been assigned
to work on this area.
Date and time of Next Meeting
The next meeting will be held on Tuesday 12th February 2013 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 10th January 2013 at Cheshire View
Present: Laura Millard (Chair), Claire Westmoreland, Carole Holme, Suzanne
Macdonald, Mike Lowrie, Robert Stewart, Tony Bland, Andrew Clouting, Martin Allan,
Stephen Kaye, Robin Davies, Kate Bushell and Chris Fryar.
In Attendance: Huw Charles-Jones, Laura Marsh, Sarah Murray, Trish Harrison,
Philip Smith, Linda Bennett, Atiya Alam, Carol McRae, Lee Jones and Mandy Bates
(minute taker).
Apologies: Gary Howorth and Linda Leigh.
All Practices Represented? Yes.
•
•
•
•

•

Actions and Key Points to Communicate to your Practice
Discuss the Clinical Commissioning Group strategy presentation with your practice
colleagues and feedback their views at the next meeting in February.
Regarding the business case for the storage of patient records, the group agreed that
this project should be progressed further. Philip Smith will discuss the matter with
Gareth James.
Huw Charles-Jones (Chair of the Clinical Commissioning Group) gave a useful
update to practices.
No nominations for the role of vice chair were received so an election did not take
place. Sarah Murray asked the group to reconsider nominating themselves for vice
chair and suggested GPs ask their practice colleagues if they would be interested in
taking on the role of vice chair. This may mean a change in the person who is the
clinical commissioning lead for the practice.
The Quality and Outcomes Framework Quality and Productivity peer review
workshop for outpatients took place at this meeting. The practice and Clinical
Commissioning Group actions agreed at the meeting are tabulated below. Practices
should send the Quality and Outcomes Framework Quality and Productivity template
to the NHS Commissioning Board by the 31st January.

Specialty
Vascular
Surgery

General
Surgery

Practice Action
• Upon receipt of the
information from the
Clinical Commissioning
Group, advise practice
colleagues if practice
nurses can refer into
the leg ulcer service
and if the service offers
advice.
• Practices agreed to
ensure that practice
colleagues are aware of
the list of procedures of

Clinical Commissioning Group Action
• Disseminate information about the leg
ulcer service (including the tariff cost) to
practices.
• Raise issue of 4-layer bandaging with
district nurses.
• To determine if a primary care Deep
Vein Thrombosis service would be costeffective and operate 7 days per week.
• Share the procedures of limited clinical
value with practices.
• Laura Millard will ask Ian Harvey for an
update on the bidirectional scopes
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limited clinical value
issues that Dr Virginia Clough raised at
and will include it in the
the Clinical Senate.
locum GP information
packs.
Cardiology
• Ensure all practice
• Clarification will be sought about the
team aware of e-advice
Countess of Chester Hospital NHS
service and of ongoing
Foundation Trust chest pain pathway
workstreams.
and the referral form risk tool from Dr
Lesley Appleton.
• The group felt may be useful to offer an
educational session at a future rolling
half day to ensure referrals are
appropriate.
Respiratory • Share the details of
• Recruit a respiratory clinical lead.
community respiratory • Work with Vale Royal Clinical
nurses with practice
Commissioning Group to share best
colleagues, which will
practice.
be provided by the
• Consider the feasibility of a community
Clinical Commissioning
sleep apnoea service.
Group
• Develop community nurse respiratory
service to build on Chronic obstructive
pulmonary disease nurse capacity to
include increased access to pulmonary
rehabilitation.
Trauma &
• Make practice
• Ensure re-referrals for orthotics do not
Orthopaedics
colleagues aware of
go through a consultant.
Adult Musculoskeletal
• Consider if the pain management
Assessment and
service can offer joint injections.
Management Service
pathway and highlight
variation.

Summary of Actions from this Meeting
Item

Action

1

Discuss the Clinical Commissioning Group strategy presentation with
your practice colleagues and feedback their views at the next
meeting in February.

All GPs

1

Send the Clinical Commissioning Group strategy summary from
Jenny Dodd with the minutes.

Mandy
Bates

1

Philip Smith to discuss the business case with Gareth James Philip Smith
(Clinical Commissioning Group).
Find out the number and cost of vasectomies under general Mandy
Bates
anaesthetic.

2

Person
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Mandy
Bates
GPs

3

Send the BMA report about GP contract changes with the minutes.

4

Practices that are dis-satisfied with the current health visitor service
agreed to email their issues to Carole Holme.

5

Consider nominating yourself for vice chair and ask practice All GPs
colleagues if they would be interested in taking on the role of vice
chair.

5

Send an email inviting nominations for the role of vice chair.

Sarah
Murray

6

Send the graphs used by Laura Marsh for the Quality and Outcomes
Framework Quality and Productivity Peer Review Workshop.

Mandy
Bates

6

Send Carole Holme suggestions about the services that the
community nursing team should provide.

All GPs

6

Disseminate information about leg ulcer service (including tariff cost)
to practices.

Laura
Marsh

6

Share the list of procedures of limited clinical value with the group.

Mandy
Bates

6

Ask Ian Harvey for an update on the bidirectional scopes issue that
was raised by Dr Virginia Clough at the Clinical Senate.

6

clarification about the Countess of Chester Hospital NHS Foundation
Trust chest pain pathway and the referral form risk tool from Dr
Lesley Appleton.

Laura
Millard
Mandy
Bates

6

Obtain contact details and practice affiliations of community
respiratory nurses.

Mandy
Bates

7

Obtain an update from Julie Critchley about compatibility of the
District Nurse computer system and Emis practice systems.

Mandy
Bates
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Minutes
No’
Item
1
Welcome and Apologies
Laura Millard greeted the group and welcomed Lee Jones, the new practice
manager of Northgate Village Surgery, to the meeting. Apologies were received
from Linda Leigh and Gary Howorth.
No conflicts of interest related to the agenda were declared.

Action

Approval of the Minutes of Last Meeting and Actions Update
The minutes of the last meeting held on the 13th December were approved by the
group.
Mandy Bates provided the following updates on the actions from the last meeting.
Ite
m
2

2

4

4
5

6
7

8
8

Action

Update

Review the revised Shared Care document that
will be sent to practices by the end of the year by
the 10th January.
Ask Fay Quinlan to share the 5 paediatric fever
and bronchiolitis pathways produced by Dr Sue
O’Dell with paediatric registrars at the Countess of
Chester Hospital NHS Foundation Trust.
Discuss the PowerPoint presentation about the
Clinical Commissioning Group strategy and
delivery plan with your practice colleagues and
feedback their views at the next meeting in
January.

Ongoing. The group
have not received
this document.
Completed by
Mandy Bates

Ongoing by All GPs.
The group agreed to
postpone this
agenda item until
February. Jenny
Dodd will provide a
summary for GPs to
discuss.
Include the timeframes associated with the
Ongoing by Laura
projects in the plans.
Marsh
The vote for the role of vice chair will take place at Ongoing. This
the meeting on the 10th January. Please contact matter will be
Mandy Bates if you wish to nominate yourself for discussed later in
this role by 2pm on Thursday 3rd January.
meeting.
Feedback to Celia Proudfoot about the
Completed by
Tuberculosis awareness campaign.
Mandy Bates
Philip Smith will discuss the business case for the Philip Smith / Laura
storage of patient records with Laura Marsh.
Marsh. Please see
the note below this
table.
ge for Catherine Wall to attend the March meeting
Completed by
Mandy Bates
to provide an update on NHS111.
plete the palliative care questionnaire sent to
practices.

All GPs

Mandy
B

Philip S

Completed by GPs
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Business case for the storage of patient records: Laura Millard commented that
identifying the funding source is a barrier to progressing this project. Huw CharlesJones clarified that the Clinical Commissioning Group (CCG) cannot fund this
project because it relates to the core functions of practices as providers of general
medical services (GMS) and personal medical services (PMS). The group agreed
that this project should be progressed further and sought clarification about who
should take ownership and the source of funding. Huw Charles-Jones
recommended that Philip Smith discussed this with Gareth James (Director of
Finance, Clinical Commissioning Group) who can then raise it with Gareth Jones
(Cheshire Information, Communications and Technology Service).
2

Clinical Commissioning Group Chair’s Update
Huw Charles-Jones (Chair of the Clinical Commissioning Group) provided the
following updates:
• The Clinical Commissioning Group is 1 of 8 Clinical Commissioning Groups
from the 35 Clinical Commissioning Groups in the first wave to be authorised
without conditions. Huw thanked all of the practices, Clinical Commissioning
Group management team and Clare Dooley (private office manager, Clinical
Commissioning Group) for contributing to this achievement.
• The current method of calculating the financial allocation for a health economy
formula reflects levels of deprivation. It was hoped that it would be revised to
also take account of an elderly population, however, the NHS Commissioning
Board (NCB) has decided to continue with the existing allocation formula.
• The local NHS system is under pressure and the Out Of Hours service has had
unprecedented demand recently.
• The Commissioning Delivery Committee (CDC) is addressing the £6 million
overspend projected at the Countess of Chester Hospital NHS Foundation Trust
which seems to be caused by outpatient appointments and high cost drugs. This
issue needs to be addressed so that the Clinical Commissioning Group can
begin the next financial year without a deficit.
• There are ongoing discussions about the need to improve the community
services provided by Cheshire and Wirral Partnership (CWP).
• There have been changes to the management at the Countess of Chester
Hospital NHS Foundation Trust recently and discussions about services are
going well.
• It is hoped that relationships between providers will improve further.
• In response to a question from Robin Davies, Huw advised that community
matrons are able to admit patients to hospital and it is envisaged that the Single
Point of Access service will operate 24/7 and will hold information about
availability at Hospital at Home service, which needs to be used more.
• Challenges on the horizon include the launch of NHS111.
• Practices may be able to work together to meet the demands of the Care Quality
Commission (CQC) and NHS Commissioning Board (NCB).
• Interviews for the role of medical director are taking place today. It is anticipated
that the medical director will support practices and help share best practice.
Regarding the financial allocations, Stephen Kaye asked if there was any course of
redress about the decision made to keep the formula the same. There was a
discussion about how this could be addressed including political lobbying and using
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the Patient Participation Groups to raise awareness among patients.
Stephen Kaye highlighted that if the financial allocation decision could be
overturned then the local health economy would have the funds to invest in new
services. Carole Holme added that primary care is facing unprecedented demand
but is also under pressure to make savings.
The group then returned to discussing the project about the storage of patient
records. City practices want to commission this service but are having difficulties
obtaining external funding.
Chris Fryar expressed frustration that if all services currently commissioned by the
Clinical Commissioning Group are essential then there is little scope to commission
new ones. Huw replied that to maximise the funding available we need to redesign
services to be more community based and better value for money. Chris Fryar
commented that in his opinion there are relatively few inappropriate referrals so
making savings from outpatients may be difficult. Tony Bland suggested that
performing fewer vasectomies under general anaesthetic may save resources.
Mandy Bates will find out the number and cost of vasectomies being performed
under general anaesthetic. GPs should refer patients to the Contraception and
Sexual Health service for this procedure under local anaesthetic.
Laura Millard surmised that this was a difficult issue and stated that the patient
Mandy
records project was not an ideal example to cite because it relates to practices as
B
providers and it is not the Clinical Commissioning Group’s responsibility to
commission this service. Stephen Kaye asked which services could be reduced or
stopped to make savings. Huw replied that there are no particular services as work
has already been done to identify them, for example the list of procedures of limited
clinical value has been compiled. Rather, the focus should be on changing the
system to provide care in the community. Discussions about the Cheshire and
Wirral Partnership NHS Foundation Trust contract and the recent changes at the
Countess of Chester Hospital NHS Foundation Trust should facilitate this. In
addition, Huw advised that the Clinical Commissioning Group wants to facilitate
practices working together collaboratively to reduce the burden of demands.
Claire Westmoreland has reported 3 incidents on Datix in the past week where
secondary care has requested a second referral for a patient for the same
complaint. Members of the group reported similar difficulties with providers not
adhering to pathways resulting in an increased workload for GPs, increased activity
and increased costs. The group were advised to raise issues with Rob Nolan or
their Locality Support Manager (Mandy Bates) as well as recording them on Datix.
Paula Wedd (Head of Quality, Clinical Commissioning Group) identifies trends from
Datix. Options for dealing with this were discussed including specifying
requirements to secondary care and using contract levers.
Huw responded that the situation has improved since clinicians became involved
with the contracting process. Huw described the functions of the contracting team
led by Rob Nolan and the process for challenging activity and closing loopholes
which is very effective. Stephen Kaye suggested that recruiting another member of
staff to the contracting team may be cost-effective.
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3

