NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
AGENDA
Annual General Meeting
and Formal Governing Body Meeting to be held in Public on Thursday 18th July 2013 at 9.00 am
Civic Suite, Ellesmere Port Civic Hall, Civic Way, Ellesmere Port, Cheshire CH65 0AZ

ANNUAL GENERAL MEETING 9.00 – 9.30
Item
1.

Time
9.00

2.

9.05

Agenda Item

Action

Welcome and opening
remarks

I

Presentation of Annual
Report 2012/13

I

Presenter
Dr Huw Charles-Jones
GP Chair

Alison Lee
Chief Officer

3.

9.25

Questions from the floor /
open forum

-

-

4.

9.50

Close of Annual General
Meeting

-

-

FORMAL GOVERNING BODY MEETING – 9.50 – 12.00
Item

Time
9.50

Agenda Item
Chairs opening remarks

Action
-

Presenter
Dr Huw Charles-Jones
GP Chair

A

9.55

Apologies for absence

-

Dr Huw Charles-Jones
GP Chair

B
C

D

10.00
10.05

10.15

Declarations of interests in
agenda items
Minutes of last meeting
held on 16th May 2013
Matters arising from
previous Governing Body
Meetings

-

Dr Huw Charles-Jones
GP Chair

Dr Huw Charles-Jones
DR

GP Chair

D

Dr Huw Charles-Jones
GP Chair

Item

Time

Agenda Item

Action

Presenter

CLINICAL COMMISSIONING GROUP PRIORITIES & PLANNING
WCCCGGB/13/07/09

10.20

Priorities: Starting Well
Programme Update

D

Dr Huw Charles-Jones
GP Chair

Dr Sue O’Dell & Dr Jane
Wilkinson
Clinical Lead

WCCCGGB/13/07/10

WCCCGGB/13/07/11

10.35

10.50

BREAK
BUSINESS REPORTS

11.05

WCCCGGB13/07/12

11.15

WCCCGGB/13/07/13

11.30

Priorities: Developing
Primary Care Programme
Update

D

Planning: Community
Services Review

DR

Quality Improvement
Report

D

Finance, Performance and
Delivery Report

D

Dr Andy McAlavey
Medical Director

Laura Marsh
Head of Delivery

Alison Lee
Chief Officer

Sheila Dilks
Clinical Adviser Nurse

Gareth James
Chief Finance Officer

Rob Nolan
Head of Contracts and
Performance

Laura Marsh
Head of Delivery

WCCCGGB/13/07/14

11.45

Chief Officer’s Business
Report

DR

Alison Lee
Chief Officer

CONSENT ITEMS
WCCCGGB/13/07/15

11.55

Minutes of Governing
Body Sub-Committees

I

Alison Lee
Chief Officer

Any Other Business**

-

Dr Huw Charles-Jones

OTHER BUSINESS
12.00

GP Chair

Date and Time of Next Meeting – Thursday 19th September at 9.00 am 1829 Building, Chester
Conference Rooms A & B

I – Information

D – Discussion

DR – Decision Required

* A consent agenda means that the items will be noted with no time for debate unless the chair is
notified in advance of the meeting.
* Any other items of business should be notified to the Chair at least 48 hours in advance of the
meeting.

West Cheshire
Clinical Commissioning Group

Annual Report 2012 – 2013
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Foreword by our chair and chief officer
We were extremely proud to be granted “approval” by NHS England in December 2012.
This allows us to take charge of the £308m NHS budget in West Cheshire from April 2013.
Over the past year we have worked extremely hard and have had huge support from our
staff, patients, partners and GP member practices. We are committed to improving clinical
outcomes, patient safety and patient experience. Our GPs will lead the way, developing
services that meet the needs of local people.
There is no doubt that 2012/13 was a significant year for the NHS. In March 2013, Robert
Francis QC, Chairman of the Inquiry into the failings at Mid Staffordshire Hospital NHS
Foundation Trust, published his final report. The Inquiry identified that people had suffered
unnecessarily. They 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. It
was sobering reading for anyone involved in the NHS. We have made some very specific
requests of our providers to ensure that we have a patient-centred culture and that we
have the right early warning systems in place if anything does go wrong.
Last year we worked with our 37 member GP practices to tackle the six major health issues
affecting our population; cancer, heart disease, mental health, dementia, diabetes and
alcohol-related ill-health. We have begun to think about how health and social care can
be delivered in a more integrated way. With Cheshire West and Chester Council we are
looking at how we can pool our resources to deliver more joined-up services.
We believe that through clinical leadership and by putting the views of patients at the heart
of all that we do, we have made significant improvements to the NHS in West Cheshire.
We look forward to 2013/14 with a clear commitment to making further improvements so
that we really are making the lives of our patients better.

			

Dr Huw Charles-Jones
Chair
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Alison Lee
Chief Officer

3

Our year – what we have achieved
Cancer

Heart Disease and Stroke

In 2012/13 we wanted to
“For some time I had an odd ache on my right breast but
as I was having regular check-ups (mammograms) thought
get the early detection
no more of it. I mentioned it during a normal check up with
and awareness of cancer
my GP who also thought it was nothing but she suggested
symptoms right. This is crucial some tests. The tests came back and as I was feeling so well
thought nothing of it, only it was cancer. Within two weeks
to saving lives each year.
I had a mastectomy and started radiation therapy. I was in
What we did:
total shock as it all happened so fast to me and I was just
• Our GP clinical lead for cancer coming to terms with being diagnosed. That said I have
nothing but praise for the nurses and staff who helped me.”
worked with our practices to
Breast cancer patient in 2012/13
improve their awareness and
detection of cancer symptoms.
Each practice developed plans
to improve screening rates and
early diagnosis of cancer.
• We set up a cancer group to look at local cancer services. Two patient
representatives, GPs and clinical staff from the cancer services form the group.
• We developed a patient leaflet to ensure that patients understand that they
are being referred to rule out cancer and the importance of attending their
appointment. A patient should not wait longer than two weeks to be seen at
hospital after an urgent GP referral for suspected cancer. Yet 30% of two week
“fast track” patients fail to attend their first appointment at the Countess of
Chester NHS Foundation Trust.

In 2012/13 we wanted to make sure we use national guidelines for
diagnosing people with heart failure. We also wanted to improve
access to echocardiograms for patients with suspected heart failure or a
previous heart attack. (An echocardiogram or “echo” uses sound waves
that echo against structures in the heart to build up a detailed picture.)

In 2013/14 we will work with the Merseyside and Cheshire Cancer Clinical
Network Group on colorectal cancer. We want to make sure care is
provided close to the patient’s home whenever possible.
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What we did:
• Following national guidelines, a specialist blood test is now available in GP
practices, closer to patients’ homes. The blood test can exclude a diagnosis of
heart failure meaning that some patients do not have to attend hospital for
further tests.
• Patients with suspected heart failure or who have previously had a heart attack
can now get an echocardiogram within two weeks. This means that heart
failure can be identified and treated earlier. The number of patients who need
to go into hospital can also be reduced.
• We set up a Stroke Early Supported Discharge Team and in the first three
months 29 patients were able to leave hospital early with support from
health and social care. Feedback from patients showed that 98% were “very
satisfied” or “satisfied” with the service.
In 2013/14 we will set up a Cardiology One Stop Shop. The One Stop
Shop will improve access to tests for patients with suspected heart
failure. Where possible, patients will undergo diagnostic tests on the
same day as their out-patient appointment and reduce the number of
times they have to attend hospital.
A new integrated stroke ward will open at the Countess of Chester
Hospital NHS Foundation Trust offering a more holistic package of care
for patients who have suffered a stroke.
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Mental Health
In 2012/13 we wanted to put in place a programme budget approach to
buying mental health services. Programme budgeting is a way of bringing
together people and organisations who are involved in mental health. They
listen to patient views, look at the clinical outcomes, examine the cost and
make sure services are of the highest quality – and change them if everyone
feels improvements can be made.
What we did:
• We have prepared to carry out a trial of this new way of buying mental health
services. The main aims of this approach are:
“I can’t believe we have this (alcohol)
problem here in Chester, if what you have
told us is true then it must really be a huge
medical time bomb waiting to explode”

- All about the patient – we will focus on ensuring good outcomes for patients
- Agreeing the total amount of money spent on mental health services in West
Cheshire – the programme budget
- Redesigning the pathway that a patient’s treatment follows.
• All patients experiencing first episode psychosis now receive an initial and ongoing assessment using the Recovery Star tool – a visual chart which shows the
progress an individual is making during their recovery from a mental health issue.
The mother of a young person who took their own life wrote to our Chief
Officer offering suggestions about improvements that could be made in mental
health services. A meeting with the family, the Medical Director, the patient’s
GP and the provider organisation took place. The family shared a very powerful
story about their child’s experience and the following points were highlighted:  
-

Make it easier to access an initial assessment
Use opportunities for a neutral venue rather than meeting in a clinical setting
Offer a choice in communication methods such as text messaging
Review innovative ways of raising public awareness

In 2013/14 we will implement the programme budget approach with the
overall aim of patients being supported to manage their own conditions
in the community.
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Alcohol Related Ill Health

Member of the Public comment in
2012/13

In 2012/13 we wanted to commission:
• An alcohol liaison service
• An engagement team to work with the top twenty attenders in the
emergency department with alcohol related problems
What we did:
• The Hospital Alcohol Liaison Service is now up and running in the Countess of
Chester hospital. The service sees patients who are identified as having alcohol
problems both in the emergency department and on the hospital wards. They
give brief advice and more in-depth treatments if needed.
• The Engagement Team have been working with patients who have underlying
alcohol problems who attend the emergency department frequently. In
addition, they take referrals from the Hospital Alcohol Liaison Service.
• The Health Promotion Team of Cheshire and Wirral Partnership NHS
Foundation Trust Community Services have been training a wide range of
professionals and others who work closely with the public to be able to offer
advice about alcohol-related issues.
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Dementia

Diabetes

In 2012/13 we wanted to ensure
that people living with dementia
are able to maintain their dignity
and respect. We wanted to
involve the community, hospital,
voluntary and third sector and
specialist services in their care.
This included patients being
reviewed by a specialist nurse to
ensure the appropriate care is put
in place as soon as possible.

In 2012/13 we wanted to get better at supporting people to manage their
own diabetes care.
“My treatment and constant care is monitored on a regular basis in the surgery, which I feel totally
comfortable and at ease with as I do believe I am treated on a one-to-one basis and not just
pushed through as routine…
The support I have received since finding out I had diabetes is second to none, it is simply amazing,
with nothing but praise for the person concerned…without this backing I would have been totally
lost and can only hope that in time everyone who suffers with the condition of diabetes gets the
best care that I have been privileged to have been provided with.” Patient with diabetes 2012/13

What we did:
• Our GPs used “The Year of Care Model” to improve the quality of annual health
checks for all patients with diabetes:

What we did:
•

•

We set an improvement goal
in the contract that we hold with
our provider so that all patients with
a suspected or existing diagnosis of
dementia now receive a full review by
a specialist nurse in mental health.
All patients with dementia are given
support to return to their home
whenever possible.

“Once the nurse had seen my mum
at home, done an assessment,
she was now able to retain her
independence for a little longer”

Carer 2012/13

In 2013/14:
We will increase the diagnosis of dementia across primary care
ensuring that people with dementia, while they have capacity, have the
opportunity to discuss and make decisions, together with their carer/s.
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.

- The Year of Care Model is a way of carrying out annual checks and planning
care to allow patients to take more control of their condition. Patients are
given the opportunity to see their annual check results before deciding on
their care plan in discussion with a nurse.
- Sixteen GP practices joined training on the Year of Care Model. These
practices will be the first to roll out this way of structuring annual checks.
- We have ensured that diabetics who are housebound also receive this annual
health check from district nurses.
• We set an improvement goal in the contract
that we hold with our providers to ensure that
inpatients who are known to have or are newly
diagnosed with diabetes receive a foot screen using
a recognised tool.
• All inpatients with diabetes will be offered
advice prior to discharge in the form of a leaflet explaining how to access the
“Diabetes Essentials” programme. The programme is written and delivered by
local clinicians to provide support and education to people with diabetes about
how to manage their own condition.
In 2013/14 we will continue to develop the Diabetes Essentials programme.
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Episodic Care
In 2012/13 we wanted to move more
care into the community, involve
patients in their healthcare and ensure
that our providers met the maximum
waiting times set out in the NHS
Constitution.
What we did:
• Patients are seen and treated as quickly
as possible. At the end of 2012/13, 96%
of our patients were seen within 18
weeks of being referred to hospital.

Urgent Care
“My care on the ward was fine, operation
went well and I was recovering. Then I was
told I was to go home. I wasn’t given much
information about what to do and so felt a bit
frightened when I got home. I feel not giving
information to patients is bad as the morale
of patients directly impacts on their health”

Inpatient 2012/13

• 80% of patients with osteoarthritis of the knee using the musculo-skeletal
service discussed their care using a shared decision-making tool. Shared
Decision Making is the conversation that happens between patient and health
professional to reach a healthcare choice together.

“(I want) to be treated with dignity
and respect, and if necessary in your
own home. That’s when patients stop
being numbers, they are people, and
they get better”

Hospital@Home patient 2012/13

• We introduced clinical streaming at the
Countess of Chester Hospital Emergency
Department. This means that patients are seen by an experienced nurse
practitioner who assesses the patient’s condition and sends them to the correct
part of the emergency system.
• We set up a new service to provide co-ordinated rehabilitation and specialist care
for patients discharged early from hospital.

• We have developed a community continence service which will be operational
in 2013/14. Patients with continence problems will be able to receive their care
in community settings.

• The Hospital@Home service enables patients with certain conditions to receive
care in their own home. This service supports patients to stay at home and
continue with their everyday living. In turn hospital beds are kept free for those
patients who really need to be cared for in a hospital bed.

• Patients with uncomplicated eye conditions will be able to be treated outside
of hospital in our new community based ophthalmology service.

• The service has been well received by both patients and General Practitioners and
was short listed for a Health Service Journal Award in 2012.

• We developed a new community pain management service. Patients with
chronic pain will be helped to manage their own condition without the need
to go to hospital.
In 2013/14 we will:
Start a community-based continence service.
Trial the community pain management service for spinal patients suffering
with chronic back or neck pain. Once we know the results of the trial we
will roll out the service to other GP practices.
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In 2012/13 we wanted to improve the
urgent care system to ensure patients
received a safe and efficient service
when they arrived at the Emergency
Department at the Countess of Chester
Hospital.
What we did:

In August 2012 the Secretary of
State for Health Andrew Lansley
visited us and met with two
Hospital @ Home patients

In 2013/14 we will look at the current GP Out of Hours services and the
Urgent Care Unit to see how we can ensure that patients are always
seen in the right place and at the right time.
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Children and young people

In 2013/14:

In 2012/13 we wanted to reduce the amount of time that children,
especially the under 5s, spend in hospital if they can safely be looked after
at home. We wanted to develop an integrated single point of access for
child and adolescent emotional health and well-being and we wanted
to develop pathways for three conditions (viral, upper respiratory and
bronchiolitis) to reduce unplanned
hospital admissions for 0 – 5 year
olds.
“I sometimes feel that I should tell my
What we did:
teacher about how I can’t sometimes cope

We will introduce a community based paediatric continence service for all
children and young people (0-19 years) with bladder and bowel dysfunction.
Children and young people, their parents/carers and children’s services
professionals are being consulted about what they would like to see in a
new service which will start later in the year.  

with stress around exam time, which is all
• In October we introduced the
the time, but he or she would just say deal
Paediatric Hospital@Home Service.
with it. Would be good if there was some
Children between 0 – 16 years with
way schools could link up with the local
certain acute illnesses and chronic
health service”
health conditions were able to be
Young Person 2012/13
looked after in their home, or most
appropriate care setting. Between
October 2012 and 31st March 2013
220 children and young people were treated in their home setting. Their families
and carers were given support and advice so that they felt able to manage their
child’s care at home. We were able to reduce or prevent hospital admissions and
lengths of stay
in hospital.

• In March the new 0-16 West Cheshire Child and Adolescent Mental Health
Team (CAMHS) was launched. The service is based in Marsden House in Chester
with a clinic in Ellesmere Port. Young people with a range of difficulties can be
referred to the 0-16 service where they and their families and carers are offered a
wide variety of services. You can read more about the service on their website at
www.mymind.org.uk
• In December we shared the new pathways with our GP practices and hospital
staff. As a result children and young people now benefit from swift and easy
access to the right type and level of service, including advice about how to look
after themselves.

We will introduce a triage service for children and young people who selfpresent to the emergency department at the Countess of Chester hospital to
assess whether they are suitable for the Paediatric Hospital@Home service,
or another appropriate service, rather than being treated in hospital.
We will develop improved care pathways for children with lower respiratory
tract infections to provide clear guidance for GPs and other clinicians to
support them in caring for children in the community.

Ageing Well
In 2012/13 we wanted older people to be able maintain their
independence and reduce the need for acute or long term care, supported
by integrated health and social care teams.
What we did:
• We worked with partners in developing the Ageing Well programme which is
based on the key principles:
- Older people’s needs are considered in a holistic way.
- Older people should be admitted to hospital or a care home only they can no
longer be safely looked after in the community.
• The “Keep Warm, Keep Well” project with Cheshire Fire and Rescue Service
and Age UK aimed to reduce excess winter deaths. Whilst the results will not
be known for a while the project provided older people with information and
support to keep warm over the winter months including:
- Encouraging older people to have flu and pneumococcal vaccinations.
- Contingency plans for cold weather such as a buddy scheme.
- Regular medication reviews.
- Assessments of benefits entitlement.
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In 2013/14:
We will trial two integrated health and social care teams to focus on the
broader needs of older people. The teams will be based around clusters of
GP practices.
We will produce a single falls pathway to highlight opportunities for home
adaptations, community equipment, and bone scanning where appropriate.
We want to make sure we can support older people at the “right place,
right time.”
We will work with Vale Royal Clinical Commissioning Group and Cheshire
West and Chester Council to develop training programmes for nursing
home staff.

A clinically-led organisation
We are now clinically-led, which means we have local doctors, nurses and other
clinicians making decisions about local health services.
There are three GP locality groups in West Cheshire. These are Chester city,
Ellesmere Port & Neston, and Rural. These groups are a vital connection to our GP
practices, and in turn they provide invaluable input to the Membership Council
and to the Governing Body.
The Membership Council has a GP representative from each GP practice. The
Clinical Commissioning Group’s Constitution was agreed at this forum.
The work of NHS West Cheshire Clinical Commissioning Group is overseen by a
Governing Body which is chaired by a local GP and includes two lay members,
a nurse and specialist clinician from outside of the area, a chief officer, a chief
financial officer, and four other GPs from the local area. Also five other managers
advise but cannot vote on any decisions. The Governing Body met in public six
times last year.
Our Clinical Senate includes local GPs, senior doctors from local hospitals,
nurses, allied health professionals, adult and children’s social care and public
health professionals. The Senate reports to the Governing Body and has a major
influence on the work carried out by the Clinical Commissioning Group.
You can read about our clinically-led organisation on our website.
www.westcheshireccg.nhs.uk

“My ideal doctor would be one I could
work together with. They respect my
wishes, and I consider their advice. I would
take responsibility for my own health. I
do not like the way that older people are
sometimes treated, with no respect and
sometimes bullied” Older Person 2012/13
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How we involve patients and the public
In 2012/13 we wanted to focus on improving the patient experience by
putting the patient at the heart of everything we do.

Carers
Carers are often called the unsung heroes of the NHS. However, many carers often
put their own health second to that of the person they care for. We wanted to
recognise the important and sometimes challenging role of carers by supporting them
to stay healthy and to have a life outside of caring.
• Carers Short Breaks In August we funded a range of carer short breaks in
partnership with Cheshire West and Chester Council and Vale Royal Clinical
Commissioning Group. Also breaks for children, young people and adults allow
them a short break from their caring role. The carers are also given advice and
support and signposted to other services if they need them.
For information and advice on services for carers’ contact Cheshire and Warrington
Carers’ Centre at www.carers.org/cheshire or by phone on 0800 085 0307.
• Carers’ Strategy We worked in partnership with Cheshire West and Chester
Council, local providers and carers in developing the local strategy “Carers: A
Community Responsibility 2012 -15.” Launched in October 2012 it highlights the
following priorities:
- Identification and recognition of carers.
- Realising and releasing the potential of carers.
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- A life outside of caring.
- Supporting carers to stay healthy.
- Working in partnership to address the needs of carers.We also confirmed our
commitment to carers by signing up to the “Carers Pledge”.
The Strategy and the Carers Pledge can be found on the Council’s website;
www.cheshirewestandchester.gov.uk/residents/health_and_social_care/
2012-15_carers_strategy.aspx

Using Patient Insight and Intelligence
We want to put patients at the heart of everything we do. So we created a
system for capturing all the information we have about our patient’s experiences
of health care in West Cheshire. This comes from a variety of sources – patient
stories, complaints, surveys and quality reports from our providers. We are using
this information to help us improve services for patients in 2013/14.
Our method of capturing and sharing patient experience won a Runner-Up
Award at the Patient Experience Network National Awards 2012.

West Cheshire Patients’ Panel
Our vision is to achieve “Best Health” “Best Care”
“Best Value” for West Cheshire. To achieve this we
want everyone to become more involved in their
local NHS services.
At two workshops we asked local people how
they wanted our patients and public involvement
scheme to work.
Anyone who is resident in West Cheshire can join our West Cheshire Patients’
Panel and be kept up to date with our latest news and have a say in changes to
local NHS services. We now have over 730 local people on our West Cheshire
Patients Panel.

17

West Cheshire Health Matters Newsletter

Patient Participation Groups

We produced a regular two page newsletter for local people telling them about
our changes to local health services and inviting them to tell us about their
experiences. They can be seen on our website:
www.westcheshireccg.nhs.uk/publications/newsletters.html

We wanted to support our GP practices to set up their own Patient Participation
Group. A Patient Participation Group is a group of patients interested in health and
healthcare issues, who want to get involved with and support the running of their
local GP Practice and to work with the Clinical Commissioning Group in improving
the patient experience.
During the year most of our practices set up
“The Clinical Commissioning Group says that
a Patient Participation Group and they now
it puts patients at the heart of everything it
does. As a member of my local GP patient
meet regularly to:
participation group, I will be very keen to
• decide ways and means of making a
feedback what our patients say to the Clinical
positive contribution to the services and
Commissioning Group”
facilities offered by the practice to its
Patient Participation Group member
patients
2012/13
• improve the local community’s health
• make sure the patient experience is as good
as it can be

Public help in developing our GP Quality Dashboard
Patient Participation Groups, local people and the local authority Health and
Wellbeing Scrutiny Committee have helped to make sure that GP Quality
Dashboard is easily understood by patients and the public.
We regularly review how our GP practices are performing against one another
and against national standards (we call these “benchmarks”). We show these
results on our GP Quality Dashboard. The Dashboard brings together a number
of quality indicators to provide an open and transparent overview of the care
delivered to our patients. (By “Quality Indicators” we mean an agreed way of
measuring the level of quality achieved.)
The Dashboard has been used throughout the year with our practices to compare
the care delivered to our patients. Patients, their carers and families can see the
Dashboard on our website to help them understand the quality of care delivered
by our practices:
www.westcheshireccg.nhs.uk/whatwedo/measuringoursuccess/
gp-quality-dashboard.html
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In October 2012, all the Patient Participation Groups met together for the first
time. A total of 47 people attended a workshop and each practice agreed on a
specific commissioning-focused project that they would tackle in the next year.
They also supported the idea to meet on a six monthly basis to share good practice
and report on progress.

Working in partnership
We want to meet our clinical priorities by delivering care that is centred
on the patient, and delivered by teams from healthcare, social care and
the voluntary and third sector. We set up work with a range of partners
including:
• Vale Royal Clinical Commissioning Group
• Cheshire West and Chester Council
• Public Health
• NHS England Local Area Team
• Cheshire and Merseyside Commissioning Support Unit
• LINks / Healthwatch Cheshire West

Community roadshows
What we did: In April we took the Clinical Commissioning Group “on the
road”. We wanted to meet local people and talk with them about our
plans for the next five years. We also wanted people to hear from local GPs
who are involved in the Clinical Commissioning Group and have the chance
to ask questions. Over 50 people came and met us in Neston and a further
90 came to our other two roadshows in Chester and Ellesmere Port.
“The NHS is going through major changes and we wanted to create an opportunity to meet
people on their home ground and listen to their questions and concerns face to face. The
feedback we have had, on the whole, has been extremely positive.”
“I’d like to thank our audience, not only for giving us their time and sharing their concerns
but also their interest and enthusiasm about the future shape of local health services. This
was very encouraging as we want to involve local people more in the design of services and
harness that interest and enthusiasm when we come to make decisions in the future.”

Chair, Dr Huw Charles-Jones
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Voluntary and Third Sector

Finance

In December 2012, a “market place” was held to give our GPs and practice nurses
the opportunity to meet with local voluntary and third sector organisations and hear
how they could support patients and carers. 50 voluntary third sector organisations
set up stalls and met with 80 GPs and practice nurses from our 37 practices. We are
planning a similar event later this year.

• During 2012/13 the Cheshire Clinical Commissioning Group acted as a formal
sub-committee of NHS Cheshire, Warrington and Wirral Cluster Primary Care
Trust. We held a delegated budget of approximately £300 million. At the end
of the financial year on 31 March 2013 the Clinical Commissioning Group
had worked within this delegated budget. As a result the Primary Care Trust
was able to deliver its financial duties with a year-end surplus of £2.03 million.
Approximately 75% of this surplus passed back to the Clinical Commissioning
Group on 1st April 2013.

In February 87 people from fifty local voluntary and third sector organisations met
with us at a “masterclass” to hear about our plans for health care in West Cheshire,
discuss how we could jointly tackle key issues and develop local solutions to improve
health in our community.
“More similar events would be fabulous. I have
been working in the 3rd sector for 9 yrs. and am still
meeting other 3rd sector organisations that I never
knew existed, so it’s really important to keep meeting
new people and be able to signpost our clients to
organisations that can help them. And if we in the 3rd
sector don’t know all the organisations in our sector,
then the chances is the GPs wont either.”

• This financial position has been delivered despite a significant increase in the cost
of hospital based healthcare.
• In 2012/13 a contingency of approximately £4 million was set aside to fund
unplanned increases in hospital activity. This contingency has been used in
full with savings in other areas ensuring we were able to maintain a balanced
financial position.
• The following chart outlines where the Clinical Commissioning Groups 2012 /
2013 budget was spent:

Participant at our “Masterclass” in February

Discussions at our February masterclass
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• Most of what we spend is on hospital based care.
• Last year we had a total expenditure of £302 million. Of this we had set aside £8
million to support the recent NHS reforms. We will have a similar amount to carry
on with the transformation of local health services in 2013/14.
• The Clinical Commissioning Group will receive a 2013/14 running cost allowance
of £6.07 million. This is considerably less than that of our predecessor organisation.
Our running costs expenditure is closely monitored and will be reported to the
governing body on a regular basis.
• On 31 March 2013 the Clinical Commissioning Group’s financial performance was
reported within the Primary Care Trust’s annual accounts (approximately 60% of
total expenditure). Copies of the primary care trust’s accounts can be obtained
from Gareth James, Chief Finance Officer; garethjames@nhs.net

What we are going to do in 2013/14
In West Cheshire we know that our biggest areas of ill health are:
• Mental Health
• Heart Disease
• Diabetes
• Cancer
• Dementia
• Alcohol-related ill health
• Respiratory disease
These remain the biggest (and increasing) pressures on our health resources.
However we know that to improve the quality of life for people with these
conditions we need to work with other partners in the public and voluntary and
third sector, particularly Cheshire West and Chester Council.
We hear that people want more integrated services and better coordination
between the different people involved in their care. In response to this, we have
chosen to arrange our programmes of work in 2013/14 around stages in people’s
lives rather than individual conditions.
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These programmes will be:
• Starting Well – Developing an improved experience for children, young people and
their families and carers through supporting them to manage their own and their
child’s health condition at home or in the community.
• Prevention and Early Identification of disease – Improving the prevention of ill
health through supporting healthier lifestyle choices and timely diagnosis of the early
signs of disease.
• Supported Self-Care – Encouraging people to keep themselves well by giving them
the confidence and information to look after themselves and their families, when
they can.
• Developing Primary Care – We want to ensure general practice continues to be fit
for purpose and can adapt to new challenges, whilst still providing high quality care
to patients. We want to use the practice list as the building block for care.
• Improving Care Pathways – Building a system which manages long term
conditions in a planned way. This includes ensuring services that can be provided
outside of the hospital setting are delivered in the community.
• Ageing Well – Transforming the way older people, particularly frail older people
with multiple long term conditions, are cared for by working in partnership with the
Local Authority and Vale Royal Clinical Commissioning Group.
• End of Life – Continuing to improve the provision of end of life care services,
especially those that are available out of normal working hours.
We want to make sure that:
• Care is always about the whole person.
• Care will always be delivered in partnership with the individual.
• Care is always delivered in the most appropriate place. This will normally be in the
community but might be in a specialist setting if there is the need to access very
specialist technology or skills.
You can see our latest Commissioning Plan for 2013/14 at:
www.westcheshireccg.nhs.uk/publications/plans-and-strategy.html
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Getting involved

Glossary

We want local people to be more involved in decisions we make about local health
services. There are a number of ways that you can get involved including:

Acute – sudden or injury or episode of illness, an urgent medical condition, or recovery
from surgery.

Join West Cheshire Patients’ Panel:
www.westcheshireccg.nhs.uk/getinvolved.aspx

Authorisation- a rigorous process involving national assessors who scrutinised potential
Clinical Commissioning Group’s plans and met with local people and organisations.

Ask about your Practice Participation Group at your GP practice
Tell us about your experience of NHS health services locally –
Look at “How to contact us”
Follow us on Twitter @WestCheshire CCG

Like us on Facebook West Cheshire Clinical Commissioning Group
Read our Chief Officer’s Blog: www.westcheshireccg.nhs.uk/blog.aspx
“I have been coming to the Clinical Commissioning Group Board meetings for
about a year now, and have seen the way it has evolved. I am now convinced
that, from the Chair to the doctors and staff who come and present the
papers, all want the best care possible for patients”

Member of the public

Chronic - the opposite of acute - meaning a long term condition
Clinical Commissioning Group’s Constitution - As a Clinical Commissioning Group
we are responsible for commissioning or “buying” healthcare for the people of West
Cheshire. We use our budget of around £320 million to ensure the best possible health
or healthcare for our patients. The constitution sets out the arrangements that we
have put in place to help us to meet our responsibilities, to discharge all of our legal
obligations and to engage with our GP member practices, our patients, the public and
other key partners and partners to achieve this.
Clinical outcome - The change in the health of an individual, group of people or
population as a result of an action carried out by health services.
Commission – The means by which we “buy” services, ensuring the best value for local
citizens and tax payers.
Emergency Care - Not always life threatening, but needs prompt assessment and
treatment.
Episodic (or planned) care - Any health care event that has been planned in advance
involving the patient and/or their family or carers. It includes the assessment and
diagnosis of patients as well as any subsequent treatment that is identified.
Hospital@Home - a GP-led service that provides an alternative to hospital for patients
who can be managed at home.
Multi-disciplinary team – a group of healthcare and social care professionals who
provide services for patients in a co-ordinated way.
Pathway – A management tool for looking after patient’s with a specific medical
condition. The different tasks (“interventions”) by the various clinicians involved in the
patient’s care are set out along with the expected outcomes (results) of each task.
Urgent Care – See Emergency Care.
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How to contact us
Address: West Cheshire Clinical
Commissioning Group,1829 Building,
Liverpool Road, Chester CH2 1HJ
Website: www.westcheshireccg.nhs.uk
Email: wchc.website@nhs.net
Telephone: 01244 650300
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If you have a concern about local health
services or want to seek advice, you can contact
our Patient Advice and Liaison Service
(PALS) on 01244 650 368
If you require this document in a different
format, i.e. large print or a different language,
then please call our Patient Advice and
Liaison Service on 01244 650 368

Annual Report (Version 2) Date Created:10/07/13

NHS West Cheshire Clinical Commissioning Group
Formal Governing Body Meeting
Thursday 16th May 2013, 9.00am
at Tarvin Community Centre, Tarvin
Present:
Voting members:
Dr Huw Charles-Jones
Dr Andy McAlavey
Ms Alison Lee
Mr Gareth James
Mr David Gilburt
Ms Pam Smith
Dr Claire Westmoreland
Dr Jeremy Perkins
Dr Steve Pomfret
Non-voting members:
Ms Caryn Cox
Ms Laura Marsh
Ms Paula Wedd
Mr Rob Nolan
Ms Helen McCairn

In Attendance:
Ms Amanda Lonsdale
Dr Claire Baker
Ms Clare Dooley
Ms Clare Jones
Ms Jenny Dodd
Ms Lesley Singleton
Ms Sally Pritchard

Chair
Medical Director
Chief Officer
Chief Finance Officer
Lay Member
Lay Member
GP Representative – City
GP Representative - Ellesmere Port and Neston
GP Representative – Rural

Director of Public Health, Cheshire West & Chester
Council
Head of Delivery
Head of Quality and Safeguarding
Head of Contracts and Performance
Head of Joint Commissioning

Programme Lead Aging Well
Clinical Lead
Corporate Affairs Manager
Minutes Secretary
Strategic Development Manager
Programme Lead for Mental Health, Learning Disabilities
and Dementia
Patient and Public Engagement Manager

13/05

Action
CHAIRS OPENING REMARKS
The Chair welcomed everyone to the meeting and advised that the
meeting is held in public, but it is not a public meeting. As such, there
would be no opportunity for questions or comments once the meeting
commenced. Six members of the public were in attendance at the
meeting.
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13/05

Action
The Chair noted that an issue has been raised in relation to the NHS 111
telephone number, which is used to obtain Urgent Care, Out of Hours and
NHS Direct services. Although there has been limited coverage within the
media, the launch of NHS 111 has not succeeded.
The premise behind the service was good, as there are currently multiple
services offered and these can be confusing for patients to navigate, but
the implementation and execution of delivering the service fell
considerably short of the desired result. Currently, the GP Out of Hours
service is providing the necessary coverage for this service.
There are numerous reasons for the failure of the service and the
resolution of the issues is likely to be complicated and time consuming.
Any future re-launch of NHS 111 will be required to provide patients and
providers with confidence that the service will be capable of providing the
service expected.
Within the North West area, there is a desire among Clinical
Commissioning Groups to retain NHS 111, and to have this as a call
handling service. There will be a considerable amount of work required by
Clinical Commissioning Groups, and work is being led in the North West
by Blackpool Clinical Commissioning Group; Dr Catherine Wall will be the
lead for West Cheshire Clinical Commissioning Group.
West Cheshire Clinical Commissioning Group has a responsibility to
consider what is required from the Out of Hours service and NHS 111, and
this could be the ideal opportunity to consider what provision is sought
from Urgent Care and Primary Care provision. There are risks associated
with these services and West Cheshire Clinical Commissioning Group will
need to carefully consider which services are procured.
The Chair provided details of the work being undertaken with providers in
relation to the pressures upon Accident and Emergency departments and
wider urgent care issues. It was that flat-line investment in NHS services,
and cuts in social care, will affect how this is managed.
The Chair commented that discussions have taken place in relation to
Tony Chambers, Chief Executive of Countess of Chester Hospital NHS
Foundation Trust, attending at the West Cheshire Clinical Commissioning
Group Membership Council. It was confirmed that Tony Chambers
attended the last Membership Council meeting on the 15th May 2013.
Tony Chambers addressed the meeting and his message was positive
and indicated how seriously he considered the partnership between the
two organisations.
It was also noted that, at the Clinical Senate meeting in April, very clear
principles were set out on how the health economy needs to change,
although this will not be a simple undertaking in relation to moving more
care out in to the community.
st
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13/05

Action
The NHS England Clinical Commissioning Group Assurance Framework
2013/14 for Clinical Commissioning Groups has recently been published.
This document will assist patients and members of the public to identify
how Clinical Commissioning Groups are performing. A summary of the
assurance process will be provided (via the Chief Officer’s Business
Report) to the July Governing Body.

AL

OPEN FORUM
The Chair asked if any members of the public had any questions prior to
the start of the meeting.
The Chair read out a question raised on behalf of the Hope Farm Patient
Participation and Experience Group, in relation to Specialist Nurses
qualified to insert Percutaneous Endoscopic Gastrostomy tubes. Paula
Wedd responded that a detailed response has been obtained from the
Director of Nursing at Countess of Chester Hospital NHS Foundation Trust
and that this will be fed back to the Home Farm Patient Participation and
Experience Group.

PW

There were no other questions raised.
A

APOLOGIES FOR ABSENCE
Apologies were received from Mike Zeiderman and Chris Hannah.

B

DECLARATIONS OF MEMBER’S INTERESTS
No declarations of interest were noted.

C

MINUTES FROM THE MEETING HELD ON 18th APRIL 2013
The minutes of the meeting held on the 21st March 2013 were agreed as
an accurate record of the meeting proceedings and signed by the chair.

D

MATTERS ARISING FROM PREVIOUS GOVERNING BODY MEETING
There were no matters arising to be discussed and there were no
outstanding actions upon the action list.

01

CLINICAL COMMISSIONING GROUP PRIORITIES – PREVENTION
AND EARLY DETECTION PROGRAMME UPDATE
Dr Jeremy Perkins provided the background to this paper, and Jenny
Dodd provided additional details. This is a newly launched programme,
which is one of seven clinical priorities for West Cheshire Clinical
Commissioning Group. Joint working will be undertaken with Public
Health, with Dr Rachael Warner as the Clinical Lead on behalf of the
Clinical Commissioning Group, and action plans are currently being
devised.
st
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13/05

Action
This approach embodies working across pathways, on all priorities, and
considers how interventions can become routine occurrences. The
following aims of the programme were noted:
•
•
•
•

•
•

Helping people to make healthy lifestyle choices;
Working with Public Health and Local Health to navigate the new
landscape of working together;
Delivering service change while building relationships;
Considering early signs of risk stratification. To consider alignment
with the Ageing Well Programme, to recognise when over 85s
require additional support, and to create the required logarithm that
will achieve this;
To ensure Cancer wait lists operate as efficiently and smoothly as
possible. Considerable work has been undertaken in relation to
diagnostic care, and patient engagement has been positive;
Consideration is required in relation to the management of patient
involvement and public engagement.

In response to questions raised by Governing Body members, the
following responses were noted:
•

Caryn Cox noted that a meeting had taken place with all directors
from Cheshire West and Chester Council, and it is intended to
embed Public Health within all services. Providers will also be
required to make Public Health a part of their business.

•

Jenny Dodd noted that the technology required to create the
algorithm for risk stratification is relatively straight forward, however
a data-share agreement will be implemented before it will be
possible to roll this out. There is a need to be clear which algorithm
will be used, and work is currently being undertaken on this, and it
is hoped to have this in place by summer 2013. It has been
suggested that the Integrated Teams consider this issue.