Update on Recent Changes (eg, GP contract, Quality and Outcomes
Framework [QOF])
Claire Westmoreland reported that the British Medical Association (BMA) has
published information about the recent changes listed below which will affect
primary care. Details will be sent with the minutes.
1. Equitable funding changes (phasing out Minimum Practice Income
Guarantee over next 7 years and the review of PMS contracts)
2. GP contractual uplift
3. Clinical changes in the Quality and Outcomes Framework
4. New Directed Enhanced Services (DES)
5. Increasing Thresholds in the Quality and Outcomes Framework
6. Removing organisational points from the Quality and Outcomes Framework
7. Quality and Outcomes Framework timescale changes
8. Change to the Quality and Outcomes Framework contract population index
9. Vaccination changes
10. Employers’ superannuation contributions

Mandy
B

The General Practitioners Committee (GPC) has calculated that, if practice
achievement stays at
current levels, the result of the proposed threshold changes alone mean that the
average practice (of about 6000 patients) will lose about £3,700 from its Quality
and Outcomes Framework income in 2013-2014, rising to £11,300 in 2014-2015.
Claire Westmoreland explained that the removal of organisational points from the
Quality and Outcomes Framework will strip out £19,800 from the funding of the
average practice. This funding stream is an important source of funding for practice
running costs. The government’s insistence that GPs will be able to earn this
resource back through new Quality and Outcomes Framework and DES work is
immaterial as practice capacity is severely restricted and existing organisational
work must continue. Taken together, the impact of threshold changes and removal
of organisational points means that the average practice stands to lose £31,100 of
Quality and Outcomes Framework funding in 2014-2015.
Philip Smith also reported that 70% of the Quality and Outcomes Framework
payment has been received upfront however the alternative income streams (eg,
LES’s) are not paid until approximately August, reflecting a 5 month delay which
may affect practice cashflow.
Philip Smith advised that Dr Laurence Buckman (GPC Chair) is giving the
presentation on Wednesday 30th January 2013 at Stobart Stadium in Widnes.
Registration and food are available from 6.30pm and the meeting will run from 7pm
until 9pm. Practice managers have received an email about this event.
4

Quality Update
Carole Holme presented the details of a report which sets out the results of a
survey of practice opinions of health visitor communication. Carole tabled the
health visitor communication pathway produced in 2010 and Robin advised that he
is aware of it but suggested it could be simplified.
Carole talked through the report and noted that there is variation across the area.
Carole recommended that GPs proactively establish systems to enable health
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visitors to communicate effectively. Handbridge Medical Centre has a monthly
meeting attended by a range of healthcare professionals that is valuable for all
involved. Five practices reported that they were satisfied with the communications
with health visitors. Practices that are dis-satisfied with the current service agreed
to email their issues to Carole Holme so that she can discuss them with Cheshire
and Wirral Partnership NHS Foundation Trust.

GPs

Huw Charles-Jones advised that the safeguarding department at the local authority
was recently re-inspected by the Office for Standards in Education, Children's
Services and Skills (OFSTED). In 2010, OFSTED had judged Cheshire West and
Chester Council to be inadequate. At the re-inspection in November 2012 they
were judged to be adequate. Huw explained that all parts of the system will be
judged at subsequent inspections and it is important that primary care plays a part.
5

Role of Vice Chair
Sarah Murray recapped that Claire Westmoreland was elected as the new chair of
the Chester City Locality GP Network and Governing Body Member in December.
Thus, the role of vice chair is vacant.
No nominations for the role of vice chair were received so an election cannot take
place today. Sarah explained that the vice chair will deputise for the chair at the
City Locality GP Network meeting. The vice chair will also deputise for the chair at
the Governing Body meetings but will not have voting rights. This means that the
role of vice chair can be filled by directors of other primary care providers. The vice
chair will also attend the Area Partnership Board meeting which takes place
quarterly in Chester and the GP will be paid for their time for attending. Claire
Westmoreland reported that the role of vice chair isn’t too onerous.

6

Sarah Murray asked the group to reconsider nominating themselves for vice chair
and suggested GPs ask their practice colleagues if they would be interested in
taking on the role of vice chair. This may mean a change in the person who is the
clinical commissioning lead for the practice. Sarah Murray will send an email All GPs
inviting nominations for the role of vice chair with a view to having an election at the
meeting in February.
Sarah
M
Quality and Outcomes Framework Quality and Productivity Peer Review
Workshop for Outpatients
Laura Marsh (Head of Delivery, Clinical Commissioning Group) explained that the
discussion would focus on the information presented in the summary of Quality and Mandy
Productivity indicators (paper 4) and the graphs shared at the meeting will also be
B
sent with the minutes. Laura recapped that there were 5 specialties where an
increase in referrals was identified and practices considered if the pathways were
followed for patients in 3 of the specialties.
Laura asked the GPs to consider what they can implement in practice and to make
recommendations for the Clinical Commissioning Group to take forward and inform
the commissioning intentions for 2013/14. The group then discussed each of the 5
specialties and the following key points were made.
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Vascular Surgery
• It was noted that referrals to the deep vein thrombosis (DVT) nurse are being
coded/charged as a first outpatient appointment and it is unclear how this
change occurred. Laura Marsh advised that there is work underway to address
this. Stephen Kaye advised that revising the contract for this could represent a
quick win.
• Carole Holme recommended establishing a community Deep Vein Thrombosis
service. Laura Marsh replied that work is underway assessing the feasibility of a
community service compared with a hospital-based service.
• Laura Millard commented that few people with a leg ulcer need surgery but
patients may need complex dressings and a Doppler by a specialist nurse.
Carole Holme advised that there is a leg ulcer service at the Countess of
Chester Hospital NHS Foundation Trust that is used by patients with diabetes.
There was a discussion about whether practice nurses can refer into the leg
ulcer service, negating the need for the GP to make the referral. Robin Davies
suggested that district nurses should be responsible for leg ulcers as
responsibility seems to have been devolved to practice nurses. Carole Holme
explained that it takes nurses a lot of time to apply 4-layer bandages and may
require 2 nurses if the patient has mobility issues. Some practice nurses cannot
apply these dressing and some practices do not have the space available,
therefore, there is variation across the health economy. Stephen Kaye
suggested that the Clinical Commissioning Group should clearly specify to
Cheshire and Wirral Partnership NHS Foundation Trust what is required from
this service. Carole Holme agreed and asked the group to email her ideas
about the services that the community nursing team should provide. Carole
Holme will discuss this with Dr Raj Avula (who has been appointed as a GP
Advisor to the board of Cheshire and Wirral Partnership NHS Foundation Trust)
and Dr Clare Baker (who is the clinical lead for integrated care who is working
on the integrated team focusing on community services).
• Clinical Commissioning Group action:
o Laura Marsh surmised that the leg ulcer service pathway needs improving
and agreed to disseminate information about this service (including the tariff
cost) to practices.
o Raise issue of 4-layer bandaging with district nurses.
o To determine if a primary care Deep Vein Thrombosis service would be
cost-effective and operate 7 days per week.
• Practice action:
o Upon receipt of the information from the Clinical Commissioning Group,
advise practice colleagues if practice nurses can refer into the leg ulcer
service and if the service offers advice.
General Surgery
• Laura Marsh advised that GPs should be aware that varicose veins are a
procedure of limited clinical value. This document is known as the list of clinical
commissioning policies and it will be sent with the minutes. GPs should note the
referral criteria for varicose veins in particular.

GPs

Laura
Marsh /
Mandy
B
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Post Meeting Note: In the list of clinical commissioning policies, GPs are particularly asked to note
the referral criteria for the conditions below. Referral forms for varicose veins and tonsillectomy will
also be sent with the minutes.
• Apronectomy or abdominoplasty – on page 5
• Carpal tunnel syndrome – on page 5
• Female breast enlargement and female breast reduction – on page 8
• Glue ear (otitis media with effusion) – on page 8
• Haemorrhoidectomy (rectal surgery) – on page 9
• Hip and knee replacement surgery – on page 10
• Hysterectomy for heavy menstrual bleeding – on page 11
• Lower back pain (non-specific) – on page 12
• Tonsillectomy for tonsillitis – on page 15
• Trigger finger – on page 15
• Varicose veins – on page 16

Mandy
B

• Laura Marsh commented that direct access to flexible sigmoidoscopy has been
raised elsewhere and asked if the group felt this was an issue.
• Laura Millard explained that endoscopy and sigmoidoscopy are no longer done
at the same appointment as it is uncomfortable for the patient. Andrew Clouting
felt that a colorectal consultant should oversee flexible sigmoidoscopy. Laura
Millard agreed to ask Ian Harvey for an update on the bidirectional scopes issue
that Dr Virginia Clough raised at the Clinical Senate. Carole Holme suggested
that other areas may have a pathway that could be adopted.
• Claire Westmoreland stated that demand and capacity should be matched in
preparation for public health campaigns like the bowel cancer campaign.
• Carole Holme queried whether the CT colonography should be available
through direct access. Stephen Kaye raised concerns about primary care taking
on complex conditions.
• Laura Marsh surmised that the group felt that direct access flexible
sigmoidoscopy was unnecessary and that research should be undertaken to
identify best practice.
• Clinical Commissioning Group action:
o Share the procedures of limited clinical value with practices.
o Laura Millard will ask Ian Harvey for an update on the bidirectional scopes
Laura
issues that Dr Virginia Clough raised at the Clinical Senate.
Millard
• Practice action: Practices agreed to ensure that practice colleagues are aware
of the list of procedures of limited clinical value and will include it in the locum
GP information packs.
Cardiology
• Laura Marsh reported that most practices are aware of the e-advice service and
the National Institute for Health and Clinical Excellence (NICE) guidance about
chest pain has affected patient numbers. Dr Lesley Appleton and Vicky Oxford
are working on heart disease and are assessing the feasibility of a one-stopshop which was recently supported by the CDC. The aim is to reduce costs by
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having fewer appointments. Work is also starting on angina.
• Laura asked the group what could they felt could be done differently and
whether they had any ideas for commissioning intentions.
• Laura Millard commented that even patients with a low risk have investigations
at the chest pain clinic. Andrew Clouting highlighted an anomaly with the
formula that means men aged over 60 should be referred to the chest pain clinic
even if they haven’t experienced chest pain. The group agreed that it can be
difficult to distinguish between cardiac and non-cardiac conditions. Laura Millard
interjected that this is where experience and clinical judgment are valuable.
Although there were concerns that less experienced GPs may adhere strictly to
the algorithm which affects referral rates. Laura Marsh advised that GPs could
be supported with this.
• Clarification will be sought from Dr Lesley Appleton about the Countess of
Chester Hospital NHS Foundation Trust chest pain pathway and the risk
thresholds on the tool on the referral form. The group felt may be useful to offer
an educational session about chest pain at a future rolling half day.
• Robin Davies expressed concern that if GPs do not adhere to clinical pathways
then there may be medico-legal consequences. There was a discussion about
clinical judgement.
• Clinical Commissioning Group Actions:
o Clarification will be sought about the Countess of Chester Hospital NHS
Foundation Trust chest pain pathway and the referral form risk tool from Dr
Lesley Appleton.
o The group felt may be useful to offer an educational session at a future
rolling half day to ensure referrals are appropriate.
• Practice Action: Ensure all practice team aware of e-advice service and of
ongoing workstreams.

Mandy
B

Respiratory
• Laura Marsh outlined that respiratory has been included as a programme in
2013/14 because the Clinical Commissioning Group is an outlier compared to
peer Clinical Commissioning Groups and national rates. This discussion was
challenging as the pathways are currently unclear but there will be significant
work on the pathways over the next year and respiratory will be reviewed next
year too.
• Management of asthma and chronic obstructive pulmonary disease varies
between practices.
• Robin Davies noted that the referral added value for 54 of the 57 patients
reviewed.
• Stephen Kaye asked if there was any insight into the impact of the campaign
about the 3 week cough and Laura Marsh replied that it was too soon to
understand the impact yet and more clinician to clinician discussions are
needed.
• Carole Holme commented that the number of respiratory referrals depends on
the experience of the practice GPs and nurses. There is wide variation between
respiratory referral rates and support from community service may be able to
prevent some referrals. Laura Marsh reported that patient education about
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•

•
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•

respiratory conditions will be available next year and pulmonary rehabilitation is
being reviewed.
There is increasing demand for sleep apnoea service. Laura Millard
commented that the Countess of Chester Hospital NHS Foundation Trust has a
new service so such patients may not have to be referred to Aintree. Laura
Millard stated that the aim should not be to reduce referrals as the service is
required but the service could be improved. Laura Marsh added that the Clinical
Commissioning Group is considering alternative options such as the feasibility of
assessing patients in their own homes using the latest technology and possibly
having a community sleep apnoea service. Carole Holme commented that
increasing capacity may lead to an increase in the number of patients using the
service.
In response to a question from Stephen Kaye, Laura Millard explained that
patients with sleep apnoea should be referred to the respiratory consultant not
the ear, nose and throat (ENT) consultant. If a patient snores but doesn’t have
sleep apnoea then treatment should be conservative and include lifestyle
management.
Laura Marsh queried whether the group would prefer direct referral for the
overnight sleep apnoea service rather than referring the patient to a respiratory
consultant.
Carole Holme felt that an e-advice service would be useful and suggested that a
respiratory consultant could see the patient in the community if they have had
an x-ray and spirometry.
Laura Millard commented that she is unclear about the role of the community
respiratory nurse in terms of how to refer to them and which patients they are
managing. Carole Holme believes that the hospitals refer patients to the
community respiratory nurses. The group requested the contact details and
practice affiliations of the community respiratory nurses.
Post-Meeting Note: Jackie Eales is the Community Respiratory Nurse for all of the City
Practices. She can be contacted on 01244 385018 or j.eales@nhs.net Jackie mainly deals
with patients with Chronic obstructive pulmonary disease but she can provide details of the
patients she manages at individual practices. Jackie is based in the Community Rehabilitation

Mandy
B

• Clinical Commissioning Group actions:
o Recruit a respiratory clinical lead.
o Work with Vale Royal Clinical Commissioning Group to share best practice.
o Consider the feasibility of a community sleep apnoea service.
o Develop community nurse respiratory service to build on Chronic obstructive
pulmonary disease nurse capacity to include increased access to
pulmonary rehabilitation.
• Practice action: Share the details of community respiratory nurses with practice
colleagues, which will be provided by the Clinical Commissioning Group.
Trauma and Orthopaedics
• Laura Marsh reported that a pain management service will be established in
January which will affect referrals.
• Chris Fryar commented that there are ‘dead-ends’ in the Adult Musculoskeletal
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Assessment and Management Service (AMAMS) and he is working with Sally
Kass on these issues. Tony Bland added that there are large cost issues as
some patients are re-referred when their condition worsens and he queried the
source of direct referrals. Laura Marsh advised that the Musculoskeletal
Pathways group can investigate issues.
Robin Davies noted that his practice didn’t use the triage service for 50% of
patients and his GP colleagues said they did this because they felt the triage
service delayed the pathway. Many of these patient needed surgery so the
course of action taken by the GPs was reasonable. Tony Bland asked if the
triage service did delay progress or if this was anecdotal. Robin replied that if
triage service is bypassed then the patient can be given a date quickly using
Choose and Book although he acknowledged that GPs may perceive that using
the triage service is slower.
Robin Davies noted that there was previously a complaint about patients
needing to be referred annually for orthotics and surgical fittings but this has not
yet been resolved.
Laura Millard asked about the waiting list for physiotherapy and Stephen Kaye
queried whether the physiotherapy service actively manages the waiting list to
prevent waiting times becoming particularly long. Carole Holme suggested that
the physiotherapy contract should state that patients should be seen within a
certain number of weeks.
Robin Davies recently reviewed all referrals from his practice and most were
appropriate, he advised that this issue needs to be approached radically. Laura
Marsh replied that there is a lot of work underway for the strategy around
initiatives such as 1st to follow-up appointment ratios and e-advice services.
Andrew Clouting commented that patient expectations and knowledge are
increasing which leads to an increase in the number of referrals. Laura Marsh
replied that the services that clinicians can refer into can be changed. Laura
Marsh acknowledged that guidelines can also increase referrals. However, as a
health economy we could improve community services and invest in new
schemes and use contract levers. Carole Holme felt that if money cannot be
taken from secondary care then new money has to be found but money should
follow the patient. Laura Marsh acknowledged that using alternative providers
may relieve the financial pressures.
Clinical Commissioning Group actions:
o Ensure re-referrals for orthotics do not go through a consultant.
o Consider if the pain management service can offer joint injections.
Practice action: Make practice colleagues aware of Adult Musculoskeletal
Assessment and Management Service pathway and highlight variation.

7

Items for Future Meetings [P/C]
Sarah Murray advised that the plans for the Member Practice Scheme and the
Quality Incentive Scheme will be discussed at the meeting in February.

8

Any Other Business [P/C]
• Robin Davies advised that the Northgate Development should be completed by
April 2014.
• Mandy Bates explained that the 2 attachments provide information about
healthcare entitlement for European Economic Area (EEA) and Non- European
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Economic Area visitors.
o The Overseas Visitor Manager (Margaret Ablett at Countess of Chester
Hospital NHS Foundation Trust) will determine if patients are eligible for free
treatment, not GPs.
o The Overseas Visitor Manager needs to be made aware if a referral is for
an overseas visitor so that she can check eligibility.
o Therefore, please can GPs do this by marking referrals with OVERSEAS
VISITOR on the top left hand side of the referral letter and also by emailing
the overseas visitor team with the patients details to
Overseas.visitors@nhs.net
• Andrew Clouting highlighted that the District Nurse computer system is
incompatible with the Egton Medical Information System (EMIS). Laura
Millard advised that this is being addressed and requested an update from
Julie Critchley on this issue.
• Claire Westmoreland thanked Laura Millard for chairing the city network so well
during this challenging time.
9

Mandy
B

Close
Next Meeting: 9am-12pm on Thursday 14th February 2013 at the 1829 Building
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Ellesmere Port and Neston Locality Meeting
Minutes of the meeting held on Thursday 6th December, 2012
Civic Hall, Ellesmere Port
8.30am - 11.30am
•
•
•
•
•
•

Key Points to Communicate to your Practice
Update colleagues on the Altogether Better Cheshire (ABC) programme areas (outlined in the
minutes)
Share the quality premium briefing with colleagues
Update colleagues on the Medical Assessment Unit discussion and agreed next steps
Share the delivery plan and strategy presentation with colleagues and prepare feedback for the
February network meeting
Share the main findings highlighted by Andy McAlavey regarding case conferences
Share the health visitor communication pathway report with colleagues
Action List
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Present:
Dr Marc England (vice chair) – Whitby Group Practice (Green)
Dr Sally Shaw – Old Hall Surgery
Dr John Wearne – 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 Simon Powell – Hope Farm Medical Centre
Dr Geff Meyer – Willaston Surgery
Dr Chris Steere – Neston Medical Centre
Dr Raj Avula – Westminster Surgery
Dr Jon Stringer – Whitby Group Practice (Red)
Dr Andy McAlavey – Great Sutton Medical Centre (Blue)

No.
Action
Actions from July 2012 meeting
1. Hospital at Home - algorithm for determining whether a Chronic
obstructive pulmonary disease patient has pneumonia
John Hodgson to develop an algorithm and circulate to GPs.
Actions from October 2012 meeting
2. Accident and Emergency Quality and Outcomes Framework
Quality and Performance Indicator
Share models for patient access between practices
3. Alcohol Brief Advice Training
Practices to contact Sioned to arrange training with Martin Dennis
Actions from November 2012
4. Patient Access Pilot
Sarah Murray to provide feedback on progress of the patient access
pilot, across the Clinical Commissioning Group in a future meeting.
Actions from December 2012
5. Medical Assessment Unit
• GPs to address emergency admission letters to consultants
e.g. Dear Medical Consultant or Surgical Consultant
• Use contracting levers to address the issue regarding double
charging for Accident and Emergency attendance and
admission.