It was agreed that milestones will be set for this programme. This
programme will be presented to the Commissioning Delivery Committee in
either June or July 2013.
RECOMMENDATIONS
The Governing Body noted the content of the Prevention and Early
Detection programme.
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02

CLINICAL COMMISSIONING GROUP PRIORITIES – AGEING WELL
PROGRAMME UPDATE
Dr Steve Pomfret provided the background to this paper, noting that the
aim is to explain the scope of the programme to the Governing Body, to
highlight governance arrangements and to explain the alignment with
other Clinical Commissioning Groups.
The Cheshire population is older than the average age group of other
Clinical Commissioning Groups and within the next ten years this gap is
likely to increase, with an expected cost pressure of around £19million.
Current data shows that there are an above average number of older
people who have been discharged from hospital and enter a care home or
nursing home. Those patients that enter care homes and nursing homes
spend longer in hospital than those patients that return to their homes
after discharge from hospital. This highlights the requirement to address
the needs of an ageing population, and that consideration needs to be
given on how to change the perceived default position, which appears to
be hospital care. The following aims were noted:
• To have a community that is mindful of vulnerable older people;
• That there is an opportunity to identify those who may need help;
• To be able to advise patients and carers of available options;
• To be able to help and assist in a timely fashion;
• To provide care close to home and consider alternatives to hospital
for those requiring admission.
Further details of the programme were provided and it was noted that
there are four programmes that seek to address the issues relating to an
ageing population. Work is being undertaken by social care to build
stronger communities, promote self-care and management, improving the
education of those people in supporting care roles, and to support carers.
Progress on ensuring integrated health and social care teams take this
work forward is underway.
The intention is to bring the leads from social care, Cheshire and Wirral
Partnership Trust (providers of mental health and community services),
West Cheshire Clinical Commissioning Group and Countess of Chester
Hospital NHS Foundation Trust together for a number of strategy
meetings. There is also a need to identify appropriate governance
arrangements before this is taken forward.
It was acknowledged that this is a complex issue which has a range of
projects within West Cheshire Clinical Commissioning Group’s delivery
plan, and further details were provided in relation to the work being
undertaken across organisations and the priorities which are aligned
together.
In response to a question raised by Pam Smith, Helen McCairn noted that
work is being undertaken to improve the joint working in relation to
housing.
st
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Dr Steve Pomfret noted that many patients are reluctant to move away
from where they currently live, which can cause additional complications.
A concern was raised that the programme could be attempting to achieve
too much and that significant priorities, such as team integration and
urgent care, could be affected as a consequence. Discussions took place
in relation to whether some items contained with the programme may be
better placed within other programmes.
Dr Claire Baker provided addition detail in relation to how this programme
ties in to urgent care as follows:
•

Once diagnostic assessment has been made, consideration is
given as to how a patient can be enabled to return to where they
had been previously. Time to care and time to assessment are
pivotal in relation to this.

•

A decision can then be reached as to whether the patient will return
to their own home or to a care home. Currently, this process is not
efficient. Following diagnosis there appears to be a hold on how to
progress, and rapid gains could be made in this area.

•

In relation to integrated teams, the care of frail older people is
fragmented and disconnected. Details of a proposed way forward
were discussed and the following aims were received:
 To have clusters of health professionals working across
boundaries and around GP practices;
 People in crisis to be aware of where the point of contact is.
Initially, there will be two early adopters, the first of which will
be in Frodsham and Helsby. This will provide the opportunity
to bring in social care, as there is the ability to work with social
care information technology at these locations. The second
will be in Ellesmere Port South, which has combined to be a
pilot site. This project is moving quickly, as there is good
engagement with both pilot sites, and it is expected that these
will be running by the end of June 2013. The process is
complex due to being four providers, however all concerned
are eager to progress.

Amanda Lonsdale noted national data relating to the North West shows a
higher figure for hospital admittance followed by diversion into long term
care, and that the Clinical Commissioning Group is thinking about how to
make sure patients and families have sufficient time to consider and
arrange suitable alternatives where appropriate. The following points
were also noted:
•

There will be an ambulatory care unit, which will have a deadline of
48 hours. This will provide the necessary time to consider
alterative placements to nursing homes and care homes.
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•

Assessments will be both physical and mental, and consideration
will be given to the best location for the patient, regardless of cost
implications.

•

Consideration will be given on who is clinically responsible for the
patient when they occupy beds within the ambulatory care unit.

•

During 2013/14, the pilot will allow assessment on the number of
beds required, and the types of locations required.

•

At least one Clinical Commissioning Group has a GP with special
interest in place, and the pilot during 2013/14 will allow West
Cheshire
Clinical
Commissioning
Group
to
agree
requirements/actions.

•

In relation to community hospitals and convalescent homes, this
work is being undertaken jointly with Cheshire West and Chester
Council, and is not being undertaken in isolation.

RECOMMENDATIONS
The Governing Body:
a) Noted the overall projects within the Ageing Well Programme;
b) Considered the progress that has been made across the work
programme to date.
03

QUALITY IMPROVEMENT REPORT
Paula Wedd, Head of Quality Improvement highlighted the following
issues from the report provided to the Governing Body:
Countess of Chester Hospital NHS Foundation Trust:
•

There have been three never events recently reported at the Trust,
due to misidentification of the patients. A detailed action plan has
been received, which outlines how alignment of patients will be
achieved, as well as staff alignment. It will remain West Cheshire
Clinical Commissioning Group’s responsibility to hold the provider
to account. The senior clinical leader at the Trust has given very
clear instructions to staff on the importance of this issue, and this
message was reinforced during the recently held “grand round”,
where discussion emphasised personal and professional
accountability.
It was noted that, at a recent Patient Participation Event, a query
was raised in relation to the recently reported never events, and to
level of seriousness of these events. It was agreed that future
Quality Improvement Reports will include additional details on the
event and provide information on how serious the event was.

PW
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Further discussions will take place in relation to the level of detail to
be included within this report.
•

PS/PW

Accident and Emergency Patient Survey – The results of this
survey against the one undertaken is 2008 shows an improvement,
and looks favourable against national benchmarking. There are
two areas to focus on namely, waiting time issues and the accuracy
of data when leaving Accident and Emergency. An action plan is
awaited to progress these issues.
Discussions took place and the following points were noted:
 81% of patients felt that they had been treated with respect and
dignity; this reflects that 1 in 5 patients did not feel that they
had been treated with respect and dignity.
 Considerable work has been undertaken at the Accident and
Emergency Department to improve the environment for
patients, and it was noted that remodelling was underway at
the time this survey was undertaken, resulting that only
curtains were available to separate patient areas. This issue
will be highlighted to the hospital.

PW

Cheshire and Wirral Partnership NHS Foundation Trust:
•

Work is on-going on the review relation to the quality of care for
people with learning disabilities.
Dr Steve Pomfret and Paula Wedd have met with the Clinical
Director of the Trust and received assurance that this work is
progressing.
Paula Wedd will spend two and a half days at the Eastway
Assessment Unit during the week commencing 20th May 2013, to
join the team and receive assurance that the agreed action plan is
being implemented. This issue is not only a local issue, and the
NHS England Area Team are co-ordinating commissioners,
patients and carers in order that significant assurance on
progressing agreed action flows.

•

Safeguarding – A significant amount of guidance has been
published in relation to safeguarding issues and it is important for
West Cheshire Clinical Commissioning Group to incorporate this
into the relevant policies.

•

Mersey Internal Audit Agency has completed an audit on the
utilisation of patient information, and two recommendations have
been suggested: the use of patient stories as part of the Governing
Body, and how these could be taken into account. Paula Wedd
noted that this will be considered further.

PW

PW

st

Minutes of the Clinical Commissioning Group Governing Body meeting held on 21 March 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013

8

•

GP Quality – There has been good progress on the 2012/13 Quality
Improvement Standard, however the 2013/14 Quality Improvement
Standard will take a different approach, taking on clinically focused
areas and aligning these to West Cheshire Clinical Commissioning
Group priorities. The Commissioning for Quality and Innovation
scheme has been extended in to primary care, and this will be
launched with GP practices over the coming months.

It was noted that a number of Listening Visits had taken place and a brief
summary of these visits was provided by Dr Andrew McAlavey. The visits
have generally been very good and insight has been gained into the GP
viewpoint, and that of their practices. Once these visits have been
completed, the information will be collectively considered in order to take
action on any issues, and collectively feedback to the GP Practices.
Discussions took place in relation to the paper and the following points
were noted:
•

Health Care Acquired Infection – this issue has been considered at
the Clinical Senate, where discussions took place in relation to
having a ‘joined up’ approach between primary and secondary
care. Caryn Cox is arranging for a separate group to meet in
relation to this issue, and the Terms of Reference have been
completed with the first meeting to take place in the near future.

•

GP Dashboard - It was noted that attendance at Children
Safeguarding meetings will remain on the GP Dashboard,
foreseeable future with a proposed aim of increasing GP
attendance at these meetings. This issue continues to be debated
as there have been a number of issues arising in relation to case
conferences and inaccurate data.

RECOMMENDATIONS
The Governing Body:
a) Noted the information provided about serious incidents.
b) Discussed the information provided about Never Events
at the Countess of Chester Hospital NHS Foundation Trust.
c) Noted the trends and concerns information provided about
Cheshire and Wirral Partnership NHS Foundation Trust.
d) Noted the trends and concerns information provided
about the Countess of Chester Hospital NHS Foundation
Trust.
e) Noted the results of the Accident and Emergency department
survey 2012 at the Countess of Chester Hospital NHS
Foundation Trust.
st
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f)

considered proposed next steps on how the Governing
Body want to connect with the processes for capturing
patient experience.

g) Noted the achievements and exceptions at Quarter 3
against the 2012/13 Commissioning for Quality and
Innovation Schemes.
h) Approved the revised Terms of Reference for the
Quality Improvement Committee.

04

i)

Noted the update provide about safeguarding.

j)

Noted the achievements and exceptions at Quarter 3 against
the 2012/13 Quality Incentive Scheme for GPs.

FINANCE UPDATE
Gareth James Chief Finance Officer, provided an update to the governing
body as follows:
•

NHS West Cheshire Clinical Commissioning Group governing body
has approved an annual budget for 2013/14 of £310 million. This
figure may be subject to change following the resolution of several
outstanding issues.

•

The clinical commissioning group internal auditors recently
undertook a review of governing body reporting arrangements and
an opinion of "significant assurance" was received.

•

Following the abolition of Western Cheshire Primary Care Trust, the
clinical commissioning group will inherit a significant number of
assets and liabilities. There will be financial risks associated with
this process, although these risks should be significantly reduced
following conclusion of the 2012/13 final accounts process.

•

NHS West Cheshire Clinical Commissioning Group has received a
running cost allowance of £6.07Million, equating to £25 per head of
population. Within the running cost plan, the clinical commissioning
group will hold a contingency of approximately £649,000.
Expenditure against the running cost plan will be closely monitored
and reported regularly to the governing body.

No specific comments or queries were raised by governing body
members.
RECOMMENDATION
The governing body noted the updates provided in the finance
report.
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05

PERFORMANCE REPORT FOR PERIOD ENDING 28th February 2013
Rob Nolan, Head of Contracts and Performance highlighted the following
points from the report he had provided to the Governing Body:
•

Cancer – there are issues with the national IT system which
collects data on cancer performance. The data will not be available
until May/June 2013. Performance for the Countess of Chester
Hospital NHS Foundation Trust was 85.6% against the 62 day GP
referral target of 85%.

•

Stroke services – this service has not achieved the 80% target,
achieving only 76.5% of Stroke Patients spending 90% of their stay
on a Stroke Unit.
The service is currently undergoing a
reconfiguration, which should improve the data/performance.
However this will remain a key target to monitor.

•

Transient I s c h a e m i c A t t a c k – This service has s e e n a
significant improvement in performance and now stands at 80%
against the target of 60% of patients being seen and treated within
24 hours.

•

Health Care Acquired Infections –

a) A further case of Methicillin-resistant Staphylococcus Aureus has
been reported, and the year to date total of 7 cases has resulted
in the target not being achieved. This will continue to be closely
monitored, as the 2013/14 target is for zero tolerance.
b)
c) The Clostridium Difficile target had been achieved has been
achieved (3 cases against a plan of 8). This issue remains a
concern for the Countess of Chester Hospital NHS Foundation
Trust, as they have a target of zero tolerance for 2013/14.
•

Accident and emergency targets - the Accident and Emergency
waiting time target has not been achieved 93.4% of patients
being seen within 4 hours. This is a national issue which will
require the production of an action plan by the Clinical
Commissioning Group, which will be presented to the Governing
Body and Commissioning Delivery Committee.

•

Emergency ambulance performance – This target was not
achieved for February 2013, with a performance of 69.8% for 75%
of category A (referred to as life threatening calls) to be reached in
8 minutes. Rob Nolan will progress this issue with the North West
Ambulance Service.

It is intended to combine the Finance, Performance and Delivery Report
for the next Governing Body.

RN

RN/GJ/LM

st

Minutes of the Clinical Commissioning Group Governing Body meeting held on 21 March 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013

11

RECOMMENDATIONS
The Governing Body noted the performance against the agreed
indicators at the end of February 2013.
06

CHIEF OFFICER’S BUSINESS REPORT
It was noted that NHS West Cheshire Clinical Commissioning Group’s
Senior Management Team have recommended that funding is approved
for the Egton Medical Information System Web Community Information
System, which would be funded from national information technology
monies. Further details were provided and it was agreed GP Practices
should be encouraged to move to this system.
The report was discussed and the following points were noted:
•

Listening Visits– once all responses have been collated, feedback will
then be provided to all GP practices.

•

NHS West Cheshire Clinical Commissioning Group Management
team now have an out of hours on-call rota.

•

Board to Board meetings – Meetings took place with both Cheshire
and Wirral Partnership NHS Foundation Trust and Countess of
Chester Hospital NHS Foundation Trust, to seek assurance in relation
to Cost Improvement Programmes. Both meetings had been a
positive experience to meet both the executive and non-executive
officers.

•

The annual meeting with Monitor took place on the on 30th April
2013, and focussed
on performance against national targets,
financial positions and cost improvement plans for the Countess of
Chester Hospital NHS Foundation Trust and Cheshire and Wirral
Partnership NHS Foundation Trust.

•

Collaboration for Leadership in Applied Health Research
(CLAHRC) Bid Review Meeting w a s held on 3rd. May 2013, which
reviewed and endorsed the bid prior to submission.
The
discussions focussed on the vision and strategy and the themes
within the bid on tackling health inequalities, evidence reviews,
synthesis and implementation, public mental health, managing
complex needs, personalised medicine and through technology to
improved care quality.

•

Groundwork is a charity that, amongst other things has innovative
schemes that form part of the “natural health service”, to boost health
and wellbeing.

st
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RECOMMENDATIONS
The Governing Body noted the contents of the report and
approved the funding of £335,000 for the Egton Medical Information
Systems Web Community Information System, as proposed by the
Senior Management Team.
07

MENTAL HEALTH INTEGRATED PROVIDER HUB
Alison Lee provided the background to this report and noted it was
intended that Cheshire and Wirral Partnership Trust will be the lead
provider. The intention is to work with one lead provider to review the
service and consider where investment may be required, or where
commissioning should be tightened to improve services.
This report sets the scope of the18 month project. The report was
discussed and the following points were noted:
•

Details were provided on the purpose of the integrated provider
hub, and how this will deliver value for money.

•

Accountability will not be delegated to Cheshire and Wirral
Partnership NHS Foundation Trust, and a Memorandum of
Understanding will be in place setting out that accountability will be
to the Commissioning Delivery Committee. Monitoring of quality
will be undertaken at the Quality and Performance meeting with
Cheshire and Wirral Partnership NHS Foundation Trust, and will go
by exception to the Programme Assurance Board. The
Memorandum of Understanding is not a legally binding document;
however, the contract with Cheshire and Wirral Partnership NHS
Foundation Trust supersedes this.

•

Cheshire and Wirral Partnership NHS Foundation Trust will be at
the heart of the process, and they will be accountable for quality
and costs, but will work very closely with the Clinical
Commissioning Group.

•

Outcomes will be considered and the most efficient and effective
way to achieving these outcomes.

•

The pilot will run for twelve months, with a six month evaluation
period to follow.

In response to questions raised by Governing Body members, the
following responses were noted:
•

The Voluntary Sector has been included within this process,
although patient involvement has been limited to date. Once
agreement has been provided on the report, events will be held that
to obtain patient and carer involvement.
st

Minutes of the Clinical Commissioning Group Governing Body meeting held on 21 March 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013
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Cheshire and Wirral Partnership NHS Foundation Trust ensure
patient involvement in all their undertakings, and a service user has
been included with the Mental Health Programme Budget Board
since its inception.
•

NHS West Cheshire Clinical Commissioning Group will remain
accountable for the service. The purpose of the pilot is to discover
where areas of work should be undertaken.

It was agreed that the Memorandum of Understanding will clearly state
how progress will be judged, and consideration will be required as to when
updates are presented at this meeting.

LS

RECOMMENDATIONS
The Governing Body:
a) Agreed the content of the three documents:
• Document 1: Memorandum of Understanding
• Document 2: Integrated Provider Hub Operational Policy
• Document 3: Mental Health Programme Assurance Board
Terms of Reference.
b) Agreed a commencement date of 1st June 2013.
d) Agreed 18 month time frame (12 month allowing for 6 month
evaluation process).
08

MINUTES OF GOVERNING BODY SUB-COMMITTEES
The Governing Body noted the decisions made on their behalf by the
Sub-Committees, and endorsed them.
ANY OTHER BUSINESS
No other items of business were received.
DATE AND TIME OF NEXT MEETING
The next meeting will take place on Thursday 18th July 2013, 9.00am12.00pm, in Civic Suite, Civic Hall, 4 Civic Way. Ellesmere Port. CH65
0AZ

Minutes received by:
(Chairman)
Date

st

Minutes of the Clinical Commissioning Group Governing Body meeting held on 21 March 2013
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013
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West Cheshire Clinical Commissioning Group Governing Body
Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
Meeting Held on 21st March 2013
Page 7 101

Page 9 104

Action
Owner
Lesley Appleton is to follow up in relation to issues between the 24hour Lesley
blood pressure monitors and the EMIS web software.
Appleton

Due Date
September
2013

STATUS
For September
meeting

Cheshire and Wirral Partnership NHS Foundation Trust to be requested Paula Wedd
if they are able to provide benchmarking details relating to unexpected
deaths and plans for a public facing version of their investigation into
unexpected deaths.

September
2013

For September
meeting

Due Date
September
2013

STATUS
For September
meeting

Meeting Held on 18th April 2013
Page 4 109

Action
Quality Handover Legacy Document: Further clarification is required on
rating of “red” and “green” risks, and NHS funded nursing care/continuing
health care issues require further consideration/ reporting to a future
Governing Body meeting upon receipt of information from NHS England
Area Team.

Owner
Paula Wedd

Page 6 110

A simplified version of the Commissioning Plan 2013/14 is to be created, Laura Marsh
and this will be included within the West Cheshire Clinical Commissioning
Group prospectus.

July 2013

Page 8 112

Once the Primary Care Trust accounts have been closed and audited,
the Transfer of Assets and Liabilities is to be brought to the Governing
Body meeting to provide details of all financial values, along with an
opening balance sheet.

September
2013

Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013

Gareth
James

Complete

For September
Meeting

1

Action
Owner
The 2013/14 Governing Body Assurance Framework is to be revised six Gareth
months in to this financial year and re-scored/presented to the Governing James
Body.

Due Date
November
2013

STATUS
For November
meeting

Page 9 114

A review cycle is to be produced for approval by the Governing Body for
the Clinical Commissioning Group Policies and Governance Documents.

Clare
Dooley

July 2013

Update in Chief
Officer’s Report

Page 10 114

Clinical Commissioning Group Constitution - Clarity is to be sought as to
the relationship between the Governing Body and the Membership
Council, as queries have been received by GPs in relation to
commissioning decisions which should be directed to the Membership
Council. It was agreed to provide the next review of the Constitution in
autumn 2013.

Alison Lee

September
2013

For September
meeting

Page 8 113

Meeting Held on 16th May 2013
Page 2
Opening
Remarks

An overview of the NHS England Clinical Commissioning Group
Assurance Framework is to be provided for the July Governing Body
meeting.

Alison Lee

July 2013

Update in Chief
Officer’s Report

Page 3
Open
Forum

PEG Question from Patient Participation Group - A detailed response
has been obtained from the Countess of Chester Hospital NHS
Foundation Trust and this to be feedback to the patient participation
group concerned.

Paula
Wedd

July 2013

Complete

Page 7 03

Quality Improvement Report
a) Future Quality Improvement Reports to include additional details on
events and provide information on how serious event was.

Paula
Wedd

July 2013

See Quality
Improvement
Report

Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013

2

Page 7 03

Action
Owner
Due Date
STATUS
b) Discussions to take place regarding the level of detail to be included Pam Smith /
September For September
within future Quality Improvement Report.
Paula Wedd
2013
meeting

Page 8 03

c) The Countess of Chester Hospital A&E patient survey – Feedback
to be given to the Countess of Chester Hospital regarding ‘curtain
only’ patient cubicles.

Paula Wedd

September For September
2013
Meeting

Page 8 03

Eastway Assessment Unit – progress of safeguarding issues/action plan.

Paula Wedd

Page 8 03

Paula Wedd to consider use of patient stories at future governing body
meetings.

Paula Wedd

September
2013
September
2013

For September
Meeting
For September
Meeting

Page 11 05

Merging the Finance, Performance and Delivery Report for future
governing body meetings

Gareth
James/Rob
Nolan/Laura
Marsh
Rob Nolan

July 2013

Paper provided
for the July
Governing Body

July 2013

Complete

Lesley
Singleton

September For September
2013
Meeting

Page 11 05 Performance Report – A&E Waiting time targets - Action plan to the

Commissioning Delivery Committee and governing body meetings.
Page 13 07 Mental Health Integrated provider hub – Memorandum of Understanding

to clearly state how progress to be judged, and when updates to be
presented at Governing Body.
Complete
For Future Meeting
Outstanding

Actions from the minutes of Clinical Commissioning Group Governing Body Meetings
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
16 May 2013
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AGENDA NO: WCCCGGB/13/07/09

GOVERNING BODY REPORT
1. Date of Governing Body Meeting:

18th July 2013

2. Title of Report:

Starting Well Programme Update

3. Key Messages:
•

The Starting Well Programme focuses on
supporting children, young people and their
families to reduce reliance on care in
hospitals. Based on our biggest health
challenges, this will focus on long term
conditions and also on children and young
people with multiple needs.

•

The Families Together project provides a
unique opportunity for partners and
services to work together to transform the
lives of families and reduce their
dependency on public services within West
Cheshire. We can already see a positive
impacts including improved physical and
mental health and closing child protection
cases.

•

Paediatric hospital@home is already caring
for children at home and will start to admit
children from A&E this summer

•

A community paediatric continence service
started on 1st July 2013.

•

Our maternity project is underway. It aims
to improve outcomes promotes natural birth
experience, midwifery led triage care
pathways, a reduced number of admissions
during the antenatal period, reduced
inductions and instrumental interventions at
birth, reduced caesarean section rates and
increased breast feeding initiation.
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•

An early version of the performance
dashboard is attached at Appendix 2, which
reports against key outcome measures.

4. Recommendations:

The Governing Body is requested to note the
Starting Well Programme progress report.

5. Report Prepared By:

Dr Sue O’Dell
Clinical Lead for Starting Well
Fay Quinlan
Senior Children and Young People’s
Commissioning Manager
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
STARTING WELL PROGRAMME UPDATE
PURPOSE
1.

The purpose of this report is to update the Governing Body on the progress of
the Starting Well Programme’s 2013/14 projects; detail any Commissioning for
Quality and Innovation schemes relating to the projects; outline the clinical
involvement and patient involvement/ engagement in the programme and report
against the key outcome measures.

INTRODUCTION
2.

The Starting Well Programme focuses on supporting children, young people
and their families to reduce reliance on care in hospitals. Based on our biggest
health challenges, this will focus on long term conditions and also on children
and young people with multiple needs.

3.

This overarching programme report contains projects which support each of the
seven NHS West Cheshire Clinical Commissioning Group corporate objectives.

2013/14 PROJECTS
Integrated Early Support and Families Together
4.

The Early Support project (led by Cheshire West and Chester Council) will
deliver a single access team to assess the needs of children, young people and
their families and provide advice to professionals, where possible. Cases
requiring further support will be passed on to a case management team who
will be able to work more effectively using a single assessment process, a
menu of interventions (across health and social care), a single case manager
per family and shared data.

5.

The Families Together project provides a unique opportunity for partners and
services to work together more systemically to transform the lives of families
and reduce their dependency on public services within West Cheshire. Key
outcomes to date include:

6.

35% of year 1 families have achieved outcomes in relation to reduced risks to
children; housing stability; neighbour nuisance; physical and mental health and
moving closer to work;
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a. 91% of Year 1 families engaged
b. 72% of Year 1 families have stepped down from social care
c. 30% of Year 1 families have been closed to child protection.
Paediatric Hospital @ Home
7.

Phase one started in October 2012 and provides a consultant led Paediatric
Hospital @ Home Service to children/ young people who are either acutely ill,
or have chronic health conditions that are difficult to manage and are deemed
to be safe to manage at home.

8.

Phase two (due to start in the summer of 2013) introduces a triage service for
children/young people who self-present at Accident and Emergency. An
assessment and examination will be undertaken by an appropriately trained
skilled clinician (an Advanced Paediatric Nurse Practitioner, or Paediatric
Registrar) who would then determine their suitability for the service.

9.

Phase three (due to start by March 2014) will provide education and support to
increase the knowledge and skills of staff in other services who are responsible
for providing health, social care and education to children and young people
with long term chronic conditions to achieve the best control of their condition.

Reducing admissions for children with lower respiratory tract infections
10. The project includes the development of improved care pathways for children
with long term conditions to provide clear guidance for GPs and other clinicians
to support them in caring for children in the community. The Paediatric Hospital
@ Home Service has been set targets in 2013/14 to develop care pathways for
diseases and conditions commonly affecting children and young people. Two
lower respiratory tract infection pathways are to be developed and
disseminated by December 2013.
Improving Paediatric Diabetes Standards
11. The project aims to improve standards within the paediatric diabetes service to
meet the requirements of the national best practice tariff. A 2013/14 service
specification, incorporating care pathways and local quality requirements, has
been implemented. Performance will be monitored via the Contract.
Implementing a Community Paediatric Continence Service
12. This project aims to specify and commission a nurse led community continence
service for all children and young people (aged 0-19 years) with bladder and
bowel dysfunction, inclusive of their families/carers, where appropriate. A
consultation exercise with children and young people, their parents and carers
and professionals was undertaken in May. The service started on 1st July
2013.
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Waiting Times for Children in Care
13. In order to prevent disadvantage to Children in Care on NHS Waiting Lists (the
statutory guidance on Promoting the Health and Well-being for Looked After
Children refers), this project will develop mechanisms to make sure that when a
child/young person moves placement, or moves from one NHS waiting list to
another, he/she should not be disadvantaged by being placed at the bottom of
a new list. All key health providers have been reminded of their statutory
responsibilities in this area. A quality measure has also been developed and
included in 2013/14 contracts to monitor performance. A review of the pathway
that the Child Adolescent Mental Health Service has developed to respond to
this issue has been undertaken and improvements have been requested. The
Clinical Lead has also written to GPs about this issue.
Adoption Medical Adviser Service
14. This project is in response to the Children and Families Bill 2013, which sets
out the Government’s proposals to overhaul the adoption system and requires
a review of the existing Community Paediatrics Service provision to ensure that
it meets future requirements. The review is scheduled for Quarter 3 and may
be subject to change due to the legislative process. The support of the Head of
Integrated Commissioning, at Cheshire West and Chester Council, has been
sought to ensure that the Clinical Commissioning Group response to the Bill
proposals to overhaul the system is embedded in the developing local authority
work in this area. A response is awaited.
Children and Young People with Disabilities
15. The aim of this project is to redesign and improve the process for consumables
and transition from child to adult services to identify opportunities for improved
outcomes and experiences for children, young people and their families living
with disabilities and increase efficiencies. A Commissioning for Quality and
Innovation scheme has been developed and included within the Countess of
Chester Hospital Foundation Trust and Cheshire and Wirral Partnership
Foundation Trust Contracts. A scoping exercise on the extent of the
consumables issue will be undertaken.
16. In response to a formal request by the Clinical Commissioning Group, the Local
Authority has agreed to re-establish a tripartite (Education, Health and Social
Care) Panel for children with complex needs.
17. Linking to the End of Life Programme, the Senior Children and Young People’s
Commissioning Manager has recently led a multi-agency mapping exercise of
children’s palliative and end of life care in the area. The intention is to improve
support to children and young people with palliative and end of life care needs
by implementing Phase 3 of the Paediatric Hospital @ Home Service (subject
to the Service increasing to 24/7).
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Maternity
18. The aim of this redesign is to increase normalisation of birth through the
redevelopment of clinical care pathways for low, medium and high risk patients
in partnership with all relevant providers to create a seamless and positive
experience for the women in West Cheshire. The project intends to improve
outcomes that reflect a family friendly maternity service, that promotes natural
birth experience, midwifery led triage care pathways, a reduced number of
admissions during the antenatal period, reduced inductions and instrumental
interventions at birth, reduced caesarean section rates and increased breast
feeding initiation. These outcomes have been shaped by reports from Dr
Foster, Clinical Commissioning Group Guidance, NHS Commissioning Board,
Payment by Results report and the Maternity and Perinatal data report for
Cheshire and Merseyside (2012).
19. A visioning event was held, in February, to agree a collaborative approach to
achieving these outcomes with key stakeholders for maternity care. A strong
partnership has been developed with Portsmouth Queen Alexandra Maternity
service, who are seen as national leaders in the normalisation of the maternity
experience. This is complimented by the local relationship with Liverpool
Women’s Midwife Consultant. As well as establishing an overarching Maternity
Network, subgroups for antenatal, normalising birth, postnatal, clinical
leadership and patient engagement have been established.
Other work to note
20. The clinical and programme lead are supporting the preparations for the
unannounced OFSTED Inspection; the local review of Special Educational
Needs provision and the Clinical Commissioning Group’s response to the
national Special Educational Needs and Disability reforms.

QUALITY INCENTIVE SCHEME
21. A Quality Incentive Scheme with the Countess of Chester Hospital NHS
Foundation Trust and Cheshire and Wirral Partnership NHS Foundation Trust
has been developed and is focused on ensuring the successful and smooth
transition of young people from children’s to adult health services through:
22. the introduction of a trigger in the assessment process to alert staff to identify
and support young people nearing transition (aged 14 years and over) to
improve person centred transition planning; and
23. the development and implementation of practical, evidence based and
innovative approaches to improving transition, to include contributions from
both children’s and adult health services/professionals.
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24. This indicator will focus on transition planning for young people with complex
health needs, or a disability, in both Trusts and those accessing high volume
service pathways (Countess of Chester Hospital specific) and children and
young people’s speech and language therapy and continence services
(Cheshire and Wirral Partnership specific).
Maternity
25. To underpin and financially support the wider programme of work that is
encompassed in the West Cheshire Maternity Network, two dedicated quality
schemes have been developed and introduced. These are targeted towards the
normalisation of birth through choice and the introduction of shared decision
making, both at a practical and at a cultural level.

CLINICAL AND PATIENT INVOLVEMENT
26. Dr. Sue O’Dell is the overarching clinical lead for this programme and is fully
engaged with the development, implementation and delivery of each of the
projects (Appendix 1 refers). Dr. Jane Wilkinson has recently taken on the
maternity clinical lead role. Clinicians are engaged in all of the projects
contained within the Programme.
27. The service user/patient representative position on our strategy group (that is
chaired by Dr Sue O’Dell) is vacant and a new member is currently being
sought.
28. The Strategy Group also recently agreed to establish a scrutiny group of young
people who will hold the Group to account by reviewing and reporting on its
performance once a year. Discussions are underway to establish this scrutiny
group and how this approach could be linked with Healthwatch.
29. The recent Paediatric Continence consultation included engagement with
children and young people (including service users, local School Councils and
members of the Youth Parliament) their parents and carers (including the local
Parent Carer Forum members and service users parents and carers) and
children’s services professionals. The Delivery Plan details further patient
engagement which is planned in 2013/14.
30. A key strand of the Maternity redesign work is the establishment of sustainable
mechanisms for patient experience to be collated and inform service delivery.
To achieve this, focus groups are being held with both new and expectant
mums to understand their service experiences and how they would like to be
involved in future. Revision of the acute Trust and Clinical Commissioning
Group websites to provide more relevant information more easily is also being
investigated.
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OUTCOMES
31. The outcome measures detailed in Appendix 2 will be used to monitor
achievement against the Starting Well programme for 2013/14. These will be
monitored through the West Cheshire Children and Young People’s Health
Strategy Group, Maternity Network, Commissioning Delivery Committee and
Governing Body, on behalf of member practices. An early version of the
Starting Well Programme performance dashboard is attached at Appendix 2.

RECOMMENDATIONS
32. The Governing Body is requested to note the Starting Well Programme
progress report.

Dr Huw Charles-Jones
Chair and Executive Sponsor for Starting Well
July 2013
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APPENDIX 1
Starting Well Programme: Projects for 2013/14
•
•
•
•
•
•
•
•
•
•

Integrated Early Support and Families Together
Paediatric Hospital @ Home
Reducing Admissions for Children with Lower Respiratory Tract Infections
Improving Paediatric Diabetes Standards
Implementing a Community Paediatric Continence Service
Preventing Disadvantage to Children in Care on NHS Waiting Lists
Adoption Medical Adviser Service
Children and Young People with Disabilities – Consumables and Transition
Palliative Care – Children’s Community Nursing Services
Maternity Services

NB: Children’s Community Equipment and End of Life Care projects are being
progressed and reported upon via the Supported Self Care and End of Life
Programme areas respectively.
Children’s Emotional Health and Wellbeing is included in the all age Mental Health
Programme and specified within the respective delivery plan.
Work Plan (Business as Usual) Projects:
•
•
•
•
•
•
•

Long term conditions
Children’s Speech and Language Therapy
Community Paediatrics Service
Paediatric Occupational Therapy Service
Paediatric Physiotherapy Service
Children in Care – Initial Health Assessment Pathway
Third Sector Grants
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APPENDIX 2

Starting Well Programme Outcome Measures

Please click here for outcome measures data
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1. REDUCING DEATHS IN BABIES AND YOUNG CHILDREN
ANTENATAL ASSESSMENT AT 12 WEEKS - CCG

100.0%
95.0%

2012/13
West Cheshire
Wirral
Warrington
Central and Eastern Cheshire
England Average

Q1
93.6%
81.9%
88.9%
92.5%
86.9%

Q2
92.2%
80.7%
83.8%
94.1%
86.4%

Q3
93.1%
82.2%
88.2%
94.8%
87.5%

90.0%

Q4
88.7%
79.8%
88.3%
93.3%
86.2%

85.0%
80.0%
75.0%
70.0%
Q1 12/13

Source: Department of Health

Q2 12/13

West Cheshire

Wirral

Q3 12/13

Warrington

Central and Eastern Cheshire

Q4 12/13
England Average

ANTENATAL ASSESSMENT AT 12 WEEKS - COUNTESS OF CHESTER HOSPITAL NHS FOUNDATION TRUST
100.0%
80.0%
60.0%
40.0%
20.0%
0.0%
2006/07

2007/08

2008/09

2009/10 Q1 2009/10 Q2 2009/10 Q3 2009/10 Q4 2010/11 Q1 2010/11 Q2 2010/11 Q3 2010/11 Q4 2011/12 Q1 2011/12 Q2 2011/12 Q3 2011/12 Q4
CoCH

ONS2

National

Source: NHS Comparators

Comments:
Performance at both the Countess of Chester and at CCG level is consistently above the national average throughout 2012/13 for the percentage of antenatal assessments taking place before 12
weeks of gestation.

SMOKING AT TIME OF DELIVERY
Comments:
100.0%

700

90.0%

600

80.0%

500

70.0%

400

60.0%

300

40.0%

50.0%
30.0%

200

20.0%

100

10.0%
0.0%

0
Q1
Number of women SATOD

Q2

Q3

Q4

Number of women NOT SATOD

% SATOD

West Cheshire performed in the top quartile nationally in quarters 2
and 3, in 2012/13, but due to a rise in the number of mothers
smoking at the time of delivery in quarter 4, performance dropped
to being in the second quartile.
Overall throughout the year (to quarter 3), West Cheshire
performed better than the national average and was ranked 31 out
of 151 PCTs in England.
The national outturn for quarter 4 is due to be published at the end
of June 2013.

England Avg

Source: Omnibus (Qtrly submissions by Providers)

BREASTFEEDING INITIATION
Breastfeeding 2012-13

Q1

Q2

Q3

Q4

Initiated at Birth

64.85%

60.56%

61.72%

61.89%

Prevalence at Community Discharge

57.42%

54.95%

55.31%

55.74%

Prevalence at 10-14 Days

52.89%

49.93%

51.72%

49.92%

Prevalence at 6-8 Weeks

42.42%

37.89%

41.50%

40.10%

Prevalence at 6-8 Weeks
Prevalence at 10-14 Days
Prevalence at Community Discharge

Source: IPMR

Initiated at Birth
Q1

Q2

Q3

Q4

Comments:
The above table and chart emphasise how the breastfeeding rates reduce considerably from those initiated at birth to those still breastfeeding at 6-8 weeks. The biggest reductions
over the year was seen in those initiated at birth, which reduced by 4.6%.
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2. NEONATAL MORTALITY AND STILLBIRTHS
Comments:

9.0
8.0

Data is showing the 2010 neonatal mortality and stillbirth rate per 1,000 births.

7.0
6.0

West Cheshire is perfoming somewhat lower than national average in the rate of neonatal
mortality and stillbirths.

5.0
4.0
3.0

The data has been obtained from the Information Centre Indicator Portal and is currently
awaiting the 2011 position. This information will be updated as soon as this information is
made available but in the interim, other possible data sources are being discussed with the
Public Health Team to gain a more current position.

2.0
1.0
0.0

England

Western
Cheshire

Central and
Eastern
Cheshire

Warrington

Wirral

Source: Information Centre

3. INCREASED 'NORMALISATION OF BIRTH'
PATTERNS OF MATERNITY CARE IN ENGLAND NHS HOSPITALS
Primiparous Women:

Multiparous Women:

Instrumental delivery

Instrumental delivery
Elective caesarean section

Elective caesarean section

Spontaneous labours resulting in emergency
c-section

Spontaneous labours resulting in emergency csection

Induced labours resulting in emergency csection

Induced labours resulting in emergency c-section

Induction of labour

Induction of labour

0.0%
National Avg

10.0%

20.0%

30.0%

40.0%

0.0%
National Avg

CoCH

10.0%

20.0%

30.0%

40.0%

CoCH

Source: Royal College of Obstetricians and Gynaecologists (HES data)

Comments:
Data has been split between primiparous and multiparous women to show the changes in maternity care across these groups. It is evident from the above charts that there is a 10.1% increase in
elective caesarean sections in the multiparous group compared to the primiparous group.

PERCENTAGE DELIVERIES AT HOME OR IN A MIDWIFE LED UNIT
Comments:
16.00%

The percentage of deliveries taking place at home or in
a midwife led unit is notably lower than both the
national and ONS averages throughout the previous 6
years.

14.00%
12.00%
10.00%
8.00%

It is also important to note that both the national and
ONS attainments are seeing a steady rise, especially
from 2010 onwards but this same trend is not being
seen at a local level.

6.00%
4.00%
2.00%
0.00%
2006/07 2007/08 2008/09 2009/10 2009/10 2009/10 2009/10 2010/11 2010/11 2010/11 2010/11 2011/12 2011/12 2011/12 2011/12
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
Q1
Q2
Q3
Q4
PCT

ONS2

National

Source: NHS Comparators
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CAESARIAN SECTIONS AS A PERCENTAGE OF TOTAL DELIVERIES

Source: NHS Comparators

Comments:
Data for West Cheshire does appear to fluctuate month on month and is notably above the ONS and National averages in most months.

4. WOMEN'S EXPERIENCE OF MATERNITY SERVICES
COCH SCORE

HIGHEST TRUST
SCORE

ANTENATAL CARE

DID YOU FEEL THAT MIDWIVES AND
OTHER CARERS GAVE YOU
CONSISTENT ADVICE?

56

67

NORMALISING BIRTH

WERE YOU GIVEN A CHOICE OF
HAVING YOUR BABY AT HOME?

82

96

POSTNATAL PATHWAY

AFTER THE BIRTH OF YOUR BABY,
WERE YOU GIVEN THE
INFORMATION OR
EXPLANATIONS YOU NEEDED?

70

82

CLINICAL LEADERSHIP

DID YOU HAVE CONFIDENCE AND
TRUST IN THE STAFF CARING FOR
YOU DURING THE LABOUR AND
BIRTH?

82

93

PATIENT INVOLVEMENT

THINKING ABOUT YOUR CARE
DURING LABOUR AND BIRTH,
WERE YOU INVOLVED ENOUGH IN
DECISIONS ABOUT YOUR CARE?

80

96

OVERALL CARE

OVERALL, HOW WOULD YOU RATE
THE CARE RECEIVED DURING YOUR
LABOUR AND BIRTH?

82

93
Key:

Source: CQC Maternity Survey 2010 (Countess of Chester Hospital)

NATIONAL POSITION

Best performing 20% of trusts
Intermediate 60% of trusts
Worst performing 20% of trusts

5. UNPLANNED HOSPITALISATION FOR ASTHMA, DIABETES AND EPILEPSY IN UNDER 19S
400.0

Comments:

350.0

West Cheshire is significantly below other local CCGs in the rate of
unplanned admissions for asthma, diabetes and epilepsy in the under 19
age group in 2012.

300.0
250.0
200.0

ONS and England figures are currently being sought and will be included in
the subsequent report for the West Cheshire Children and Young People's
Child Health Strategy Group.

150.0
100.0
50.0
0.0

NHS WEST
CHESHIRE CCG

NHS EASTERN
CHESHIRE CCG

NHS SOUTH
CHESHIRE CCG

NHS WARRINGTON
CCG

NHS WIRRAL CCG

Source: Information Centre
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6. EMERGENCY ADMISSIONS FOR CHILDREN WITH LOWER RESPIRATORY TRACT INFECTIONS
600.0

Comments:

500.0

The West Cheshire emergency admissions rate for children with lower
respiratory tract infections was higher than the comparable rates in other
local CCG areas in 2012, with the exception of the NHS Wirral area.

400.0
300.0

ONS and England figures are currently being sought and will be included in
the subsequent report for the West Cheshire Children and Young People's
Child Health Strategy Group.

200.0
100.0
0.0

NHS WEST
CHESHIRE CCG

NHS EASTERN
CHESHIRE CCG

NHS SOUTH
CHESHIRE CCG

NHS WARRINGTON
CCG

NHS WIRRAL CCG

Source: Information Centre

7. IMPROVING CHILDREN AND YOUNG PEOPLE'S EXPERIENCE OF HEALTHCARE
AWAITING FURTHER CONFIRMATION
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GOVERNING BODY REPORT

1. Date of Governing Body Meeting:

18th July 2013

2. Title of Report:

Developing Primary Care Programme Update

3. Key Messages:

The Developing Primary Care Programme
includes three projects:
•
•
•

General Practice Commissioning for
Quality and Innovation Scheme,
Development of an ICT Strategy,
Developing General Practice Delivery

Work on these projects has commenced and
this paper gives a brief outline of each project.

4. Recommendations

The Governing Body is asked to:
a) Note the projects outlined in the
Developing Primary Care Programme
b) Consider the progress made across the
work programme to date.

5. Report Prepared By:

Dr Andy McAlavey,
Medical Director
Sarah Murray,
Clinical Leadership & Engagement Manager
Sarah Vickers,
Quality Improvement Manager
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
DEVELOPING PRIMARY CARE PROGRAMME UPDATE
PURPOSE
1.

The purpose of this report is to inform the Governing Body on the progress
made to date regarding the Developing Primary Care Programme.

INTRODUCTION
2.

Developing Primary Care is one of the seven programmes in the Clinical
Commissioning Group’s work plan for 2013/14.

3.

The programme aims to ensure member practices play their part in supporting
the Commissioning Group’s delivery intentions. This is important if the
Commissioning Group is to succeed in developing primary care.

4.

The programme comprises the following projects:
a) General Practice Commissioning for Quality and Innovation
Scheme
b) Developing an Information Communication Technology Strategy
c) Developing General Practice delivery

5.

The projects above support the corporate objectives listed below:
• To use the knowledge and experience of clinicians and managers to
improve care;
• To work effectively with our members;
• To commission safe, effective care that continues to improve patient
experience;
• To lead the development of a shared vision for the health and social
care economy;
• To continue to develop the effectiveness of the organisation;
• To ensure financial sustainability for the health economy.

GENERAL PRACTICE COMMISSIONING FOR QUALITY AND INNOVATION
SCHEME
6.

The Clinical Commissioning Group has a statutory duty to improve the quality
of general practice. One way this is achieved is through the adoption of the
General Practice Commissioning for Quality and Innovation Scheme.
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7.

Following negotiation with the three GP localities and the Local Medical
Committee the structure of the scheme has been agreed. All practices will
undertake three mandatory goals. These are:
a)
b)
c)

Improving referral activity information
Supporting self-care for patients with Chronic Obstructive Pulmonary
Disease
Undertaking the national cancer awareness and early diagnosis project

8.

Improving referral information requires member practices to standardise the
recording of referrals. This will ensure more timely referral data is available by
practice and at organisational level. Practices will also monitor and reflect on
their activity in order to explore variation and inform commissioning decisions.
The number of referrals to each hospital speciality will be illustrated in a
dashboard. The facility for GPs to seek advice from a Consultant, via the
Choose and Book system, is also being developed.

9.

Patients with Chronic Obstructive Pulmonary Disease often experience
exacerbations during the winter months, which can result in a hospital
admission. Supporting self-care for patients with Chronic Obstructive Disease
aims to ensure that those patients at risk of a hospital admission receive their
annual review and influenza and pneumococcal immunisations before winter.
Patients will be given advice on keeping well during the winter months, how to
manage worsening symptoms and encouraged to access support from Age
UK. Practice achievement against key indicators of care will be monitored in
the quality dashboard.

10.

Building on last year’s scheme, all practices will work with the Merseyside and
Cheshire Cancer Network on the national cancer awareness and early
diagnosis project. This requires practices to review their cancer profiles and
undertake the Royal College of General Practitioners audit of cancer
diagnosis. Actions to help identify cancer earlier will be identified and
implemented.

DEVELOPING AN INFORMATION COMMUNICATION TECHNOLOGY
STRATGEY
11.

Information Communication Technology is an important tool in supporting the
delivery of high quality patient care. “Securing Excellence in GP Information
Technology Services: Operating Model,” (December 2012) states that from
the 1st April 2013 the NHS Commissioning Board will delegate responsibility
for the operational management of GP Information Technology to the Clinical
Commissioning Group. This includes the:
•

Provision of clinical systems and associated hardware and network
services

•

Provision of support services such as training.
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12. In response to the operating model a local Information Communication
Technology Strategy Group has been formed with responsibility to:
• Oversee the implementation of the local Information Communication
Technology strategy, which supports the transforming health and social
care agenda.
• Ensure the best use of technology is made in delivering health care.
13.

Terms of reference have been agreed and current members include
representation from general practice and Cheshire and Wirral Information
Communication Technology Solutions. However, in order to ensure that the
strategy looks beyond general practice, representation is also being sought
from Cheshire and Wirral Partnership NHS Foundation Trust, the Countess of
Chester Hospital NHS Foundation Trust and Cheshire West and Chester
Council.

14.

The Strategy Group is currently overseeing issues of more immediate
concern. A West Cheshire-wide practice Business Continuity Plan has been
developed in response to the increasing number of practices moving to Egton
Medical Information Systems Web. In order to manage operational issues in
the future, an operational group is being formed which will identify
development opportunities and offer operational advice on the Commissioning
Group’s delivery programmes.

DEVELOPING GENERAL PRACTICE DELIVERY
Member Practice Visits
15.

As a membership organisation it is vital that the Clinical Commissioning
Group engages with its member practices.

16.

As part of the member practice engagement scheme each practice is visited
twice each year. The first visit is a listening visit where the Medical Director,
Clinical Leadership and Engagement Manager and Locality Support Manager
go out to meet each practice. This provides an opportunity for the team to
understand the issues affecting the practice and listen to their concerns.

17.

Fifteen listening visits have been undertaken to date and have been very well
received. Practices have completed an evaluation of their visit. On a scale of
1 to 5 (with 5 being the most valuable) 22% of respondents rated the visit as
5, 64% as 4 and 14% as 3. Nearly all respondents (93%) felt that the visiting
process would be valuable to undertake annually.

18.

When asked what was most useful about the visit responses included:
•

“The opportunity to voice concerns without criticism; that you felt listened
to; action points were taken to be followed up; inclusion of the admin team;
it was informal and relaxed”.
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19.

•

“Nice to put faces to names, team seemed genuine in their support of
general practice”.

•

“The knowledge that we aren’t alone in our concerns and the hope that
something good may come from it”.

Quality visits will commence in the second half of the year and will focus on
the quality of services being delivered by the practice. We are developing
practice profiles to inform the visits. The visits will also provide an opportunity
to share best practice across member practices.

Improving patient access to general practice
20.

General Practice has seen a significant increase in demand for its services
due to people living longer and with more years spent in ill-health. Similar to
other parts of the NHS, this has put considerable strain on general practice.

21.

In order to be effective commissioners general practice will need to redesign
the working practices and skill mix of GPs and practice staff. The Clinical
Commissioning Group is supporting general practice to transform the way it
delivers patient care in two ways:

New Patient Access Local Enhanced Service
22.

Intelligence obtained at the member practice listening visits has informed the
design and scope of a new patient access local enhanced service. This will
require practices to undertake a number of diagnostic exercises and identify
areas for redesign and improvement. An action plan will be produced with
timescales for delivering improvements.

23.

Consultation has been undertaken at each of the GP Locality Networks and at
the Practice Managers’ Forum. The Local Medical Committee will also be
consulted. A paper will be submitted to the Commissioning Delivery
Committee for approval in August.

The Productive General Practice Programme
24.

NHS Improving Quality (formally the NHS Institute for Innovation and
Improvement) has developed a programme for general practice as part of its
Productive Series. The Productive Series supports NHS teams to redesign
and streamline the way they work and promotes a continuous improvement
culture.

25.

Initially twelve practices were interested in participating in the eighteen month
programme. The practices explored what would be required in more detail
and, due to factors including changes in staffing and the time commitment
required, a number of practices decided not to sign up for the programme this
year.
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26.

Three practices, one from each locality, have decided to embark on the
programme Lache Health Centre, Helsby Health Centre and Westminster
Surgery.

27.

A paper will be submitted to the Commissioning Delivery Committee for
approval of the funding for this programme.

28.

In measuring the success of these programmes improved patient experience,
as well as reduced Accident and Emergency attendance will be used;
however the outcomes of the transformational changes required to redesign
primary care are expected to come to fruition in the long, rather than short,
term.

Measuring Outcomes
29.

The outcomes of the programme will be measured through the GP quality
dashboard. This includes outcomes in patient safety, clinical effectiveness
and patient experience. National GP practice profiles are also available from
public health England and will provide additional benchmarking information.
More information on the outcomes for this programme will be included in the
next update report.

RECOMMENDATIONS
30.

The Governing Body is asked to:
a)

Note the projects outlined in the Developing Primary Care Programme;

b)

Consider the progress made across the work programme to date.

Dr Andy McAlavey
Medical Director
July 2013
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GOVERNING BODY REPORT
1. Date of Governing Body Meeting:

18th July 2013

2. Title of Report:

Community Services Review

3. Key Messages:

• The
Clinical
Commissioning
Group
commissioned
Sedgwick-Igoe
and
Associates to undertake a review of adult
community services provided by Cheshire
and Wirral Partnership NHS Foundation
Trust.
• The services reviewed were district nursing,
community matrons, specialist nursing and
therapies (excluding podiatry, musculoskeletal and speech and language).
• Quantative and qualitative data has been
obtained including national benchmarking
information where available.
• Overall conclusions suggest that services
community services have integrated well into
Cheshire and Wirral Partnership NHS
Foundation Trust with an increased focus on
professional development and clinical
governance.
• Services benchmark well apart from
community matrons which seems very well
resourced with a comparatively low caseload
• The report suggests some changes to the
way the Clinical Commissioning Group
contracts for community services and also
recommends increased focus on the ageing
well work programme.
• Finally, the report recommends NOT to
tender services at this time.
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4. Recommendations:

The Governing Body is asked to:
a) note the contents of the report
b) note
the
individual
service
and
commissioning recommendations and ask
that these are considered and progressed
by the senior management team
c) to approve the recommendation NOT to
tender the community services contained
within the scope of the review

5. Report Prepared By:

Alison Lee
Chief Officer
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WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
COMMUNITY SERVICES REVIEW
INTRODUCTION
1.

This paper is to update the Governing Body on the content and
recommendations from the Community Services review commissioned in April
2013 from Sedgwick-Igoe and Associates Ltd.

2.

The Governing Body is asked to note the contents of the report and to
approve the recommendations.

BACKGROUND
3.

In April 2013 Sedgwick-Igoe and Associates Ltd. were commissioned by NHS
West Cheshire Clinical Commissioning Group, to undertake a review of
selected Adult Community Services provided by Cheshire and Wirral
Partnership NHS Foundation Trust. Anecdotal feedback from GPs and
commissioner concerns regarding the perceived lack of change in service
provision since Transforming Community Services combined with the results
of a desktop review produced by Cheshire and Wirral Commissioning
Services Unit prompted the need for greater understanding of the services
provided to inform future commissioning. In addition, contracts with provider
organisations are due for review and possibly re-tendering.

4.

The community services to be included were:
a.
b.
c.
d.

5.

District Nursing;
Community Nursing;
Specialist nursing; and
Therapies excluding Podiatry, Adult Musculoskeletal and Speech
and Language Therapy

The approach taken built on information gleaned from meetings with
commissioning managers, GPs, practice managers, community nurses,
therapists and senior service managers. This qualitative data was
complemented with and analysis of the cost and activity of the services
(benchmarked against national information). Critically the review includes the
perception of GPs of each of the community services, and summaries of the
community staff’s own perceptions and experiences; giving an insight into the
valuable interpersonal and multi professional relationships which can affect
effectiveness of care.
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6.

Benchmarking community services is notoriously difficult due to the diversity
and complexity of service provision and delivery. However, an exercise
completed last year by the NHS Benchmarking Network using 2011/12 data
has attempted to map community health services in some detail with
submissions from 66 community service providers.

7.

It is worth noting that that not all 66 providers have provided data for the
comparisons presented and this benchmarking is does not standardise for
demographic differences between areas. The report:
a. highlights the instability in the Health and Social Care economy as a
result of organisational changes over the last two years;
b. Discusses the changes to community services as a result of
Transforming Community Services;
c. Describes services and benchmarks them where possible;
d. Summarises feedback from GPs and Cheshire and Wirral
Partnership NHS Foundation Trust staff; and
e. Recommends improvement to the Ageing Well programme.

8.

The discussion and conclusions of the report reach beyond solely community
services and provide some analysis of the ageing well programme and the
“West Cheshire Way” work to develop a health and care community wide
vision for health services.

9.

This paper gives a summary of the report (the complete report is provided
by clicking here) and proposes how the Governing Body may want the Clinical
Commissioning Group to act on its recommendations.

REPORT SUMMARY
10.

The report considers each of the in-scope community services in turn.
Outlining their current cost and activity levels as well as staff levels and skill
mix. The report then considers the outputs of the interviews with community
staff, GPs and commissioning staff to capture the perceptions and
experiences of local community services. Provided below is a summary of this
work for each in scope service.

11.

The District Nursing Service appears to be comparatively well resourced,
being placed at the upper end of the benchmark inter-quartile range.
However, whilst contacts are below the average, they are well within the interquartile range. The fall in performance in 2012/13 is attributed to increased
complexity of patients with the requirement for more than one staff member to
attend still recorded as one contact. Duration of visits has also increased and
is now being recorded. It is also of note that the reduction in District Nurse
contacts occurred in the same year that the Community Matron Service
changed its service model to include the provision of direct patient care.
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12.

The Community Matron/Clinical Case Manager Service is very well
resourced, exceeding the upper range of the benchmark group and reflects
the low commissioned caseload per whole time equivalent. It appears that
there is considerable available capacity within the service to accommodate
the introduction of lower risk patients if direct patient care were referred to the
District Nursing Service. Community Matrons are also the first point of call by
Single Point of Access to visit patients and avoid hospital admission.

13.

Specialist Nurse Services receive low levels of resource and have generally
been commissioned to fill identified service gaps. The service does not
appear to have been reviewed in the light of other service developments. As a
consequence there appears that there is overlap in the provision of chronic
disease management. It is recommended that these services should be
reviewed in the context of the Patient Journey with clear lines of responsibility,
referral criteria and ‘hand back’ arrangements.

14.

The Community Therapy Service appears to be comparatively well
resourced, being placed at the upper end of the benchmark inter-quartile
range. Community Therapy contacts are below the average but towards the
middle of the inter-quartile range. However, it should be noted that the
Cheshire and Wirral Partnership Community Therapy service also provides
services to Ellesmere Port Hospital. Wait times for Therapy services appear
unduly long; work practices need to be reviewed to produce a more
responsive service. It is also recommended that GPs be informed of
therapists’ initial assessments and treatment plan in a timely manner and not
to rely solely on the discharge summary.

15.

Many of the specialist/multidisciplinary services including chronic,
obstructive, pulmonary disease, continence, and heart failure have been
commissioned and provided to fill identified service gaps. As a result they
continue to operate independently of the underlying core services. In general,
GPs do not know how to access these services.

16.

The new Rapid Response Team has been created from the merger of the
Cheshire and Wirral Partnership Rehab Link Team, the Crisis and Reablement Team and Countess of Chester Hospital Discharge Liaison Team to
enable timely access to therapy services and social care packages. However,
these teams continue to work in parallel and work is required to establish a
common vision for the service and to agree changes in working practices by
each former team to deliver the new vision. Currently, the service is not
provided after 6pm yet many older people presenting in accident and
emergency could avoid hospital admission if this service was available until
later into the evening. It is recommended that the business case for the
extension of Single Point of Access services might be enhanced further with
the inclusion of therapy and social care services to support an extension of
the newly formed Rapid Response Team.
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17.

Single Point of Access is making a considerable contribution to the
avoidance of hospital admission and is exceeding its target of 25% admission
avoidance. However, Countess of Chester Hospital NHS Foundation Trust
staff appear unaware of the contribution that Cheshire and Wirral Partnership
NHS Foundation Trust is making in measured hospital avoidance. It is
recommended that this information is shared regularly with the Countess of
Chester Hospital NHS Foundation Trust so that all parties recognise the
contribution that each is making to alleviate a shared problem.

SUMMARY OF REPORT RECOMMEDATIONS
18. The report makes recommendations for each of the in scope services. In
addition to this recommendations are made on the ageing well programme, IT
and the contracting process. The recommendations in the report are groups by
the responsible organisation. Included her are the Clinical Commissioning
Group recommendations:
District nursing
19. Review/revise commissioning of district nursing support to residential care
homes and nursing homes.
20. Explore with Cheshire and Wirral Partnership NHS Foundation Trust how to
leverage the latent clinical skills of experienced District Nurses in supporting
admissions avoidance and early discharge e.g. expansion of clinical
procedures delivered.
Community Matrons/Case Managers
21. Review Commissioning plan for Community Matron service with regard to
commissioned case load and surveillance of lower risk patients.
22. Revise the commissioning specification for Telehealth to
appropriateness of use as well as target numbers to be implemented.

include

Specialist nurses
23. Determine the contribution of Specialist Nursing Services to commissioned
Patient Pathways and resource accordingly.
Community Therapies
24. Meet with Cheshire and Wirral Partnership NHS Foundation Trust therapists to
understand equipment access issues to support patients in their usual place of
residence
25. The Equipment review project should be completed in a timely manner
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Rapid response team
26. Develop this work as a case study of integrated services and share learning
amongst other teams
Single point of access
27. Update commissioning requirements to reflect the developing model of service.
EMIS WEB/IT
28. Establish a short-life working group to agree a way forward in providing mutual
access to GP and community services patient records and operational policies.
Cheshire and Wirral Partnership NHS Foundation Trust Management of
community services
29. Work with West Cheshire Clinical Commissioning Group to promote and deliver
community services across community primary and secondary care.
Commissioning/contract management
30. Work is required to further develop patient pathways and to clearly identify the
services required to support the patient journey
31. Specifications should be updated to reflect the model of care required to
support the patient journey.
32. New performance indicators to be developed in partnership with Cheshire and
Wirral Partnership NHS Foundation Trust, focused on agreed priorities.
33. Review frequency of current contract monitoring to permit evidence of trend
data and management action and to enable capacity to discuss service
performance and development.
34. Identify key Cheshire and Wirral Partnership NHS Foundation Trust contacts
and establish ‘Person Marking’ to assure effective communication channels
outside of formal meetings.
35. Changes in ways of working are required in primary care in order to deliver
patient centric care closer to their place of residence
36. Work with specialist nurses assess completeness of registers e.g. heart failure
37. Clinical Commissioning Group leadership to take a more active role in the
communication of the organisation’s vision for the economy and the need for
changing working practices from all participants
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38. Consider the future of Ellesmere Port hospital - could it be used as a
community step up /step down facility and/or provide some access to
diagnostics for those living close by
39. Decide whether to tender contracts at this stage in the cycle
Ageing well
40. Engage all parts of the Health and Social care economy to build on the vision
from Ageing Well to agree the West Cheshire Way.
41. Commissioner to take the lead on agreeing the key messages for staff to
encourage working in partnership on the front line. Leaders to demonstrate
commitment to partnership working through words and actions.
42. Review the objectives of Clinical Commissioning Group meetings to determine
if any can be combined e.g. Programme Delivery Group and Clinical leads.
43. Focus substantive resource on Ageing Well to deliver it - clearly articulating the
value to be achieved. Invest additional focused GP resource to drive this
forward.
44. Ensure that there is appropriate project office resource to support project
processes and reporting.
45. Review plans and use appropriate tools to track progress and achievement of
milestones.
46. Refocus reporting on progress against plan, risks, barriers to implementation.
47. Expedite the implementation of Integrated teams to ensure the full
implementation across all clusters by September 2014.
48. West Cheshire Clinical Commissioning Group to engage Countess of Chester
Hospital NHS Foundation Trust possibly in the development of Ageing Well
considering development of outreach services, and step up/down services at
Ellesmere Port Hospital.
49. Provide leadership through the development of integrated Commissioning for
Quality and Innovation Schemes and other contractual measures.
50. Develop and agree a patient involvement plan.
51. Involve staff from all partner organisations in the development of new ways of
working at the appropriate time.
52. The Ageing Well Programme should identify the IT requirements to support the
delivery of the respective work-streams and any additional support tools e.g.
intranet for policies and procedures, tools to support communication with GPs.
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53. Identify an Ageing Well Project lead for IT as it is an enabling workstream.

CONCLUSIONS
54. As well as individual service recommendations a number of overall conclusions
can be drawn from the review.
(i)

The integration of community services into Cheshire and Wirral
Partnership has enabled professional development and clinical
governance to be improved.

(ii)

Generally, services benchmark well apart from community matrons and
specialist nurses. These services merit particular attention by
commissioners.

(iii)

The Clinical Commissioning Group need to determine if sufficient
management and clinical leadership is being directed towards the
ageing well programme which, when implemented could enable us to
be a “pioneer” for integrated care.

(iv) The Clinical Commissioning Group needs to determine if community
services should be put out to tender. The report recommends that the
following is taken into account:
a. Procurement timescales would be between 6 and 18 months;
b. The impact of uncertainty on staff. The review indicates that it has
taken Cheshire and Wirral Partnership NHS Foundation Trust two
years to embed the teams into their organization;
c. The planned local and national government elections in 2015 which
will undoubtedly require further changes to health and social care;
d. The significant risk of a loss of momentum to the ageing well
programme;
e. An understanding that patient focused integrated care can be
delivered across organisations if all parties are signed up to a shared
direction of travel.
55. On this basis it is recommended that the services contained within the scope of
this review are NOT put out to tender.

RECOMMENDATIONS TO GOVERNING BODY
56. The Governing Body is asked to:
a. note the contents of the report;
b. note the individual service and commissioning recommendations and
ask that these are considered and progressed by the senior
management team;
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c. to approve the recommendation NOT to tender the community services
contained within the scope of the review.

Alison Lee
Chief Officer
July 2013
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EXECUTIVE SUMMARY
In April 2013 Sedgwick-Igoe and Associates Ltd. were commissioned by NHS West Cheshire Clinical
Commissioning Group (WCCCG), to undertake a review of selected Adult Community Services
provided by Cheshire and Wirral Partnership NHS Foundation Trust (CWP). Anecdotal feedback
from GPs and commissioner concerns regarding the perceived lack of change in service provision
since Transforming Community Services (TCS) combined with the results of a desktop review
produced by Cheshire and Wirral Commissioning Services Unit (C&WCSU) prompted the need for
greater understanding of the services provided to inform future commissioning. In addition,
contracts with provider organisations are due for review and possibly re-tendering.
The community services to be included were:





District Nursing;
Community Nursing;
Specialist nursing; and
Therapies excluding Podiatry, Adult Musculoskeletal and Speech and Language Therapy.

Our approach has relied primarily on meetings with commissioners, GPs, Practice Managers,
community nurses, therapists and senior service managers. This qualitative data has been
complemented by the C&WCSU analysis and additional analysis of data provided by CWP
completed by us. Benchmarking community services is notoriously difficult due to the diversity and
complexity of service provision and delivery. However, an exercise completed last year by the NHS
Benchmarking Network1 using 2011/12 data has attempted to map community health services in
some detail with submissions from 66 community service providers; we have used this to provide
comparison where possible. Again the reader should note that not all 66 providers have provided
data for the comparisons presented and this is noted alongside the appropriate data.
The report:






highlights the instability in the Health and Social Care economy as a result of
organisational changes over the last two years;
Discusses the changes to community services as a result of TCS
Describes services and benchmarks them where possible;
Summarises feedback from GPs and CWP staff; and
Recommends improvement to the Ageing Well programme.

A detailed breakdown of recommendations is contained in Appendix C.

1

Benchmarking community services benchmarking report – Validated July 2012
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COMMUNITY SERVICES SUMMARY
The District Nursing Service appears to be comparatively well resourced, being placed at the
upper end of the Benchmark inter-quartile range. However, whilst contacts are below the average,
they are well within the inter-quartile range. The fall in performance in 2012/13 is attributed to
increased complexity of patients with the requirement for more than one staff member to attend
still recorded as one contact. Duration of visits has also increased and is now being recorded. It is
also of note that the reduction in District Nurse contacts occurred in the same year that the
Community Matron Service changed its service model to include the provision of direct patient
care.
The Community Matron/Clinical Case Manager (CM/CCM) Service is very well resourced,
exceeding the upper range of the benchmark group and reflects the low commissioned caseload per
whole time equivalent (WTE). It appears that there is considerable available capacity within the
service to accommodate the introduction of lower risk patients if direct patient care were referred
to the District Nursing Service. Community Matrons are also the first point of call by Single Point of
Access) SPA to visit patients and avoid hospital admission.
Specialist Nurse Services receive low levels of resource and have generally been commissioned to
fill identified service gaps. The service does not appear to have been reviewed in the light of other
service developments. As a consequence there appears that there is overlap in the provision of
Chronic Disease Management. It is recommended that these services should be reviewed in the
context of the Patient Journey with clear lines of responsibility, referral criteria and ‘hand back’
arrangements.
The Community Therapy Service appears to be comparatively well resourced, being placed at the
upper end of the benchmark inter-quartile range. Community Therapy contacts are below the
average but towards the middle of the inter-quartile range. However, it should be noted that the
CWP Community Therapy service also provides services to Ellesmere Port Hospital. Wait times for
Therapy services appear unduly long; work practices need to be reviewed to produce a more
responsive service. It is also recommended that GPs be informed of Therapists’ initial assessments
and treatment plan in a timely manner and not to rely solely on the Discharge summary.
Many of the specialist/multidisciplinary services including COPD, Continence, and Heart Failure
have been commissioned and provided to fill identified service gaps. As a result they continue to
operate independently of the underlying core services. In general, GPs do not know how to access
these services.
The new Rapid Response Team has been created from the merger of the CWP Rehab Link Team,
the Crisis and Re-ablement Team and Countess of Chester Hospital (CoCH) Discharge Liaison Team
to enable timely access to therapy services and social care packages. However, these teams
continue to work in parallel and work is required to establish a common vision for the service and
to agree changes in working practices by each former team to deliver the new vision.
Currently, the service is not provided after 6pm yet many elderly people presenting in A&E could
avoid hospital admission if this service was available until later into the evening. It is recommended
that the business case for the extension of SPA services might be enhanced further with the
inclusion of Therapy and Social Care services to support an extension of the newly formed Joint
Rapid Response Team.
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Single Point of Access (SPA) is making a considerable contribution to the avoidance of hospital
admission and is exceeding its target of 25% admission avoidance. However, CoCH staff appear
unaware of the contribution that CWP is making in measured hospital avoidance. It is
recommended that this information is shared regularly with CoCH so that all parties recognise the
contribution that each is making to alleviate a shared problem.
In summary, Community Services in Western Cheshire compare favourably to other services in the
Benchmarking club in terms of numbers of staff and contacts achieved:




Further work is required to assess the District Nursing contacts and if work is being
completed by other services;
Policies and procedures need to be consistently applied. GPs to be made aware of the
policies and procedures;
Issues have been highlighted with Therapies which the general manager is continuing to
address. In addition, access times to therapies should be reviewed. A review of the Rapid
Response service indicates that the nurses are not delivering nursing care but passing that
onto the District Nurses to complete. A review of the Rapid Response process should take
place to map out the process highlighting barriers and agreeing action plans to address.

Communication with GPs is key and improvements should be seen as integrated teams are
implemented as this will lead to:



The identification of named community nurses and team leaders for each practice; and
Provide a communication route for GPs to raise concerns with CWP and vice versa.

The addition of a board level GP will support communication and marketing of CWP services to the
primary care community.
The organisation should develop a more commercial approach to dealing with the commissioner
considering how to ‘account manage’ the commissioning team in the first instance.
In common with other Community Services organisation there had been little investment in
technology which in turn reduced the information available to commissioners, management and
operational teams. This is being addressed in CWP through the implementation of EMIS however
further work is required to resolve remote access issues amongst other things.
The majority of community staff have integrated well into CWP with considerable benefit from
effective professional development and clinical governance arrangements. Staff are excited about
the perceived benefits of moving to integrated teams. The nurses seemed clear on their role to
avoid admissions of patient to hospital; additional work needs to be done to ask them to consider
what else they can do through training and/or working with others (acute, social care, primary
care, voluntary sector) to manage the patient’s journey through the system. District Nurses feel
that their clinical skills are underutilised and that they could make a significant contribution to
hospital avoidance and early discharge of patients if their scope of practice was extended.
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COMMISSIONING
CONTRACTING
WCCCG recognise that a new approach to contracting is required to support the delivery of
integrated patient centric care. It is clear that commissioning piecemeal services has, in part, led to
the delivery of ‘independent’ services within CWP. Going forward commissioning should move from
commissioning individual services to delivering a service to patients so that the provider can
manage resource in the most appropriate manner to deliver the appropriate skills to that patient.
As the majority of patients will need to access several pathways, they should be in a position to
access the parts of the pathway that are most suitable for their situation. In the short term, the
continued implementation of joint CQUINs will support this however CQUINS need more focus on
providers working together to deliver service ensuring that only by working together can the
CQUIN be achieved.

CONTRACT MANAGEMENT
We understand that the Quality and Performance meeting which take place monthly focusses
predominantly on quality leaving limited time to discuss other aspects of the contract. We suggest
that quality is reviewed on a quarterly basis as the systems in place in CWP should highlight any
quality issues and flag them as exceptions to WCCCG. Another option is focus on quality and
operational matters on alternative months. Commissioners should satisfy themselves as to the
robustness of the clinical governance process in CWP.

CONTRACT NOTICE
In early 2013, WCCCG gave notice to CWP on their contracts including community services and as a
result have caused some angst in the system. For example, Cheshire West and Chester (CWAC) local
authority stopped the discussions re the integration of local authority teams into CWP causing
delays to the implementation of Ageing Well. In addition, the new management team at CoCH have
suggested that they are keen to manage some community services as they are of the opinion that
having control over the resources will allow them to deploy them more appropriately. Indeed,
examples have been reported to us of CWP staff being told by CoCH staff that they will soon be
working for CoCH. This is proving very unsettling for CWP staff as they are of the opinion that CoCH
do not understand community care and will focus staff on acute medicine particularly when
experiencing emergency pressures.
WCCCG to decide whether they should embark on a procurement exercise taking into account:






The length of time a procurement exercise can take: six to twelve months;
The impact of uncertainty on staff; it has taken CWP two years to embed the team and it
could take a similar length of time for the team to ‘settle’ in a new organisation;
The planned local government and general election to be held in May 2015. Political
change locally and/ or nationally is likely to impact on the health and social care economy.
In addition, local government will enter purdah from January 2015;
The loss of momentum on Ageing Well which has built as a result of the commitment to
date; and
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An understanding that patient centric care can be delivered using ‘virtual’ teams if all
parties are committed to it and prepared to compromise.

THE WEST CHESHIRE WAY – VISION
The WCCCG commissioning plan for 2013/14 notes that there is a need for the health economy ‘ to
work together on developing a shared blueprint of how we see the local health economy transforming
during the next 5 years and how it will feel different to patients, their carers and those working within
it’. At the clinical senate on 25 April 2013, work began with clinicians across the economy to
develop the ‘West Cheshire Way’. Commissioners with health and social care partners need to build
on this and Ageing Well to develop the vision on which system changes can take place. We
understand that work has started to develop this in advance of the next clinical senate in July. It is
imperative that this builds upon the work already in progress and the lessons learned as a result of
the work completed to date on the Altogether Better programme and takes into account the
opinions of all. The vision should lead to:







visible alignment of the leaders in the health and social care economy in order to deliver
patient centric care :
Collaboration by all;
Ignoring organisational boundaries to focus on how services can be delivered in the
community in a ‘virtual’ manner i.e. using the right skills regardless of organisation;
The development of trust across organisations by understanding the services offered by
each perhaps agreeing how staff could ‘shadow’ in other organisations;
A recognition that care will be delivered in different settings perhaps requiring outreach or
inreach services; and
Agreement on funding models, incentives and contracting.

As stated previously, the planned general and council elections in 2015 possibly limit the time
to deliver system wide changes to less than two years. To deliver a sustainable change within
this time frame will require:






WCCCG to take a lead role in driving the change and supporting other organisations
through the change using new approaches to contracting to support; (see CSU Bulletin for
contracting approaches);
Strong programme and change management ensuring that scope and outcomes are clearly
defined, risks are understood, schedule is predictable, priorities are clear and front line
staff are actively engaged; and
Visible alignment of the leaders in the health and social care economy in order to deliver a
patient centric care.
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INTRODUCTION
In April 2013 Sedgwick-Igoe and Associates Ltd. were commissioned by NHS West Cheshire Clinical
Commissioning Group (WCCCG), to undertake a review of selected Adult Community Services
provided by Cheshire and Wirral Partnership NHS Foundation Trust (CWP). Anecdotal feedback
from GPs and commissioner concerns regarding the perceived lack of change in service provision
since Transforming Community Services (TCS) combined with the results of a desktop review
produced by Cheshire and Wirral Commissioning Services Unit (C&WCSU) prompted the need for
greater understanding of the services provided to inform future commissioning. In addition,
contracts with provider organisations are due for review and possibly re-tendering; notice has been
given to the current providers.
The community services to be included were:





District Nursing;
Community Nursing;
Specialist nursing; and
Therapies excluding Podiatry, Adult Musculoskeletal and Speech and Language Therapy.

Our approach has relied primarily on meetings with commissioners, GPs, Practice Managers,
community nurses, therapists and senior service managers. This qualitative data has been
complemented by the C&WCSU analysis and additional analysis of data provided by CWP
completed by us. Benchmarking community services is notoriously difficult due to the diversity and
complexity of service provision and delivery. However, an exercise completed last year by the NHS
Benchmarking Network2 using 2011/12 data has attempted to map community health services in
some detail with submissions from some 66 community service providers; we have used this to
provide comparison where possible. Again the reader should note that not all 66 providers have
provided data for the comparisons presented and this is noted alongside the appropriate data.

CONTEXT
In common with many health economies in the country, Western Cheshire has experienced
unprecedented amounts of change over the last two years:




2

Transforming Community Services led to integration of community services into CWP in
April 2011;
CWP reorganisation to focus on their key localities – West Cheshire, East Cheshire and
Wirral;
The Health and Social Care Act 2012 mandated the development of Clinical Commissioning
Groups which were formally authorised in April 2013 although operated in shadow form
prior to this;

Benchmarking community services benchmarking report – Validated July 2012
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A Local Authority under severe financial pressure causing it to re-organise several times;
and
A new Chairman (Nov 2012), Chief Executive (Dec 2012), Director of Nursing (March
2013) and Director of Planning, Partnerships and Development (May 2013) of the local
acute Foundation Trust – Countess of Chester Hospital (CoCH).

In addition, the Local Authority, Cheshire West and Chester (CWAC) has led the development of
‘Altogether Better’, a programme to integrate organisations around the citizen to improve
outcomes and increase efficiency. ‘Ageing Well ‘is a key component of the Altogether Better
programme which is focussed on older people and seen as pivotal to Western Cheshire becoming
one of the select group of 10 ‘pioneers’ for the government’s health and social care integration
programme to spearhead more innovative approaches to integration. Altogether Better is discussed
in further detail in the section Delivering tomorrow. It is clear that both the Commissioner and CWP
see Ageing Well as key to delivering their integration ambitions.
In parallel with the organisational changes within the area, A&E admissions are increasing
particularly for the frail elderly. Community services report an increase in the complexity of
patients in the community as patients are discharged earlier and people live longer with more
complex conditions; these patients often require the attendance of two nurses to tend to patient
needs and the duration of visits has also increased.

TRANSFORMING COMMUNITY SERVICES (TCS)
As part of the government’s Transforming Community Services programme (TCS) to separate,
providers and commissioners of health services, Western Cheshire Primary Care Trust (PCT)
initially examined the option of integrating community services with the Local Authority in order to
deliver integrated health and social care services, This was not feasible as the PCT would not be
able to provide the majority of services through a Section 75 agreement with the Local Authority as
it could not retain employment of the staff . As a result a working party was formed to examine
other options, these included:






Acute NHS Foundation Trust
Mental Health Foundation Trust
Community Foundation Trust (NHS Trust)
NHS Body
Social Enterprise

These were subject of a rigorous stakeholder engagement exercise which included asking GPs, staff
and others in the community about their views on where community services should reside. A
board paper from September 2010 summarises the decision, “At the GP Consortium Board in August,
the Board were briefed regarding the concerns associated with the establishment of the Social
Enterprise option. Of the available contingencies, the Board reiterated their view that services should
not transfer to an acute trust and indicated their strong support for a solution that would protect the
community identity and focus of the services and which would enable GPs to be involved in the
oversight of the design, development and delivery of services. They confirmed that they felt that
Cheshire & Wirral Partnership (CWP) NHS Foundation Trust would offer this and supported the
transfer of services. “.
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CWP provides inpatient and community mental health services for children, adults and older
people as well as learning disability services and drug and alcohol services across Cheshire and
Wirral. The Trust also provides specialist services within Liverpool, Bolton, Warrington, Halton
and Trafford.
From April 2011 CWP took over the provision of community physical care services in Western
Cheshire with the transfer of over 800 staff from Community Care Western Cheshire(CCWC).