6.

7.

Owner

Timescale

John Hodgson

October
2012

Sarah Murray/
Sioned Brown
GPs

On-going

Sarah Murray

February
2013

GPs
Rob Nolan
Sioned to liaise
with:

•

Look at options for admission avoidance – what do patients
need to stop them being admitted into hospital

Helen McCairn

•

Look at models in the country where this is working more
effectively including Arrowe Park Hospital and Torbay.

Amanda
Lonsdale/Helen
McCairn

•

Review the relationship and communication between Single
Point of Access and the bed bureau at COCH.

Dave McKinley

Clinical Commissioning Group Delivery Plan and Strategy
• Send presentation to members
• GPs to share with their colleagues
• Feedback in February meeting
Health Visitor Communication Pathway
• Send report to practices
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January
2013

To be
confirmed

Sioned Brown
GPs
GPs

February
2013

Andy McAlavey

January
2013
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In attendance: Sioned Brown (Locality Support Manager, West Cheshire Clinical
Commissioning Group - Minutes), Sarah Murray (Clinical leadership and engagement
manager), Laura Marsh (Head of Delivery), Alison Lee (Chief Officer, Designate).
Practices not represented by a GP: Neston Surgery
ACTION

1.

Welcome and Introductions
Marc England welcomed everyone to the meeting, including Dr John Wearne representing
Great Sutton (Green) and Alison Lee. Apologies were received from Dr Jeremy Perkins
and Dr Chris Ritchieson.

2.

Update from the Chief Officer
Alison Lee attended the meeting to give an update on a number of issues. The governing
body is now fully in place and is there to ensure that decisions made by Member practices
are governed. The governing body now consists of Huw as chair, Chris Hannah as vice
chair and lay member, two additional lay members - Pam Smith (Patient & Public
Involvement) and David Gilburt (Audit and Finance), Andy McAlavey as current Medical
Director, the three GP locality chairs – Jeremy Perkins, Steve Pomfret and Laura Millard,
the clinical advisors – Mr Mike Zeiderman (Hospital Doctor representative) and Sheila
Dilks (Nurse representative), two voting managerial positions – Alison Lee as Chief Officer
and Gareth James as Chief Finance Officer and finally four non-voting senior
management team members of the Clinical Commissioning Group.
In the last governing body meeting a number of business cases for the Altogether Better
Cheshire (ABC) Programme were presented which focus on working together with
partners to transform the way we work to make the most of the resources available. The
main themes are as follows:
• ‘Troubled families’ – it has been identified that 500 families across Cheshire West
and Chester are the biggest consumers of public services due to their complex
needs, this workstream is focussed on offering support to those families.
• Domestic abuse – the police have produced a business case which details the
consequence of not dealing with domestic abuse early enough in terms of the
effect on service use, such as the police service, social services, primary and
secondary care.
• Jobs – this mainly lies with the local authority, looking at how we can reduce
unemployment and create opportunities for work in the area.
• Ageing well – we have a growing frail and elderly population, and therefore we
need to ensure the right services are in place to support those people. Alison
acknowledged that there is a strong feeling of frustration amongst GPs regarding
community services, and unless basic service provision is being delivered
effectively, integrating services won’t work.
Alison talked about how we simplify and communicate the work of the Clinical
Commissioning Group back to our member practices, and think about what we are
incentivising practices to do and how effective it is, as well as thinking about how we can
support our member practices. The new Medical Director role will be more focussed on
engaging and working with practices, supported by Sarah Murray and the locality support
managers Sioned, Vicky and Mandy.
We are progressing well with public and patient engagement, each practice now has a
patient participation group (PPG) and we held an event for representatives from each
patient participation group which was very successful. We are also engaging with both
the public and with GPs from our member practices via twitter and facebook.
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Alison explained to members that the National Commissioning Board is to introduce a
quality premium for Clinical Commissioning Groups, at £5 per head of population, which
will reward Clinical Commissioning Groups for improvements achieved in health outcomes
and reduction in inequalities through the quality of services they commission. The money
has been made available through the reduction in management costs across the health
service. Alison stressed that this is not a CQUIN for primary care, but for use by primary
care to fund improvements in services and quality for example to improve safeguarding or
patient experience. The Clinical Commissioning Group will find out on 17th December the
funding allocated to the Clinical Commissioning Group. Alison explained that it is not yet
clear whether the funding will be made available at the beginning of 2013/2014 financial
year. Sally Shaw asked whether there was any indication as to what the funding could be
used for, and Alison explained that Barbara Hakin suggested that there will be some
freedom as to what the money can be used for, with the usual clauses relating to conflict
of interests etc.
Simon asked if we envisage using the funding at a whole health economy level or
individual practice level. Alison explained that it will be for the member practices to
decide, however as there are variations across localities it may be wise to spend the
money at locality level. Simon suggested perhaps using the money to support the
redesign of community services. Alison responded that this could be an option, however
she stressed that member practices would need to be confident that the provider could RA
deliver the desired outcomes following investment.
Dr Raj Avula declared an interest as a member of the Cheshire and Wirral Partnership
NHS Foundation Trust (CWP) board, and asked whether the board need to be made
aware of the frustrations felt by GPs regarding community services and agreed to take
this back to Cheshire and Wirral Partnership NHS Foundation Trust.
Andy McAlavey asked whether the quality premium is recurrent, Alison explained that it is
not yet clear however it would be wise, in order to do something transformational to invest
in an initiative recurrently perhaps over a 3 year period.
Sally Shaw re-iterated that there is a need for more front line staff to improve services.
3.

Medical Assessment Unit (MAU) – GP discussion
Prior to a discussion with the Countess of Chester Hospital NHS Foundation Trust
(COCH) Marc wanted to remind members that at the last network meeting, the discussion
regarding emergency admissions highlighted a number of issues relating to admissions to
the Medical Assessment Unit (MAU). It was found that most GP admissions for medical
assessment do not go directly to the Medical Assessment Unit, the patient attends
Accident and Emergency first and is then admitted to Medical Assessment Unit, this not
only incurs a double charge for an Accident and Emergency attendance and admission,
but it is a poor quality pathway for the patient. Andy McGivern noted that there is
evidence of some admissions being avoided by attending Accident and Emergency, but
GPs felt that this was extremely rare and that most if not all GP admissions for medical
assessment do not need reviewing by an Accident and Emergency doctor. GPs also
noted that they are not aware that any treatment is initiated while the patient waits in
Accident and Emergency.

4.

Medical Assessment Unit Discussion
Marc welcomed Dr Nick Laundy (Emergency Department consultant), Dr Tapas
Chackraborty (Acute physician), Dr Kausik Chatterjee (Medical Director) and Jane Evans
(Pathway manager) from the Countess of Chester Hospital NHS Foundation Trust to the
meeting. Marc explained the issues that were identified through the Quality and
Outcomes Framework Quality and Performance emergency admissions work completed
by practices (as highlighted above), stressing that the GPs are concerned that patients
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are not getting the best pathway and experience by going to Accident and Emergency
prior to admission. GPs feel that they have more than enough experience and knowledge
to assess whether a patient needs to be admitted, and felt that there was duplication of
effort with a patient being assessed again by a Junior doctor in Accident and Emergency,
as well as incurring an additional charge.
Dr Kausik Chatterjee gave a presentation on urgent care delivery models – giving an
overview of the current state and the vision for the future. Kausik described the current
pathway noting that ⅔ of patients present at Accident and Emergency and ⅓ are referred
via Single Point of Access to Accident and Emergency, of these, ¾ of patients are
discharged and the remainder are admitted. There has been an increase nationally for
emergency department attendances over the last few years, and in the last three years
the Countess of Chester Hospital NHS Foundation Trust has seen an 8% rise in Accident
and Emergency attendances and a 3-5% rise in admissions. During weekdays they are
seeing 40-45 medical admissions a day, 50% of which are coming from Accident and
Emergency and 50% from GPs via Single Point of Access (SPA). On weekends they see
25-30 admissions a day, mainly from Accident and Emergency.
During weekdays the peak for Accident and Emergency attendances tends to be 1-8pm,
and the peak for admissions is 3-11pm. One of the problems the Countess of Chester
Hospital NHS Foundation Trust is experiencing is that during the hours of 4-7pm there is
minimum physician cover. GP admissions are at their peak during 6-9pm. Kausik went
on to describe some of the current pressure points/system deficiencies they are
experiencing, including junior to junior referrals in Accident and Emergency - with no
senior clinician involvement, there is duplication in the system whereby Single Point of
Access accepts a patient for admission from a GP, informs bed bureau, they are then
recorded on a white board in AMU and due to the lack of availability of beds in Medical
Assessment Unit are admitted via Accident and Emergency. Kausik also noted that
forwarding letters from GPs are often not addressed to anyone, and that it would be useful
for the hospital if the letters stated ‘Dear Medical consultant’ or ‘dear Surgical Consultant’.
Jane Evans added that patients often don’t have letters, or sometimes those with letters
have not been admitted via Single Point of Access. Simon responded that he had looked
into an example where the Countess of Chester Hospital NHS Foundation Trust claimed a
patient had not been admitted via Single Point of Access, but when he looked into it, they
had been admitted via Single Point of Access and the Single Point of Access system had
a record of the patient, therefore he questioned the validity of the information. Marc
England also noted that faxed letters often do not follow the patient, and Dr Nick Laundy
agreed that it is difficult to depend on faxed letters. Alison Lee added that there seems to
be a breakdown of communication between Single Point of Access and the bed bureau
which needs addressing.
Kausik went on to describe their response to some of the issues they are experiencing –
for example, they are implementing clinical streaming at the front door of Accident and
Emergency to ensure people are seen in the right place at the right time. Accident and
Emergency consultant cover is being extended to 8am-12 midnight seven days a week,
they are recruiting two additional acute physicians and consultant physician cover will also
be expanded to 8am-10pm seven days a week. They also want to avoid junior to junior
referrals.
Jon Stringer and John Wearne questioned why the Countess of Chester Hospital NHS
Foundation Trust are duplicating the assessment of a patient when they have already
been assessed by an experienced GP. Nick Laundy explained that due to the lack of
capacity in Medical Assessment Unit the patient is seen in Accident and Emergency and
often investigations can be initiated when the patient is in Accident and Emergency.
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Simon Powell responded that Accident and Emergency is not the most appropriate place
for those patients, who are often vulnerable and elderly. GPs as commissioners want the
COCH to provide an Medical Assessment Unit that functions with appropriate capacity, so
that patients are seen in the most appropriate place. Kausik explained that with the
number of admissions increasing, it is extremely difficult to plan for the right capacity with
no additional finance available. Simon asked whether there was a more efficient way of
working, as the system seems to work in other areas.
Nick Laundy explained that one of the difficulties they face is that there is no exit for
patients out of the system to free capacity. In the recent utilisation management audit it
was identified that patients who are medically optimised often cannot be discharged due
to barriers in other parts of the system, such as social care.
Issues around patient transport were highlighted, and the need to look at peaks in
admissions and plan patient transport accordingly – Laura Marsh informed members that
this is being looked at through the urgent care strategy group.
Kausik also suggested that GPs can ring a consultant for an opinion if they want advice
regarding an admission (01244 362357), Sally agreed that a clinician to clinician
discussion is very useful, and members questioned whether this is affected by Single
Point of Access. There was some question as to whether the information provided by
GPs to Single Point of Access does reach the hospital, this also needs investigating.
Jane stressed that there is a need to sort out the ‘back end’ of the pathway, such as
working with social services, to help release some capacity. Kausik added that 50% of
patients in beds don’t need to be in hospital, and it’s about how this can be resolved. GPs
Admission avoidance also needs to be looked at – utilising the hospital at home service
more and looking at the possibility of admission avoidance clinics. Tapas added that a
number of conditions do not need admission – a number of ambulatory conditions can be
managed in primary and community care. Jane, Kausik, Tapas and Nick all stressed that
they are also keen to improve the system and ensure that they are seeing the most
appropriate patients at the right time.
Marc England asked what actions can be taken to resolve the problems. He noted that
simple steps can be implemented quickly such as GPs addressing letters to consultants
(medical, surgical, etc.), but how can the bigger issues be resolved?
Laura suggested the urgent care strategy group be the forum for these discussions to
think about how the system can be improved, as this forum includes members from all
partner organisations. There is currently a gap in GP lead for urgent care, but Huw
Charles Jones is a member of the group.
Sally asked how the blockage at the end of the pathway can be resolved. It was noted
that a delayed discharge fine exists that the Hospital can impose against social services,
however it is currently a fixed fine rather than being performance driven. Laura felt that
this issue needs to be resolved by working outside the hospital boundary, and ensuring
services are working around practice populations and that these services are effective to
keep patients out of hospital with sufficient packages of care. It was noted by members
that early supported discharge does sometimes work – however this is mostly hospital
driven rather than community services being pro-active to support discharge. There is
therefore a need for a whole system review and redesign.
It was stressed that we need to find the most appropriate forum, with representatives from
all organisations, and from the right level of an organisation to be able to take these
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actions forward.
RN
Marc thanked Dr Nick Laundy, Dr Tapas Chackraborty, Dr Kausik Chatterjee and Jane
SB to
Evans for attending the meeting.
liaise
Following the discussion GPs reflected that the current pathway is a poor experience for with
relevant
patients.
people
to
Members agreed next steps as follows:
action.
1. Use contracting levers to address the issue regarding double charging for Accident
and Emergency attendance and admission.
2. Look at options for admission avoidance – what do patients need to stop them
being admitted into hospital
3. Look at models in the country where this is working more effectively including
Arrowe Park Hospital and Torbay.
4. Review the relationship and communication between Single Point of Access and
the bed bureau at Countess of Chester Hospital NHS Foundation Trust.
5.

Clinical Commissioning Group Delivery Plan and Strategy
Laura Marsh, Head of Delivery and Jenny Dodd, Strategic Development Manager
presented a re-cap of the Clinical Commissioning Group 5-year strategic plan, an update
on achievements so far this year and the delivery plans for 2013/2014.
Jenny briefly re-capped on the Clinical Commissioning Group vision and core values,
which members acknowledged. Jenny described how we are trying to maximise the
benefit of clinical leadership, which makes the organisation feel different to a Primary
Care Trust, and asked whether members feel it is making a difference. Fiona Warren
expressed that she does not feel empowered to be able to influence commissioning, and
Laura explained that she would describe the achievements so far this year to demonstrate
how clinical leadership has had an impact. Jenny continued to describe how the Clinical
Commissioning Group is working in partnership through the clinical senate and health and
wellbeing board and is constantly increasing patient and public engagement through
various methods.
Laura then presented the Quality, Innovation, Productivity and Prevention delivery
programme, saying that there needs to be improved communication of progress against
the plans to the three GP locality networks. There has been a significant shortfall against
the Quality, Innovation, Productivity and Prevention plan for this year. However,
provisions were put in place at the beginning of the year which will cover this shortfall.
Laura then went on to describe the achievements so far this year in each of the clinical
priority areas.
Jenny briefly described the challenges we continue to face due to our population
demographics and consequently the change in demand for services. We have an ageing
population, areas of social and economic deprivation, burdens of ill-health such as mental
health problems, heart disease and stroke and cancers and our key risk factors for ill
health are smoking, raised blood pressure, drinking alcohol harmfully and hazardously
and unhealthy weight. The 13/14 mandate, from the secretary of state to the national
commissioning board was presented and Jenny explained that our biggest local focus will
be on the Altogether Better Cheshire programme.
Laura described how the delivery plan for 13/14 will be focussed on the following main
themes, rather than specific clinical areas, with projects aligned to each theme:

51
Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
st
21 March 2013

AGENDA ITEM NO: WCCCGB/13/03/108
•

Starting well – focussing on prevention/early detection, supported self-care and
improved care pathways for children and young people.
• Working well – this will mainly be influenced by Cheshire West and Chester
• Being well - focussing on improved care pathways and prevention/early detection.
Many projects will fall under this theme, which will need prioritising such as long
term conditions pathways.
• Ageing well – focussing on supported self-care, improved care pathways and end
of life. This will include supporting people to stay at home using integrated care
models.
Laura explained how we will need to think about how the clinical leads are aligned to
these areas of work.
Jenny emphasised that we will need to think about the best ways to keep people
informed, including member practices and patients and the public, and is keen to have
input from members on this.

SB/GPs

Marc England suggested that the presentation be sent to members to share within
practices and to have an opportunity to feedback at a future network meeting.
Andy McAlavey asked, following the presentation, whether members felt reassured that
clinical leadership has had an effect and made a difference. Fiona Warren maintained
that her perception is that nothing has changed as a result of clinical leadership. Andy
stressed that if this is the perception, there needs to be improved connections with
practices to ensure that they are kept informed and also to ensure that the Clinical
Commissioning Group is working on the right things. Sally Shaw on the other hand felt
that the diabetes Local Enhanced Service, Brain Natriuretic Peptide testing, continence
service have all been implemented as a result of engagement with clinicians. Geff Meyer
felt however that there has been a lot of effort for little gain.
Sally noted that the workload for primary care is overwhelming at the moment, which will
impact on the level of engagement from practices. Alison acknowledged that the whole
NHS system is feeling the pressure of growth in demand with no growth in finance, and
that we need to identify the right things to focus on to minimise the impact of the increase
in demand. Simon questioned whether there was an opportunity to look at which services
need de-commissioning to release some funding to invest in delivering the right services.
Simon also said that practices are not running as efficiently as they could be at the
moment, due to the increase in demand. Members felt that there is a need to create
some capacity in primary care to provide an opportunity to provide new services.
6.

Quality
Andy acknowledged again that primary care is struggling with capacity at the moment,
and re-iterated what Alison said earlier in the meeting, that the Medical Director role will
be more involved with practice engagement and will have some responsibility to work with
the local area team (LAT). There is a need to find different ways of working to release
capacity in primary care to deliver new services.
Andy provided some feedback from the GP quality group. A significant event analysis
report was presented. A report was also presented from the local safeguarding children
board regarding case conferences, which reported low attendances of GPs at case
conferences. The recommendations in the report included undertaking a significant event
analysis for all conferences not attended or when reports are not provided. Further
consideration needs to be given to receiving information from GPs at initial child
protection case conferences via telephone or video conferencing arrangements to assist
GP involvement. Also the board will consider the request made by GPs for a reminder to
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be sent to GP practices for review case conference reports for a period of 3 months.
Andy emphasised the importance of attending case conferences, or at the very least
sending a report, he acknowledged that communication is not always effective with regard
dates of case conferences and timings of meetings are often not convenient for practices
to get sufficient cover – Andy asked that practices feedback examples of poor
communication.
A report was presented on the survey measuring adherence to the health visitor
communication pathway. There was a good response to the survey – Andy agreed to AMcA
share the report with clinical commissioning leads.
7.

Business Case – transfer of old paper based patient records to a digital “webbased” system with an NHS provider
Sarah Murray explained that the business case was produced as a result of discussions
between some City practices. The business case was sent to the local area team to
request funding, but the response was that it was the responsibility of individual practices
to fund a solution, funding via IMT was also explored but is not feasible. Chris Steere
reported that they had used the Salt mines solution.

8.

Clinical Commissioning Group Updates
Sarah Murray made members aware that Laura Millard has resigned as chair of the city
network, and a new chair will be elected at their next meeting.
Governing Body Meeting
A summary of the November governing body meeting were circulated with the meeting
papers.
Andy McAlavey provided the following updates:
Clinical Senate
The last clinical senate meeting focussed on the Altogether Better Cheshire (ABC)
programme, the rise in outpatient activity and a presentation was given on Hospital
Nursing.
Commissioning Delivery Committee (CDC)
The last Commissioning Delivery Committee meeting included – an update on the delivery
plan, an individual funding request policy was presented by Jenny Dodd with proposals for
a cluster wide policy and a paper was presented on the development of a clinical policy
development committee, an Area Prescribing Committee report and bariatric services
report were presented as was proposals for paediatric hospital at home.