COMMUNITY SERVICES AT THE TIME OF TCS
At the time of the transfer the organisation was seen as a ‘basket case’ by some. In line with
community services throughout the country, they received minimal investment. Several areas have
suffered from disinvestment as a result of Cost Improvement Programmes (CIPS); the board paper
2010/11 Financial Budget states, “A fundamental strand of the 2009/10 financial balance was the
delay in appointing vacancies. As part of the budget setting process a detailed review of all vacancies
has been undertaken. Following this review and conversations with service heads, vacancies in the
amount of £456,000 have been taken out of the budget on a recurrent basic. “
An internal comprehensive review of the District Nursing was undertaken at the time of transfer of
the service into CWP. This review was set up to:




Review the existing arrangements for service delivery, eligibility criteria and equitable
District Nursing Service across the whole of NHS Western Cheshire
Develop and implement case management model within District Nursing to reduce
unnecessary waste and increase time spent on direct patient care
Undertake a Skill Mix review and mapping of existing demand and supply of District
Nurses and to propose plans to manage the service more efficiently and effectively

The findings and action taken are presented in section Transfer of CCWH District Nursing Service
into CWP and changes introduced

COMMUNITY SERVICES IN CWP SINCE 2011
Only after the transfer of Community Care Western Cheshire to CWP, was the full extent of lack of
investment in staff development and technology realised e.g. District Nurses did not have mobile
phones.
Community services represent approximately 16% of the income of CWP and report to the Director
of Operations who is an Executive Director of the Board. At the point of transfer there were three
managers involved in the service. A management of change programme has led to a restructuring
and an increase in the responsibilities of the appointed Service director for West Cheshire; she now
has responsibility for both mental and physical health. The chart below represents the directorate
structure as at April 2013. By the end of 2013, the aim is to revise the organisational structure
further to reflect the health aspects of the Altogether Better Programme (see section Delivering
Tomorrow). To that end two general managers were appointed at the end of April; their
responsibilities will include both physical and mental health. The appointment of team leaders to
support integrated locality teams is currently in progress.
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In 2012 CWP appointed a Deputy to the Director of Nursing and an additional nurse to provide
professional development support to the Service Director for West Cheshire and her team through
staff development and clinical audit. Feedback from clinical staff indicated that this was an area that
had received little investment prior to TCS. The Deputy Director of Nursing and the Service Director
for West Cheshire are very clear about their respective roles and responsibilities and they work
very closely together.
A GP Advisor was also appointed in Dec 2012; the aim of this post was to provide some strategic
leadership to community services and support in their discussion with primary care. The
postholder is working hard to understand operational issues and is providing detailed and helpful
support in improving processes within the Trust and with GPs.
The implementation of the recommendations from the DN nursing review mentioned previously
have been ongoing since 2011 and have led to some movement of staff as a result of new recruits,
retirements and leavers ; a précis of the DN review is included below
We understand that there were serious issues with a particular nursing team in Ellesmere Port
prior to transfer which led to disciplinary action during 2011. This resulted in some reconfiguration
of the local teams in order to provide service to patients. This in combination with implementation
of the recommendations of the DN staffing review may have led to some GP concerns that ‘they
were losing their community nurse’.
Feedback from the staff indicates that they are generally comfortable with the new organisation
and have seen benefits as a result of the investment in professional development for the clinical
teams, a more robust audit and assurance process and the investment in technology.
There is a mixed picture from other stakeholders (see section Stakeholder Feedback), many
perceive improvements in service since the transfer took place, some commissioners are
disappointed in the lack of visibility of the changes that have taken place since TCS and GPs have
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mixed views – many are very happy with the service provided by CWP but unhappy with CWP
management for moving ‘their’ nurses around.
CWP are clear in their view that their organisation has changed immeasurably and positively as a
result of the integration of community services; they now take a more holistic view of the patient
looking at both physical and mental health and wellbeing. Their strategy clearly states that they are
committed to the integration of health and social care and other partnership working to deliver
patient-focused, high quality services that deliver improved outcomes including reduced health
inequalities.

TRANSFER OF CCWC DISTRICT NURSING SERVICE INTO CWP AND CHANGES
INTRODUCED
The findings of the comprehensive review of District Nursing Services undertaken at the time of
TCS and action taken are presented below. This review was also a key input into the development
of integrated teams for the Ageing Well programme.

SERVICE DEFINITION AND REFERRAL CRITERIA
A revised service specification was developed as a consequence of the review which reiterated the
delivery of a professional, high quality service, without discrimination of place or individual for
people who are referred with a specific nursing need, who are housebound or meet one or more of
the following criteria: 




post-operative patients who are unable to travel;
patients who are undergoing treatment whose health condition would be
compromised by having to travel;
patients who require treatment, which cannot be appropriately carried out in a
clinic setting; and
Patients who require short term education and support at home in order to
manage their own health needs.

EFFECTIVE AND EFFICIENT CARE DELIVERY
At the time of the review, District Nursing teams worked from 20 bases and each team tended
to work quite separately from each other, with different systems and processes leading to a
variation in service offer and delivery. Therefore, in order to ensure equity and consistency of
practice, 19 Care Packages (Care Pathways/Plans) were developed with the support of Skills
for Health. The Care Packages are competency based and reflect themes rather than specific
tasks which facilitate transfer across health and social care thereby supporting the integration
agenda. The Care Packages were also designed to support a case management approach with
senior staff taking a role in both delivery and coordination of care. In addition, the Care
Packages recommend the minimum grade of staff required to carry out care required average
time frames have been identified for completion of elements of care to encourage greater
standardisation.

DEMAND AND SUPPLY OF DISTRICT NURSES
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An analysis of District Nursing referrals undertaken as part of the internal review
demonstrated that 84% of all referrals and subsequent patient contacts were with patients
aged 65 years and over (range 72% - 91%). As a consequence it was imperative that the age
profile of practice populations was taken into account when reviewing staffing distribution.
The following figure demonstrates the mismatch between staff availability and potential
demand for the service.
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In addition, many of the District Nursing Teams were very small with insufficient staff to
cover for holidays and sickness absence.

ANALYSIS OF DISTRICT NURSE WORKLOAD
Analysis of work undertaken by the District Nursing service demonstrated that 30% of the
nursing activity undertaken could be carried out by a Band 3 staff grade. At the time of the
review only 20% of the District Nurse workforce comprised Band 3 staff grades and in
addition, they worked Monday to Friday only.
It was also noted that an additional 18% of work undertaken by District Nurses at Bands 5, 6,
and 7 could be carried out by a Band 4 if such a post existed.
Inappropriate use of skilled nursing time was further compounded by the lack of any
administrative support.

DEVELOPMENT OF DISTRICT NURSING CLUSTERS
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District Nursing Teams were to be redesigned to form larger teams which were geographically
based within localities:







Ellesmere Port and Neston
Chester North
Chester South
Vale Royal
Tarporley (to include Audlem and Wrenbury)
Broxton (Tattenhall, Farndon, Malpas);

These larger teams were designed to ensure greater equity of access and continuity of care, in
addition to enhancing efficiencies within the service. In particular, better provision for
sickness, holiday and training cover. It was anticipated that the proposed restructuring of the
District nursing service would result in an 11% reduction in salary costs before costs of
administrative support costs are accounted for.

REVISED SKILL MIX
The workforce profile within the District Nursing clusters and teams is being revised to
support more efficient and effective service delivery and to ensure equity of service provision.
The review suggested:


A new Team Manager role and job description was developed to reflect the new
management responsibilities of each cluster. This should result in a reduction from 19.68
wte Band 7 positions to 6 wte to reflect the proposed Cluster structures. In addition the
Team Managers were to be supported by a number of Band 6 Deputy Team Leaders whose
role was being operational day to day management of the team within each zone.



The Band 6 posts were to be increased from 9.00 wte to 16.60 wte to reflect zonal working
within the clusters but could change as the structure of the teams are further defined in
terms of needs of practice populations, areas of deprivation and activity analysis.



Work was undertaken to develop a Band 4
Assistant Practitioner role, supported by
appropriate training. Initially, each District
Nursing Team was to be assigned 1 Band 4 (5%
of workforce, to increase over time to reach 18%
workforce, as identified by activity analysis) with
a potential reduction in Band 5 and 6 staff to
better reflect activity.
A 10% increase in Band 3’s, taking into
account the potential for some of increased
capacity to occur through integration with the
Local Authority.
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workforce workforce
Band
(2010/11)
(2013/14-15
7
18%
5%
6
8%
15%
5
55%
32%
4
18%
3
19%
30%
TOTAL
100%
100%

Provision of Band 2 administrative support for each team
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MANAGING THE CHANGE IN WORKFORCE PROFILE
Re-profiling the workforce takes time if patient care, staff stability and positive industrial relations
are to be maintained. CWP has approached this exercise as a continuous service improvement and
has used the opportunity of natural wastage to make changes as the work towards integration of
services with the Local Authority has progressed. The following figure demonstrates the size of the
re-profiling work being undertaken.
CWP proposed that the Band 7 posts displaced by the restructuring might be used to develop
Advanced Practice roles in support of Admission Avoidance and Planned Early Discharge from
hospital working in conjunction with the Hospital at Home service. A further proposal is the
development of a Community Diabetic Nurse Service to work in partnership with the Diabetic
Nurse specialist at the Countess of Chester Hospital.Outcomes of the review
As will become clear from the commentary in the District Nursing section, some aspects of this
review have been implemented to date, for example, DN services are now delivered from 16 sites as
opposed to 20. The commitment to the Ageing Well programme has meant that the
recommendations have been adapted to reflect the needs of the programme and implementation
will be achieved through the delivery of Ageing Well.

COMMISSIONING OF COMMUNITY SERVICES
In line with other health economies, community services is commissioned on a block contract basis
supported by a series of services specifications which have been developed over time. The contract
contains no activity targets as the aim is to move towards a more outcomes based contract in years
to come.
Although the contract is block, the services have been commissioned in a piecemeal fashion and in
some case funded from different sources.

WCCCG CONTRACT MANAGEMENT OF CWP COMMUNITY SERVICES

Existing Workforce Profile 2010/11

Proposed Workforce Profile 2013/14-15

Several of the commissioner’s staff and management are involved in the negotiating and
management of the community services contract - the head of Contract and Performance, a part
Page 16 of 93

COMMUNITY NURSING REVIEW

2013

time WCCCG role, and the head of Quality supported by a Quality Improvement Manager. Until
recently the Ageing Well programme manager has also been involved in contract management as
she had some responsibility for the community services contract historically.
A Quality and Performance meeting takes place monthly; this reviews progress against metrics for
CWP both mental and physical health. It is chaired by Dr Steve Pomfret and attended by the CWP
Service Director for West Cheshire, the CWP associate director of compliance and quality audit, a
CWP medical director, plus the commissioners listed above. Significant amounts of quality metrics
are provided by CWP to that meeting for review. It is reported that such extensive review of quality
data leaves little or no time for discussion of contractual issues or service developments.
WCCG and CWP report that there are no agreed Key Performance Indicators (KPIs) for the service
and that work progresses to establish a set of meaningful indicators by which the contract can be
monitored. No time frame has been agreed by which the KPIs will be agreed and implemented. CWP
clinical service managers have a Management Dashboard and Safety Thermometer through which
they monitor and manage activity, clinical quality and financial performance. This is being refined
further as EMIS is rolled out.
CQUIN are being used across the economy to incentivise integrated working. Each Provider will be
given responsibility for the achievement of a CQUIN which will involve working with other
providers to deliver it. A review of the CWP CQUINs demonstrates that much of the data being
collected is related to activity as opposed to tracking the outcomes from a patient’s point of view
perhaps through a reduction in handoffs and the number of times the same information is
requested. It is recognised that further work is to be done on defining integrated CQUINS and this
will be discussed with providers in advance of 2014/15 contracting round.

CONTRACT VALUE
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The chart above summarises the base contract value excluding CQUIN and including CIPS targets. It
demonstrates that there has been a small but steady reduction in the total value of the community
contract reflecting the delivery of CIPS over the years.
As previously mentioned the contract is a block contract hence any increase in referrals is met
within current resource. In addition, the investment in Ageing Well is met from within the currently
available resource although successful achievement of CQUIN will go some way to funding the
changes required to deliver Ageing Well. We understand that CWP are very focussed on delivery of
CQUIN and usually achieve it.
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SERVICES DELIVERED TODAY - FINDINGS
Each of the community services within the remit of the review are described and where data is
available, performance has been benchmarked against the findings presented in, Benchmarking
Community Services Benchmarking Report, July 2012,

DISTRICT NURSING
Cheshire and Wirral Partnership NHS Trust (CWP) provide a range of services for people 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 end of life care needs; and
NHS Continuing Care.

These services are provided by the District Nursing (DN) service which is offered 7 days a week and
includes an evening and night service. The service is provided by District Nursing teams which
comprise:






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; and
Health care assistants (HCA).

In addition, the DN Teams are supported by a Phlebotomy Service and clerical staff.
The DN 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; and
Teaching of individual patients, their carers and other care agencies.

SERVICE MODEL
Currently, 16 DN Teams operate out of 16 clinics and GP Practices with a planned move to 9
Clusters as the Integrated Teams are implemented. Provision is centred round partnership with
social care services and mental health services and is based on a timely needs assessment of all
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.
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All patient referred to the DN Service receive a comprehensive assessment of their care needs using
the Universal Assessment Document which is valid for up to 6 months. A shortened version of the
assessment document is available for use with patients who have been discharged and re-admitted
to the case-load after a short space of time and for ‘1 off visits’. The assessment of care needs
underpins the patient’s plan of care. District Nurses employ a range of standardised Care Packages
(Care Pathways/Plans) which have been developed to ensure equity and consistency of practice.
The Care Packages are competency based and reflect themes rather than specific tasks which
facilitate transfer across health and social care thereby supporting the integration agenda. In
addition, the Care Packages recommend the minimum grade of staff required to carry out the care
required.

NURSE PRESCRIBING
All Band 7 DNs hold V300 Independent Nurse Prescribing and the need for Band 6 prescribers, is
being looked at.
CWP is taking on the total purchase of dressings and that will make it much easier to obtain
expensive dressings and will not require GPs to prescribe them.

DOCUMENTATION
Patient care is documented in patient held notes which are available for reference by other health
and social care staff who may also be attending the patient. In addition, DN staff complete
administrative records on EMIS web at their base. District Nurses do not, as yet, have access to the
clinical record functionality of EMIS web.

REFERRALS
District Nurses receive referrals from GPs, patients, relatives, Community Matrons and Specialist
Nurses. These are directed via e-mail, telephone, single point of access (SPA), written notes and
books held in GP practices. All referrals are triaged according to priority. Palliative Care, especially
pain control has high priority, problems with urinary catheters are seen within 4 hours of referral
and IV antibiotics and insulin administration are key priorities. All patients are seen on the day of
referral.

COMMUNICATION WITH G PS
GPs are informed of District Nurses initial visit to patients referred to them by e-mail; entry into a
message book, face to face or by fax. In addition, additional notes are completed on a ‘Pink Form’
which is left at the Surgery and is scanned into GP EMIS web.
DN staff also meet with GPs at their Surgery, or have telephone meetings to discuss patients giving
rise to concern.

CASE-LOAD MANAGEMENT/DEPLOYMENT
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Management of team case load is planned the evening before using the EMIS administration system.
The work is delegated according to skill mix, geography and workload and knowledge of the
patient. Urgent calls on the day are allocated in a similar manner. HCAs are very experienced and
undertake follow-up simple wound dressings, reporting back seeking DN assistance if required.

REFERRALS TO THE DISTRICT NURSING SERVICE

District Nursing Team Referrals
12000

Number of Referrals

The number of referrals into the
service for 2012 – 2013 has
increased by 78.5% compared to
the previous year. This increase
may be accounted for by the
cessation of DN ‘dormant lists’
with subsequent capture of
referrals of ‘known patients’ as
new referrals. It also
demonstrates the extent of
patient/family self-referrals and
possible avoidance of attendance
by GPs.
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CHANGE IN DISCHARGE/REFERRAL POLICY
It has been common practice throughout the country for District Nurses to maintain a ‘dormant list’
of patients. These were patients who had completed treatment but who were considered ‘at risk’ of
requiring further DN support within a short time frame. Patients and/or carers were advised to call
the DN if they were in need of support and the patient’s care was re-activated without a record of a
referral. With the introduction of EMIS, CWP has stopped the practice of ‘dormant lists’ and DNs
now formally discharge patients on completion of treatment. Similarly, when patients self-refer or
other referrals of known patients are made, they are now captured as new referrals. Therefore the
78.5% increase in referrals is likely to be primarily a distortion arising from changes in discharge
policy and recording practice.

ASSESSMENT AGAINST BENCHMARKS
Benchmarking community services is notoriously difficult due to the diversity and complexity of
service provision and delivery. However, a recent exercise undertaken by the NHS Benchmarking
Network3 has attempted to map community health services in some detail with submissions from
some 66 community service providers.

3

Benchmarking community services benchmarking report – Validated July 2012
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With respect to community nursing services, the most applicable benchmarks relate to DN as NHS
Benchmarking states that this is the one area with the most comprehensive and consistent data
submissions. CWP are not members of the club currently; we suggest that this may be a useful tool
for comparison purposes in the future.
The data about local services made available to us enables us to make some specific comparisons
against the range of benchmarks published in the NHS Benchmarking report. These are noted
below.

DN WTE PER 100K OF REGISTERED POPULATION

WTE per 100K of Population Compared to
the Benchmark Average (Day & OOH)
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The NHS Benchmarking
report based on 65
submissions indicates
that the average WTE
DNs per 100k of
registered population is
42.23; the interquartile range being
between 30 and 50
WTE per 100k of
registered population.
By comparison, the
outturn 2011/12 for
CWP is 48.61 placing
CWP at the upper end
of the inter-quartile

range.

THE AVERAGE CONTACTS PER DN WTE
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the lower quartile range.
Actual contacts in 2012/13 fell by 1.7% against 2011/12 performance and this is also reflected
below.

THE AVERAGE CONTACTS PER 100K OF REGISTERED POPULATION

Contacts pper 100K

Contacts per 100K of
Population
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The NHS Benchmarking sample of 59
Trusts demonstrates a benchmark
average of 56,658 contacts per 100k of
registered population with an interquartile range of 40,000 to 72,000
contacts per 100k of population. CWP
DN contacts per100k registered
population for the same time frame
was 53,395 which is below the average
but well within the inter-quartile
range.

2011-12 2012-13

SKILL MIX CHANGE
Skill-mix is difficult to determine from grade mix but it is indicative. Band 5 DNs are the exception
as this is the Staff Nurse grade and comprises staff that have completed Specialist Community
Public Health Nursing (SCPHN): District Nurse training and those who are Registered Nurses but do
not hold the DN
qualification.
The figure demonstrates
some movement in skill mix
in accordance with the
staffing plan agreed in 2011.
The number of Band 7 staff
has reduced from 17.28 to
13.11 with a subsequent
increase in Band 6 from
12.38wte to 16.38wte. Band
3 staff also increased from
23.15wte to 26.3wte and at
Band 4, 7wte Assistant
Practitioners have been introduced.
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SICKNESS ABSENCE

District Nurse Sickness Absence Rates (Day&OOH)
Compared with the Benchmark Average
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Based on 45 submissions, NHS Benchmarking calculates the average sickness rate for DN services
as 5.5% marked by the dashed amber line in the graph above with an inter-quartile range of
between 4.2% and 6.2%.
The sickness absence rate for CWP was 6.6% in 2011/12 which is above the average and in the
lower part of the upper quartile.
The chart below demonstrates the differential sickness absence rates.

Absence rate

Absence Rates for the District
Nursing Teams
8.00%
7.00%
6.00%
5.00%
4.00%
3.00%
2.00%
1.00%
0.00%

Day
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Night

The graph demonstrates
reducing sickness absence by
each DN service. The evening
services are provided by a
small team so sickness rates
are impacted by individual
sickness. The spike is for
evening service in 2011-12.

2010-2011 2011-2012 2012-2013
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TOTAL STAFF COST PER DISTRICT NURSING WTE
The NHS Benchmarking average for
total staff cost per WTE is based on
59 submissions. The average is
£34,677 with an inter-quartile
range between £31,000 and
£36,000 and a range of £20,000 to
£54,000

Total Staff Cost Per WTE District
Nursing
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The figure for CWP is £ 51,248
which is above the average and at
the top of the upper quartile range.

0
2011-12

2012-13

TOTAL COST OF DNS PER 100K OF REGISTERED POPULATION
The NHS Benchmarking demonstrates that DN investment levels range between £1.66m- £3.6m per
100,000 registered population with average investment levels at approximately £1.66m and an
inter-quartile range between £1,350,000 and £1,850,000 based on 65 submissions. This variation
illustrates the differing service models used by health economies and the variation in historic
investment patterns.

Total DN cost per 100K Population
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£2,500,000.00
£2,000,000.00

£1,661,054.00
Cost per
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£1,500,000.00
£1,000,000.00

The figures for CWP
are £249m per 100k
population which is
higher than the
average benchmark
and in the middle of
the upper quartile.
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Average
2011/12

£500,000.00
£0.00
2011/12
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CHANGE IN SPEND ON DISTRICT NURSING SERVICES
This chart highlights a steady reduction in DN (day service)spend.
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Total DN Contract Value (day, evening and OOH)
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PATIENT SATISFACTION
A Patient Satisfaction survey was conducted in 2011/12.
Patients reported very high levels of satisfaction with the service with 99% reporting they were
satisfied or extremely satisfied with the service. Areas for improvement include Patients’
family/carers/representatives involvement in decision making; only 77% reported that they were
as involved as they would wish to be.

COMMENTARY ON DISTRICT NURSING SERVICE
The DN Service appears to be comparatively well resourced, being placed at the upper end of the
benchmark inter-quartile range. However, whilst contacts are below the average, they are well
within the inter-quartile range. Work has been undertaken to re-profile the DN Workforce but this
has been slow because of high levels of staff retention and low turnover. Changes have only
occurred through natural wastage.
DN activity is within the benchmark inter-quartile range. The fall in performance in 2012/13 is
attributed to increased complexity of patients. It is reported that more complex patients frequently
require more than one member of staff in attendance and that each visit is of longer in duration.
However, when more than one staff member is required, this is only recorded as one contact. With
the introduction of EMIS, District Nurses are now recording the length of time of each visit as a
measure of complexity but this data is not yet available.
It is also of note that the reduction in District Nurse contacts occurred in the same year that the
Community Matron Service changed its service model to include the provision of direct patient
care. It is also reported that the Rapid Response Team has taken up referrals which previously
would have resulted in District Nurse contacts.
Since the transfer of community services to CWP, there has been planned movement of staff
between teams. Initially, this was undertaken to match availability of District Nurses with the
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population aged 65 years and over. As a consequence, where there were mismatches, staff were
moved from better provided teams to those who were less well provided for. In addition,
subsequent movement has taken place as the DN teams have enlarged to create larger teams
serving a number of practices as part of the journey towards the establishment of the 9 clusters of
integrated teams.
Sickness absence levels are being controlled and do not contribute significantly to impaired service
delivery.
Patients report very high levels of satisfaction with the service with 99% reporting they were
satisfied or extremely satisfied with the service.
The high level of expenditure on DN cannot be accounted for solely in terms of higher than average
staffing levels. It also reflects the high staff stability and consequently the high numbers of staff who
are at the higher end of pay bands.

COMMUNITY MATRONS
The Community Matron as a role is a relatively recent development in the wider context of the NHS
and the professional groups that work within it.
The role is a combination of experienced, skilled healthcare professionals with case management to
care for adults with long-term conditions who are intensive users of acute healthcare services. It
came into being as a result of the 2004 NHS Improvement Plan and is based on the Evercare Care
Model. Evercare, part of the United Health Group (USA), developed and successfully implemented a
model of community-based care for adults with long-term conditions that provided intensive
primary care interventions to keep patients stable and prevent hospitalisation.
The role of the Community Matron is to:






Prevent unnecessary hospitals admissions;
Enable patients to remain in their homes;
Improve self-care, ability to function and thereby maintain quality of life;
Increase patient choice, care options and enable future planning; and
Improve outcomes

SERVICE MODEL
The Community Matron/Clinical Case Manager (CM/CCM) service operates over a seven day period
with reduced service levels at week-ends but excluding Bank Holidays.
CM/CCM will carry a case-load of patients identified by GPs as high users of GP and hospital
services. The CCG is working with GPs to agree a risk stratification predictive model and in future,
this will be the primary mechanism to case find patients, based on their risk of hospital admission
or utilisation of health care resources. Some of these patients will be very high dependency; others
will be of a lower dependency according to their particular Long Term Condition management.
Patients will move along the continuum from high to low dependency and vice versa and it is
expected that non active, low dependency or ‘dormant’ patients are discharged from the CM/CCM
caseloads when appropriate to do so.
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CM/ CCMs case manage their caseload population and in addition respond in a timely manner to
the management and care of patients who suffer an acute exacerbation if this is clinically
appropriate or arrange appropriate care in order to avoid hospital admissions.
The EMIS Single Assessment Template is used to obtain a holistic patient assessment which allows
for the development of a personalised Care Plan to meet individual requirements. Consent is
requested from each patient to enable the Care Plan to be shared with other professionals to assure
delivery of the agreed care plan.

REFERRAL CRITERIA
The CM/CCM service is available to patients registered with General Practices within Western
Cheshire Primary Care Trust.
Patients must be over 18 years of age and have two or more recognised long term conditions which
are complex in nature, precipitating frequent admission to hospital. These patients may not be
managing their long term condition and may require significant additional input from other health
and social care professionals.
Sources of referral include:





Case finding from GP registers (e.g. CHD, COPD, Diabetes);
GPs or specialist clinicians who feel a patient is at imminent risk of an unplanned
hospital admission;
Single Point of Access and GP Out of Hours ( to support admission avoidance
alternative) ; and
Health, social and voluntary agencies as well as family and carers.

ASSESSMENT AGAINST BENCHMARKS
COMMUNITY MATRON/CLI NICAL CASE MANAGER STAFFING
Based on 48 submissions the NHS Benchmarking report states that the average WTE Community
Matrons/Clinical Case Managers per 100k of registered population is 4.87; the inter-quartile range
being between 2.5 and 6 WTE per 100k of registered population. By comparison, the outturn
2011/12 for CWP is 5.25 placing CWP above the average but towards the middle of the interquartile range.
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As is demonstrated above, the number of CM/CCM staff per 100k population is above the
benchmark average and the budgeted establishment has increased further in 2013/14. However,
the service delivery model provided by CWP is different from that provided by the majority of
service providers. The usual service model is one of case management with referral to the DN
Service in the event of patients requiring direct nursing care but CWP Community Matrons/Case
Managers continue to actively support patients on their caseload during exacerbations of illness,
thus providing greater continuity of care for patients and their families. This has resulted in
changes in skill mix as presented below.

Following a review of work undertaken by Community Matrons/Clinical Case Managers in
2012/13, a Band 5 Registered Nurse (1.0 WTE) and a Band 3 Community Support Worker (1.0
WTE) were introduced on a trial basis to provide a ‘step down’ option for patients who have been
actively case managed but remain at risk of potential admission. Duties include; basic clinical
observations, liaison with family and carers, phlebotomy, continence promotion, wound dressings,
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promoting healthy lifestyle, medication monitoring, social inclusion and raising any concerns with
the patient’s CM/CCM.
In addition, in 2012/13 a Band 5 Registered Mental Health Nurse (0.8 WTE) was seconded to meet
the mental health needs of patients on the CM/CCM caseload. The Registered Mental Health Nurse
is responsible for assessing patients identified by the CM/CCM as potentially having mental health
issues that may be impacting on their physical health. Duties include providing a mental health
assessment , working in partnership with health care professionals to provided interventions and
treatments for anxiety and depression, referring directly to the appropriate specialist mental health
services and providing advice and support to the Community Matron Team and the wider Health
and Social Care Team involved in a patients care including family and carers.
This change in skill mix added considerably to the capacity of CM/CCMs to continue their primary
role of surveillance. As a consequence, in 2013/14 the Band 3 Community Support Worker role was
extended and increased to 2 WTE.
The Band 5 (1 WTE) Registered General Nurse post was not found to provide added value and was
not continued.
On completion of the secondment the Band 5 Registered Mental Health Nurse (0.8 WTE) returned
to the Community Mental Health Team but will continue to provide a link and works closely with
the Community Matron Team.

COMMUNITY MATRON/CLI NICAL CASE MANAGER ACTIVITY

Community Matrons - Average Number of
Contacts per WTE
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The NHS Benchmarking report based on 29 submissions indicates that the average contacts per
WTE is 967; the inter-quartile range being between 450 and 1,300. By comparison, the outturn
2011/12 for CWP is 1060 placing CWP above the average but in the middle of the inter-quartile
range.
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The higher level of contacts is accounted for by the service model which includes provision of direct
patient care.

COMMUNITY MATRON/CLI NICAL CASE MANAGER COSTS

£
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Community Matron Contract £ per 100K
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100000
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50000
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0
investment
2011-12
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levels at
approximately £210,859 and an inter-quartile range between £125,000 and £250,000. This
variation illustrates the differing service models used by health economies and the variation in
historic investment patterns.
The figures for CWP are £387,190 per 100k population which is higher than the average
benchmark and exceeds the upper quartile range.

COMMENTARY ON COMMUNITY MATRON/CLINICAL CASE MANAGER SERVICE
The CM/CCM service appears to be comparatively well resourced which reflects the changed
service model of providing direct patient care. This is confirmed when reviewing contacts per WTE
which shows similarly above average activity. However, questions are raised regarding the
rationale for this change in service model when there is already a fully resourced DN Service. The
increase in CM/CCM activity may in part account for the lower than average DN activity.
Furthermore, the provision of direct patient care may conflict with the proposal that with the
introduction of the use of a Risk Stratification Tool, CM/CCM activity should be directed towards
moderate risk patients to prevent them from becoming high risk patients. It should also be noted
that Community Matrons are also the first point of call by SPA to avoid hospital admission.
The very high level of expenditure on Community Matrons/Clinical Case Managers Nursing cannot
be accounted for solely in terms of higher than average staffing levels. It also reflects a very
different service model, high staff stability and consequently high numbers of staff who are at the
higher end of pay bands.
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Another significant contributor to the high cost of the service is the commissioned caseload of
CM/CCMs. It is reported that the service was commissioned with the expectation that Community
Matrons would carry an average caseload of between 30-50 cases. CWP data on caseload is
incomplete but a commissioned case load of 50 compares very differently from the benchmark
average of 151.

SERVICES PROVIDED BY SPECIALIST TEAMS

CHRONIC OBSTRUCTIVE PULMONARY DISEASE SERVICE
The Chronic Obstructive Pulmonary Disease (COPD) Service provides support for people with
diagnosed Chronic Obstructive Pulmonary Disease who are registered with a GP in West Cheshire.
The aim of the service is to help patients to manage their condition by providing advice and support
to prevent an exacerbation of their condition and admission to hospital.

SERVICE MODEL
The COPD services are based at the Countess of Chester Health Park and delivered in local clinics.
The service is available on week days only, excluding bank holidays and is provided by 2.5wte
Specialist Nurses and 1wte Oxygen Nurse. The Nurse Specialists have specific clinical experience
and specialist respiratory nursing qualifications to enable them to diagnose health problems and to
prescribe independently. Patients referred to the service receive a comprehensive assessment and
plan of care/training.
Care is provided in accordance with standardised evidence based Care Pathways and Clinical
Guidelines.

REFERRAL CRITERIA
The Service accepts referrals for patients registered with GPs within West Cheshire with diagnosed
Chronic Obstructive Pulmonary. The majority of referrals are from secondary care. Referrals from
GPs are very much determined by their knowledge and experience of the service.

ASSESSMENT AGAINST BENCHMARKS
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COPD WTE PER 100K POPULATION

WTE Per 100K of Population Compared
to the Benchmark Average (COPD Specialist
Nurse Team)
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Cautionary Note: The
benchmark is for
Respiratory Nurses not
just COPD
The NHS Benchmarking
report (39 submissions)
states that the average
WTE Respiratory Nurses
per 100k population is
2.12 with a range of 0.04
to 5.36 and an interquartile range of 0.9 to
3.2 WTE. By comparison,
the 2011/12 outturn for
CWP is 0.5 WTE per 100K

population which is at the lowest end of the range.
The number of Respiratory Nurses has increased to 1WTE in 2013/14 but remains at the lowest
end of the inter-quartile range.

PARKINSON’S DISEASE SERVICE
The Parkinson’s disease Service provides support for people with diagnosed Parkinson’s disease
and their carers, who are registered with a GP in West Cheshire. The aim of the service is to help
patients to manage their condition by providing advice and support to prevent relapse and
admission to hospital.
The service is available on week days only, excluding bank holidays and is provided by 1 wte Nurse
Specialist with specialist education and experience to enable her to diagnose health problems and
to prescribe independently.

SERVICE MODEL
The Parkinson’s disease service is based at the Countess of Chester Health Park and the service is
delivered in local clinics and in patients’ homes. In addition, the service supports hospital staff and
patients undergoing elective surgery or an emergency admission with regard to Parkinson’s
medication regimes and communication issues.
Patients referred to the service receive a comprehensive assessment and plan of care including the
provision of information on a range of care and treatment interventions. In particular, advice is
given regarding medicines management from diagnosis to end of life.

REFERRAL CRITERIA
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The service accepts referrals for patients registered with GPs within West Cheshire with diagnosed
Parkinson’s disease. Referrals are made by consultant physicians, GPs, Allied Health Professionals,
Community Matrons, District Nurses, Nursing/Residential Homes and by patients (self-referral).

ASSESSMENT AGAINST BENCHMARKS

WTE per 100K of Population Compared to
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The NHS
Average per 100,000
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Nat. Average
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submissions) states
that the average
WTE
Parkinson’s/Demen
2011-12
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2013-14
tia Nurses per 100k
population is 0.82
with a range of 0.15 to 3.3 and an inter-quartile range of 0.3 to 1.05 WTE. By comparison, the
outturn 2011/12 for CWP is 0.31 WTE per 100K population which is below the average and at the
lowest end of the inter-quartile range.

TISSUE VIABILITY SERVICE
The Tissue Viability Service provides expert advice, treatment and support in the management of
complex wounds or conditions where multiple factors affect skin integrity. The service is offered to
CWP staff and patients registered with GPs in West Cheshire. The service is provided in all
community settings which include:




Patients’ homes;
Nursing Homes within West Cheshire; and
Mental Health Services at Bowmere Hospital and Pine Lodge.

Advice and support may be given via telephone or personal assessment and joint working with DN
services, nursing homes and primary care staff. The team also provides education to all CWP West
Cheshire Physical Health Services clinical staff and facilitates the provision of appropriate pressure
relieving equipment to identified high risk patients.
A leg ulcer management course is provided annually offering 12 places to staff to ensure all DN
teams have access to staff who have undertaken and completed the leg ulcer management training.
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Health Care Assistant training is also provided which covers a range of topics relevant to tissue
viability on a 6 monthly basis.
The team also provides a Tissue Viability Link Nurse system to enhance tissue viability knowledge
and skills within DN Teams, Nursing Home staff and Practice Nurses.
The service is available on week days only, excluding bank holidays and is provided by any of 3
part-time Registered Nurses (1.8wte), with further training and qualifications in Tissue Viability
and leg ulcer management.

SERVICE MODEL
The Tissue Viability Specialist Nurse is responsible for the development, provision and
management of a comprehensive evidence based clinical service, incorporating the clinical,
advisory, educational, and leadership role within this specialty. In addition, the role includes the
provision of expert advice at operational and strategic levels, promoting safe practice for all
patients and staff.
The Tissue Viability Team and Vascular Nurse specialists at the Countess of Chester Hospital work
together to facilitate comprehensive management of patients referred into the service.
The team provides a Doppler/Stocking Assessment Clinic twice weekly at Stanney Lane Clinic,
Ellesmere Port, which takes referrals from Ellesmere Port GPs. District Nurses in the Ellesmere Port
locality; they also use this clinic for management of their patients.
The team also supports CWP staff to ensure competence in the delivery of Topical Negative
Pressure treatment. This includes liaison with WCCCG to ensure timely approval of funding for this
treatment. The use of Topical Negative Pressure Systems facilitates early discharge of patients and
reduces the number of visits required.
The team works closely with CCG Pharmacists to develop and manage the local Wound
Management Formulary and Wound Guideline, (last published in March 2009). The new Wound
Care Formulary is to be launched in July 2013.
A comprehensive Wound Resource Pack is managed by the Tissue Viability Team and was issued to
all staff in May 2009. This is currently being updated and will be held in an electronic version only,
ensuring that the evidence is current.
The Team is also in the process of trialling the total purchase system for wound dressings and
delivery to patients. This will take away the need for prescriptions for each patient requiring
dressing to give a better service and at the same time reducing cost.
The Tissue Viability Team is informed of all new Stage 3 or 4 pressure ulcers and each new
incidence is reviewed by a team member. If a pressure ulcer deteriorates within the community, a
peer review is undertaken and action taken as appropriate in conjunction with governance
arrangements.

REFERRALS
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Referrals are received from all user groups via fax. Following initial referral telephone advice may
be given, or joint visits arranged with the referrer.

ASSESSMENT AGAINST BENCHMARKS

Tissue Viability WTE per 100K of Population
Compared to the Benchmark Average
1.2
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The NHS Benchmarking
report (46 submissions)
states that the average
WTE Tissue Viability
Nurse per 100k
population is 0.97 with a
range of 0.18 to 3.36 and
an inter-quartile range of
0.4 to 1.2 WTE. By
comparison, the
2011/12 outturn for
CWP is 0.78 WTE per
100K population which

is below the average and within the inter-quartile range.
However, it should be noted that the Tissue Viability Service provides a service to the Mental Health
services within CWP and therefore direct comparison is not possible In 2013/14 to date actual
Tissue Viability staffing has increased to the benchmark average of 2011/12.

COMMENTARY ON SPECIALIST NURSE SERVICES
These services are difficult to benchmark because of the varied service configurations within trusts
providing community services. However, generally the Specialist Nursing services are poorly
resourced and are not well understood by GPs. As a consequence, these services tend to receive low
levels of referrals from GPs. It appears that the majority of referrals are made by Community
Matrons, District Nurses and Residential and Nursing Homes.
These services have tended to be commissioned to fill identified service gaps and do not appear to
have been reviewed in the light of other service developments. As a consequence there appears that
there is overlap in the provision of Chronic Disease Management. It is recommended that these
services should be reviewed in the context of the Patient Journey with clear lines of responsibility,
referral criteria and ‘hand back’ arrangements.

COMMUNITY THERAPY
The General Therapy services are based at The Countess of Chester Health Park and operate as 3
teams of Physiotherapists and Occupational therapists to enable people to live safely at home by
maximising their independence following a period of ill health. The team are led by a Head of
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Therapy services and two Therapy Team Leaders who are supported by a Physiotherapy
Professional Lead.
The service provides rehabilitation to support people to optimise their independence and safety,
facilitate discharge and prevent admission to hospital or long term care. There are also clinical
specialists within the service who provide assessment and treatment for patients with falls,
neurological, respiratory, and palliative conditions.

SERVICE MODEL
The Community Rehabilitation service is available to all patients registered with GPs in West
Cheshire and operates on week days only, excluding bank holidays. The service is provided within
patients’ own homes (or preferred residence) and is also provided to inpatients at Ellesmere Port
Hospital, Tarporley and Bowmere Hospitals, Sutton Beeches intermediate care unit and the Hospice
of the Good Shepherd. Other community locations within West Cheshire are used to deliver
treatment, as appropriate.
GP referrals to the Community Therapy service are made through ‘Choose and Book’ and
community nursing and other staff refer directly to the team by telephone or fax. Patients can also
self-refer.
Patients are initially triaged into one of four categories:




Red Flag patients - will be sent to secondary care within 1 working day of receipt of
referral;
Urgent Patients - will be treated within 2 working days from receipt of referral.; and
Routine Patients - will be treated within 20 working days of receipt of referral.