9.

Minutes of the Last Meeting
The minutes of the last meeting were approved.

10.

Actions from the previous meeting
Patient Access Pilot
Sarah updated that City Walls have started the pilot and are so far extremely positive
about their experience. They said that investing time in the preparation work was crucial.
Chris Steere updated that they are starting the pilot in January. Raj Avula said that
Western Avenue really struggled with the pilot, due to the huge increase in demand from
their patients.
Quality Dashboard
Regarding identifying areas of focus for the locality, Andy notified members that the
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quality incentive scheme is likely to change in 13/14 and that practices will be incentivised
to work on areas that are pertinent to individual practices. Laura Marsh added that there
may be a potential to have one central pot of money to tailor the incentive scheme to
practice needs, identifying and measuring outcomes they want to achieve.
Community Services
Sioned confirmed that there are no plans to move the nursing team in Great Sutton
Medical Centre. Nigel reported recent difficulties experienced with the team who are
refusing to do silver nitrate applications, as they said they now need a license to apply.
Discharge Notifications
Sioned updated that all examples provided by Simon and Chris are being investigated by
the Countess of Chester Hospital NHS Foundation Trust. If practices continue to
experience problems, patient details need to be supplied as well as a brief description of
the circumstances so that they can be investigated by the Countess of Chester Hospital
NHS Foundation Trust.
11.

Items for future meetings
Tuberculosis
A request was made by the infection prevention and control clinical nurse specialist at
Cheshire and Wirral Partnership NHS Foundation Trust to raise awareness of the
tuberculosis campaign and agree with the method in which pharmacies are being asked
to be involved and ensure compliance to the National Institute for Health and Clinical
Excellence guidance issued earlier this year in relation to Hard to Reach Groups. The
members did not think a discussion at the network was necessary and that a briefing
paper would be sufficient.

12.

Any Other Business
End of Life Tools Audit
Practices have been sent the annual palliative care audit to complete by Jenny Smith,
consultant at the Countess of Chester Hospital NHS Foundation Trust, regarding end of
life tools used in general practice. Marc felt that this was quite a cumbersome piece of
work to complete. Sarah explained that the aim behind the audit is to enable
benchmarking of practices and their use of the tools as well as benchmarking against
neighbouring Clinical Commissioning Groups. The audit would also allow identification of
education needs and gaps in knowledge. Sally Shaw asked that practices completed
what they can, if they don’t feel able to complete the whole audit, any information they can
provide would be useful.
Date and time of next meeting: Thursday 7th February 2012, 08:30am - 11:30am,
Civic Hall Ellesmere Port
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Commissioning Delivery Committee
Meeting held on 3rd January 2013
PRESENT:
Dr. McAlavey, Andy (AMcA)
Dr. Charles-Jones, Huw (HCJ)
Cripps, Matthew (MC)
James, Gareth (GJ)
Lee, Alison (AL)
Dr. Millard, Laura (LMM)
Dr. Pomfret, Steve (SP)

Chair
Chair of West Cheshire Clinical Commissioning Group
Transformational Delivery Lead
Chief Finance Officer
Chief Officer
City Locality Representative
Rural Locality Representative

IN ATTENDANCE:
Lynch, Paul

Planning and Performance Manager

Agenda
No
2012-125

2012-126

Agenda Item

Action

Apologies
Dr. Andy McAlavey welcomed everyone to the meeting and
apologies were noted as follows:
Gilburt, David (DG)
Lay Member
Hannah, Chris (CH)
Deputy Chair
Marsh, Laura (LM)
Head of Delivery
McCairn, Helen (HMcC) Head of Joint Commissioning
Noakes, Liz (LN)
Associate Director of Public Health
Nolan, Rob
Head of Contracts and Performance
Minutes of the Last Meeting 06.12.12
The minutes of the last meeting were agreed as an accurate record.
Matters Arising Not on Action Plan
There were no additional matters arising to be discussed.

2012-127

Action Plan
• Finance, Contracting and Performance Report
2012-91 iv - Independent Sector Providers – Further detail, in
relation to the over performance against independent service
provider contracts, will be provided at the February meeting of
this Committee.
•

RN

2012 – 109 – High Cost Drugs
Gareth James provided the background to this issue and noted
that West Cheshire Clinical Commissioning Group is not currently
receiving all of the detailed, patient level, information on high cost
drugs that was required. The Countess of Chester Hospital NHS
Foundation Trust has agreed to target areas of high spending
initially, to provide improved detail. It was noted that it is
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important that the Countess of Chester Hospital NHS Foundation
Trust and Medicines Management systems are able to share data
appropriately.
There is now an understanding in relation to drug costs and the
next step is to consider Risk Sharing with local Trusts and,
potentially, other Clinical Commissioning Groups.
Dr. Charles-Jones queried whether there has been a rise,
nationally, and Gareth James responded that the rise has not
been excessive for 2012/13.
Discussions took place relating to whether the level of funding
agreed for High Cost Drugs is appropriate, and whether the
budget requires adjustment. It was also discussed whether a 2%
increase in funding should be considered. Gareth James is to
discuss this issue further with Debbie O’Neil.
•

2012 – 118 – Commissioning Support Unit Contract
Management
Helen McCairn to finalise timescales for regular updates of this
document.

GJ

GJ

HMcC

Items 2012-91iv, 2012-107, 2012-109, 2012-120 and 2012-123 are
now complete.
2012-128
Declarations of Interest
There were no Declarations of Interest to be noted.
2012-129
Finance, Contracting and Performance Report
There is to be an informal update in relation to this item, after the
main meeting.
2012-130

Delivery Plan
Paul Lynch provided an update to the Committee, and it was noted
that the focus of work during December has been in relation to the
2013/14 Delivery Plan. Further details were provided on the work
undertaken, in relation to the following Clinical Priorities:
• 2012/13 Delivery Plan – Commencement of Clinical Streaming
in Urgent Care – Alison Lee noted that a performance report
had not been received in relation to Urgent Care Strategy.
• Community Care Plans – Hospital at Home and North West
Ambulance Service Divert service– Dr. Steve Pomfret noted that
an outcome should be that Care and Nursing Homes contact
Out of Hours directly. Discussions took place and Dr. Huw
Charles-Jones provided additional information to enable a
broader view to be appreciated.
Dr. Steve Pomfret queried whether the North West Ambulance
Service Divert service will be required in the future, and this
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•
•
•

•

•

•

possibility was discussed.
Dr. Huw Charles-Jones noted that it will be necessary to ensure
the Single Point of Access service operates efficiently and that
Care and Nursing Homes contact Hospital at Home directly, and
to ensure Single Point of Access staff are aware of all available
services.
Planned care – work has been undertaken in relation to referrals
following the November Membership Council
It is intended that initial business cases will be drawn up around
the provision of consultant advice using choose and book and a
local consultant outpatient service in certain specialties.
Willaston Model – it was noted by Laura Millard that notification
of the reinstatement of this had not yet reached member
practices. The model was Dr. Huw Charles-Jones noted that a
request had been made that issues are tracked, and evidence
of the end product is made available.
Dementia – Alison Lee noted that it would be more appropriate
for this to be linked back to Frail Elderly, rather than Mental
Health as is currently the case, and Paul Lynch provided
additional information in relation to this issue.
2013/14 Planning Guidance – Alison Lee noted that a deadline
of 25th January 2013 has been given for the first draft of a ‘plan
on a page’ and trajectories, and provided examples of the work
required to be completed.
Clinical Screening – Dr. Andy McAlavey noted that reassurance
has been received that Urgent Care is being utilised
appropriately.

The Committee noted the progress made within each of the
programmes of the Delivery Plan.
2012-131

Area Prescribing Committee Report
Finalised minutes from the 15th November 2012 were included for
information only.

2012-132

Wheelchair Provision
This item has been deferred until the meeting on the 7th February
2013.

HMcC

Individual Funding Request Policy and Process Update
This item has been deferred until the meeting on the 7th February
2013.

LM

2012-133

2012-134

High Cost Drugs
This item was discussed earlier under Item 2012-127.

2012-135

Patients Waiting an Excessive Amount of Time
This item has been deferred until the meeting on the 7th February

RN
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2013.
2012-136

Multiple Sclerosis Support Centre Business Case
Paul Lynch provided the background to this paper, noting that the
business case had previously been presented at Commissioning
Delivery Committee, and, although the Committee was supportive,
no decision had been reached. Alison Lee noted that clarity is still
awaited in relation to the financial impact of the proposal and
therefore a decision could not yet be reached.
Discussions took place in relation to a proposed timescale, and
necessary processes and priorities. Dr. Huw Charles-Jones noted
that this business case offered the opportunity to move care into the
community, and to work with the Third Sector, which should be a
desired outcome. Option Three is the preferred option, and the
Multiple Sclerosis Society are to be requested to provide information
relating to how they set the figures cited within the business case.
It was agreed that Rob Nolan will consider the commissioner
savings cited within the business case, assisted by Andy McGivern
and, should the figures cited prove to be acceptable, a decision can
be reached outside of this meeting.
It is intended that the MS Society will be informed of a decision by
the end of January 2013.

RN

LM

2012-137
Any Other Business
There was no other business to be discussed.
Date and Time of the Next Meeting
2.00pm – 4.00pm
Conference Room A
7th February 2013
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NHS West Cheshire Clinical Commissioning Group
Audit Committee Minutes Friday 10th December 2012
Held in Meeting Room A, NHS West Cheshire Clinical Commissioning Group,
1829 Building, Countess of Chester Health Park, CH2 1HJ

PRESENT:

David Gilburt (DG)
Chris Hannah (CH)

Lay Member (Chair)
Lay Member

IN
ATTENDANCE:

Gareth James (GJ)
Steve Williams (SW)
Robin Baker (RB)
Alan Rawling (AR)
Clare Dooley (CD)
Julie Rogers (JR)
Suzanne Crutchley
(SC)

Chief Finance Officer
Audit Manager, Mersey Internal Audit Agency
External Auditors
External Auditors
Corporate Affairs Manager
Business Administrator
Information and Corporate Governance
Manager (CWW, Commissioning Support Unit)

A.

Welcome, quoracy and apologies for absence

Action

David Gilburt welcomed everyone to the meeting. The meeting
was quorate. Apologies were received/noted from Pam Smith.
B.

Declarations of interest
It was noted that there were no interests in the agenda that
could give rise to potential conflicts of interest.

C.

Minutes of the meeting with the Auditors held on 2nd
November 2012
The minutes of the meeting held with the Auditors on 2nd
November were accepted as an accurate record and signed by
David Gilburt.

D.

Action Tracker from Audit Committee held on 2nd November
2012
a)

Operational work-plan for counter-fraud arrangements
from April 2013
Gareth James reported that he had met with Roger Causer
and would continue to meet with him on a monthly basis,
prior to April 2013, to agree the plan.

GJ/RC

b) Corporate governance manual mandatory training for
all Clinical Commissioning Group staff and Governing
Body Members
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GJ
Training to commence in March 2013.
c) Information Governance Toolkit
•

Compliance of training for Caldicott Guardian and
Senior Information Risk Owner
GJ / AMc
Gareth James and Dr Andy McAlavey will complete their
mandatory training by the end of December 2013.

• Information Asset Register and Data Flow Mapping
CD
Completion of the information asset register and data
flow mapping by 31st March 2013.
• Summary of information governance incidents and
freedom of information and subject access request
performance reports
SC / CD
To be presented at the Audit Committee on a quarterly
basis.
AC/12/12/
10

Information Governance Tool Kit
Suzanne Crutchley, Information and Corporate Governance
Manager at Cheshire, Warrington and Wirral Commissioning
Support Unit joined the meeting for this item.
Suzanne
confirmed she will be attending each Audit Committee Meeting
until the end of March 2013 and from April 2013 it was agreed
that a summary performance report on any information
governance incidents, Freedom of Information Act requests and
subject access requests will be provided to the Audit Committee
on a quarterly basis.

SC/ CD

Chris Hannah commented that it seemed appropriate to adopt
the Information Governance and Cheshire Information,
Communications and Technology policies provided for this Audit
Committee, and recommend they be ratified by the Governing
Body at their January meeting. Chris also noted it would be
beneficial to build in a fit for purpose review of the policies
regularly and stagger the review dates throughout 2013/14.
Suzanne noted that the Clinical Commissioning Group is on
target to complete all the required actions to become Information
Governance Toolkit compliant by 31st March 2013.
David Gilburt requested that a timetable be prepared providing
proposed dates for reviewing the policies. Suzanne agreed to
provide this in her next updates report for the Audit Committee in
February 2013.

SC
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Information governance awareness spot checks had been
carried out by Suzanne with a number of Clinical Commissioning
Group staff. The results/findings of these spot checks will be
provided to the next Audit Committee (February 2013).

SC

Clare Dooley confirmed the 16 e-briefings for staff and
Governing Body members would all be circulated/issued by end
of December 2013.
•

Freedom of Information Act Policy
Suzanne advised the Committee that The Commissioning
Support Unit will manage the Freedom of Information
requests for Clinical Commissioning Groups.
The
Commissioning Support Unit will acknowledge receipt of
the request within the first two full working days, and
provide documents/information, or an explanation about
any non-disclosure/exemption issues within 20 full
working days.

•

Subject Access Request Policy
Suzanne presented the Subject Access Request Policy to
the Committee. The Subject Access Request policy for
the Clinical Commissioning Group sets out the
requirements of its staff for managing requests to access
records. In general the Policy covers all records, which
do, or could identify, any individual for which the Clinical
Commissioning Group holds information. Cheshire and
Merseyside Commissioning Support Unit will manage the
requests on behalf of the Clinical Commissioning Group.

•

Cheshire
Information,
Communications
Technology Security Policy

and

Suzanne
presented
the
Cheshire
Information,
Communications and Technology Security policy to the
Committee confirming it is the same policy as previously
implemented by NHS Western Cheshire Primary Trust.
•

Cheshire
Information,
Communications
and
Technology Joint Primary Care Registration
Authority and Procedure
Suzanne
presented
the
Cheshire
Information,
Communications and Technology Joint Primary Care
Registration Authority and Procedure policy to the
Committee.
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•

Cheshire
Information,
Communications
and
Technology Network and Infrastructure File Server
Policy

•

Suzanne
presented
the
Cheshire
Information,
Communications and Technology Network and
Infrastructure File Server Policy to the Committee.

•

Cheshire
Information,
Communications
Technology Laptop and Portable Devices
Remote Access Policy

and
and

Suzanne
presented
the
Cheshire
Information,
Communications and Technology Laptop and portable
Devices and Access Policy to the Committee. It was
noted that all equipment and portable devices must be
registered and authorised by Cheshire Information,
Communications and Technology. All software supplied
will have been recommended by Cheshire Information,
Communications and Technology.
Any new
software/devices must be ordered by Cheshire
Information, Communications and Technology via the
forms appendix A, B and C attached to the policy.
Suzanne noted that she will present the final 2 Information
Governance Policies to the next Audit Committee (February
2013).
David Gilburt thanked Suzanne for presenting the information
governance update report to the Committee.
The Audit Committee members agreed to propose to the
Governing Body that the 6 policies presented to the
Committee are approved/ratified/adopted at the Governing
Body Meeting to be held in January 2013.
AC/12/12/
11

Draft Scheme of Reservation and Delegation
Gareth James and Steve Williams presented the Draft Scheme
of Reservation and Delegation to the Committee. It was agreed
at the last Audit Committee meeting that Steve Williams would
review the draft scheme of reservation and delegation in
readiness for 1st April.
Steve confirmed he had compared the scheme of reservation
and delegation against other organisations/examples good
practice and noted he had reviewed all elements of the
documentation, including the detailed tables, framework of
controls, appointments and the financial policies
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The following areas in the Scheme of Reservation were
discussed:
Section 5 Human Resources and Organisational
Development
5.2 The level of detail/narrative provided seemed unclear
regarding overall responsibility it was requested that it
needs to be made explicit whether this lay with the
Governing Body and/or the Remuneration Committee and
this should be reflected, as appropriate in the Remuneration
Committee terms of reference.

GJ

Section 10 Tendering
10.1 the specific sum is yet to be agreed. Gareth James to
action - cross check against the detail in table C.
Gareth James confirmed that the Clinical Commissioning GJ
Group’s Membership Council had approved the high level
Scheme of Reservation and Delegation, as part of the
Constitution, which will become operational on 1st April 2013.
Further work is required to establish more detail of delegated
powers and financial approval limits. It is intended that the
completed Scheme of Reservation and Delegation will be
presented for approval to the Governing Body meeting to be
held in public in March 2013.
GJ
David Gilburt thanked Gareth James and Steve Williams for their
continued work in developing/finalising the Scheme of
Reservation and Delegation.
AC/12/12/
12

Managing Conflicts of Interest: Commissioning Activities
Gareth James presented the draft Managing Conflicts of
Interest: Commissioning Activities procedural note to the
Committee. Discussion took place on the procedural note and
the following comments were noted:
Appendix A - second paragraph – reference to “provider GJ
organisation” should be replaced with “Hospital Trust”;
Chris Hannah queried whether or not the paper was robust
enough (for scrutiny) Gareth James and Steve Williams agreed
to meet to review the report and bring back to the next Audit GJ/SW
Committee meeting.
It was agreed to invite Pauline Cook and/or Dr Steve Pomfret, to
a future Audit Committee meeting to discuss the paper further, in CD
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AC/12/12/
13

Department of Health Handover and Closedown Guidance
Gareth James presented the Department of Health Handover
and Closedown Guidance report to the Committee. The report is
mainly for information as it has already been discussed at the
Commissioning Delivery Committee. Gareth reported that he
will be recommending to the Governing Body that they take
receipt of the assets.
Chris Hannah requested that she would find it beneficial if future CD
Audit Committee Papers could set out on the cover sheet
whether they were for discussion, decision or noting for
information.

AC/12/12/
14

Governing Body Assurance Framework – high level risks
mitigation report
Gareth James advised that the high level risks extracted from
the most recent Governing Body Assurance Framework were
provided for information to the Committee.
Gareth noted that the risk relating to Public Health funding would
be taken off the next version of the Assurance Framework as
this is now being resolved. Gareth also advised that the risk
relating to National Institute of Clinical Excellence requirements
and Standards was on-going would remain on the next version
of the Governing Body Assurance Framework, which will be next
discussed and scored by the Governing Body at their informal
meeting in February 2013.
Discussion took place on the mechanisms for monitoring risk
and the role of the Audit Committee in this process. It was
agreed that a paper describing the mechanisms for managing
and monitoring risk registers and the Governing Body Assurance CD
Framework would be provided to the next Audit Committee
(February 2013).

AC/12/12/
15

External Audit Report
Robin Baker provided a general update on the external audit
arrangements for Clinical Commissioning Group. In particular,
he explained the transfer of audit responsibilities to Grant
Thornton who would be auditing for 2012/13. Robin confirmed
he will be the Engagement Lead and Alan Rawling the Audit
Manager to the Clinical Commissioning Group.
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AC/12/12/
16

Internal Audit Progress Report
Steve Williams provided a brief update and overview of the
Internal Audit progress report. As set out in the report the four
major pieces of work in progress are:
•
•
•
•

Core Financial Mapping
Quality, Innovation, Productivity and Prevention (QIPP)
Electronic Staff Record / Human Resources
Information Governance.

The commencement date for the Cluster wide Electronic Staff
Record/Human Resources work had been deferred, by the
shared Human Resources service / Commissioning Support
Unit, from December 2012 to February 2013. Steve noted this
will put increased pressure on Internal Audit resources to
complete the work by 31st March 2013.
Any potential
delays/revised deadlines for this piece of work will be raised at
the Cheshire, Warrington and Wirral Primary Care Trust Cluster
Audit Committee.
Steve confirmed that the terms of reference for the Quality,
Innovation, Productivity and Prevention (QIPP) review has been
agreed and work this work is now due to commence. The core
financial mapping exercise of key controls has been completed
and the information is being used to undertake tests as part of
the integrated, Primary Care Trust Cluster wide review of the
core processes.
Steve advised the Audit Committee that he had no concerns on
delivery of work within the time frames set out in the report.
AC/12/12/
17

Audit Committee Terms of Reference
No changes were noted to the Audit Committee terms of
reference.

AC/12/12/
18

Any other business
There were no other matters of business received.

AC/12/12/
19

Date of next meeting:
The next Audit Committee will take place on 1st February 2013
at 10am until 12pm in meeting room E, at the 1829 Building.