Triage criteria have been agreed to provide guidance in triage.
All patients referred to the service are assigned a rehabilitation coordinator. A comprehensive
assessment is undertaken and rehabilitation programme is developed in collaboration with the
patient; this is delivered at the patient’s place of residence. Care Pathways, contained within Map of
Medicine are used as are local notes to aid referral of all patients with orthopaedic conditions

REFERRAL CRITERIA
The service accepts referrals for patients registered with GPs within West Cheshire who have
identifiable rehabilitation needs.
Patients referred to the service must comply with the following criteria:






Aged 18 or over;
Registered with a West Cheshire GP (except Military personnel);
Have a predominantly physical diagnosis with identifiable rehabilitation need;
Are unable to attend/ inappropriate for musculoskeletal out-patient physiotherapy; and
Need therapy to enable themselves and carers to function safely in their own environment.

ASSESSMENT AGAINST BENCHMARKS
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COMMUNITY THERAPY STAFFING

WTE Per 100K of Population Compared to the
Benchmark Average
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The NHS Benchmarking report based on 30 submissions indicates that the average WTE Therapists
per 100k of registered population is 17.02; the inter-quartile range being between 5 and 25 WTE
per 100k of registered population. By comparison, the 2011/12 outturn for CWP is 14.2, which
although below the average, places CWP at the upper end of the inter-quartile range.

COMMUNITY THERAPY ACTIVITY

Average Number of Contacts per 100,00
Population (Community Therpay inc. EPH)
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Based on 23
submissions, the
NHS Benchmark
data demonstrates
an average of
6,496 contacts per
100,000
population, with a
range of
approximately
1,500 to 24,500
and an interquartile range of
approximately
3,000 to 7,000

contacts per 100,000 population.
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For CWP, the average contacts are 11,303 per 100,000 population which is above average and in
the middle of the upper quartile.

Contacts

Based on 23 submissions, the NHS Benchmark data demonstrates an average of 538 contacts per
WTE, with a
range of
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COMMUNITY THERAPY COSTS
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£0.66m and an
inter-quartile range between £ 200,000 and £900,000 based on 30 submissions. This variation
illustrates the differing service models used by health economies and the variation in historic
investment patterns.

£
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Communty Therapy (Inc. EPH)
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The figures for CWP are £938,836 per 100k population which is higher than the average
benchmark and just in the upper quartile.

Total Cost Per WTE of Community Therapy
70,000.00

60,000.00
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The average
is £33,497
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interquartile
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between
£31,000 and
£36,000 and

a range of £20,000 to £54,000.
The figure for CWP is £ 58,943 which is above the average and exceeds the upper quartile range.

COMMENTARY ON COMMUNITY THERAPY SERVICE
The Community Therapy Service appears to be comparatively well resourced, being placed at the
upper end of the benchmark inter-quartile range. Whilst Community Therapy contacts are below
the average, they are towards the middle of the inter-quartile range. However, it should be noted
that the CWP Community Therapy service is not directly comparable with the benchmark services
as it includes Therapy services delivered to Ellesmere Port Hospital.
Review of a sample of Therapy case notes indicates that the usual time period between referral of
patients on discharge from hospital to initial assessment is 20 days. Whilst this is just within the
standard wait-time for patients discharged from hospital, it appears that the maximum wait time
has become the usual wait-time. Meanwhile, patients are referred to rapid response and receive a 2
week package of care. Similarly, wait times for other triage categories appear unduly long. It is
recommended that CWP undertake a review of current working practices and seek to provide a
more responsive Community Therapy service. It is also recommended that GPs be informed of
Therapists’ initial assessments and treatment plan in a timely manner and not to rely solely on the
discharge summary.
Patients report very high levels of satisfaction with the service with 99% reporting they were
satisfied or extremely satisfied with the service.
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The high level of expenditure on Community Therapy cannot be accounted for solely in terms of
higher than average staffing levels. It also reflects the high staff stability and consequently the high
numbers of staff who are at the higher end of pay bands.

MULTIDISCIPLINARY COMMUNITY SERVICES

REHAB LINK SERVICE
The Community Rehab Link service is based at the Countess of Chester Health Park with satellite
offices at Lightfoot Lodge Chester, Sutton Beeches Ellesmere Port and Ellesmere Port Hospital and
operates on week days only, excluding bank holidays. The service:






provides an interdisciplinary care management approach to patients who have 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.

The service operates as a patient centred, multidisciplinary team with strong working relationships
with Community Nursing and Therapy services, GPs, CWAC, CoCH, the District Housing Trust and
the Voluntary Sector to ensure that patients’ needs are efficiently and effectively met.

SERVICE MODEL
A 6 week care and rehabilitation package of care is provided in a variety of community settings
depending on patients’ needs. All patients referred to the service are assigned a rehabilitation
coordinator; a comprehensive assessment is undertaken and rehabilitation programme is
developed in collaboration with the patient which is delivered at the patient’s place of residence.
A care managed rehabilitation model is followed which may require an initial placement in a
Residential Rehabilitation Unit, a rehabilitation nursing bed in the private sector or in a sheltered
housing flat. Alternatively, patients may be managed in the usual place of residence. Patient
assessment is undertaken using ‘The Single Assessment Process’ and documentation of treatment is
recorded using the EMIS web single patient record.
Care Pathways, contained within Map of Medicine are used as are local notes to aid referral of all
patients with orthopaedic conditions.
Patients are initially triaged into one of 3 categories:
PRIORITY 1



Initial contact within 3 working days of receipt of referral;
Referrals for hospital in-patient;
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Carer breakdown; and
Admission to care/hospital likely without rehab intervention.

PRIORITY 2




Screen within 5 working days of receipt of referral;
Gradual deterioration at home; and
Social Services package could be temporarily increased to maintain client at home.

PRIORITY 3




Screen within 7 working days of receipt of referral;
Safe at home but have rehab potential; and
Has a package of ‘care in place meeting needs at present but has potential for further
independence.

Patients are discharged or transferred to the support of General Therapy services when the initial
agreed rehabilitation goals are achieved. Discharge planning is proactively managed with the
identification of a predicted discharge date within one week of admission to the scheme.

REFERRAL CRITERIA
Referrals to the service from GPs Community nurses/therapists and Secondary Care is made
through Single Point of Access (SPA). The Service accepts referrals for patients who




Are aged over 18 years and registered with GPs in West Cheshire;
Have complex or varied social/medical/psychological needs which would benefit from a
care management approach; and
Have potential to regain independence through inter-disciplinary assessment and
rehabilitation.

PERFORMANCE
All performance data is maintained on the local authority (CWAC) electronic information system
(Liquid Logic) and is not currently available.

PATIENT SATISFACTION
A Patient satisfaction Survey conducted in May 2012 demonstrated very high levels of satisfaction:






95% patients rated the service as either satisfied (32%) or very satisfied (63%);
100% patients received the support they expected from the service;
90% patients were provided with sufficient information about the Rehabilitation Link
Service;
100% patients felt involved in decisions made about their rehabilitation goals and
treatment;
100% patients reported that they were treated with respect; and
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60% patients were informed about how the NHS uses their personal information.

RAPID RESPONSE TEAM
The Rapid Response service is based at the Countess of Chester Health Park with an office in the
A&E Department at COCH. The service offers co-ordinator and therapy services on week days from
8.30 to 18.00 and at week-ends from 8.30 to 16.30. The service provides early crisis intervention to
avoid unnecessary acute hospital admission, including urgent assessment and facilitated discharge
in A&E / MAU. It also provides urgent support for timely discharge from hospital of patients who
wish to receive End of Life care at home. The service is provided by a multidisciplinary team
comprising Nursing, Therapies, Social Care and rehabilitative support for up to 2 weeks.

SERVICE MODEL
Following an initial assessment, a plan of care is agreed and reviewed within 4 days to determine
the need for ongoing support. Patients are discharged when the patient is sufficiently stable for
transfer to mainstream services; has returned to pre-crisis level of function.

REFERRAL CRITERIA
The Service accepts referrals for patients registered with GPs within West Cheshire who are aged
18 years and above who are experiencing a health crisis that impacts their normal functioning but
do not require an acute admission. Patients must also have complex and immediate needs that
cannot be met by mainstream services.
Community Nurses and Therapists refer patients to the service by direct telephone access and GPs
and Social care staff access the service through SPA. Response times to referrals are from 1 to 2
hours depending on the capacity of the service

STROKE EARLY SUPPORT ED DISCHARGE SERVICE
The Stroke Early Supported Discharge(ESD) is managed jointly by CWP and CoCH and has been
operational since September 2012. Its purpose is to enable accelerated discharge of stroke patients
to their home (or place of residence) by providing specialist intensive rehabilitation and social
support in the community comparable to that of an in-patient stroke unit.
The service is operational hours are 7 days a week during day time hours but no patients are
accepted into the service at weekends.

SERVICE PROFILE
The Service is provided by a multidisciplinary team comprising Physiotherapy, Occupational
Therapy, Speech and Language Therapy and Nursing/support workers. The service provides for up
to 8 weeks of therapy post-discharge and is focused around time-specific patient goals which also
embrace the needs and ability of carers and follows an agreed Care Pathway/Plan.
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Key Performance Indicators have been agreed and are reported which include:







Reduction in average length of stay of Stroke patients;
100% of patients having contact with the ESD team within 24 hours of discharge;
Activity target of 40% of total stroke admissions per annum;
Reduction in re-admissions for Stroke patients (from baseline);
90% of patients to complete therapy within 8 weeks; and
Reduction in the number of calls and carers required for packages of care.

Number of Stroke patients referred directly to long-term care and the percentage of those
remaining in long-term care after 12 weeks.

REFERRALS
The service accepts referrals for patients registered with GPs within West Cheshire who have
suffered a Stroke. Referrals are received from secondary care: Countess of Chester Hospital Acute
Stroke Unit and Stroke Rehabilitation Unit and out of area hospitals, Arrowe Park and Clatterbridge
Hospitals.

PERFORMANCE
In the first 13 weeks of the start of the programme, the service met all but one performance
standard; the activity target of 40% of total stroke admissions was narrowly missed at 36.6%.
Reduction in length of stay was achieved with a saving of 680 bed days and no patients were
referred to long-term care.

CARDIAC REHABILITATION SERVICE
Approximately 9,650 patients in West Cheshire have been diagnosed with Coronary Heart Disease
and 2,100 patients are listed on GP Heart Disease Registers.
Cardiac Rehabilitation forms part of the National Service Framework(NSF) for Cardiac
Rehabilitation which includes exercise, education and psychological support. The service is
provided by a multidisciplinary team comprising a specialist nurse, exercise specialists,
physiotherapy, and occupational therapy with sessional input from dietetics, psychiatry liaison and
a mental health nurse. Other services such as Community Matron, Specialist Nursing teams and
smoking cessation services can also be accessed.
The service is provided in 4 phases at:





Countess of Chester Hospital ( Phase 1,2 and 3)
University College Chester (Phase 3)
Ellesmere Port Hospital (Phase 3)
Ellesmere Port Fire station (Phase 3 and 4)

SERVICE MODEL

Page 44 of 93

COMMUNITY NURSING REVIEW

2013

The Cardiac Rehabilitation service follows BACPR, SIGN Guidelines and NICE (British Association of
Cardiac and Pulmonary Rehabilitation Guidelines, Scottish Intercollegiate National Guidelines,
National Institute of Clinical Excellence), in delivering a phased approach to cardiac rehabilitation.
Phase 1 of the rehabilitation programme comprises medical and/or surgical stabilisation.
Phase 2 is initiated following planned early discharge. A comprehensive clinical assessment is
undertaken which includes sub maximal exercise capacity and advice is provided on medication,
misconceptions, symptom review, risk factor modification, and advice on diet, smoking, physical
activity, anxiety and depression. A care plan is formulated as appropriate with specified patient
goals and ongoing follow up with patient consent. Cardiology advice is also available if required.
Phase 3 comprises a 12 week programme of structured exercise, education and psychological
counselling which is provided at the University of Chester, Countess of Chester Hospital and
Ellesmere Port Fire Station.
Phase 4 signifies long-term maintenance of physical activity and lifestyle changes and is supported
by local charity groups who fund exercise schemes and leisure services

REFERRAL CRITERIA
Referrals are accepted from secondary care for patients registered with a GP in West Cheshire who
meet the eligibility criteria which are:







Chronic heart failure of new diagnosis or chronic heart failure with a step change in clinical
presentation including complex devices (CRT-P, CRT-D);
Troponin > 0.5 with diagnosis in medical case notes of Myocardial Infarction;
Referral by a cardiologist/Medical team - definitive diagnosis of Myocardial Infarction;
Post revascularisation surgery (CABG, PCI, PTCA) patients referred from the main Regional
Cardiothoracic Centre which may include valvular heart surgery such an MVR TVR and
AVR; and
Any of the above with defibrillator including CRT-P and CRT-D.

The following conditions are excluded from the service





Congenital heart disease;
Patients diagnosed with angina;
Newly diagnosed angina patients; and
High risk Coronary Heart Disease (high blood pressure, high cholesterol, primary
prevention CHD patients).

Referrals to the service are primarily from consultant medical staff.

CONTINENCE SERVICE
The Continence Service is a multidisciplinary service which serves a population of around 260,000
across West Cheshire. It is estimated that 17% of elderly people living at home suffer from faecal
incontinence and this rises to 25% in care settings. Failure to manage faecal and urinary
incontinence can lead to social embarrassment and exclusion and can cause conflict between an
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individual and their carer. Incontinence is second only to dementia as an initiating factor in moving
people to residential or nursing homes.
In addition, the Continence Service also provides a service to people with learning disabilities to
enable them to take as much control as possible over their lives and the services they receive.
The aim of the continence advisory service is to:



Provide a high quality, comprehensive service for both adults and children.; and
Encourage pro-active individualised programmes of care with a high emphasis on
improvement and cure rather than containment.

SERVICE MODEL
The continence service operates as a needs-based service delivery model for adults. Children with
continence problems are managed in secondary care; however, an innovative programme for preschool age children with special needs has been introduced.
Referrals to the continence service are made directly to the service and are triaged according to
priority:




High Priority : In-patients at Ellesmere Port Hospital - Response time 5 working days;
Medium non-urgent: Community based patients not currently receiving other nursing
services - Response time 10 working days; and
Routine: Response time 20 working days.

The Continence Advisory service is provided by a team of Continence Nurse Specialists, Specialist
Physiotherapist, Healthcare support Workers and Nursery Nurses and is delivered in nurse led
clinics in Ellesmere Port Hospital, Hope Farm Clinic, Ellesmere Port, St Martin’s Clinic, Chester,
Frodsham and Tarporley Health Centre. If patients are housebound they receive services in their
usual place of residence including those residing in residential care homes. The service is available
on weekdays only between 8.30am and 4.30pm and an answer machine is available for messages
out of hours.
Standardised evidence based Care Pathways and Clinical Guidelines have been developed in
conjunction with medical and nursing colleagues at CoCH to ensure that the service is effective,
consistent, sustainable and cost effective. All patients receive a comprehensive assessment and
care/training plan with referral to secondary care if appropriate. Patients with intractable
incontinence may be provided with containment products and their requirements are reviewed six
monthly.
GPs are informed of the Continence Nurse’s/ District Nurses initial assessment and the plan of
treatment/training and of any referral to secondary care if required.

REFERRAL CRITERIA
The Continence Service offers an open referral system from health professionals, Social Services,
individuals and families and statutory and non-statutory organisations across all health and social
care boundaries. The Service accepts referrals for patients registered with GPs in West Cheshire
who have with identified continence problems.
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Patients referred to the service must comply with the following criteria:



The patient and carer must be aware of the referral; and
The patient must have a continence problem.

SINGLE POINT OF ACCE SS (SPA)
SPA works closely with the GP Out of Hours service and by working together, offers a seamless
24/7 one stop single point of access for the allocation of urgent care community resources within
agreed timeframes. SPA is based at the Countess of Chester Health Park; it is co-located with the GP
OOH service and is managed by the same person.
SPA provides telephone support to GPs, health, allied health and community service providers in
facilitating and co-ordinating the urgent unplanned care of adults. This includes the allocation of
community resources to avoid admission to hospital where care can be more appropriately
provided in the community, as well as providing resources to enable early supported discharge
from hospital. In addition, the service promotes active liaison with CWP and CWAC Rapid Response
Team.
SPA serves all patients registered with a GP in West Cheshire and includes all appropriate cross
border arrangements with services required by patients. SPA operates between 8am and 8pm,
Monday to Friday but also offers a seamless provision 24/7 by working in partnership with GP Out
of Hours which provides complimentary call handling for unplanned appointments from 8pm to
8am, and at weekends and Bank Holidays.

SERVICE MODEL
SPA provides a co-ordinating service for GP to access hospital through liaison with the Bed Bureau.
In addition, SPA seeks alternative referral to Hospital at Home, Rapid Response, Community
Matrons and District Nurses and intermediate care services. Triaging is undertaken by a Senior
Nurses. In addition, SPA is the single point of access for secondary care referral to the DN service.
SPA also provides advice and support to Care Home staff.
Immediate response is available for the majority of calls but at peak activity times there may be a
short delay in answering the phones. Action time from referral varies according to complexity of
the case referred. Response action times are prioritised as:





Immediate and necessary - for immediate life threatening referrals - (these should not
normally be referred via SPA but as 999 (blue light) calls );
Urgent – within 2 hours;
Soon – within 4 hours; and
Routine – within same working day or within planned care pathway.

All calls are closed with a communicated management plan by the end of the working day
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SPA operates agreed pathways of care for each service as detailed within the Directory of
Community Services Operating Manual and also incorporates ongoing developments for
Ambulatory Care Sensitive Conditions clinical pathways.

GPs are informed by e-mail within 24 hours,
outlining actions and SPA outcome for each patient referred.

REFERRAL CRITERIA
All adults with urgent unplanned care needs not requiring emergency (999 call) admission to
hospital.
Referrals are received from GPs, health and social care professionals using a direct telephone
number.
Referrals from Hospital Wards and Discharge Liaison teams are received by fax and telephone.

PERFORMANCE - MONTHLY ACTIVITY 2012/13 BY MONTH
SPA receives between 524 and 755 calls a month of which between 317 and 472 calls result in an
admission to hospital. The remaining requests are directed to alternative services to avoid
hospitalisation. Diversions for 2012/13 were 30% and exceeded the target of 25%.
It is also of interest
to note the variation
in activity by day of
the week. The chart
presents this very
clearly with activity
dipping mid-week
and at week-ends.
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COMMENTARY ON MULTIDISCIPLINARY SERVICES
Many of the specialist/multidisciplinary services commissioned and provided have arisen because
of identified service gaps. As a result they continue to operate independently of the underlying core
services.
Rapid response: The CWP Rehab Link Team and the Crisis and Re-ablement Team (CART) were
created to ensure timely access to therapy services and social care packages. Until recently, these
teams operated independently. .
In December 2012, the CWP Rehab link, CART and the CoCH Discharge Liaison Team joined
together to become a new Rapid Response Team.
It appears that these teams have been working together but in parallel and need to establish a
common vision of the service they are to provide and to agree changes in working practices by each
former team which will be required to deliver the agreed vision of patient centric care. In addition,
the service is not provided after 6 pm yet it is felt that many elderly people presenting in A&E could
avoid hospital admission if this service was available until later into the evening. It is understood
that a business case for the extension of SPA services is currently under consideration and might be
enhanced further with the inclusion of Therapy and Social Care services to support an extension of
the newly formed Rapid Response Team. However, it appears that initially, a service was available
from 6pm to 10 pm but no referrals were received and it was therefore cancelled. It is
recommended that CoCH should undertake an audit of patients presenting in A&E after 4.30pm
who could be diverted from admission to hospital, in order to determine the resources required to
extend the service. Attention should also be paid to daily variations.
SPA: This service is making a considerable contribution to the avoidance of hospital admission and
at a performance of 30%, is exceeding its target of 25%. However, staff within CoCH appear
unaware of this activity and the consequent contribution that CWP is making in measured hospital
avoidance. It is recommended that this information is shared regularly with CoCH so that all parties
recognise the contribution that each is making to alleviate a shared problem. It is recommended
that SPA should be included in any future work regarding possible extension of the Rapid Response
service and that any proposed increase in service provision should be included in the Full Business
Case currently being developed for the extension of SPA services.
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STAKEHOLDER EXPERIENCE

GP EXPERIENCE OF COMMUNITY SERVICES
GP experience of Community Services was obtained by discussions held at the 3 GP Network
meetings, a Practice Manager’s meeting and review of minutes of previous network meetings. The
findings are presented below.

GENERAL THERAPY SERVICES
The therapy services are reported as good when the patient receives therapy but GPs frequently do
not receive feedback until a discharge letter is received, which may be several months after referral.
Patients are referred to the therapy services by GPs through Choose and Book and GPs are required
to make separate referrals if more than one joint requires treatment. Whilst there are agreed ‘wait
times’ by urgency of referral, these are not reported back to GPs as had been done previously.
Similarly, GPs are not informed of when the patient has been seen or of the patient’s initial
assessment and treatment plan.

COMMUNITY MATRONS
Concerns were raised that not all GP practices were assigned a Community Matron but shared them
with other practices. In addition, there was a perception that not all Community Matrons were of
the same level of experience, particularly in respect of non-medical prescribing. In addition it was
felt that the numbers of Community Matrons were insufficient to meet current and future demand.
The initial Community Matron Service was commissioned on the basis of the numbers of patients
with complex care needs who were identified in each practice as being frequent hospital attenders.
Referrals to the Community Matron Service are increasing and will increase further with the
implementation of a Patient Risk Stratification Tool with emphasis placed on the needs of lower
risk patients to prevent them from becoming high risk patients. Further to this, a belief was
expressed that Community Matrons preferred to care for complex patients and were reluctant to
take on the more preventative role of supporting medium risk patients.

DISTRICT NURSING
COMMUNICATION AND CONTINUITY OF CARE
GPs in all networks reported that when the District Nurses were/are based in GP practices, that
communication was/is improved. Concerns were raised regarding the need for stability of DN
Teams. It was recognised that staff were required to cover absences in other teams but when this
happened frequently, it destabilised the team, created opportunities for communication breakdown
and introduced nursing staff with different levels of skill resulting in a perceived lack of continuity
of care for patients. Some GPs expressed anticipatory concern regarding the implementation of
larger teams and the potential for this resulting in less continuity of care if patients are visited by
different nurses who are not familiar with the patient.
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Communication with District Nurses was generally reported to be satisfactory. DNs are accessible
and referrals are made via a range of electronic and paper-based methods, in addition to telephone
calls and face to face contact. GPs reported no experience with the new telephone referral service
which had just been launched immediately prior to the meetings with them. Feedback to GPs
regarding DN patient care is currently provided as a print-off of the District nurse documentation
which is left at the Surgery and is then input into the GP system. GPs expressed a universal desire
that DNs should not enter data directly into the GP system but felt that mutual read only access to
the respective electronic GP and Community Nursing records would have the potential of
improving clinical communication. However, the need for verbal clinical dialogue was felt to be very
important and should not be replaced by electronic record keeping.
Concerns were also expressed regarding the scope of DN Practice. GPs felt that there was lack of
clarity regarding clinical procedures that they might expect District Nurses to undertake. Examples
provided included the need for a GP to undertake an initial rectal examination prior to the
administration of enemas and the need for GPs to authorise prescriptions of Heparin which had
been prescribed and provided by hospitals when patients were discharged. It was felt that it would
be helpful if GPs were included in determining the scope of practice and in the development of
clinical procedures and pathways.
GPs also raised the level of complexity of care required by patients in the community and the need
to extend the levels of skills held by District Nurses. It was felt that the numbers of care pathways
should be extended to enable DNs to provide a wider range of intravenous drugs which would
contribute further to the prevention of admission to hospital and to the early discharge of patients
from hospital.
All GPs expressed high levels of satisfaction regarding the excellent ‘End of Life’ care provided by
the community nursing service. However, concern was expressed about the 1.8% planned cut in
funding of community services which ran counter to the policy shift of transferring services to the
community. They felt that there should be an investment in the DN Service as there was a need for
high quality District Nurses to support more cancer patients to die at home.

DN STAFFING LEVELS AND SKILL-MIX
Concerns were expressed in one GP network regarding high levels of District Nurse staff turnover
as a result of staff retirements and staff movement following disciplinary action being taken.
However, the staff movement relating to disciplinary action was found to relate to incidents that
had occurred 3 years previously. Currently, the DN services are experiencing long-term sickness
among 2 senior staff members and this has necessitated some movement of staff and increased use
of bank staff. CWP enjoys high levels of staff retention. Overall, GPs felt that that staffing levels
were sufficient to meet locality needs, providing there was no staff movement. However, increased
staffing would enable additional work to be transferred from secondary care, especially in respect
of ‘End of life’ care.
Of wider concern is a perception amongst GPs that the current restructuring of Community Services
into 9 Locality Clusters will result in a reduction in the grade mix of staff and in particular the
planned introduction Band 4 staff in addition to Health Care Assistants.

SPECIALIST COMMUNITY NURSES
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Generally, GPs did not seem aware of the services provided by Specialist Nurses. Reference was
made to the Respiratory Specialist Nurses and the lack of clarity regarding referral criteria and how
to refer to them. It was felt that the wide variation in the number of GP referrals to the service is
dependent on the experience of GPs with the service. Most referrals to this service and Community
Heart Failure Specialist Nurses are initiated by hospital consultants. No reference was made to
Continence, Parkinson’s and Tissue Viability Community Specialist Nursing services.

CWP MANAGEMENT
Whilst GPs expressed satisfaction with the quality of Community Services, there was a general level
of dissatisfaction with CWP management of the service. This was expressed in terms of ‘constant
reorganisation’ and staff movement, lack of contact with CWP managers and ‘GPs being constantly
asked what was wanted’.

COMMENTARY ON GP EXPERIENCE
District nursing: The concerns raised by GPs regarding continuity of care provision, changes in
skill mix and consistency in expectation of procedures undertaken, is common to many Community
Nursing Services as workload increases and the need to demonstrate ‘value for money’ is pursued.
CWP has introduced Healthcare Support Workers and Assistant Practitioners following a skill Mix
review which analysed the levels of skill required to meet the care needs of patients. In addition, as
part of the management restructuring, GPs see the number of Team Leaders reducing from 16 to 9.
CWP have informed GPs that the new Integrated Team Leader posts will be full-time management
posts and that the 7 unplaced Band 7 post-holders will become full-time clinical practitioners,
thereby enhancing the skill levels within the clusters.
It is also clear from discussion with District Nurses and GPs that some District Nurses are
demonstrating ‘risk averse behaviour’ in referring some patients back to GPs when CWP clinical
policies and procedures do not require this. However, it appears that this may be as a result of two
serious incidents which occurred in the past.
Community Therapy: The concerns raised by GPs regarding Community Therapy relate primarily
to wait times and lack of timely communication regarding assessment and treatment plan. It is clear
that standard wait times are unduly long which may reflect the level of investment in the general
therapy services. It is also clear from discussion with Community Therapists, in addition to GPs,
that Therapists do not inform GPs in a timely manner of their initial assessment and treatment plan,
communicating only by the Discharge Letter which may be several months after initial referral.
Engagement with CWP: The majority of issues raised regarding CWP engagement with GPs relate
to constant re-organisation and in particular, the lack of contact with service managers when
concerns could be raised face to face.
GP perception of constant re-organisation reflects the reality of changes made within CWP since
TCS in April 2011. These organisational changes were made to support the integration of the
service into CWP and more recently to support the restructuring of services for development and
implementation of Integrated Teams within the Ageing Well programme.
Prior to the transfer of Community Services to CWP, Community managers met Quarterly with GPs
at the GP Network meetings. This provided an opportunity for GPs to raise issues and for the
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Community Managers to report on actions taken and developments/changes planned. However,
since the transfer of services in 2011, the PCT has become the CCG and the network meetings have
become GP commissioning forums. As a consequence, the opportunity for discussion of community
operational issues has been lost and no alternative forum has been created.
Considerable effort has been made by the senior community services manager to inform GPs of
changes and developments planned but this has taken place within the context of the GP
Commissioning networks which may not be the most appropriate forum. CWP is attempting to
address this communication gap in the current re-structuring where Integrated Team Managers
will be full-time service managers with the time to meet regularly with GPs in their practices to
discuss operational issues and to engage more constructively with GPs
GPs work closely with District Nurses and are therefore very operationally aware of changes that
may take place. It is clear that staff movement has taken place but this has mainly been planned
movement to support safe service delivery.
When Community Services were transferred in 2011 they were, as previously discussed, recognised
to be in a poor state. Immediately following transfer it was necessary to make changes to a DN
Team when it was found necessary to take disciplinary action. Consequently, staff were moved as
new teams were re-constituted. Since that time, there has also been a resource redistribution to
balance District Nurse availability with the distribution of the population over the age of 65 years.
This has resulted in some GP Practices losing DN staff, whilst others have gained. A further
contributor to the movement of staff has been the journey towards integrated teams which will
result in the establishment of larger teams in 9 clusters based on GP practices. Senior managers
have attended GP networks to inform them of the changes as they are planned but there remains a
feeling that the changes have been forced upon them and that they have not been consulted.
However, these changes have taken place to support the agreed Ageing Well programme which has
the support of GPs.

DISTRICT NURSES’ EXPERIENCE
Meetings were held with DN to elicit their experiences. The findings are presented below.

TRANSFER TO CWP
DN staff identify very strongly with CWP. They report significant improvement in working practices
since the transfer from the previous organisation. They refer specifically to the development of
robust nursing policies and procedures; effective clinical governance arrangements and ready
access to training. They believe that being part of a larger clinical Trust with a strong community
ethos has resulted in managers being much more organised and supportive. They also recognise
and welcome the Trust’s willingness to deal with ‘problem areas’. DN staff also appreciates the
access to Occupational Health support and the Trust’s positive approach to the reduction of
sickness absence which has resulted in greater stability of teams over the past year.

COMMUNICATION WITH G PS
District Nurses also report that they work well with GP colleagues. However, they do report some
problems in communicating with GPs. The majority of communication is via e-mail and paper
Page 53 of 93

COMMUNITY NURSING REVIEW

2013

reports left with Surgery receptionists for later scanning into patients’ records. However, District
Nurses report that there are occasions when the District Nurse needs direct professional dialogue
concerning a patient’s condition and this can at times prove difficult. There are times when District
Nurses attempt to speak with GPs but receptionists present a considerable protective barrier and
that they do not appear to understand that if a District Nurse calls to talk with a GP, that this must
be accorded priority. On other occasions, District Nurses report that they visit Practices and wait
for considerable periods of time to speak with a GP between GP appointments. Generally, District
Nurses felt that GPs are not aware of the care that they are providing for patients and examples
were provided of GPs being extremely rude and disrespectful towards District Nurse colleagues.
These incidents are invariably not fed back to service managers, GPs or commissioners and are
simply accepted because of the need to deliver service to patients.
District Nurses also report that triaging referrals is frequently challenging as they are usually given
very little information about the patient. However, it is felt that the move to EMIS with access to GP
patient notes will alleviate this problem in the future.

NURSING SKILL UTILISATION
Many District Nurses felt that they were not used to their full potential. The majority of District
Nurses were experienced medical/surgical/A&E staff nurses prior to working in the community
setting. In their previous roles they had undertaken a wide range of technical nursing skills but with
exception of administration of IV antibiotics for patients on the Cellulitis Pathway, were unable to
use the skills they had acquired. They felt strongly that they could have a wider technical remit
which would contribute greatly to hospital avoidance and planned early discharge of patients.

INTEGRATED TEAMS
District Nurses were very well informed about the planned move to Integrated Teams. They
expressed excitement about the improved access to Social Work and Mental Health expertise. Some
District Nurses reported that multi-disciplinary teams were already being brought together but
there was some uncertainty expressed as to the appointment of Integrated Team Leaders which
were yet to take place. However, District Nurses reported that despite this uncertainty, they would
work together to ensure that the full benefits of integration were realised .

COMMUNITY MATRONS/CLINICAL CASE MANAGERS’ EXPERIENCE
Discussions were held with all of the Community Matrons. The findings are presented below.

TRANSFER TO CWP
Community Matrons identify very strongly with CWP. They report significant improvement in
working practices since the transfer from the previous organisation. They refer specifically to the
development of robust nursing policies and procedures; effective clinical governance arrangements
and ready access to training. They also value strongly the access to Mental Health support in the
management of the care of patients with Dementia. Community Matrons also expressed the need to
move forward following the organisational changes they have experienced.
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RELATIONSHIPS WITH PRIMARY CARE
Community Matrons report that they work well with GP colleagues but communication can be
difficult. As GPs schedule their work in different ways, it can be difficult to know when to contact
them. Community Matrons also report that if can frequently be difficult to obtaining GP input to
Multidisciplinary Case Conferences with the patient and family because of the different work
schedules. As a result, case conferences proceed without the presence/input of GPs. Community
Matrons felt strongly that the use of SKYPE would improve access to GP input and could also be
used for discussion with consultant and or other staff within Secondary Care and for contacts with
patients.
Community Matrons also report that, the lack of electronic access to the GP patient record and GP
access to Community Matron records has considerable impact on the achievement of effective
communication. Community Matrons also reported that some Practice Managers hindered effective
communication with GPs as they do not appear to understand the role of the Community Matron.

RELATIONSHIPS WITH SECONDARY CARE, SOCIAL SERVICES AND HOSPITAL
AT HOME
Community Matrons report very good relationships with Secondary Care, Social Services and
Hospital at Home. There are clearly defined communication and referral channels which work well.

DOCUMENTATION OF CARE AND INFORMATION TECHNOLOGY
Community Matrons record patient care in EMIS, the electronic patient record. However, they do
not have remote access to the network and therefore have to return to base to complete patient
documentation. It is reported that there are a small number of ‘tough books’ in use but the network
coverage is poor. In addition, use of EMIS web from alternative access sites is very poor, with the
system taking up to 30 minutes to load. Despite this, Community matrons value the access to
information that EMIS web provides.

SPECIALIST NURSES’ EXPERIENCE
A meeting was held with Specialist Nurses from 4 Specialist services. The findings are presented
below.

TRANSFER TO CWP
Specialist Nurses reported that the transfer to CWP had been very beneficial. When the transfer
was initially announced there was a lot of worry but this proved to be unnecessary. They reported
that the change had been very positive. Previously, they had felt very isolated but they found the
CWP inclusive management style very empowering. They feel very much involved in the Trust, they
are well-informed, they feel ‘listened to’, are involved in change processes. However, the experience
of one Nurse Specialist was different who felt that her small team felt over-looked within all the
change that has taken place.
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RESPONSE TO COUNTESS OF CHESTER ASPIRATIONS TO TAKE OVER
COMMUNITY SPECIALIST NURSES
Heart Failure and Cardiac Rehab Nurses understood the rationale for this in respect of the
services they provide but expressed concern that the services were almost certainly to be drawn
into the hospital. They also expressed concern that the management style of secondary care would
not afford them the respect and autonomy that they receive from CWP.

RELATIONSHIPS WITH G PS
Heart Failure Nurses and Cardiac Rehab report that GPs are still confused about the service they
provide. Almost all referrals are from Consultant Cardiologists and they receive very few, if any,
referrals from GPs. They feel strongly that if GPs referred patients to the Heart Failure Nurses, there
would be fewer referrals to secondary care.
The respective teams stated that they would like to take clinics into GP Practices when they could
also work with Practice Nurses and GPs to help them get their Heart Failure Registers up to date.
Nationally (and Cheshire is the same picture) there is only a 50% capture and listing of patients on
the Heart Failure Register. If GPs do not keep their register up to date, patients will not get the
services available which would improve their quality of life. The team reported that they could
make a substantial contribution to relieving GP work-load and improvement of the management.
Patients having medications re-titrated will make 8 visits to a GP, work which could be done by the
Heart Failure Nurse Specialist.
COPD Nurses expressed similar experience in that they do not receive any referrals from GPs for
early stage COPD where their input could really make a difference in disease management to
prevent progression. As a result the work of the COPD team is primarily palliative. Referral of
patients 2 years earlier could have improved their quality of life. The COPD team report that only 6
GPs make referrals to the COPD Nurses.
The COPD team also reported that recent work to administer Flu Vaccines in one GP Network
revealed that of the 400 patients with COPD only 1 was known to the COPD nursing team. The
COPD nurses feel that they need a far greater presence in GP Practices and much greater contact
with Practice Nurses in the support of Long-term Disease Management but currently there isn’t
sufficient staffing resource to meet the service requirement if all cases were identified. The team
also reported that the COPD GP Lead has established a COPD Forum and has set up work to develop
a COPD Care Pathway and Self Care Management Plans.
Continence Nurse Specialists report a mixed experience with some GPs using the service very
effectively whilst others make inappropriate referrals to the Urology service or just prescribe
incontinence pads. The Team reported that they do not have sufficient contact with GPs; closer
working would enable the 2000 patients receiving continence products at a cost of £350,000 to
receive more effective support.

DOCUMENTATION OF CARE OF CARE AND INFORMATION TECHNOLOGY
All Nurse Specialist teams use the full functionality of EMIS but they also experience the challenges
of remote access and the need to return to base to complete documentation.
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COMMUNITY THERAPISTS EXPERIENCE
A meeting was held with the majority of Community Therapists, including Rehab Link and Rapid
response... The findings are presented below.

TRANSFER TO CWP
Community Therapists identify very strongly as a team and with a community based service.
Therapists reported that the period of (TCS) was a very unsettling time, particularly as they were
not made aware of the host organisation until immediately before the transfer. They also report
that they are less well integrated within CWP than other community services and still refer to
themselves as Community Care Western Cheshire (CCWC). In the current absence of the Head of
Therapies, many Therapists feel that they have no access to senior managers, only to their
respective Team Leaders. Other Therapists referred to the Allied Health Professions Group (AHP)
as a conduit to Senior Managers and to the Professional Forum which provided an opportunity to
contribute to strategic and professional developments.

INTEGRATED TEAMS
Therapists are aware and excited about the planned changes for integrated working. Whilst they
understand the Integrated Team arrangements and the opportunities for interdisciplinary working,
they have not yet been informed as to which team they will be assigned to. Some concerns were
also expressed regarding the ability to provide sickness absence cover when spread across 9 teams
rather than the current 3.

COMMUNICATION WITH G PS
General Therapists do not appear to have regular direct contact with GPs. Referral of patients is
made through ‘Choose and Book’ and Discharge letters are sent on completion of therapy.
Therapists tend not to have any clinical dialogue with GPs; neither do they inform GPs of their
initial patient assessment and plan of treatment.

CASE-LOAD MANAGEMENT
General Therapists carry a caseload of between 30 and 40 patients, depending on case-mix. They
are supported by Therapy Assistants who prompt and supervise patients undertaking exercises.
The caseload is managed by adjusting the wait times of non-urgent cases. Wait times for each
priority category are monitored and breaches reported to the Senior Management Team.

DOCUMENTATION OF CARE AND INFORMATION TECHNOLOGY
Therapists record patient assessments, treatment plans and progress notes on EMIS web, the
electronic patient record. Tough Books are currently being trialled in the Rural Network but the
network coverage is insufficient resulting in Therapists having to return to base to complete
documentation.
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ACCESS TO EQUIPMENT
The Rehab Link Team reports problems in obtaining equipment for patients in Nursing Homes as
they are not permitted to prescribe equipment for residents. Patients or the Nursing Home are
required to purchase equipment. Frequently, the appropriate equipment is not purchased and
patients lose their independence and/or fall, resulting in admission to hospital.
General Therapists report problems in getting equipment for patients referred from ‘Out of Area
hospitals’ when they are discharged without the necessary equipment. Again, patients are informed
that they have to buy their own equipment.
General Therapists also report that since the introduction of the out-sourced equipment provider,
used equipment can no longer be returned, with the exception of hoists and other expensive items
of equipment. They also report that the Equipment Loan Service ceased in 2009 and this is reported
as exacerbating the difficulties in obtaining appropriate equipment when patients are unable or
unwilling to purchase new equipment.

COMMENTARY ON COMMUNITY STAFF’S EXPERIENCE
The vast majority of staff have settled well into CWP with the realisation of many benefits including
robust nursing policies and procedures; effective clinical governance arrangements and ready
access to training. Considerable work has been undertaken by CWP to develop what was repressed
community workforce to one which is now ready to take forward the concept of integrated working
and to fully utilise their clinical skill in expanding the range of clinical services offered.
District Nurses work well with GP colleagues but they do experience problems in communicating
with some GPs. Time is spent circumventing communication barriers and waiting to talk with GPs
between patient appointments. Some of these obstacles could and should be overcome with mutual
access to EMIS.
Many District Nurses feel that they were not being used to their full potential. As experienced
medical/surgical/A&E staff nurses prior to working in the community setting, they feel that they
could undertake a wide range of technical nursing skills which would contribute further to Hospital
avoidance and Early Discharge. Given the current level of resourcing in DN, there appears to be
capacity to extend the work of District Nurses within current budgets.
Community Matrons identify very strongly with CWP and report significant improvement in
working practices since the transfer from the previous organisation. They also value strongly the
access to Mental Health support in the management of the care of patients with Dementia.
Community Matrons report that they work well with GPs but contacting them can be difficult when
they all schedule their work in different ways. The use of SKYPE and/or teleconferencing should be
considered as an alternative way of obtaining GP input. In addition, the lack of mutual electronic
access to patient record has considerable impact on the achievement of effective communication.
Specialist Nurses have also found the transfer to CWP to be very beneficial. Previously, they had
felt very isolated but have found the CWP inclusive management style very empowering.
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The majority of Nurse Specialists feel that their role is poorly understood by GPs. Those GPs who do
have a good understanding of their role do make good use of the services but these are small in
number. Many of the Nurse Specialists would like to work more closely with GPs and Practice
Nurses to identify those patients which would benefit from their expertise. However, current
staffing levels which are significantly below the Benchmark preclude this at present.
There appears to be some lack of clarity between the role and responsibilities of Community
Matrons, Practice Nurses and the COPD and Heart Failure teams regarding referrals and ‘hand-off’,
which needs to be addressed.
Community Therapists identify very strongly as a team and with a community based service.
However, they feel less well integrated within CWP than other community services. Therapists are
aware and excited about the planned changes for integrated working and the benefits that this will
bring for patient care but they do have concerns about being spread thinly across 9 teams rather
than the current 3 teams. It appears that the Multidisciplinary Rehabilitation Teams have been
developed by withdrawing resources from the General Therapy Team and this has resulted in
Community Therapy staffing levels which are well below the Benchmark Average
General Therapists do not appear to have regular direct contact with GPs. Referral of patients is
made through ‘Choose and Book’ and Discharge letters are sent on completion of therapy.
Therapists tend not to have any clinical dialogue with GPs; neither do they inform GPs of their
initial patient assessment and plan of treatment. It is suggested that Community Therapists should
inform GPs of their initial assessment and treatment plan in a timely manner. However, it is noted
that mutual access to respective EMIS patient records should alleviate this problem.
Access to equipment is a very real concern for all of the Therapists, particularly for patients in
Nursing Homes. They also report that since the introduction of the out-sourced equipment
provider, used equipment can no longer be returned, with the exception of hoists and other
expensive items of equipment and they believe that this has exacerbated the difficulties in
obtaining appropriate equipment when patients are unable or unwilling to purchase new
equipment. It is understood that WCCCG is currently reviewing the Equipment contract and it is
recommended that the opinion of front-line Therapists should be sought as part of this review.
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DELIVERING TOMORROW - AGEING WELL
In December 2011, West Cheshire was selected by the government to be one of four pilot areas to
deliver a whole place community budget. The bid submitted by CWAC on behalf of public, private
and voluntary sector partners from across West Cheshire outlined how they would work together
for the benefit of the West Cheshire community to fundamentally change and improve local public
services. The Altogether Better vision is
to deliver the highest quality of life in
the UK to West Cheshire residents,
creating more outcome-focused
services for customers and delivering
the right services, in the right place at
the right time. The aim of the
programme is to deliver:
•
•
•
•
•
•
•

joined-up service planning and
delivery ;
services that are responsive to
local needs ;
services that are proactive (not
reactive) ;
services that focus on better
outcomes for residents;
greater sharing of resources, including buildings and staff ;
simpler, more transparent funding models; and
much more effective structures to support partnership working.

The programmes of work have been grouped together to represent a typical life cycle. Although all
of the programmes are multi agency in nature, all are led by council officers with the exception of
Ageing well which is health led.
Ageing well has been designed to address the:




Financially unsustainable model of care for older people within health and social care in
Cheshire West. Locally:
o £133.557m (2011/12) was spent on NHS acute and community care and social care on
the over 65s;
o Local Government making budget reductions of 25+% and the NHS on ‘flat cash’.
Given the current economic climate this is more likely to come under further financial
pressure rather than continue; and
o The increasing demand for acute care for older people, particularly those >85. Current
population forecast that the population >65 will increase by 26% by 2020 and those >
85 by 44% by 2020.
In addition, a local analysis demonstrates at least 25% of older people in an emergency hospital
bed would not be there if alternatives care models were in place and that there would be 15%
fewer placements to long-term care if adequate alternative provision and a ‘whole system’
approach was in place.
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AGEING WELL TO DATE
The Ageing well programme is jointly sponsored by Sheena Cumiskey, Chief Executive of CWP and
Alison Lee, the Chief Officer of WCCCG.
In parallel with this review, work has been completed to refine the governance and programme
management structure of Ageing Well. The diagram shows the current structure highlighting in
green those groups that we understand to be decision making groups and those that the
programme
reports to for
information.
As highlighted in
the diagram,
further work is
required to
streamline
reporting lines
for the
programme to
minimise the
time spent
preparing and
delivering
updates rather
than delivering
the outcomes of
the programme.
Although all organisations involved to date, (CWP, WCCCG and CWAC) remain committed to the
programme and its aims, post the development of the business case in late 2012, there was minimal
commissioner involvement in the programme from a managerial and clinical perspective until
recently. Dr Claire Baker took on the role of clinical sponsor in Dec 2012; this was in addition to her
other CCG roles that are completed in her allocated 1 day per week. From April2013, Dr Baker was
supported by Amanda Lonsdale as part time programme lead; since May this has been changed to a
full time role. The addition of these two people has provided pace, passion and structure to the
programme.
The Operational Transformation lead for CWP worked with the CCG and an interim provided by the
CCG to develop the business case. Post the production of the business case, the operational
transformation lead has been working within CWP to design and implement the re-structuring that
is required in order to move to Integrated Team working.
The table below highlights the amount of resource involved in the programme from across the
health economy which given the perceived priority and delivery deadlines of this programme
appear small with many of the roles being part time. An exercise to review resource required to
deliver priority workstreams is required. In addition, further clinical sponsorship is required to
support Dr Baker with engagement of primary care colleagues.
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Also, the table highlights the lack of CoCH involvement in the work streams to deliver the
programme which should be rectified if the health economy is to deliver a seamless patient journey
across organisations.
Although the new management team at CoCH are more outward focussed than previous
incumbents, anecdotally it appears to be difficult to engage them in development of integrated
processes. There is a view that CoCH do not wish to build on the good work already completed by
other organisations within the health and social care community. As noted earlier, CoCH have
changed a significant number of key management posts since last November and need the
opportunity to demonstrate their ability to deliver in an integrated manner.
Rapid Response is an integrated service involving staff from CoCH, CWAC and CWP. We have been
informed that setting up this service was difficult given the cross organisational boundaries,
distrust and lack of understanding of services offered. Although service delivery has improved,
further work is required to involve staff to define a patient centric process that they would be
happy for their loved ones to benefit from. Barriers to delivery need to be identified and addressed
by the participating organisations both individually and collectively. We respectfully suggest that
cross economy working to improve this service both in hours and out of hours with visible
leadership input from all of the participating organisations could provide valuable insight into the
implementation issues to be addressed as a result of integrating care to deliver a patient centric
service. The resulting process should reduce admissions and provide a better service to patients
and allow CoCH to participate and contribute to the delivery of a truly integrated service delivered
by a team drawn from several organisations.
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PROCEEDING WITH AGEI NG WELL
The programme manager is in the process of developing the programme infrastructure including
developing high level plans. Further work is required to support the development and delivery of
such a broad programme of change:














Work with the executive and clinical sponsor to agree how this programme delivers the West
Cheshire Way;
Agree how the executive and clinical sponsor will support the programme and what they require
from the programme team;
Include a stakeholder engagement plan highlighting how each of the skills groups regardless of
organisation will be communicated with;
Consider the cultural changes required for all skill groups e.g. the need to think patient journey
as well as patient care, the need to forget about organisational boundaries and work in the
‘virtual’ team of the moment to deliver patient and citizen care and support;
Many of the projects need a cross health economy operational team to support. Ensure roles and
responsibilities are clearly defined and agreed;
In addition to the operational changes, enabling work streams are required with named
individuals to deliver e.g. technology and workforce
Ensure that staff are involved in designing, testing and implementing changes to working
practices to facilitate the change process;
Add a programme management office to facilitate planning, reporting across the health
economy and provide visibility of progress –v- plan, benefits management, resource, risk and
dependency management. Ensure that the appropriate planning tools are in place;
Prioritise the projects within the programme highlighting the expected resource to deliver –
major change projects have a cost to deliver; and
Ensure that each project has benefits and associated baselines clearly defined.

PATIENT ENGAGEMENT
A patient consultation exercise
needs to be included as we have
seen no evidence of patient
involvement.
The diagram opposite
summarises the feedback from
service users gathered as a
result of the recent national
voices campaign. This
highlights the requirements
from a patient perspective.
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GOING FORWARD
CONTRACT NOTICE
In early 2013, WCCCG gave notice to CWP on their contracts including community services and as a
result have caused some angst in the system. For example, CWAC stopped the discussions re the
integration of their teams into CWP causing delays to the implementation of Ageing Well. In
addition, the new management team at CoCH have suggested that they are keen to manage some
community services as they are of the opinion that having control over the resources will allow
them to deploy them more appropriately. Indeed, examples have been reported to us of CWP staff
being told by CoCH staff that they will soon be working for CoCH. This is proving very unsettling for
CWP staff as they are of the opinion that CoCH do not understand community care and will focus
staff on acute medicine particularly when experiencing emergency pressures.
WCCCG to decide whether they should embark on a procurement exercise taking into account:







The length of time a procurement exercise can take: six to twelve months;
The impact of uncertainty on staff; it has taken CWP two years to embed the team and it
could take a similar length of time for the team to ‘settle’ in a new organisation;
The planned local government and general election to be held in May 2015. Political
change locally and/ or nationally is likely to impact on the health and social care economy.
In addition, local government will enter purdah from January 2015;
The loss of momentum on Ageing Well which has built as a result of the commitment to
date; and
An understanding that patient centric care can be delivered using ‘virtual’ teams if all
parties are committed to it and prepared to compromise.

THE WEST CHESHIRE WAY – VISION
The WCCCG commissioning plan for 2013/14 notes that there is a need for the health economy ‘ to
work together on developing a shared blueprint of how we see the local health economy transforming
during the next 5 years and how it will feel different to patients, their carers and those working within
it’. In addition to the commitment to Altogether Better, at the clinical senate on 25 April 2013, work
began with clinicians across the economy to develop the ‘West Cheshire Way’. Commissioners with
health and social care partners need to build on this and Ageing Well to develop the vision on which
system changes can take place. We understand that work has started to develop this in advance of
the next clinical senate in July. It is imperative that this builds upon the work already in progress
and the lessons learned as a result of the work completed to date and takes into account the
opinions of all. The vision should lead to:





visible alignment of the leaders in the health and social care economy in order to deliver
patient centric care :
Collaboration by all;
Ignoring organisational boundaries to focus on how services can be delivered in the
community in a ‘virtual’ manner i.e. using the right skills regardless of organisation;
The development of trust across organisations by understanding the services offered by
each perhaps agreeing how staff could ‘shadow’ in other organisations;
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A recognition that care will be delivered in different settings perhaps requiring outreach or
inreach services; and
Agreement on funding models, incentives and contracting.

As stated previously, the planned general and council elections in 2015 possibly limit the time
to deliver system wide changes to less than two years. To deliver a sustainable change within
this time frame will require:


WCCCG to take a lead role in driving the change and supporting other organisations
through the change using new approaches to contracting to support; (see CSU Bulletin for
contracting approaches);



Strong programme and
change management
ensuring that scope and
outcomes are clearly
defined, risks are
understood, schedule is
predictable, priorities are
clear and front line staff
are actively engaged; and
Visible alignment of the
leaders in the health and
social care economy in
order to deliver a patient
centric care.



Kotter’s model of change has
been included to remind
readers of the steps required
to implement change. This is
expanded on in Appendix A

CONTRACTING
WCCCG recognise that a new approach to contracting is required to support the delivery of
integrated patient centric care. It is clear that commissioning piecemeal services has, in part, led to
the delivery of ‘independent’ services within CWP. Going forward commissioning should move from
commissioning services to delivering a service to patients so that the provider can manage resource
in the most appropriate manner to deliver the appropriate skills to that patient. As the majority of
patients will need to access several pathways, they should be in a position to access the parts of the
pathway that are most suitable for their situation. In the short term, the continued implementation
of joint CQUINs will support this however CQUINS need more focus on providers working together
to deliver service ensuring that only by working together can the CQUIN be achieved.
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We understand that the Quality and Performance meeting which take place monthly focusses
predominantly on quality leaving limited time to discuss other aspects of the contract. We suggest
that quality is reviewed on a quarterly basis as the systems in place in CWP should catch any quality
issues and flag them as exception with WCCCG. Another option is focus on quality and operational
matters on alternative months. WCCCG need to satisfy themselves as to the robustness of the
clinical governance process in CWP.

COMMUNITY SERVICES SUMMARY
The District Nursing Service appears to be comparatively well resourced, being placed at the
upper end of the Benchmark inter-quartile range. However, whilst contacts are below the average,
they are well within the inter-quartile range. The fall in performance in 2012/13 is attributed to
increased complexity of patients with the requirement for more than one staff to attend still
recorded as one contact. Duration of visits has also increased and is now being recorded. It is also of
note that the reduction in District Nurse contacts occurred in the same year that the Community
Matron Service changed its service model to include the provision of direct patient care.
The CM/CCM Service is very well resourced, exceeding the upper range of the benchmark group
and reflects the low commissioned caseload per WTE. It appears that there is considerable
available capacity within the service to accommodate the introduction of lower risk patients if
direct patient care were referred to the DN Service. Community Matrons are also the first point of
call by SPA to visit patients and avoid hospital admission.
Specialist Nurse Services receive low levels of resource and have generally been commissioned to
fill identified service gaps and do not appear to have been reviewed in the light of other service
developments. As a consequence there appears that there is a deal of overlap in the provision of
Chronic Disease Management. It is recommended that these services should be reviewed in the
context of the Patient Journey with clear lines of responsibility, referral criteria and ‘hand back’
arrangements.
The Community Therapy Service appears to be comparatively well resourced, being placed at the
upper end of the benchmark inter-quartile range. Community Therapy contacts are below the
average but towards the middle of the inter-quartile range. However, it should be noted that the
CWP Community Therapy service also provides services to Ellesmere Port Hospital. Wait times for
Therapy services appear unduly long; work practices need to be reviewed to produce a more
responsive service. It is also recommended that GPs be informed of Therapists’ initial assessments
and treatment plan in a timely manner and not to rely solely on the Discharge summary.
Many of the specialist/multidisciplinary services have been commissioned and provided to fill
identified service gaps. As a result they continue to operate independently of the underlying core
services.
The new Rapid Response Team has been created from the merger of the CWP Rehab Link Team,
the CWAC Crisis and Re-ablement Team and CoCH Discharge Liaison Team to enable timely access
to therapy services and social care packages. However, these teams continue to work in parallel
and work is required to establish a common vision for the service and to agree changes in working
practices by each former team to deliver the new vision. Currently, the service is not provided after
6pm yet many elderly people presenting in A&E could avoid hospital admission if this service was
available until later into the evening. It is recommended that the business case for the extension of
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SPA services might be enhanced further with the inclusion of Therapy and Social Care services to
support an extension of the newly formed Joint Rapid Response Team.
SPA is making a considerable contribution to the avoidance of hospital admission and is exceeding
its target of 25% admission avoidance. However, CoCH staff appear unaware of the contribution
that CWP is making in measured hospital avoidance. It is recommended that this information is
shared regularly with the Countess of Chester Hospital so that all parties recognise the contribution
that each is making to alleviate a shared problem.
In summary, Community Services in Western Cheshire compare favourably to other services in the
Benchmarking club in terms of numbers of staff and contacts achieved:





Further work is required to assess the DN contacts and if work is being completed by other
services;
Policies and procedures need to be consistently applied. GPs to be made aware of the
policies and procedures;
Issues have been highlighted with Therapies which the general manager is continuing to
address. In addition, access times to therapies should be reviewed.
A review of Rapid Response indicates that the nurses are not delivering nursing care but
passing that onto the District Nurses to complete. A review of the Rapid Response process
should take place to map out the process highlighting barriers and agreeing action plans to
address.

Communication with GPs is key and improvements should be seen as integrated teams are
implemented as this will lead to:



The identification of named community nurses and team leaders for each practice; and
Provide a communication route for GPs to raise concerns with CWP and vice versa.

The addition of a board level GP will support communication and marketing of CWP services to the
primary care community.
The organisation needs to develop a more commercial approach to dealing with the commissioner
considering how to ‘account manage’ the commissioning team in the first instance.
In common with other Community Services organisation there had been little investment in
technology which in turn reduced the information available to commissioners, management and
operational teams. This is being addressed in CWP through the implementation of EMIS however
further work is required to resolve remote access issues amongst other things.
The majority of community staff have integrated well into CWP with considerable benefit from
effective professional development and clinical governance arrangements. Staff are excited about
the perceived benefits of moving to integrated teams. The nurses seemed clear on their role to
avoid admissions of patient to hospital; additional work needs to be done to ask them to consider
what else they can do through training and/or working with others (acute, social care, primary
care, voluntary sector) to manage the patient’s journey through the system District Nurses feel that
their clinical skills are underutilised and that they could make a significant contribution to hospital
avoidance and early discharge of patients if their scope of practice was extended.
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It has taken two years for the physical team to be embedded into CWP and should the service be
tendered in the near future, a further one to two years will be lost as staff worry about changing
organisations and the impact on their livelihood. This combined with a general election in two
years suggests that disruption of this level will take the focus away from delivering an integrated
solution for patients.
A table of recommendations is included in Appendix C
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APPENDICES
APPENDIX A- KOTTER’S THEORY OF CHANGE

In 1995, Kotter, a professor at Harvard
Business School and world-renowned
change expert, introduced his eightstep change process in his 1995 book,
“Leading Change.”

STEP ONE: INCREASE URGENCY
In order to change, we need to
understand the need to do it. Time is
required at this stage to ensure support
for the change. The reasons need to be
human, not business.

STEP TWO: BUILD GUIDING
TEAMS
Change needs leadership. This comes
from influential people throughout the organisation, not necessarily the senior people. They need to
work together as a team to build momentum around the change. All relevant points of view should
be included.

STEP THREE: GET THE VISION RIGHT
We need to understand and remember why we are doing the change. A vision helps us to
understand what we are trying to achieve. The vision must be inspirational and achievable .

STEP FOUR: COMMUNICATE THE VISION
The vision needs to be shared frequently and powerfully. It should be part of all communication.
We need to see that leaders are practising what the vision says. Behaviour is more powerful than
words.

STEP FIVE: ENABLE ACTION
There will be some processes and structures that get in the way of change. Some people will also
resist it. We need to be rewarded and recognised for change, and supported to overcome barriers.
Where there is resistance, honest discussion is needed.
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STEP SIX: CREATE SHORT-TERM WINS
Look for things that you can achieve as you go along, set goals that can be met in the short-term so
that everyone is motivated by the early successes and is rewarded for their effort. This makes
everyone more positive and optimistic.

STEP SEVEN: DON’T LET UP
Evaluate as you go along to see what is working and what needs to improve. Keep on building on
the successes. Keep sharing the vision and get more and more people involved.

Step Eight: Make it stick
The change needs to be based on values that can be seen in day-to-day work. The change should be
visible in all that you do. Culture change comes last, not first and happens because people can see
the new way is better than the old.
Remember what people have achieved.
http://www.changecards.org/change-theory/kotters-theory-of-change/
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APPENDIX C – TABLE OF RECOMMENDAT IONS

Focus of
Recommendation

CWP

WCCCG

GPs

CoCH

CWAC

DISTRICT NURSING
Workforce
planning

Review all vacancies and
align new appointments to
achieve planned profile of
workforce
Undertake further work to
better understand the
complexity of District
Nursing workload and
subsequent deployment of
staff

Partnership
working

Cluster Managers to
establish regular
operational meetings with
GP Practices

GPs to schedule regular
operational meetings
with Cluster Managers
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Focus of
Recommendation

CWP

Clinical dialogue

District Nurse team leaders
to work with GP practices to
agree GP availability and
schedule possible contacts

GP Practices to work
with District Nurse team
leaders to agree GP
availability and schedule
possible contacts

CWP to explore the use of
SKYPE to facilitate face to
face communication
Engage GPs in determining
extent of nursing roles,
practice and procedures

Clinical practice

WCCCG

GPs

CoCH

CWAC

GPs to explore the use of
SKYPE to facilitate face to
face communication

CoCH to explore the use of
SKYPE to facilitate face to
face communication

CWAC to explore the use
of SKYPE to facilitate face
to face communication

GPs to engage in
determining extent of
nursing roles, practice
and procedures

Work with CWP in
determining agreed
clinical pathways and
procedures which support
patient transfer across
secondary/community
care.

CWAC to work with CWP
to determine extent of
support roles, practice
and procedures

Audit District Nurse
compliance with clinical
procedures
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CWP

WCCCG

Agree/confirm role of DNs
in support of patients living
in residential care homes or
nursing homes

Review/revise
commissioning of District
nursing support to
residential care homes
and nursing homes.

Review the requirements
for District Nurse
independent prescribers
(V300) and commission
training as appropriate

Extended District
Nurse roles

Explore how to leverage the
latent clinical skills of
experienced DNs in
supporting admissions
avoidance and early
discharge e.g. expansion of
clinical procedures
delivered.

GPs

CoCH

CWAC

Support the development
of Independent Nurse
prescribers by providing
clinical support and
mentorship during their
training as designated
medical prescribers
Explore with CWP how to
leverage the latent
clinical skills of
experienced DNs in
supporting admissions
avoidance and early
discharge e.g. expansion
of clinical procedures
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Focus of
Recommendation

CWP

2013

WCCCG

GPs

CoCH

CWAC

delivered.

COMMUNITY MATRONS/ CLINICAL CASE MANAGERS
Service Model

Work with GPs and CCG to
agree service model for
Community Matrons /
Clinical case Managers.

Agree ‘hand-off’ protocols
with the District Nursing
Service, Specialist Nurses
and CoCH

Review Commissioning
plan for Community
Matron service with
regard to commissioned
case load and
surveillance of lower risk
patients

Work with CCG and CWP
to agree service model
for Community Matrons
/ Clinical case Managers

Agree ‘hand-off’ protocols
with CWP
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Focus of
Recommendation

CWP

Workforce

Undertake work to better
understand Community
Matron contacts and
review/quantify use of
Community Matron as SPA
first point of Contact

2013

WCCCG

GPs

CoCH

CWAC

Re-profile Community
Matron workforce to reflect
agreed service model
Clinical Practice

Review the use of
Telehealth to ensure it is
used with appropriate
patients and that
implementation targets are
met.

Revise the
commissioning
specification for
Telehealth to include
appropriateness of use as
well as target numbers to
be implemented.

SPECIALIST NURSES
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Focus of
Recommendation

CWP

WCCCG

GPs

Role and
Function

Work with GPs to inform
them of Specialist Nursing
Services, to develop new
service models and referral
criteria

Determine the
contribution of Specialist
Nursing Services to
commissioned Patient
Pathways and resource
accordingly.

Work with CWP to better
understand the
contribution that
Specialist Nurses can
make to direct patient
care and in providing
specialist advice to GPs
and Practice Nurses.

Work with CoCH and GPs to
develop care pathways
which cross primary,
secondary and community
care

Work with CWP and
CoCH to develop care
pathways which cross
primary, secondary and
community care

CoCH

CWAC

Work with CWP and GPs
to develop care pathways
which cross primary,
secondary and community
care

Identify and clarify the
complimentary roles of
Specialist Nurses,
Community Matrons and
District Nurses in meeting
the needs of patients at
differing stages of their
chronic disease
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Focus of
Recommendation

CWP

2013

WCCCG

GPs

CoCH

CWAC

management journey.

Develop further the
specialist advisory role of
Specialist Nurses to
community nursing
colleagues and primary
care.
COMMUNITY THERAPIES
Professional
Leadership

Explore with CoCH, the
provision of professional
leadership for the Therapy
Services to ensure
consistency of practice and
cross boundary working.

Explore with CWP how
CoCH might provide
professional leadership
for the Therapy Services
to ensure consistency of
practice and cross
boundary working.
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Focus of
Recommendation

CWP

Wait times for
treatment

Review current practice and
wait-times to ensure a more
responsive service.

2013

WCCCG

GPs

CoCH

CWAC

Wait-times should be
monitored, reported upon
and shared with GPs
Communication
with GPs

GPs should be informed in a
timely manner of
Therapists’ initial
assessment findings and the
proposed treatment plan.
GPs should also be informed
of any change to the
treatment plan.

Clinical Practice

Further develop the work
commenced to standardise
therapy practice and
expected duration of
treatments.
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Focus of
Recommendation

CWP

WCCCG

Access to
mobility aides

CWP should work with the
CCG Equipment Project
Lead to inform her of the
difficulties they face in
obtaining appropriate
equipment to support
patients in their usual place
of residence.

WCCCG Project Lead to
meet with CWP
therapists to understand
equipment access issues
to support patients in
their usual place of
residence

GPs

CoCH

CWAC

CoCH should work closely
with CWP and CWAC to
establish a common vision
of the new service and to
agree changes in working
practices to deliver the

CWAC should work
closely with CWP and
CoCH to establish a
common vision of the
new service and to agree
changes in working

The CCG Equipment
project should be
completed in a timely
manner
RAPID RESPONSE TEAM
Establishment of
a common vision
for the new
service and
different ways of
working

CWP should work closely
with CoCH and CWAC to
establish a common vision
of the new service and to
agree changes in working
practices to deliver the new
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Focus of
Recommendation

Extension of
service offered

CWP

2013

WCCCG

GPs

CoCH

CWAC

vision.

new vision.

practices to deliver the
new vision.

Review team structure to
ensure sufficient range and
number of skills are
available to support
patients' needs

Review team structure to
ensure sufficient range
and number of skills are
available to support
patients' needs

Review team structure to
ensure sufficient range
and number of skills are
available to support
patients' needs

Work with CoCH and CWAC
to consider the extension of
the service into the later
evening.

Work with CWP and
CWAC to consider the
extension of the service
into the later evening.

Work with CWP to
consider the extension of
therapy and/or social
care service to work into
the later evening.

Any proposed extension of
service and consequent
resources should be added
to the Full Business Case for
the extension of SPA
services which is currently
be developed.

CoCH should undertake an
audit of patients
presenting in A&E after
6:00pm, who could be
diverted from admission
to hospital, in order to
determine the resources
required to extend the
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Focus of
Recommendation

CWP

2013

WCCCG

GPs

CoCH

CWAC

service. Attention should
also be paid to daily
variations
Case Study of
partnership
working and
shared learning

Develop this work as a case
study of integrated services
and share learning amongst
other teams

Develop this work as a
case study of integrated
services and share
learning amongst other
teams

Develop this work as a
case study of integrated
services and share
learning amongst other
teams

Update commissioning
requirements to reflect
the developing model of
service.

Work with CWP to update
the service specification
to reflect the model of
care required by CCG.

Develop this work as a
case study of integrated
services and share
learning amongst other
teams

SINGLE POINT OF ACCESS
Commissioning

Work with CoCH to update
the service specification to
reflect the model of care
required by CCG.

Rapid Response
Team

Work with CoCH to
determine how SPA might
further contribute to the
Rapid response Service.

Work CWP to determine
how SPA might further
contribute to the Rapid
response Service.
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Focus of
Recommendation

CWP

Hospital
avoidance

CWP should share SPA’s
monthly hospital avoidance
data with CoCH, GPs and the
community nursing and
therapy services, to
demonstrate its
contribution to the
alleviation of emergency
admission pressures.

2013

WCCCG

GPs

CoCH

CWAC

CoCH should share CWP
(SPAs) monthly hospital
avoidance data with A&E
and the Emergency
Admissions Unit to
demonstrate partnership
working in the alleviation
of emergency admission
pressures.

EMIS WEB/IT
Network
Accessibility

Resolve current network
technical issues affecting
speed and access.
Expedite implementation of
full EMIS functionality to all
community staff.
Access to all community
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Focus of
Recommendation

CWP

2013

WCCCG

GPs

Establish a short-life
working group to agree a
way forward in providing
mutual access to GP and
community services
patient records and
operational policies.

Work with WCCCG
Establish to agree a way
forward in providing
mutual access to GP and
community services
patient records and
operational policies.

Work with WCCCG to
promote and deliver
community services
across community
primary and secondary
care

Work with GPs to
promote and deliver
community services
across community
primary and secondary
care

CoCH

CWAC

staff of mobile computing
Shared Patient
Records

Work with WCCCG to agree
a way forward in providing
mutual access to GP and
community services patient
records and operational
policies.

CWP MANAGEMENT OF COMMUNITY SERVICES
Strategic
development

Recruit a GP at board level
to provide clinical
leadership and to lead
community service
development across
community, primary and
secondary care

Communication

Need to shout about success
more

Work with CoCH to
promote and deliver
community services
across community
primary and secondary
care
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Focus of
Recommendation

CWP

2013

WCCCG

GPs

CoCH

CWAC

Work is required to
further develop patient
pathways and to clearly
identify the services
required to support the
patient journey

Work is required to
further develop patient
pathways and to clearly
identify the services
required to support the
patient journey

Work is required to
further develop patient
pathways and to clearly
identify the services
required to support the
patient journey

Develop a DoS outlining
what the services are,
where they are and how
provided
COMMISSIONING/CONTRACT MANAGEMENT
Patient Pathways

Work is required to further
develop patient pathways
and to clearly identify the
services required to support
the patient journey

Work is required to
further develop patient
pathways and to clearly
identify the services
required to support the
patient journey

Service
Specifications

Specifications should be
updated to reflect the model
of care required to support
the patient journey.

Specifications should be
updated to reflect the
model of care required to
support the patient
journey.
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Focus of
Recommendation

CWP

WCCCG

Performance
management

New structure/process and
process/outcome KPIs to be
developed in partnership
with WCCCG, focussed on
agreed priorities.

New structure/process
and process/outcome
KPIs to be developed in
partnership with CWP,
focussed on agreed
priorities.

Work with WCCCG to
support Quality and
Contract Monitoring
processes to permit
evidence of trend data and
management action and to
enable capacity to discuss
service performance and
development.

Review frequency of
current Quality and
Contract Monitoring
processes to permit
evidence of trend data
and management action
and to enable capacity to
discuss service
performance and
development.

GPs

CoCH

CWAC

Join the NHS benchmark
club to assess performance
and progress
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Focus of
Recommendation

CWP

WCCCG

Partnership and
Communication

Work with WCCCG to
identify key contacts and
participate in ‘Person
Marking’ to assure effective
communication channels
out-with formal meetings.

Identify key CWP
contacts and establish
‘Person Marking’ to
assure effective
communication channels
out-with formal
meetings.

Primary Care

Specialist nurses to work
with GPs and practice
nurses to assess
completeness of registers

GPs

Changes in ways of
working are required in
primary care in order to
deliver patient centric
care closer to their place
of residence

To deliver continuity of
care, primary care also
need to change ways of
working in order to
deliver patient centric
care closer to their place
of residence

Work with specialist
nurses assess
completeness of registers
e.g. heart failure

Work with specialist
nurses assess
completeness of registers
e.g. heart failure

CoCH

CWAC

Page 87 of 93

COMMUNITY NURSING REVIEW

Focus of
Recommendation

CWP

2013

WCCCG

GPs

Network/cluster leads to
take a more active role in
the communication of the
CCG vision for the
economy and the need
for changing working
practices from all
participants

Network/cluster leads to
take a more active role in
the communication of the
CCG vision for the
economy and the need
for changing working
practices from all
participants

Ellesmere Port
Hospital

Consider the future of
Ellesmere Port hospital could it be used as a
community step up /step
down facility and/or
provide some access to
diagnostics for those
living close by

Contract
Notice/tendering

Decide whether to tender
contracts at this stage in
the cycle

CoCH

CWAC

Consider using it as a
community step up /step
down facility? Access to
diagnostics?
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Focus of
Recommendation

2013

CWP

WCCCG

GPs

CoCH

CWAC

Vision

Contribute to WCCCG vision
development

Engage all parts of the
Health and Social care
economy to build on the
vision from Ageing Well
to agree the West
Cheshire Way

Contribute to WCCCG
vision development

Contribute to WCCCG
vision development

Contribute to WCCCG
vision development

Communication
of vision to staff
of key
stakeholders

Agree on the key messages
for staff to encourage
working in partnership on
the front line. Leaders to
demonstrate commitment
to partnership working
through words and actions

Commissioner to take the
lead on agreeing the key
messages for staff to
encourage working in
partnership on the front
line. Leaders to
demonstrate
commitment to
partnership working
through words and
actions

Agree on the key
messages for staff to
encourage working in
partnership on the front
line. Leaders to
demonstrate
commitment to
partnership working
through words and
actions

Agree on the key
messages for staff to
encourage working in
partnership on the front
line. Leaders to
demonstrate commitment
to partnership working
through words and
actions

Agree on the key
messages for staff to
encourage working in
partnership on the front
line. Leaders to
demonstrate
commitment to
partnership working
through words and
actions

AGEING WELL
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COMMUNITY NURSING REVIEW

2013

Focus of
Recommendation

CWP

WCCCG

Programme
Governance

Confirm the governance of
the programme and
determine if it can be
further streamlined to
reduce the number of
meetings it reports to.

Review the objectives of
CCG meetings to
determine if any can be
combined e.g. PDG and
Clinical leads.

Resourcing

Continue to provide
resource as required

Focus substantive
resource on Ageing Well
to deliver it - clearly
articulating the value to
be achieved. Invest
additional focused GP
resource to drive this
forward

GPs

CoCH

GPs to participate in
Ageing at strategic and
operational levels

Focus substantive
resource on Ageing Well
to deliver it - clearly
articulating the value to
be achieved

CWAC

Ensure that there is
appropriate PMO
resource to support
project processes and
reporting
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2013

Focus of
Recommendation

CWP

WCCCG

Project plans and
management

Review plans and use
appropriate tools to track
progress and achievement
of milestones

Review plans and use
appropriate tools to track
progress and
achievement of
milestones

Refocus reporting on
progress against plan, risks,
barriers to implementation

Refocus reporting on
progress against plan,
risks, barriers to
implementation

Work with WCCCG to
expedite the
implementation plan for
Integrated teams to ensure
the full implementation by
September 2014

Expedite the
implementation of
Integrated teams to
ensure the full
implementation across
all clusters by September
2014

GPs

CoCH

CWAC

Refocus reporting on
progress against plan,
risks, barriers to
implementation
Work with WCCCG to
expedite the
implementation plan for
Integrated teams to
ensure the full
implementation by
September 2014

Work with WCCCG to
expedite the
implementation plan for
Integrated teams to
ensure the full
implementation by
September 2014
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COMMUNITY NURSING REVIEW

2013

Focus of
Recommendation

CWP

WCCCG

CoCH
engagement

Continue to encourage
CoCH to support the
development of Integrated
Teams

WCCCG to engage CoCH
possibly in the
development of Ageing
Well considering
development of outreach
services, and step
up/down services at
Ellesmere Port Hospital.

GPs

CoCH

CWAC

CoCH to engage in the
development of Ageing
Well considering
development of outreach
services, and step
up/down services at
Ellesmere Port Hospital.

CWAC to engage to CoCH
in the development of
Ageing Well considering
development of step
down/respite services at
Ellesmere Port Hospital.

Provide leadership
through the development
of integrated CQUINs and
other contractual
measures
Patient and
public
engagement.

Implement agreed Ageing
Well patient involvement
plan

Develop and agree a
patient involvement plan

Develop and agree a
patient involvement plan

Staff involvement

Continue to involve staff in
the development of new
ways of working

Involve staff from all
partner organisations in
the development of new

Partake in the
development of new
ways of working

Develop and agree a
patient involvement plan

Partake in the
development of new ways
of working

Partake in the
development of new
ways of working
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COMMUNITY NURSING REVIEW

Focus of
Recommendation

CWP

2013

WCCCG

GPs

CoCH

CWAC

Work with WCCCG to
identify the IT
requirements to support
the delivery of the
respective work-streams
and any additional
support tools e.g.
intranet for policies and
procedures, tools to
support communication
with GPs.

Work with WCCCG to
identify the IT
requirements to support
the delivery of the
respective work-streams
and any additional
support tools e.g. intranet
for policies and
procedures, tools to
support communication
with GPs.

Work with WCCCG to
identify the IT
requirements to support
the delivery of the
respective work-streams
and any additional
support tools e.g.
intranet for policies and
procedures, tools to
support communication
with GPs.

ways of working at the
appropriate time
IT support to
Ageing Well

Work with WCCCG to
identify the IT requirements
to support the delivery of
the respective workstreams and any additional
support tools e.g. intranet
for policies and procedures,
tools to support
communication with GPs.

The Ageing Well
Programme should
identify the IT
requirements to support
the delivery of the
respective work-streams
and any additional
support tools e.g.
intranet for policies and
procedures, tools to
support communication
with GPs.
Identify an Ageing Well
Project lead for IT as it is
an enabling workstream.
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AGENDA NO: WCCCGGB/13/07/12

GOVERNING BODY REPORT

1. Date of Governing Body Meeting:

19th July 2013

2. Title of Report:

Quality Improvement Report

3. Key Messages:

•

•

•

4. Recommendations

There are concerns over unexpected
admissions to Neonatal Intensive care.
These are admissions that result from
problems at delivery and are subject to an
internal review. There will also be an
external review commissioned by the
Countess of Chester Hospital Trust.
There have been a number of health care
acquired infections. The national standard
is zero tolerance, meaning that we have
failed to meet this standard
There are a number of adult safeguarding
issues This is partially due to better
reporting

a. To note the trends and concerns
triangulation of data and
information
provided about the Countess of Chester
Hospital Foundation Trust and agree
actions
b. To note the trends and concerns
triangulation of data and information
provided about the Cheshire and Wirral
Partnership Foundation Trust and agree
actions.
c. To agree and note actions taken following
review of services at Eastway, Inpatient
Assessment and Treatment Facility for
Adults with a Learning Disability.
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d. To note the trends and concerns
triangulation of data and information
provided about Care Home Providers and
agree actions.
e. To agree the actions taken re Maternity
services at the Countess of Chester
Foundation Trust
f. To agree the actions taken re: Adult
Safeguarding.
g. To note the risks to delivery of high quality
services due to underperformance across a
range of quality metrics.
h. To note publication of Quality accounts.

5. Report Prepared By:

Sheila Dilks
Clinical Lead Nurse
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
QUALITY IMPROVEMENT REPORT
PURPOSE
1.

To provide assurance to the governing body on the quality of services
commissioned by West Cheshire Clinical Commissioning Group.

2.

To identify areas where performance falls below expected standards, highlight
risks within the health economy which may impact on patient safety,
experience and outcome.

3.

To monitor performance of providers against national, regional and local
targets.

PATIENT SAFETY
SERIOUS INCIDENT SITUATION REPORT
4.

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.

5.

Between 1st April 2013 and 31st May 2013 there were seven new serious
incidents reported on the Strategic Executive Information System. The
respective providers are in the process of conducting Root Cause Analysis
Reports to be presented to the Serious Incident Review Group in the time
scales.