Signed by ………………………………………….……… (Chair of Audit Committee)
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QUALITY IMPROVEMENT COMMITTEE
Minutes of the meeting held on 8th November 2012 at 2.00pm,
Conference Room D, 1829 Building
Present
Dr Andy McAlavey
Vice Chair of West Cheshire Clinical Commissioning
(Chair)
Group and GP Quality Lead for Ellesmere Port &
√
Neston Locality Network.
Dr Carole Holme
GP Quality Lead for Chester City Locality Network,
√
West Cheshire Clinical Commissioning Group
Dr Claire
GP Patient and Public Engagement Lead, West
√
Westmoreland
Cheshire Clinical Commissioning Group
Dr Ged Faulks
Vice Chair of the Clinical Quality Improvement
Committee, GP of West Cheshire Clinical
Commissioning Group
Hayley Cavanagh
Quality Improvement Manager
Dr Jonathan
GP Quality Lead for Chester Rural Locality Network,
Gregson
West Cheshire Clinical Commissioning Group
Dr Maureen
Medical Director, NHS Western Cheshire Primary
√
Swanson
Care Trust
Pam Smith
Lay Member, West Cheshire Clinical Commissioning
Group
Paula Wedd
Head of Quality Improvement, West Cheshire Clinical
√
Commissioning Group
Sheila Dilks
Clinical Lead Nurse Specialist, West Cheshire Clinical
√
Commissioning Group

Apologies

√
√
√

√

Also in Attendance:
For Item:
Dr. Phil Elliott
Senior Research Facilitator, Cheshire and Wirral Partnership
12.35
NHS Foundation Trust (Community Care Western Cheshire) and
NHS Western Cheshire
John Hickey
Lead Pharmacist Community Services
12.38
Additional Apologies:
Denise Richardson
Head of Patient Safety and Experience, NHS Western Cheshire Primary Care
Trust
Barbara Perry
Head of Medicines Management
Agenda
Item
No.
12.26
Dr. McAlavey welcomed Sheila Dilks to the group, and apologies were
noted.

Action
by

Minutes from the meeting held on 27th September 2012
The minutes of the previous meeting were agreed as an accurate record.
12.27

Outstanding Actions
12.05c Local Intelligence Network for Controlled Drugs – Cheshire
and Wirral Partnership NHS Foundation Trust
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Item
Paula Wedd provided an update in relation to this item and noted that
assurance had been received in relation to the Controlled Drugs incident
discussed previously. However, Dr. Swanson raised a risk concern in
relation to Egton Medical Information System (EMIS) Web implementation
and discussions took place relating to possible solutions. It was agreed
that this issue would be raised at the next Quality and Performance
meeting with Cheshire and Wirral Partnership NHS Foundation Trust, to
seek assurance that a suitable pathway is in place once the paper based
system is no longer in use.

Action
by

HC

THE FOLLOWING OUTSTANDING ACTIONS ARE NOW COMPLETE:
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
Paula Wedd provided an update in relation to this item and noted that
assurance had been received in relation to the Controlled Drugs Systems.
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.
12.14a Serious Incident Bi-annual Report -1/04/12 – 31/03/12
A meeting date has been agreed for Paula Wedd and Dr. Maureen
Swanson to meet with Pam Hughes, Commissioning Support Unit, to
ensure that trends are not overlooked due to categorisation on the
Strategic Executive Information System.
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.

12.28

STRUCTURE & PROCESS
Membership
Paula Wedd provided an update to the Committee, noting that Sheila
Dilks, Pam Smith and Hayley Cavanagh have been added as members.
Paula Wedd also noted that the Terms of Reference for the Committee
will be reviewed in April 2013.
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12.29
Annual Report
Dr. Andy McAlavey acknowledged the considerable amount of work
undertaken to produce the Annual Report and noted that this excellent
works clearly shows the amount of progress that has been achieved.

12.30

Action
by

ASSURANCE
Key Points Report
The report was reviewed.
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.

12.31

12.32

ROUTINE REPORTS
Published National Institute for Health and Clinical Excellence
Quality Standards
Paula Wedd noted that the link relating to Stable Angina has been shared
with the relevant Clinical Lead within West Cheshire Clinical
Commissioning Group, Dr. Lesley Appleton.
SCHEDULED REPORTS
Quality Improvement Report
This paper was discussed and the following points were noted:
•

•

Countess of Chester Hospital NHS Foundation Trust
Pressure Ulcers - Paula Wedd noted that extensive work has
been undertaken to reduce the number of hospital acquired
pressure ulcer cases.
Never Events – Paula Wedd noted that this event related to an
incorrectly inserted nasogastric feeding tube, and the Serious
Incident Group will monitor the progress of this event. Three other
nasogatric incidents, which have occurred over the last four years,
are also being revisited, for trends.
It was noted that, in relation to new Never Event Guidance, the
recent changes in the Countess of Chester Hospital NHS
Foundation Trust’s leadership should be highlighted as a potential
Risk.

PW

Cheshire and Wirral Partnership NHS Foundation Trust
Serious Untoward Incidents – Paula Wedd noted the increase in
unexpected deaths being reported by Cheshire and Wirral
Partnership NHS Foundation Trust. Some of these deaths have
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Action
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not yet been reviewed by the Coroner, so it is anticipated that this
number will reduce when some of these cases are attributed to
natural causes.
Paula Wedd has met with Andy Styring, Director of Operations for
the Trust, and has asked for further analysis and investigation into
the unexpected deaths reported within the last twelve months.
Paula Wedd will provide an update to the Committee in relation to
these incidents when the piece of work has been completed.
It was noted that, for future reports, GP Incidents will also be
included within the ‘Incident Type’ table, provided within this report.
•

Adult Safeguarding Updates and Risks
The Adult Safeguarding Team – Paula Wedd provided an update
in relation to the Adult Safeguarding Team and noted their roles
and responsibilities.
Current Investigations Table – Paula Wedd provided the
background to the issues listed within the table and provided an
update to the Committee. It was noted that a request has been
made to the Safeguarding Team for an additional column to be
included within the table, to provide details of incidents covering
the previous twelve months, in order to monitor trends.
Further detailed discussions took place, and the following points
were agreed:
i.
The Safeguarding Nurse will be requested to attend at this
meeting every six months, to provide an update on any
outcomes from investigations.
ii.
Incidents where nursing homes are involved in non-voluntary
suspension of patient admissions are to be reported to the
Serious Incident Group.
iii.
Paula Wedd is to request that Helen McCairn, Head of Joint
Commissioning, develops a protocol that explains the
process for sharing safeguarding information with GPs, in
relation to nursing homes.
iv.
Quality Lead GPs to remind GPs, through the Locality
Network meetings, of the process for reporting safeguarding
concerns in nursing homes to the Adult Safeguarding Team
at the Local Authority.

•

Safeguarding Children Updates and Risks
Paula Wedd provided an update to the Committee and noted that
there is an ongoing issue in relation to GP attendance at Child
Protection case conference meetings.

•

Medicines Management – Cheshire and Wirral Partnership NHS
Foundation Trust Audit relating to Lithium.

PW

PW

PW

GPs

HC
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Barbara Perry provided the background to this issue and explained
how it is hoped to progress with this issue.
This issue is to be placed upon the Agenda for the West Cheshire
Clinical Commissioning Group and Cheshire and Wirral
Partnership NHS Foundation Trust Quality and Performance
Group meeting.
•

Termination of Pregnancy
Paula Wedd provided the background to this issue, and it was
noted that the Care Quality Commission are satisfied that all
issues have now been resolved.

Recommendations: - Change 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)
Discuss the occurrence of 2 Never Events at the Countess
of Chester 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
g)
Decide whether the proposed lithium audit is appropriate
and if Cheshire and Wirral Partnership NHS Foundation
Trust should be asked to undertake this
h)
Note the actions taken towards implementing the safety
alert for simvastatin in combination with amlodipine or
diltiazem
i)
Note the assurance provided by a report from an External
Investigation Team into record management practice for
termination of pregnancy at a Wirral Provider
j)
Note the progress in developing Quality Legacy documents
for handover from the Primary Care Trust to West Cheshire
Clinical Commissioning Group
12.33

Insight for Service Improvement
Dr. Claire Westmoreland commended Debbie Smith, Patient Experience
and Engagement Manager, for her work on this document and explained
the background and history to this document. Debbie Smith provided
more detailed information to the document, and its purpose.
Paula Wedd noted that the document is a massive success and it is
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intended to share it with the Clinical and Programme Leads, to assist with
planning for delivery in 2013/14.
Members of the Committee expressed their satisfaction with the report.
Further discussions took place and the following points were noted:
•
The learning from this document is to be shared with all
Providers and Patient Participation Groups.
•
An update is to be brought to this Committee in August
2013, in order to review the how this learning has been
incorporated in to the Annual Commissioning Plan 2013/14.
•
The update in 2013 is to be shared with Patient Participation
Groups, and published on the West Cheshire Clinical
Commissioning Group’s website.
•
Consideration is to be given to incorporating some of this
learning within the Quality section of each Provider contract.
•
It is intended that the full document will be presented at the
West Cheshire Clinical Commissioning Group’s Governing
Body.

12.34

12.35

EXCEPTIONS
Never event
This item was discussed under Item 12.32.
•
Research Update
Phil Elliot provided an update to the Committee on how research is
judged, and noted that five hundred participants have been recruited
during 2011/12, although there are fewer GP practices participating since
the loss of incentive payments. The aim remains to involve GPs and
support staff with research developments.
•
Stroke research network PODCAST Trial
Phil Elliot provided background details of a proposed Countess of Chester
Hospital NHS Foundation Trust pilot. Discussions took place and the
following points were noted:
 The Pilot is to be taken to the West Cheshire Clinical
Commissioning Group and Countess of Chester Hospital NHS
Foundation Trust Quality and Performance meeting.
 Consideration is to be given to the possibility of ongoing
treatments costs, once the Pilot has completed, and possible
financial risks.

12.36

Handover Quality Legacy Document
This item was discussed under Item 12.32.

12.37

Termination of Pregnancy
This item was discussed under Item 12.32.

PW
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ANY OTHER BUSINESS
12.38

Local Intelligence Network decision making process
John Hickey provided the background to the Local Intelligence Network
and provided information on its operating process. It was noted that new
draft regulations will be in place from April 2013 and that the Accountable
Officer will be appointed from the National Commissioning Board.
Membership of the network will be widened, although it will follow the
existing format.

12.39

Dates of future meetings
The proposed future meeting dates were agreed and confirmation of
these dates will be circulated to the Committee.
Agenda Items for Next Meeting
There were no agenda items to be added at this time.
Date of next meeting: Thursday, 14th February
Time: 2.00 – 4.00pm
Venue: Conference Room D, 1829 Building
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