6.

This Table identifies Countess of Chester NHS Foundation Trust Serious
Incidents comparator for 2012/13 and Year to date Period 1/4/13 -31/5/13
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7.

Incident type

2012/13
comparator

YTD 1/4/13 31/5/13

MRSA Bacteraemia

3

0

C Difficile and Health Care Acquired
Infections
Maternity Services –
Unexpected admission to NICU

12

1

2

1

Pressure Ulcer Grade 3

11

1

Drug incident general

0

1

Radiological scanning event

1 Never event

0

Sub optimal care of deteriorating patient

1

1

Other wrong implant

0

Pressure Ulcer grade 4

1
Never event
3

Ward Closure

0

1

Wrong site surgery

Never event

0

1

This Table identifies Cheshire & Wirral Partnership Trust Serious Incidents
comparator for 2012/13 and Year to date Period 1/4/13-31/5/13

Incident

2012/13
comparator
8

YTD 1/4/1331/5/13
0

Pressure ulcer grade 3

5

1

Unexpected death of outpatient not in
receipt of services

2

0

Unexpected death of community patient

0

1

Unexpected death of outpatient in receipt
of services

No incidents were reported in Primary care
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REVIEW OF INCIDENTS
8.

The Quality Improvement Committee has received escalation of the following
from the Serious Incident Group and is escalating the information to the
governing body following the review of serious incidents:

Unexpected Admissions to Neonatal Intensive Care
9.

The Serious Incident Group agreed all three Root Cause Analysis as very
thorough investigations. The group reviewed if any trends were present in the
investigation reports. It was noted two trends from this incident and previous
maternity incident (2012/25165), as there were issues with cardiotocography
(CTG) and triage, in both incidents.

10.

The Head of Quality and Safeguarding raised with the Chief Officer, West
Cheshire CCG, regarding the recent maternity related incidents reported by
the Countess of Chester Hospital.

11.

The trend issues and reports of the three recent maternity reported incidents
were raised with the Director of Nursing at the Countess of Chester.

12.

The Director of Nursing at the Countess of Chester is leading an internal
review of the incidents. The head of quality and safeguarding is monitoring
the progress of the review. This demonstrates commitment at executive level
to identifying issues and taking forward any necessary actions.

13.

Assurance has been provided by the Countess of Chester NHS Foundation
Trust of the measures in place due to be completed by August 2013.

14.

There will also be an external review due to the serious nature of these
incidents commissioned by Countess of Chester Foundation Trust. As
commissioners we will receive a copy of this report and the recommendations
made.

15.

We will monitor progress and outcomes through the quality and contract
board and the serious incident review panel and report to the governing body.

Never Events
16.

We continue to monitor the implementation of the action plan following the
two surgical never events in 2012/13 and the one surgical never event in
2013 /14 at The Countess of Chester Foundation Trust.

17.

All of the Never Events involve patients receiving an incorrect procedure. The
root causes of the incidents are not all the same but there is a common theme
of misidentification. As a consequence the Trust has been asked formally to
provide a single action plan that addresses the improvements needed in
response to the learning from all 3 of these Never Events.
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18.

Leadership is a key factor in improving quality and the Countess of Chester
Medical Director is taking responsibility for the implementation of the
recommendations and the completion of the action plan. The focus has been
on improving patient safety with clearly defined processes and raised
awareness.

19.

As commissioners we have regular meetings with the medical and nursing
director to monitor the action plan and to identify areas of concern and
progress.

20.

Progress to date against the action plan is satisfactory.

Healthcare Associated Infections
21.

The objective set for 2013/14 is zero tolerance for Meticillin–Resistant
Staphylococcus Aureus.

22.

As reported in the performance report there were 2 incidences in April, both at
the Countess of Chester Hospital. In the year 2012/2013 a total of 3 cases
were recorded. We need to be vigilant in identifying the causes and make
certain action is taken at an early stage to prevent further avoidable
infections.

23.

We have a duty to lead the post infection review process NHS England’s
guidance Zero Tolerance–guidance on post infection reviews. Both cases
have been reviewed and are classified as non-exceptional events i.e. events
that could not have been prevented

24.

The Countess of Chester Hospital has been managing an outbreak of
Vancomycin-resistant Enterococcus. Enterococci are bacteria that are
commonly found in the bowels of most humans and to date all tests show
colonisation with no proven cases of Vancomycin-resistant Enterococcus
infection.

25.

The Trust has undertaken the appropriate actions and is taking all necessary
steps to ensure that healthcare workers and all other staff follow strict
infection control procedures. Information has been provided to all effected
patients and their relatives as well as GP’s, Public Health and staff across the
Trust.

26.

We had 6 cases of C Difficile in April, 50% above target, 2 at the Countess of
Chester Foundation Trust, 2 community acquired infections, and 1 at both
The Royal Liverpool and Broadgreen and Wirral University teaching hospital.
We will continue to monitor this target closely by working closely with
organisations, through the post infection review process, to improve
performance.

Quality Improvement Report
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

6

AGENDA NO: WCCCGGB/13/07/12

Pressure Ulcers
27.

We continue to see a number of grade 3 and 4 pressure sores. Whilst
reporting has improved, continued vigilance is needed to reduce numbers
across the health economy. We will be monitoring closely the implementation
of action plans.

28.

This is a whole health economy issue and we recommend a collective
approach across organisations.

Unexpected Deaths
29.

We have previously reported a concern over the number of unexpected
deaths reported by Cheshire and Wirral Partnership Trust. This is already
recognised as an area of concern and the Trust has undertaken an audit into
the observed rise in unexpected patient/service user deaths. As a result of the
audit, Cheshire and Wirral Partnership Trust has:
•

Included the themes from the audit within the Trust’s quality priorities
for 2013/14

•

Agreed the identification of a programme of care pathway audits and
case controls during 2013/14

•

Agreed to incorporate the findings from the audit into the Trust’s
suicide prevention strategy

30.

The Trust has also provided assurance that these actions will be managed
and monitored through their Quality Committee which is a sub-committee of
the Trust Board.

31.

The Quality and Performance group will also continue to seek assurances of
implementation of the Trust’s quality priorities; monitor outcomes and action
plans resulting from the programme of in-year audits and continue to review
serious incidents to identify any adverse trends or concerns.

PROVIDER ONGOING ISSUES
32.

As reported at previously to the governing body there have been serious
concerns raised concerning Eastway, Inpatient Assessment and Treatment
Facility for Adults with a Learning Disability.

33.

This followed a complaint about the care provided to an individual patient and
two recent unannounced visits by the Care Quality Commission which
examined care standards more widely.

34.

As required the Trust developed an action plan to address the concerns that
had been highlighted with clear timescales and outcomes.
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35.

Regular updates against this action plan are shared through the Quality and
Performance meetings with the Trust. There are currently no exceptions
against this plan reported.

36.

Due to the seriousness of the concerns the NHS England Area Team of
Cheshire Warrington and Wirral organised a special review to gain assurance
of the quality of Learning Disability Services provided by Cheshire, Wirral
Partnership Trust. Terms of reference for the review were agreed. The NHS
England Area Team will report the outcome of the review to the West
Cheshire Clinical Commissioning Group.

37.

The Countess of Chester Foundation Trust was identified in data August
2011 to July 2012 as being an outlier against a national mortality ratio called
the Hospital Standardised Mortality Ratio (HSMR). The Trust remained an
outlier in Hospital Standardised Mortality Ratio until January 2012 to
December 2012 data showed a return to an acceptable range. The latest
Hospital Standardised Mortality Ratio from February 2012 to January 2013
data is 103.8.

38.

The Trust will now constitute a Mortality Review Group to review all in-hospital
deaths in a timely fashion. Advice is being sought from those Trusts who
already have such a group regarding the effectiveness of such a group. The
Medical Director and Director of Nursing will run the group and other senior
medical and nursing staff, coders and IT staff will be involved. The purpose of
this group will be to assure that there are no concerns regarding the quality
and safety of care and that processes for the recording of clinical data are
optimised. The group will be convened to meet at the beginning of May with a
view to commencing review of cases at the beginning of June 2013.

National and regional view
39.

The Governing Body should be aware that governance ratings by monitor for
The Countess of Chester Foundation Trust are amber /red. This has changed
from amber /green due to 2012 third quarter missed targets in C difficile and a
cancer waiting times target.

40.

Regional data sets show that against a number of quality indicators the
Countess of Chester Hospital Trust performance is falling and the table
provided at Appendix 1 (taken from the NHS England Quality Report – May
2013) show the ranking against all North of England hospitals is in the bottom
quartile.

41.

Taking the performance and quality report and triangulating the information of
local, national and regional reports show some cause for concern.

42.

New leadership and several changes of executive posts will often result in a
decline in performance. The leadership of the medical and nursing director in
the key areas of concern outlined in this report show an organisational
commitment at executive level to delivering quality improvements. We shall
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continue to monitor progress and report to the Governing Body any further
risks and concerns.
43.

The monitor rating for Cheshire and Wirral Partnership Trust has been
changed from green to amber /green due to the issues at Eastway, the
inpatient assessment and treatment facility for adults with a learning disability.

Year-end performance against Commissioning for Quality and Innovation
Schemes 2012/13
44.

Improving quality of services for our population is one of the central tenants of
the organisation. Quality and innovation schemes are one of the vehicles for
improving practice and rewarding innovation.

45.

National locally developed schemes should deliver improved patient
experience and improved outcomes.

46.

Performance against the goals in each of the provider’s Commissioning for
Quality and Innovation Schemes has been monitored during 2012/13 through
the regular Quality and Performance meetings, with each provider, as part of
their contract monitoring agreement. If a goal indicator is not met then a
financial penalty is incurred.

47.

Quarterly reports showing progress against each goal for each provider
scheme is submitted to contracting staff within the Clinical Commissioning
Group for payments or financial penalties to be applied.

48.

The Quality Improvement Committee also received a detailed report each
quarter showing performance against the schemes. During May 2013,
Quarter 4 reports were received from providers, and have been reviewed and
agreed by Programme Leads and Clinical Leads within the Clinical
Commissioning Group.

49.

The Countess of Chester missed three quarter 4 goals as shown below:
• Chronic Obstructive Pulmonary Disorder discharge care bundle
financial penalty = £21,965
• GP access to urgent clinic slots to avert an unplanned episode
financial penalty = £87,632
• National Patient Experience survey: responding to personal needs
financial penalty £91,521
• During quarters 1 and 2 Cheshire and Wirral Partnership Foundation
Trust achieved all of their agreed indicator goals. However, during
quarter 3 one indicator goal was not met:
• Challenging Behaviour Pathway – positive support to in-patients;
financial penalty = £ 8,650
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50.

The indicator directly related to the Care Quality Commission unannounced
inspection at Eastway Learning Disability Assessment and Treatment Unit;
the Trust’s indicator for quarter 4 was reviewed during the first part of 2013 in
light of the inspection, and amended to reflect learning from the inspection. All
quarter 4 and end of year milestones for amended l goals have been met.
We are still awaiting data on the advancing quality programme so cannot
report the full impact of the 2012/13 CQUINS.

51.

Financial penalties are set and managed through the contract. However as an
organisation we need to address the issues of not meeting goals that will
improve patient experience and outcomes. Across the relevant areas, clinical
leads need to work with providers to deliver the clinical standards we have
set.

Future Developments
52.

The Department of Health mandated NHS commissioners to agree
Commissioning for Quality and Innovation Schemes with providers, including
care home services providers, worth 2.5% of services delivered. The NHS
Safety Thermometer is a nationally mandated Commissioning for Quality and
Innovation Scheme worth 0.5% or 1/5th of the total 2.5% commissioning for
Quality and Innovation Schemes value. Providers are not mandated to comply
with Commissioning for Quality and Innovation Schemes and may choose to
forego Commissioning for Quality and Innovation Scheme payments
Implementation of the Safety Thermometer became mandatory for all
Continuing Health Care residential clients from April 1st 2013.

53.

Training has been on-going for all Matrons/Managers from care homes, to
enable them to input their data effectively. It was reported in June 2013 that
the uptake of homes which are using the Safety Thermometer in West
Cheshire is 1 home out of a possible 25.

54.

Cheshire and Merseyside Commissioning Support Unit will be visiting each
Care home within the next few months and will support the Matrons/Managers
with Safety Thermometer.

55.

The homes targeted initially will be those with increased, current, on-going
Safeguarding issues and those with the highest numbers of Continuing Health
Care beds.

QUALITY ACCOUNTS
56.

Quality Accounts are annual reports to the public on the quality of the services
that an NHS organisation delivers. By producing a quality account, each NHS
provider, led by their board, is committing to improve the quality of services it
delivers and inviting the public to hold them to that responsibility.
As previously reported we have a duty to make a statement of no more than
500 hundred words on the accuracy of the information and any relevant
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information on the quality of NHS services provided during the reporting
period.
57.

I would recommend the Quality Accounts to the governing body as they set
out the priorities for quality improvement for 2013/14. The Countess of
Chester Hospital Trust is focused on the three central tenants of patient
experience, clinical effectiveness and safety

58.

Cheshire and Wirral Partnership Foundation Trust is focussing on reducing
Health Inequalities, setting priorities in patient safety, experience and clinical
effectiveness that support this overarching aim.
The accounts are available on the individual Trust external websites:
Cheshire and Wirral Partnership www.cwp.nhs.uk and
The Countess of Chester Hospital www.coch.nhs.uk

ADULT SAFEGUARDING
Safeguarding concerns - Nursing Homes West Cheshire
59.

We are now receiving incident reports from nursing homes. As commissioners
this is an important area of provision with 780 residents in receipt of care. It is
fundamental that we understand the level and type of incidents and support
providers to learn from significant incidents and develop appropriate training
and education packages for staff.

60.

The Clinical Quality, Safeguarding & Performance Lead for Older People
within the Cheshire and Merseyside Commissioning Support Unit is working
with the commissioners within Cheshire West and Chester Council to monitor
incidents and support quality improvements.

61.

Since January 2013, three Nursing Homes have been referred to adult
safeguarding:
•

There have been two separate safeguarding incidents in one nursing
home regarding administration of medication. Full investigations have
been undertaken and meetings have been undertaken jointly with
Cheshire West and Chester Council. The action plan in place was
agreed jointly with the commissioning group, the local authority
Cheshire and Merseyside Commissioning Support Unit and the
provider. The Designated Nurse Adult Safeguarding has been involved
in the investigation and is working with the current manager to ensure
that the professional standards of all the registered staff are in line with
their code of professional regulatory body.

•

One nursing home was referred to adult safeguarding following
concerns raised about the quality of care plan documentation following
a Continuing Health Care review. An investigation was undertaken and
an action plan is in place to resolve the concerns raised and identified
during the review. Since the investigation, two further concerns have
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been raised one regarding poor care and a further concern about
staffing levels, lack of protocols and poor equipment availability.
It has been recommended that they are referred to the adult
safeguarding team.
•

A safeguarding concern was raised by a resident’s relative in a nursing
home. The Adult Safeguarding team has undertaken a review and
found that the case was unsubstantiated.

PROVIDER ASSURANCE REPORTS
Nursing Homes
62.

The Governing Body received a report in April 2013, identifying concerns
about five nursing homes highlighted within the primary care trust legacy
document.

63.

Two of the Nursing Homes have been recently referred to the Adult
Safeguarding Team and are referred to earlier in the report.

64.

The Designated Nurse Adult Safeguarding is currently reviewing all five
homes within a programme of work to review all Nursing Homes in West
Cheshire. This will provide assurance to West Cheshire Clinical
Commissioning Group that our patients, often in the most vulnerable
situations, are ensured effective care and safeguarded from avoidable harm.

65.

Cheshire and Merseyside Commissioning Support Unit is developing a quality
dashboard for Care Homes. The Care Home legacy reports, Health Watch
reports, Personal health budgets, domiciliary care reports and medicine
management information will also be incorporated within the dashboard. This
will provide assurance and enable a more pro-active approach to be
undertaken to ensure quality care and to identify and support any Nursing
Homes that may pose safeguarding concerns.

CHILDRENS SAFEGUARDING UPDATE & RISKS
66.

GP involvement in the child protection process has increased in NHS West
Cheshire Clinical Commissioning Group. Importantly the attendance and
information provided by GPs is appreciated and is considered to be providing
previously missing expertise to the process and is an additional safeguard for
our vulnerable children and young people. While it is noted that some GPs
and practice managers have had concerns about the accuracy of the data by
working together and with the improved systems now in place in practices and
the Safeguarding and Quality Unit less inaccuracies are occurring in the data.
However, this will continue to be monitored to ensure safeguarding children
and young people and improved outcomes remains our number one priority.
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Serious Case Reviews
67.

No Serious Case Reviews or single agency health reviews are in progress in
Cheshire West and Chester Local Safeguarding Children Board at this time.
However, the Incident Review Group has considered a case of a child known
to Children’s Social Care and agencies for a number of years. Neglect, nonengagement with services, drug and alcohol and domestic abuse, referrals to
Children’s Social Care, child protection plans and finally care proceedings
have all featured in this child’s life.

Safeguarding Children Training
68.

The Countess of Chester NHS Foundation Trust has been advised that they
are not performing to a satisfactory level in relation to the numbers of staff
attending safeguarding children training. At the end of the 2012/13 financial
year they did not meet the expected 80% target so a contract query is being
raised formally which will require the Trust to develop an improvement plan
that we will monitor.

Safeguarding Assurance Frameworks
69.

The Cheshire and Wirral Partnership NHS Foundation Trust and Countess of
Chester Hospital NHS Foundation Trust Safeguarding Assurance
Frameworks have been updated and agreed. The Trusts complete and return
safeguarding information on a monthly basis to provide assurance of
safeguarding standards and processes in place to safeguarding children and
young people and includes information relevant to children in care.

RECOMMENDATIONS
a) To note the trends and concerns triangulation of data and
information provided about the Countess of Chester Hospital
Foundation Trust and agree actions.
b) To note the trends and concerns triangulation of data and
information provided about the Cheshire and Wirral Partnership
Foundation Trust and agree actions.
c) To agree and note actions taken following review of services at
Eastway, Inpatient Assessment and Treatment Facility for Adults with
a Learning Disability.
d) To note the trends and concerns triangulation of data and
information provided about Care Home Providers and agree actions.
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e) To agree the actions taken re Maternity services at the Countess of
Chester Foundation Trust
f) To agree the actions taken re Adult Safeguarding.
g) To note the risks to delivery of high quality services due to
underperformance across a range of quality metrics.
h) To note publication of Quality accounts.

Sheila Dilks
Clinical Adviser Nurse
July 2013
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GOVERNING BODY REPORT

1.

Date of Governing Body Meeting:

18th July 2013

2.

Title of Report:

Finance, performance and delivery report –
July 2013

3.

Key Messages:
•

•
•
•
•
•

•

•
•

At the end of June 2013 the clinical
commissioning group is underspent by
£771,000 and on course to deliver a 1%
year-end surplus.
The group has an underlying recurrent
surplus of 2%.
In excess of £6 million will be used to
support on a non-recurrent basis to
support transformation.
Improving access – referral to treatment
times – targets achieved
Excess waiting times – specific patient
numbers are being identified with actions
being taken
Diagnostic – improvements have been
seen in this area and performance is
above the 99% standard by achieving
99.3%.
Cancer – previous issues with the national
recording system for cancer performance
have now been resolved. The 85% target
for 62-day waits has been missed this
month with a performance of 84%. The
Countess of Chester Foundation Trust
performance was 84.9%.
Stroke – has seen an improvement in
performance with 89.3% against a target of
80%.
TIA – failed to meet the standard with a
performance of 59.1% against the 60%
target.
1
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•

•

•

•

•
•

Reducing health care acquired infections –
2 cases of MRSA in April. The Clostridium
difficile target for this current month has
not been met with 6 cases against a plan
of 3.
Accident and emergency targets - the A&E
4 hour waiting time target has not been
achieved this month with 92.4% against
the 95% standard.
Emergency ambulance performance –
Performance is at 70.5% for 75% of
category A (referred to as life threatening
calls) to be reached in 8 minutes.
Electronic Discharge information – the
number of discharge letters received within
24 hours has remained consistent with
previous months in achieving 88.3%
against the 90% target.
Delivering Same Sex Accommodation –
target achieved
All milestones are being achieved for the
Delivery Plan except for the Integrated
Adult Urinary Continence Service and
Ophthalmology projects.

4.

Recommendations

The Governing Body is asked to note financial
performance as at 30th June 2013 and
performance against the agreed indicators
and programmes within the Delivery Plan.

5.

Report Prepared By:

Gareth James
Chief Finance Officer
Rob Nolan
Head of Contracts and Performance
Laura Marsh
Head of Delivery
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
FINANCE, PERFORMANCE AND DELIVERY REPORT – July 2013
PURPOSE
1.

This purpose of this report is to:
•
•
•

Report financial performance at 30th June 2013;
Identify performance against the agreed performance indicators for the period
ending 30th April 2013; and
Report performance against the Delivery plan as of 27th June 2013.

CONTEXT
2.

NHS West Cheshire Clinical Commissioning Group has an allocation of approximately
£308 million and a target year-end surplus of £3.083 million.

3.

The Clinical Commissioning Group is responsible for securing improvements in the
quality of care and health outcomes for its residents from within its available resources.

4.

The group has a number of arrangements in place to monitor the achievement of its
statutory financial duties; review performance including the identification of key
performance indicators, and the achievement of its Delivery Plan.

5.

The report demonstrates the delivery of the groups corporate objectives:
•
•
•
•
•
•
•

6.

To place patients at the centre of our commissioning decisions;
To use the knowledge and experience of clinicians and mangers to improve care;
To work effectively with our members
To commission safe, effective care that continues to improve patient experience;
To lead the development of a shared vision for the health and social care economy;
To continue to develop the effectiveness of the organisation;
To ensure financial sustainability for the health economy;

Performance against all financial and performance targets is summaries by the following
table:
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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

COMMITMENTS AND TARGETS

Decl i ni ng

STATUS

RAG

Underlying Recurrent Surplus

A

Surplus - year to date performance

G

Surplus - full year forecast

G

Management of 2% Funds

G

Running Costs

G

Clear identification of risks against financial delivery and mitigations

A

Year
end

The Patient Experience
Referral To Treatment

Patients seen within the 18 week standards

Referral To Treatment

Excess waiters + 52weeks

A

Diagnostics

Tests waiting no more than 6 weeks

G

Cancer

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

A

Stroke

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

A

Reducing Health Care
Acquired Infections

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

A

Vaccinations

Seasonal Flu campaign

A

G

Access to Emergency Services
A&E

Patients spending 4 hours or less in A&E

R

Ambulance

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

R

Other Areas of Concern
E-discharge

Letters with patients GP within 24 hours

A

Delivering Same Sex
Accommodation

Breaches of same sex accommodation

G
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FINANCIAL PERFORMANCE
Financial reporting
7.

Clinical Commissioning Groups have recently been required to report financial
performance as at 30 June 2013 (month 3) to NHS England. This information has been
collected via the new national ledger (integrated strategic financial environment). At this
stage no formal commentary has been required.

8.

In addition, NHS England has recently circulated the proposed assurance framework that
they will use to gain assurance that “clinical commissioning groups deliver best possible
services and outcomes for patients within their financial allocation” 1. This framework
identifies 12 proposed measures that relate to financial performance.

9.

The commissioning delivery committee agreed that 6 of the indicators that reflect
performance against the group’s financial duties would be used for internal reporting of
financial performance. The following table reflects the agreed 6 financial reporting
indicators along with high level performance at the end of June 2013:
Financial performance
No.
1
2
3
4
9
10

Individual indicator RAG rating

Primary /
Supporting
Indicator
Indicator
Primary
Underlying recurrent surplus
Surplus - year to date performance Primary
Primary
Surplus - full year forecast
Supporting
Management of 2% funds
Primary
Running costs

Clear identification of risks against
financial delivery and mitigations

Primary

Green
>=2%
>=1%
>=1%
Yes
<=RCA
Met in full

Amber/Green Amber/Red
1% - 1.99%
>=0.8%
>=0.8%

0% - 0.99%
>=0.5%
>=0.5%

Partially met - partially met limited risk material risk

red
<0%
<0.1%
<0.1%
No
>RCA
Not met

Financial performance as at 30th June 2013
10. At the end of June 2013 NHS West Cheshire Clinical commissioning Group is underspent
by £771,000 and is on course to deliver the year-end 1% surplus of £3.083 million. The
position at the end of June can be summarised as follows:
Budget description
Primary care
Secondary care
Jointly commissioned
Running costs
Contingencies
Surplus
Total surplus

1

£000
0
474
75
0
-549
-771
-771

NHS England CCG Assurance Framework 2013/14 (outline proposal and interim arrangements)
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11. Both of these measures are, therefore, rated as green. In addition, the indicators for both
management of 2% funds and running costs are rated green. Further details of the
assumptions underpinning the reported financial position are provided in paragraphs 13
to 23.
12. The indicator for the underlying recurrent surplus has been rated as amber/green.
Although there is currently a high level of confidence that the group will deliver the yearend surplus, due to the lack of actual financial and activity information received, there
remains an element of risk that part of the non-recurrent funding would be required to
deliver this position. The use of non-recurrent funding on recurrent items would reduce
the level of underlying recurrent surplus available in 2014/15 and beyond.
NHS Contracts
13. The majority of NHS contracts have now been agreed including the adjustments in
relation to the specialised services and public health. The 2013/14 financial plan
assumed 2% growth in secondary care activity. The total value of all agreed contracts is
within the sum set aside within the plan.
14. As with previous years the key risk to the delivery of financial duties is the potential
increase in costs of secondary care activity. After 3 months of the financial year, there is
an overspend against secondary care contracts of £474,000. The contracts contributing
to this pressure are as follows:
•

Countess of Chester – £212,000; in the main the over performance relates to an
overspend against outpatients. Speciality level data is yet to be received. However,
an urgent discussion has already taken place with the trust to begin an immediate,
and joint, piece of work to prevent a repeat of last financial year. Urgent care is also
seeing an increase in activity levels but due to the 2013/14 contracting model, this
has not created a financial pressure to the clinical commissioning group.

•

Royal Liverpool - £151,000; this over performance relates to both planned and
unplanned care activity. This is currently being investigated.

•

North West Ambulance Service - £118,000; this overspend is unexpected and is
currently being reviewed.

15. The overspend against secondary care contracts is currently being mitigated by
contingencies that were set aside for this purpose.
Prescribing
16. Practice level budgets have now been agreed and circulated although they are yet to be
input into the Prescription Pricing Division (PPD) 2 reporting system. Based on the
principles outlined in the group’s financial plan the total 2013/14 budget has been
allocated across the practices based on the existing weighted formula. The principles
underpinning the formula have not been updated for a couple of years.
2

The PPD is a division of NHS Business Services Authority; a Special Health authority and arm’s length body of the
Department of Health.
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17. During 2012/13 £1.5 million was set aside for the implementing of NICE technical
appraisal on dementia drugs. It was well documented during last year that this
implementation was delayed. For the new financial year £700,000 has been estimated
as the likely cost of these drugs and this has been included in the practice budgets. The
remaining £800,000 is to be held as a prescribing contingency. The £1.4 million that
was added to the budget in respect of new oral anti-coagulants remains within the
prescribing budget.
18. The 2013/14 financial plan applied a 4% efficiency adjustment to the prescribing budget
and, therefore, there is no further QIPP target for prescribing. However, a detailed work
plan has been provided by Cheshire and Mersey Commissioning Support and will be
monitored via programme delivery group.
19. A balanced prescribing budget is reported at month 3. To date, no financial prescribing
information has been received. A prescribing innovation fund of £200,000 is available
during 2013/14.
Continuing Healthcare
20. By far the biggest risk facing this budget area is the potential cost of restitution
payments following the NHS Ombudsman’s ruling on continuing healthcare. The clinical
commissioning group will inherit a financial provision from the PCT which will provide
additional funding of £2.7 million. Although the exact financial impact of these payments
remains uncertain it is believed that the materiality of financial risk has been reduced by
the transfer of this provision. The progress to administer all restitution claims is being
closely monitored (service provided by commissioning support) and regular reports will
be provided to the governing body.
21. Processes are also being put in place to regularly review all high cost continuing
healthcare placements to ensure that reviews are taking place as agreed and that the
group is delivering value for money. This exercise is further enhanced by an exercise
about to be undertaken as part of the mental health programme budget whereby all
mental health continuing healthcare placements will be reviewed.
Contingencies
22.

The 2013/14 financial plan set aside a significant contingency over and above the
mandated 0.5%. Contingencies can be summarised as follows:
Description

Recurrent
£m
2.471
1.200
1.542

Non- Rec
£m

Contracting reserve
Specialised services reserve
General reserve (0.5%)
2% non-recurrent reserve
6.167*
PCT surplus and lodgement
3.028
Total
5.213
9.195
* The non-recurrent reserve is generated from recurrent funding.
7
Finance, Performance and Delivery Report
West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

AGENDA ITEM NO: WCCCGGB/13/07/13
23.

The clinical commissioning group has access to a significant pot of non-recurrent
funding made up of the nationally mandated 2% non-recurrent reserve and a share of
the predecessor PCT surplus and lodgement. The non-recurrent reserve (2%) will be
utilised on the following programmes:
•
•
•

£4 million; Transformation of local health economy (included non-recurrently in
contract with Countess of Chester NHS FT).
£1.3 million; Non-recurrent support to mental health programme budget.
£0.5 million; Primary care development.

KEY PERFORMANCE INDICATORS
24. The performance indicators are summarised in this report in under the following
headings (see Appendix 1)
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
• Electronic discharge;
• Delivering same sex accommodation.
25. 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; detail of significant performance issues and subsequent actions
taken.

•

Annex 2; performance against all the NHS Constitution indicators, plus
local indicators included in the contract with NHS Providers.
8
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DELIVERY PLAN
26.

The table below provides a summary of the current position in respect of achievement
against the Delivery Plan. This includes the planned saving (both full year and in year).
A detailed project account is given at Appendix 2. A summary at project level of
progress against milestones is included at Appendix 3.

Programme

Programme RAG

Planned Full
Year Saving

Planned In Year
Saving

Starting Well

161,000

156,000

Starting Well – Maternity

359,000

359,000

Prevention and Early Identification

Savings not
identified yet

Savings not
identified yet

Supported Self-Care

Savings not
identified yet

Savings not
identified yet

Developing Primary Care

Nil

Nil

1,005,000

712,000

Improving Care Pathways – Mental
Health

1,300,000

1,300,000

Ageing Well

200,000
(prescribing
dietician/ente
ral feeds)
(The
remaining
projected
savings
relate to
unplanned
admissions
which is a
block
contract)

200,000
(prescribing
dietician/ente
ral feeds)
(The
remaining
projected
savings
relate to
unplanned
admissions
which is a
block
contract)

Improving Care Pathways

It is anticipated that
the Urology and
Ophthalmology
projects will not
be
implemented by
the planned
milestones

End of Life
Totals

Nil

Nil

3,025,000

2,727,000
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27.

Project Delivery Group (PDG) have reviewed the process of RAG rating and agreed to
continue to utilise the approach for both milestones and projected savings. Exception
reporting will then be used to identify deterioration in performance against either of
these indicators.

28.

Programme Managers have been tasked to work with Programme Clinical Leads to
review programme governance structures to ensure that each project is feeding into a
programme level forum that will then feed into PDG and this Committee.

29.

PDG have commenced the process of triangulation of contract and activity performance
data against progress within the Delivery plan, to identify/mitigate unintended impacts. It
was however recognised that the lag in data for the new financial year has impeded this
process.

30.

Following feedback from programme managers regarding concerns with the CQUIN
process, planning for CQUIN development for 13/14 has commenced. In future CQUINs
will continue to be developed through the project and programme managers working
with Clinical Leads identifying where CQUINS can act as a positive implementation
lever. However more time will be built in for negotiation with providers.

31.

An opportunity has arisen for CCG’s to be part of a national initiative on the roll out of
personal health budgets. PDG have agreed to sign-up to this initiative. It is proposed
that as well as maximising the use of personal health budgets for patients in receipt of a
continuing care package, there is scope to expand their use to younger patients with
long-term conditions. This is particularly pertinent for those with mental health as the
programme budgeting approach enables release of funds that could be used for this
purpose.

ACTIONS
32. The governing body is asked to note financial performance as at 30th June 2013 and
performance against the agreed indicators and programmes within the Delivery Plan.
Gareth James
Chief Finance Officer
Rob Nolan
Head of Performance and Contracts
Laura Marsh
Head of Delivery
July 2013
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Appendix 1: Detailed report on performance indicators

THE PATIENT EXPERIENCE
Referral to Treatment – Patients seen within the 18 Week Standards

(Green)

Key Issues
The aggregated position has been achieved for Admitted Care with a performance of 94.1%
reported against the 90% target.
In April there were 50 Admitted Care breaches at the Countess of Chester Foundation Trust,
which is a reduction on the previous month. Performance within the ‘other’ specialty has
improved to above the 90% standard, which has resulted in no specialty level breaches at the
trust in April.
Admitted Care 18 week breaches at other Providers in April 2013 are broken down as follows:
•
•
•
•

Wirral Hospital - 4 breaches: 2 in Dermatology and 2 in ENT.
North Cheshire Hospital – 4 breaches in Trauma and Orthopaedics
Robert Jones & Agnes Hunt – 7 breaches in Trauma and Orthopaedics
Mid-Cheshire Trust – 3 breaches: 2 in Trauma and Orthopaedics and 1 in Gynaecology

All specialties for Non-admitted pathways at the Countess of Chester Foundation Trust are
meeting the 95% standard.
Key Actions
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.
Monitor has launched an investigation into the persistent failure of The Robert Jones and
Agnes Hunt Orthopaedic Hospital NHS Foundation Trust to prevent patients having to wait
more than 18 weeks for treatment. Discussions are taking place with appropriate host
commissioners for those Trusts that have failed the 18 week target for NHS West Cheshire to
ascertain if a financial consequence will be applied as per the NHS Standard Contract.
Deadline: 31st July 2013
Referral to Treatment – Patients Waiting an Excessive Amount of Time

(Amber)

Key Issues
Patients waiting 26+ weeks
Performance of patients waiting over 26 weeks in April has increased from 166 in March to
190 in April.
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Of the 190 patients, 42.1% were at the Countess of Chester, 21.1% at Robert Jones and
Agnes Hunt Orthopaedic Hospital, 15.8% at Wirral University Teaching Hospital and the
remaining with other Provider Trusts (21.1%).
The number of patients waiting over 26 weeks at Robert Jones and Agnes Hunt Orthopaedic
Hospital has seen an increase this month to 40 patients.
Patients waiting 52+ weeks
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 April is 4, all of which are at the
Robert Jones and Agnes Hunt Orthopaedic Hospital.
It has also become apparent that 3 further patients have been identified at the Countess of
Chester Hospital as having waited over 52 weeks. Further information has been requested
from the trust around the reason for delay and reasons why these patients were not identified
sooner.
Key Actions
We are currently discussing the patient level breakdown of the reasons for breaches with
Robert Jones and Agnes Hunt Orthopaedic Hospital and host commissioners to establish a
longer term strategy for delivery.
A Contract Query has been issued to the Countess of Chester Foundation Trust requesting
details behind the 3 breaches, including the reason why these patients have been missed,
what internals reviews have been undertaken and an action plan for improvement. This will be
discussed in the July Quality and Performance meeting.
Deadline: 18th July 2013

Diagnostic Tests Waiting no more than 6 Weeks

(Green)

Key Issues
Performance remains consistent in this area and the overall position for NHS West Cheshire
was achieved with 99.3% against the 99% target.
Key Actions
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: 25th July 2013
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Cancer

(Amber)

Key Issues
Previous issues with the national recording system for cancer performance have now been
resolved and data at CCG level can now be identified.
Performance in April for the 2-week target has exceeded the 93% standard.
The 85% target for 62-day waits has been marginally missed this month with a performance of
84%. The Countess of Chester Foundation Trust performance was 84.9%.
Key Actions
A review of the cancer 62 day performances across all providers has been requested from the
Business Intelligence Team. This will allow for discussions with the appropriate host
commissioners for those Trusts that have failed the target to ascertain if a financial
consequence will be applied as per the NHS Standard Contract.
The Countess of Chester Foundation Trust has confirmed that they will now follow the policy
adopted in Manchester of achieving the 62 day standard within 40 days.
Deadline: 18th July 2013

Stroke and TIA

(Amber)

Key Issues
The contract standard of 80% of Stroke Patients Spending 90% of their stay on a Stroke Unit
has been achieved this month and performance currently stands at 89.3%.
Of the 3 breaches that did take place in April, all took place at the Countess of Chester
Foundation Trust.
Performance in April for TIA activity has fallen below the 60% standard of patients being seen
and treated within 24 hours with attainment currently at 59.1%. Provisional data for May is
showing breaches across both stroke indicators, which are primarily due to issues at the
Countess of Chester Foundation Trust.
Key Actions
The Countess of Chester Foundation Trust has formally opened its new Stroke ward on the
25th June 2013 and it is anticipated that performance will now consistently achieve the target
levels. In addition the commissioners have supported the investment in the Stroke Early
Supported Discharge team, and a key measure of their success will be the achievement of the
target.
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A trajectory on performance will be agreed with the Trust with agreed actions if the target is not
achieved. This will be discussed in the July Quality and Performance meeting.
Deadline: 18th July 2013

Reducing Health Care Acquired Infections

(Amber)

Key Issues
MRSA
2 breaches have taken place in April, both of which took place at the Countess of Chester
Hospital.
Clostridium Difficile
Performance has breached target in April with 6 cases of Clostridium Difficile against the
planned standard of 3 cases. These breaches took place at the following trusts:
•
•
•
•

2 breaches at the Countess of Chester Foundation Trust
1 breach at Wirral University Teaching Hospital
1 breach at Royal Liverpool and Broadgreen
2 Community Acquired Infections

Key Actions
Methicillin-resistant Staphylococcus Aureus (MRSA)
The NHS Standard Contract has a zero tolerance for MRSA. Contract payment will adjusted
accordingly.
Clostridium Difficile
Performance against the Clostridium Difficile target has been discussed at the Quality and
Performance meeting with the Countess of Chester Foundation Trust. The target is an annual
measure which will allow the Trust to improve over the year.
This will be discussed in the July Quality and Performance meeting with the Countess of
Chester Foundation Trust.
Deadline: 18th July 2013

Flu Vaccinations

(Amber)

Key Issues
The Flu Vaccination programme for 2012/13 ran until January 2013 where it achieved 74.6%
against the 75% cumulative target for the number of seasonal flu vaccinations taking place in
the over 65 years olds.
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Key Actions
Discussions are underway with Public Health on what actions they intend to take to maintain
future performance.

ACCESS TO EMERGENCY SERVICES
Accident & Emergency Waiting Times

(Red)

Key Issues
Performance has fallen below the 95% target in April and with a performance of 92.4% against
the 95% target.
Although this is considerably below the standard in April, early figures for May are showing a
significant improvement to returning back above the 95% threshold.
Key Actions
The CCG submitted its A&E Recovery and Resilience Plan in May, which included an
assurance that that performance at the Countess of Chester Foundation Trust would be
achieved by the end of quarter 1 2013/14.
In support of this the commissioners issued a Contract Query to the Countess of Chester
Foundation Trust requesting an assurance that the quarter 1 2013/14 performance will be
achieved. This will be discussed in the July Quality and Performance meeting.
Deadline: 18th July 2013

Emergency Ambulance - Urgent (8 min) Calls and Handover Times

(Red)

Key Issues
Concerns in this area remain as performance has once again missed target this month for the
emergency arrival times within 8 minutes by achieving 70.5% against the 75% standard.
Performance has fallen further in April for handover times within 30 minutes to achieving
84.4% against the 100% target.
Key Actions
Commissioners across Cheshire and Warrington have agreed to appoint a joint commissioning
manager to concentrate on the NWAS contract performance and 111. Governance
arrangements are also agreed which will allow performance improvement to be monitored
across a wider footprint.
Deadline: 25th July 2013
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OTHER AREAS OF CONCERN
Electronic Discharge

(Amber)

Key Issues
Performance in this area is showing a steady improvement when compared to recent months
with the Countess of Chester Foundation Trust achieving 88.3% in April 2013.
Key Actions
The contract for 2013/14 includes additional quality measures to ensure achievement in
2013/14. Non achievement will result in significant financial consequences for the Trust.
Deadline: 25th July 2013

Delivering Same Sex Accommodation

(Green)

Key Issues
There are no issues for this indicator as no breaches took place in April within any provider.
Key Actions
NHS West Cheshire CCG will continue to closely monitor this area to ensure that performance
returns to above standard.
Deadline: 18th July 2013
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Annex 1

NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
Performance against plan as at the end of 30TH April 2013
REFERRAL TO TREATMENT - PATIENTS SEEN WITHIN THE STANDARDS
Admitted

Non-Admitted



94.1%

4.1%

99.5%

Incomplete



94.9%

4.5%

Admitted Attainment by Trust



80%

2.9%

105%
100%

85%

95.2%

CoCH

93.0%

Wirral

86.7%

Mid-Cheshire

95%
Adm itted

100%

5

There have been no specialty level breaches at CoCH.

Wirral

10

4

Mid-Cheshire

4

2

North Cheshire

6

0

P e r f o r m

a n c e o f p a t ie n t s w a it in g 5 2 + w e e k s

52+ Weeks

Key Issues:

Current mth

Current mth

Performance of
patients waiting 52+
weeks has remained
consistent and has
exceeded plan.

Previous mth

Diff

166



-

24

Previous mth

Diff

4



-

3 further 52 wk
waiters have been
identified at CoCH
but not included in
the April submission.
Further detail has
been requested from

CANCER
62 Day Wait from GP Referral

Actua l

Actua l

97.5%

Pre vi ous mth

Ta rge t

0.0%

93%

3

Pre vi ous mth

Ta rge t

99.3%

99.5%

99%

Endoscopy
Tests

Actua l

474

CoCH
Mid-Cheshire

17
4
0

b e r o f b r e a c h e s a t C o C H h a

L o c a ly , t h e C o n t r a c t s T e a m

Green

w ilr e v ie w r e f e r r a ls a n d

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

Breaches and overall attainment
Wirral

A lt h o u g h t h e o v e r a ln u m

Although the overall number of breaches
at CoCH have increased this month to 17,
the aggregate performance has not been
significantly impacted upon and the
outturn has exceeded the 99% target in
April.

Pre vi ous mth

441

99.3%
98.9%
100.0%

8
3

Wir ral

84.0%

2

1

Mid-Cheshire North Cheshi re

Amber

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

Pre vi ous mth

Ta rge t

Actua l

Pre vi ous mth

0.0%

85%

89.3%

81.3%

Key Issues/Actions:

2

Total Breaches per Trust (2 week waits)

CoCH

Actua l

STROKE AND TIA

2 Week Waits for Suspected Cancer

5

Key Issues:

Amber

26+ Weeks

4

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

DIAGNOSTIC TESTS WAITING NO MORE THAN 6 WEEKS

Total Waiting - all pathways Total Waiting - all pathways

190

Green

it t e d s p e c ia lt y b r e a c h e s in D e

There have been 2 admitted specialty breaches in
Dermatology and Cardiothoracic Surgery.

50

REFERRAL TO TREATMENT - EXCESSIVE WAITERS

T h e r e h a v e b e e n 2 a d m

Key Issues:
All aggregate standards are being met.

CoCH

Non-Admi tted

85%

0

Allaggr egat es t andar ds ar ebeing m et .

95%

Breaches Admitted Non-Admitted

90%

10

90%

Ta rge t

80%

80%

85%

Amber

90%

95%

100%

Western Cheshire

3

CoCH

3

Wirral

0

P r e v io u s is s u e s w it h t h e O p e n E x e t e r S y s t e m

Previous issues with the Open
Exeter System have now been
resolved.
April performance for 2 week waits
has exceeded the target however,
the 85% target for 62 day waits
has been marginally missed this
month.

TIAs seen and treated within 24 hours
Actua l

Pre vi ous mth

59.1%

73.3%

Key Issues/Actions:

Ta rge t

60%

0.893 0.889

1

S t r o k e - n o is s u e

Stroke - no issues - performance has exceeded target.
TIA - Despite positive performance in March, the April attainment has narrowly
missed the 60% target due to 4 breaches at CoCH.
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REDUCING HEALTHCARE ACQUIRED INFECTIONS
MRSA (Cumulative)
Pl a n

2 cases 0 cases

Pre-48 hr -

2 cases

Pos t-48 hr -

4 cases

Seasonal Flu Vaccination in the over 65 year olds

Actua l

Pl a n

Actua l (Apr 13)

Pl a n

6 cases

3 cases

0.0%

0.0%

MRSA - 2 breaches have taken place in April. There is no plan available as yet

MRSA - 2 breaches have taken place in April. There is no plan available as
yet for this indicator but discussions are taking place to identify this
target.
C-Diff - 6 cases have been seen this month against a target of 3.
post-48hr cases took pla

The 4

A&E WAITING TIMES
Patients seen within 4hr target

Oct-12

Key Actions:

T h e F lu V a c c in a t io n p r o g r a m

m

Cat A calls meeting the 8 min standard

Key Actions:

95%

92%

Apr-13

Mar-13

Jan-13

Feb-13

Dec-12

Oct-12

Nov-12

Sep-12

Jul-12

Aug-12

Jun-12

May-12

90%

Key Actions:
Performance has fallen below the 95% target once again this month and
saw a further reduction in performance by achieving 92.4% against the
95% target.
a n c e h a s f a le n b e lo w t h e 9 5 % t a r g e t

Ta rget

69.5%

75%

Jan-13

Ambulance Handover within 30mins
Actua l

Previ ous mth

Ta rget

84.4%

86.1%

100%

a in a s p e r f o r m

a n c e h a s o n c e a g a in

P e r f o r m

Red

a n c e h a s f a le n f u r t h e r in A p r ilt o a c h ie v in g

Concerns remain as performance has once
again missed target this month for the
emergency arrival times within 8 minutes.
Performance has met standard in the
arrival within 19 minutes category.

Performance has fallen further in April
to achieving 84.4% against the 100%
target.

DELIVERING SAME SEX ACCOMMODATION

86.6%

90%

A lt h o u g h t h e 9 0 % t a r g e t h a s n o t b e e n m

e t , p

Although the 90% target has not been
met, performance is continuing to
improve in this area.

%

Ta rget

20

0

0.00%

0

10

100%

Key Issues:

90%

Green

30

Brea ches

-

P e r f o r m

a n c e in t h is a r e a c o n t in u e s t o b e p o s it iv e a n d h a s m

Apr-13

88.3%

Key Issues:

Mar-13

Ta rget

Feb-13

Previ ous mth

Jan-13

Actua l

Amber

Dec-12

Discharge letter with patients GP within 24 hours

Nov-12

ELECTRONIC DISCHARGE

Previ ous mth

C o n c e r n s r e m

Oct-12

P e r f o r m

Actua l

70.5%

Sep-12

92.4%

94%

96%

Jun-12

92.4%

Ta rget

May-12

YTD

Dec-12

The Flu Vaccination programme for 2012/13 ran until January 2013 where it
achieved 74.6% against the 75% cumulative target for the number of
seasonal flu vaccinations taking place in the over 65 years olds

100%

Actua l

Nov-12

e f o r 2 0 1 2 / 1 3 r a n u n t ilJ a n u a r y 2 0 1 3 w h e r e it a c h ie v

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

Red
98%

Amber

100%
80%
60%
40%
20%
0%

Aug-12

Key Actions:

Amber

Jul-12

Actua l

FLU VACCINATIONS

C-Diff

a in t a in e d t h e s t a n d a r

80%

Performance in this area continues to be positive and has maintained the
standard of no breaches occurring in any trust throughout April.

70%
60%

Apr-13

Mar-13

Jan-13

Feb-13

Dec-12

Oct-12

Nov-12

Sep-12

Jul-12

Aug-12

Jun-12

May-12

50%
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Annex 2

Performance against all the NHS Constitution Indicators, plus local indicators included in the contract with NHS Providers
Are a
NHS Cons titution
NHS Cons titution
NHS Cons titution

Cate gory
Ref erral to
Treatment
Ref erral to
Treatment
Ref erral to
Treatment

Re f.
No.

Bas e line /
Standard

Pre fe rre d
Outcom e

Late s t Re porting Pe riod

Late s t Re porting
Pe riod
(Achie ve m e nt)

RTT Admitted Pathw ays

90%

Higher

Apr-13

94.13%

RTT Non-admitted Pathw ays

95%

Higher

Apr-13

99.60%

RTT Incomplete Pathw ays

92%

Higher

Apr-13

94.75%

1%

Low er

Apr-13

0.07%

Apr-13

92.4%

Outcom e Indicator

NHS Cons titution

Diagnostic Tests

Diagnostic Test Waiting Times Patients Waiting >6 w eeks

NHS Cons titution

AED Perf ormance

A&E 4 Hour Waits

95%

Higher

NHS Cons titution

Cancer Waits

Cancer 2 Week Wait

93%

Higher

NHS Cons titution

Cancer Waits

Cancer 2 Week Wait - Breast Symptoms

93%

Higher

NHS Cons titution

Cancer Waits

Cancer 31 Day Waits - First Treatment

96%

Higher

NHS Cons titution

Cancer Waits

Cancer 31 Day Waits - Surgery

94%

Higher

NHS Cons titution

Cancer Waits

Cancer 31 Day Waits - Anti Cancer Drugs

98%

Higher

NHS Cons titution

Cancer Waits

Cancer 31 Day Waits - Radiotherapy

94%

Higher

NHS Cons titution

Cancer Waits

Cancer 62 Day Waits - From Ref erral

85%

Higher

NHS Cons titution

Cancer Waits

Cancer 62 Day Waits - Screening

90%

Higher

NHS Cons titution

Cancer Waits
Ambulance
Perf ormance
Ambulance
Perf ormance
Ambulance
Perf ormance
Ambulance
Perf ormance
Ambulance
Perf ormance
Ambulance
Perf ormance
Ambulance
Perf ormance
Mixed Sex
Accommodation
Admissions/
Re-admissions

Cancer 62 Day Waits - Consultant Upgrade

NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution
NHS Cons titution

Mental Health
Ref erral to
Treatment
Ref erral to
Treatment
Ref erral to
Treatment
AED Perf ormance
Cancelled
Operations
Cancelled
Operations

Data Not Curre ntly available

(No Operational Standard Set)

Ambulance CAT A 8 Red 1

75%

Higher

Apr-13

70.50%

Ambulance CAT A 8 Red 2

75%

Higher

Apr-13

73.50%

Ambulance CAT A 19

95%

Higher

Apr-13

95.80%

Apr-13

352

Apr-13

213

Ambulance Handovers > 15 Minutes

0

Ambulance Crew s not Operationally Ready (Post Handover) > 15
Minutes

0

Ambulance Delays > 30 Minutes

0

Ambulance Delays > 60 Minutes

0

MSA Breach Rate

0

Re-admission w ithin 28 days of a Cancelled Operation
Mental Health - CPA 7 Day Follow Up

0%
95%

RTT 52+ Week Waiters (Admitted Pathw ays)

0

RTT 52+ Week Waiters (Non-admitted Pathw ays)

0

RTT 52+ Week Waiters (Incomplete Pathw ays)

0

A&E 12 Hour Trolley Waits

0

Urgent Cancelled Operations

0

Urgent Cancelled Operations (Second Occurrence)

0

Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Higher
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance
Zero
Tolerance

Data Not Curre ntly Available
Data Not Curre ntly Available
Apr-13

0

TBC
Apr-13

97.70%

Apr-13

0

Apr-13

0

Apr-13

4

W/e 26/05/13

0

Apr-13

11

Apr-13

0

Local

Stroke

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

80%

Higher

Apr-13

89.30%

Local

Stroke

TIAs seen and treated w ithin 24 hours

60%

Higher

Apr-13

59.10%
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Appendix 2: Delivery Plan Programme Updates
1.
Starting Well
(Programme Lead: Fay Quinlan, Clinical Lead: Dr Sue O’Dell (Maternity: Dr Carole Holme))
Key Projects:
• Integrated Early Support and Families Together
Milestones:
(green)
The main achievement during Quarter 1 of 2013/14 has been the transition to the testing
phase for Early Support with joint approaches to case management commencing. The
Integrated Early Support Access Team is in place, with an Access Team Manager and
some key team members across agencies now in post. A full time Cheshire and Wirral
Partnership NHS Foundation Trust Health Advisor post (funded by the Local Authority) will
join the Team in June.
• Paediatric Hospital @ Home
Milestones:
(green)
The service specification and pathways have been finalised and are awaiting formal
contracts approval. Phase 2 of the service, which involves an Ambulatory Paediatric
Nurse Practitioner (APNP) situated in A & E at the Countess of Chester Hospital, triaging
appropriate children and young people to the Service is anticipated to commence towards
the end of Quarter 2. Service Leads continue to meet with Urgent Care colleagues to
agree upon the children’s clinical streaming arrangements. This project will not deliver
savings until Phase 2 of the service has been implemented.
•

Reducing Admissions for Children with Lower Respiratory Tract Infections
Milestones:
(green)
Two lower respiratory tract infection pathways are to be developed and disseminated in
Quarter 3. Early discussions have been held with COCH colleagues to encourage the use
and localisation of a best practice pathway for asthma and wheeze. The projected savings
associated with this project will be realised following its implementation in Quarter 3.
• Maternity Service Redesign
Milestones:
(green)
A multidisciplinary team visit was made to Queen Alexander’s Hospital, Portsmouth, to
share best practice. Two Maternity CQUINS have been agreed; for normalising birth and
shared decision making. Work has commenced on identifying sustainable mechanisms for
capturing patient feedback through use of focus groups in Children’s Centres. The next
step is process mapping of the antenatal and postnatal pathways

Other project highlights:
• Paediatric Continence
The service will commence on 1st July 2013. The projected savings should start to be
realised in Quarter 2. However, for continuity of care, those children and young people
who are already under the care of an existing service will continue to be supported by the
service until their discharge. Therefore, the savings are more likely to be realised from
Quarter 3 onwards.

2.

Early Identification and Prevention
20
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(Programme Lead: Jenny Dodd, Clinical Lead: Dr Rachel Warner)
Key projects:
•

Supporting Individuals to Make Healthy Lifestyle Choices
Milestones:
(green)
The Project Manager /Clinical Lead are is discussion with public health about aligning to
their work programme. Public Health are planning to launch a Programme Board to look
at lifestyle services which CCG representatives will be part of. The programme plan and
timescales decided by this programme board will inform the milestones for this project.
•

Early Identification and Proactive Management of Long-Term Conditions
Milestones:
(amber)
The draft DES specification has been discussed at LMC, the Primary Care IT forum, the
Practice Managers Meeting and the Ageing Well Steering Group. There is an intention
that the DES will be aligned to the Ageing Well programme. The risk stratification and
care planning CQUINs are in the contract with COCH and CWP.
•

Two Week Wait Approach for Suspected Cancers
Milestones:
(amber)
The Clinical Lead has met with the Project Manager from CSU to discuss the scope of the
project.

3.
Supported self-care
(Programme Lead: Tricia Parker/Paul Lynch, Clinical Lead: Dr Lesley Appleton)
Key Projects:

Other project highlights:
Personal Health Budgets
Milestones:
(amber)
It has been agreed through PDG that this project should work alongside other programmes
to identify relevant cohorts of long-term condition patients that would benefit from a
personal health budget e.g. patients with mental ill health
Community Equipment
Milestones:
(green)
The revised service specification for 2013/14 is to be circulated to commissioners for
comment; feedback will be used to inform the review. The project plan has been agreed
with partners and consultation with prescribers is complete. Community Equipment has
been identified as a priority area for joint commissioning. No reported delayed transfers of
care due to community equipment have been reported this year.
Wheelchair Services
Milestones:
(amber)
Meetings have been held with the Local Authority to give an overview of planned work and
with the Patient Engagement lead to progress work on ascertaining the views of users
regarding current wheelchair services. Further liaison with the national wheelchair team
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will be undertaken to confirm the best practice in procurement models and national tariff by
the end of June 2013. Work is ongoing to define savings.
Support to Carers
Milestones:
(amber)
Clarity on services commissioned by the Local Authority on behalf of CCG has been
achieved and monitoring arrangements with them are to be confirmed in June. The Carers
Strategy action plan has been reviewed and revised (for approval by Joint Commissioning
Board) to include a review of the current commissioning arrangements, to improve carer’s
assessment arrangements, access to advice and info, and promote carers needs in GP
Practices. A short survey focusing on carers needs was launched during Carers Week in
June. The survey results will be reported in July.

4.
Developing Primary Care
(Programme Lead: Sarah Murray, Clinical Lead: Dr Andy McAlavey)
Key projects:
• Improving Access to Primary Care
Milestones:
(green)
A workshop was held in June GP Locality Networks to explore the content and format of
the redesigned Access LES. Discussions were productive and agreement was reached in
broad terms. A paper will come to CDC in September to seek agreement on the proposed
Access LES. Due to the timescales involved practices have agreed to undertake the work
required for the diagnostic phase at the beginning of July, culminating in a diagnostic
workshop at the Membership Council in September.
• General Practice CQUIN
Milestones:
(green)
The scheme was agreed with the GP Quality & Development Group at their May meeting
and with the LMC and Locality Networks at their June meetings. The final scheme now
consists of three mandatory goals for all Practices; Referral Activity, Improving self-care in
patients with COPD, the continuation of the National Cancer Awareness and Early
Diagnosis Primary Care Project,
The details of each goal are being refined.
Following the discussion by CDC at their meeting in June regarding the timescales in the
cancer goal, these have now all been clearly defined and include:
• If this is the first year the Practice has undertaken this work an initial meeting with the
GP Cancer Lead or Merseyside & Cheshire Cancer Network Facilitator should take
place by 31st October.
•

Practice to submit an action plan by 31st October 2013

•

Practice to submit the results of the modified RCGP retrospective audit of cancer
diagnosis by 31st January 2014

•

Practice to submit a year-end report by 31st May 2014.

CDC also challenged if the target to ensure patients with COPD had received their selfmanagement plan was too low at 40%. This level had been agreed after considering
22
Finance, Performance and Delivery Report
West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

AGENDA ITEM NO: 2012-157
COPD register sizes and what might be a reasonable expectation of work and cohort of
patients most at risk of an admission during the winter months. Regarding the clarity of
payment, the main focus of the scheme is to incentivise Practices to change how they
manage their recall process and to distribute the COPD self-management plans therefore
the payment has been attached to the management plans.
Other project highlights:
Primary Care ICT Strategy
Milestones:
(green)
The Primary Care ICT Strategy Group and Operational Group are now established. A
draft Business Continuity Plan for Practices was reviewed and will be finalised at the next
meeting, developed in response to the increasing number of Practices moving to Emis
Web. The Strategy Group also received an update on each of the key ICT projects; EPS
release 2, Summary Care Record, Emis Web Migrations, Care Home Remote Access,
Wireless network installation and the Northgate Integrated Resource Centre. The group
also discussed the Risk Stratification DES and recommended that the tool to support the
identification of patients at risk should be the Practices clinical systems, rather than a
separate system.
Initial discussions have been held with Cheshire ICT regarding the development of a West
Cheshire ICT Strategy. Neighbouring CCG strategies are available to assist with this
development and these highlight the potential for local CCGs to work together on the
implementation of ICT projects.
Primary Care Development Project
Milestones:
(green)
Productive General Practice – Three Practices, Helsby, Lache and Westminster have
confirmed they would like to participate in the Productive General Practice Programme.

5.
Improving Care Pathways
(Programme Lead: Paul Lynch, Clinical lead: Dr Philip Milner)
Key Projects:
Long term Conditions acute to community shift
Heart Disease
• Commission Cardiology One Stop Shop
Milestones:
The project is on line for implementation on the 1st July.

(green)

•

Support and Training for Primary Care - Heart Disease
Milestones:
British Heart Foundation training opportunities have been identified.
•
•

(green)

Review Current Pathways to Identify Activity to be Provided Outside the Acute
Setting - Heart Disease
Milestones:
(green)
Forty-eight pathways have been identified for review with a view to moving elements
into a community setting.

Diabetes
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• Pilot Year of Care
Milestones:
(green)
Fourteen Practices attended the training for the Year of Care programme. HCA training
has been held to carry out nine key care processes including foot checks. Project
currently at risk due to project manager absence.
• Implement year two of the Diabetes LES
Milestones:
(green)
Year 2 of the LES has been drafted and agreed with the Local Medical Committee.
•

Review Current Pathways to Identify Activity to be Provided Outside the Acute
Setting – Diabetes
Milestones:
(green)
A meeting is scheduled for 4th July to discuss the scope of this work.
Respiratory
Milestones:
(green)
Two CQUINs have now been agreed across providers; the first will focus on integrated
team working, the development of an integrated pathway for COPD and the
implementation of self-management plans, the second will concentrate on a shared
education programme for patients with COPD.
A business case to expand pulmonary rehabilitation will be presented to PDG.

Other clinical areas acute to community shift
• Integrated Adult Urinary Continence Service
Milestones:
(amber)
Agreement has been reached on all of the pathways for the community service. The only
outstanding issue is the specialist nurse input required for level two male patients. CWP
has begun its own recruitment process; and are in discussions with the Cheshire Primary
Care Provider Community Interest Company (CIC) to source the specialist nursing input
via that organisation. However, the Countess of Chester has, within the last week, also
offered to facilitate discussions with Wirral Teaching Hospitals NHS Foundation Trust (an
option previously explored) in order to secure specialist nurse input from that organisation.
;
• Ophthalmology
Milestones:
(amber)
We are now moving into the procurement phase for this project. The first stage of this is
the Prior Indicative Notice, which will give us the opportunity to engage with potential
providers to add to the existing service specification.
• Community Pain Management Service
Milestones:
(green)
The first phase of this service, focusing on neck and back pain, commenced on 1st May
2013. The scope of this project is being expanded to increase the cohort of patients who
will be seen in a community as opposed to an acute setting. The pathways into the
service will be revisited at the Pain Management meeting on 27th June. We have also
agreed with the Countess of Chester that patients on their waiting list for pain
management can be sent to the community service as part of the pilot.
Referral Management
Milestones:
(green)
The introduction of Choose and Book Advice and Guidance facility will commence with
Haematology from July, in line with the Primary Care CQUIN.
Pilot practices to test the use of Map of Medicine as a referral management tool are being
sought.
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Urgent care
• Urgent care Centre/OOH
Milestones:
(green)
A high-level review of current provision will be presented to the Committee in a separate paper
• Implementation of NHS 111
Milestones:
(green)
Local Clinical Assurance Group meetings continue to be run each month; chaired by Dr
Catherine Wall, to discuss ongoing issues regarding NHS 111. Our Out of Hours provider
continues to manage OOH calls and will be asked to extend provision to Sept 2014. The
main issue regarding this project is the lack of feedback being given regarding incidents
that have been reported. This issue is being escalated by Dr Wall.
Mental Health
Mental Health
• Personality Disorder Service
Milestones:
(amber)
The first session has taken place, which identified current service provision, potential need
and the significant gaps. A task and finish group has been established to develop the local
care pathway.
• ADHD
Milestones:
(amber)
The care pathway has been agreed for assessment of adults presenting with suspected
ADHD. Access to the service will be through the Single Point of Access with the
Integrated Provider Hub having an overarching view of activity and demand. We are still
awaiting agreement of the prescribing guidance that will support this care pathway.
• Adult Autism Spectrum Disorder
Milestones:
(green)
Access to a diagnosis for adults with suspected autism has been developed with the
Primary Mental Health Single Point of Access. As with ADHD pathway it will be monitored
in the interim by the Integrated Provider Hub. However, as we develop the post diagnostic
pathway this element will potentially move to a more appropriate Provider Hub.
• Learning Disabilities
Milestones:
(green)
Completion of this year’s self-assessment needs is required by the end of September. This
year’s process is different as it’s an integrated process across the Local Authority foot
print.
Other areas of focus include:
• Actions around Winterbourne View, which for commissioning include the challenging
behaviour pathway.
• Developing the programme budgeting approach to commissioning Learning Disability
services.
Other project highlights:
•

Improved Pathway for Patients with Neurological Conditions
Milestones:

(green)
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The pilot with the MS Support Centre is due to commence on 1st July 2013. Some issues
have emerged in discussions regarding implementation of the service and these were the
subject of a briefing paper emailed to CDC members for a decision on 6th June.
•

DVT
Milestones:
(green)
Project manager has engaged with suppliers regarding pilots for the point of care
testing equipment.

• Community Ultrasound
Milestones:
(amber)
Data has been received from Mid Cheshire and Warrington, which will be analysed with a
view to ascertaining the number of community clinics that are likely to be required and
potential locations for them.

6.
Ageing Well
(Programme Lead: Amanda Lonsdale, Clinical Lead: Dr Claire Baker (integrated teams)
Key projects:
• Integrated Teams
Milestones:
(green)
Interviews have now been held for the Team Manager posts; GPs from member practices
were included within the interview panel and six Team Managers have been appointed.
There are three remaining vacancies for the clusters in Tarporley, City Walls and Neston
and discussions are taking place in order to address this.
• Care Homes
Milestones:
(green)
Care Home best practice evidence has been requested from the Library Service regarding
how nursing homes are supported by GPs.
• Contracting and Funding Model Project
Milestones:
(green)
This project is an enabler to move resources currently focused towards secondary care and
will support the Integration agenda. Initial work will be started with effect from 1st July.
Other project highlights:
• Extend Single Point of Access
Funding for extension to phase 2/3 has been approved.

Milestones:

(green)

• Step Up/Time to think beds
Milestones:
An initial meeting is scheduled for 21/6 to scope this project.

(green)

• Falls
Milestones:
(green)
The second meeting of the Task and Finish Group has been held. A service mapping
exercise was conducted in June with research into good practice on-going.
•

Redesign of the Dementia ‘Challenging Behaviour’ Pathway
Milestones:

(green)
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It’s now been agreed that this programme of work will sit within the Ageing Well
programme. The annual plan is currently under development as part of the Ageing Well
strategy.
Stroke

Milestones:

(green)

The Integrated Stroke ward was officially opened by the Stroke Association on 24th June
2013. Patients are gradually being moved over from Emerald ward. Amendments have
been identified for the Early Supported Discharge (ESD) Service Specification.
• Keep Well, Keep Warm
Milestones:
(amber)
Priority client groups, for example for readmissions, discharges, COPD or cardiovascular
patients and geographical areas have yet to be confirmed. Some partners are not happy
with the evidence based approach utilised last year. They would like fewer interventions
with a greater impact created by using sources of client data that are available. They also
want to consider what clients might like themselves.
• Podiatry
Milestones:
(green)
Following this Committee's approval of the business case, a communications and
engagement plan has now been developed for a three month period. We anticipate that
the provider (CWP) will carry out the majority of the engagement with service users. If this
does not lead to significant changes to the proposed model, the new criteria and
specification for the service should be implemented shortly after. Discussions are also ongoing with the Local Authority regarding their input into the development of alternatives for
lower level need foot care, and on the presentation of an update to the Health and Well
Being Scrutiny Committee as part of the communications plan.

7.
End of Life
(Programme Lead: Amanda Lonsdale, Clinical Lead: Dr Sally Shaw)
•

Provision of 24/7 Community Palliative Care Nursing
Milestones:
(green)
A meeting is to be arranged for all major stakeholders (including the Countess of Chester
Hospital, Cheshire and Wirral Partnership Trust and the Hospice of the Good Shepherd)
with the aim of mapping the current patient pathway, defining current service provision and
identifying gaps in service. This, along with looking at successful models in place in other
parts of the country, will help inform the development of a future model to fulfil 24/7
community palliative care nursing.
In respect of the provision of children’s palliative care, a multi-agency mapping exercise of
palliative and end of life care provision in the area has been undertaken, which has further
highlighted the gaps in provision.

27
Finance, Performance and Delivery Report
West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

AGENDA ITEM NO: 2012-157
Appendix 3 Progress against milestones

Programme

Starting Well

Prevention and
Early
Intervention

Supported Self
Care

Project
Early Support and Families Together
Paediatric Hospital at Home

RAG Rating Milestones

Reducing Admissions for Children with Lower
Respiratory Tract Infections
Improving Paediatric Diabetes Standards
Community Paediatric Continence Service
Waiting Times for Children in Care
Adoption Medical Adviser Service
Children and Young People with Disabilities
Maternity Service Redesign
- Antenatal Care
- Normalising Birth
- Postnatal Pathway
- Developing Clinical Leadership
- Patient Involvement
Supporting Individuals to Make Health
Lifestyle Choices
Early Identification and Proactive
Management of Long-Term Conditions
Two Week Wait Approach for Suspected
Cancers
Structured Patient/ Carer/ Parent Education
for Long Term Conditions
Personal Health Budgets
Community Equipment
Wheelchair Services
Support to Carers
Use of Technology to Support Self
Management
Safer Communities - Reducing the Incidence
and Harmful Impacts of Domestic Abuse

Developing
Primary Care

Improving Care

Improving Access to Primary Care
General Practice CQUIN
Primary Care Development Project
Primary Care ICT Strategy
Commission Cardiology One Stop Shop
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Pathways

Support and Training for Primary Care - Heart
Disease
Review Current Pathways to Identify Activity
to be Provided Outside the Acute Setting
- Heart Disease
Pilot Year of Care Programme with 10
Practices
Implement year two of the Diabetes LES
Review Current Pathways to Identify Activity
to be Provided Outside the Acute Setting
– Diabetes
Implementation of a Multi-Disciplinary
Community Provision of Care for COPD
and Asthma
Introduction of a Pulmonary Rehabilitation
Programme to Enhance Patient's
Management of COPD Through the
Introduction of Psychological Therapies
Support and Training for Primary Care Respiratory
Redesign of Colorectal Cancer Pathway to
Include Follow Ups in the Community
Improved Pathway for Patients with
Neurological Conditions
DVT Pathway Redesign
Ophthalmology
Integrated Urology Service
Rheumatology
Community Ultrasound
Pain Management Community Service
Referral Management
Map of Medicine
Community Alternatives to Short Stay
Admissions
Integration of Urgent Care and OOH
Implementation of NHS 111
Mental Health
- Establish an Integrated Provider Hub
- Expand the Personality Disorder Service
- Develop the Diagnostic Pathway for ADHD
- Develop the Diagnostic Pathway for Adult
ASD
- Expand Access to Pyschological Therapies

Ageing Well

TBC

Integrated Teams
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Extend Single Point of Access
Step Up Beds
Stronger Communities – Time Bank
Care Homes
Falls
Enteral Feeds Contract Review
Podiatry
Redesign of the Dementia ‘Challenging
Behaviour’ Pathway
Stronger Communities - Work with the Local
Authority to Develop Older People as
Assets Within Their Communities
Third Sector Review
Integrated Stroke Ward
Keep Well, Keep Warm
Contracting and Funding Model Project
Point Prevalence Study

End of Life

Provision of 24/7 Community Palliative Care
Nursing
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GOVERNING BODY REPORT

1. Date of Governing Body Meeting:

18th July 2013

2. Title of Report:

Chief Officer’s Business Report

3. Key Messages:

•
•
•
•
•

An overview of the Integrated Care Pioneer
Bid;
An update on the position by NHS England
on commissioning data flows – personal
confidential data;
A overview of the NHS England Clinical
Commissioning Group Assurance
Framework process;
A review timetable for the Clinical
Commissioning Group’s policies and
governance documents;
Meetings attended by the Chief Officer and
members of the Senior Management Team.

4. Recommendations

The Governing Body are asked to note the
contents of this report.

5. Report Prepared By:

Clare Dooley
Corporate Affairs Manager
July 2013
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NHS WEST CHESHIRE CLINICAL COMMISSIONING GROUP
GOVERNING BODY
CHIEF OFFICER’S BUSINESS REPORT
INTRODUCTION
1.

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

INTEGRATED CARE PIONEER BID
2.

Governing Body members will be aware that Norman Lamb, Care and Support
Minster asked for expressions of interest to become an integrated care pioneer.
The two health and wellbeing boards across West and East Cheshire have
combined forces to submit a joint application.

3.

The bid encourages the four Clinical Commissioning Groups and two Local
Authorities to work together to improve the health and wellbeing of citizens and
for them place less demand on more costly public services.

4.

The main focus of the bid is on older people with long tern conditions and
families with complex needs who are currently not well served by current
models of care.

COMMISSIONING DATA FLOWS - PERSONAL CONFIDENTIAL DATA
5.

The clinical commissioning group has recently received a letter from NHS
England regarding the flows and use of personal confidential data. The letter
spells out that clinical commissioning groups and commissioning support units
will only be allowed access to personal confidential data if they meet the
minimum standards set out by the Health and Social Care Information Centre.
This arrangement has been put in place until 31 October 2013 although NHS
England are likely to apply to the Secretary of State for Health to continue this
arrangement.

6.

Under this arrangement, the following conditions will apply:
• Personal confidential data cannot lawfully flow from providers directly to
clinical commissioning groups or commissioning support units;
• Personal confidential data cannot lawfully flow from GP practices directly to
clinical commissioning groups or commissioning support units.

7.

The clinical commissioning group is working with commissioning support
colleagues to agree a pragmatic and legal solution to support the handling of
personal confidential data being generated within a secondary care setting.
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8.

In addition, the Senior Information Risk Owner is currently undertaking an
exercise to understand all other areas of the group's business that may be
affected by this guidance.

9.

It is proposed that any changes to systems and processes that result from this
work will be considered by the audit committee with a further report to the
governing body in September 2013.

CLINICAL COMMISSIONING GROUP ASSURANCE FRAMEWORK
10. The Clinical Commissioning Assurance Framework sets out how NHS England
will meet its statutory responsibility to assess Clinical Commissioning Groups
on an annual basis and how it will support Clinical Commissioning Groups to
continue to meet their statutory and developmental requirements.
11. It includes an assurance role which identifies how well Clinical Commissioning
Groups are performing against their plans to improve services and deliver
better outcomes for patients. The framework has three core elements:
•
•
•

Support
Capability
Delivery

12. The assurance process for the assessment of delivery will be through quarterly
checkpoints. This will mainly be about gaining the assurance on performance;
however, there will also be some assessment of capability.
13. Supporting the quarterly checkpoint process will be a balanced scorecard that
covers five domains:
Domain 1:

are local people getting good quality care?

Domain 2:

are patient rights under the NHS Constitution being promoted?

Domain 3:

are health outcomes improving for local people?

Domain 4:

are Clinical Commissioning Groups commissioning services within
their financial allocations?

Domain 5:

are conditions of Clinical Commissioning Group authorisation
being addressed and removed?

14. Assessment against each domain will primarily be from published data but also
from self assessments by Clinical Commissioning Groups (i.e. Domain 1) and
narrative from area teams.
15. There will be a process for escalating intervention and support issues to
regional and national levels and also a more formal annual assessment where
it is anticipated that Governing Body members will be expected to attend.
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16. Our first quarterly checkpoint meeting with the Area Team of NHS England is
on Monday the 29th of July 2013.
17. The Chief Officer is attending a national meeting in London on the 24th July
where NHS England are discussing the assurance process and potential
changes after the first 6 months of operation.

POLICIES AND GOVERNANCE DOCUMENTS
18. Provided below is the list of the polices and governance documents that were
approved/ratified by the governing body in April 2013. A proposed review
timetable for each documents has been set out, for approval by the governing
body.
No

1.

Document

Constitution

Oversight

-

Previously
Considered/
Ratified (date)
Membership Council
27/02/13

2.

Standards of Business
Conduct

Audit Committee

Governing Body
18/04/13

3.

Conflict of Interest Policy

Audit Committee

Membership Council
27/02/13

4.

5.

6.

7.

Business Continuity
Planning

Safeguarding Children
Policy

Safeguarding Adults
Policy

Information Governance
Policy and Strategy

Senior
Management
Team

Governing Body

Quality
Improvement
Committee

Governing Body

Quality
Improvement
Committee

Governing Body

Audit Committee

Governing Body

18/04/13

18/04/13

18/04/13

18/04/13
8.

Freedom of Information
Act Policy

Audit Committee

Governing Body
18/04/13
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Lead Officer

Review
Date

Alison Lee
Chief Officer
01244 650364
alisonlee2@nhs.net

November
2013

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

November
2013

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

September
2013

Clare Dooley
Corporate Affairs
Manager
01244 650318
claredooley@nhs.net

September
2013

Anne Eccles
Designated Nurse –
Safeguarding Children
01244 385023
anne.eccles@wcheshire
pct.nhs.uk

September
2013

Helen Wormald
Designated Nurse
Safeguarding Adults
01244
h.wormald@nhs.net

September
2013

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net
Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

–

March 2013

March 2013
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No

9.

Document

Subject Access Request
Policy

Oversight

Audit Committee

Previously
Considered/
Ratified (date)
Governing Body
18/04/13

10.

Confidentiality and Data
Protection Policy

Audit Committee

Governing Body
18/04/13

11.

Corporate Records and
Retention Policy

Audit Committee

Governing Body
18/04/13

12.

13.

14.

15.

16.

17.

18.

19.

Management of Public
Interest Disclosure
(Whistle-blowing) Policy

Quality
Improvement
Committee

Governing Body

Equality and Diversity
Action Plan

Quality
Improvement
Committee

Governing Body

Commissioning
Delivery
Committee

Governing Body

Corporate House Style
Standard Operating
Procedure

Senior
Management
Team

Governing Body

Communications Standard
Operating Procedure

Quality
Improvement
Committee

Governing Body

Commissioning
Delivery
Committee

Governing Body

Commissioning
Delivery
Committee

Governing Body

Commissioning
Delivery
Committee

Governing Body

Collaboration Policy

Individual Funding
Requests Policy

Commissioning Policy

NHS Continuing
Healthcare Operational
Policy

18/04/13

18/04/13

18/04/13

18/04/13

18/04/13

18/04/13

18/04/13

18/04/13

Cheshire & Merseyside
Commissioning Support
Unit
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Lead Officer

Review
Date

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

March 2013

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

March 2013

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

March 2013

Paula Wedd
Head of Quality and
Safeguarding
01244 650497
paula.wedd@nhs.net

September
2013

Jenny Dodd
Strategic Development
Manager
01244 650352
jennifer.dodd@nhs.net

March 2013

Helen McCairn
Head of Joint
Commissioning
01244 385075
helen.mccairn@nhs.net

November
2013

Clare Dooley
Corporate Affairs
Manager
01244 650318
claredooley@nhs.net

November
2013

Sally Pritchard
Engagement Manager
01244 650438
sallypritchard@nhs.net

November
2013

Laura Marsh
Head of Delivery
01244 650397
Laura.marsh2@nhs.net

November
2013

Laura Marsh
Head of Delivery
01244 650397
Laura.marsh2@nhs.net
Helen McCairn
Head of Joint
Commissioning
01244 385075
helen.mccairn@nhs.net

November
2013

November
2013
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No

20.

Document

Anti-Fraud Plan 2013/14

Oversight

Audit Committee

Mersey Internal Audit
Agency

21.

22.

Tendering and Contracting
Policy

Scheme of Reservation
and Delegation

Previously
Considered/
Ratified (date)
Governing Body
18/04/13

Commissioning
Delivery
Committee

Governing Body

Audit Committee

Governing Body

18/04/13

18/04/13

23.

24.

25.

26.

27.

28.

29.

Complaints Policy

Quality
Improvement
Committee

Governing Body

Quality
Improvement
Committee

Governing Body

Quality
Improvement
Committee

Governing Body

Information
Communication
Technology Security
Policy
(Cheshire ICT Service)

Audit Committee

Governing Body

Joint Primary Care
Registration Authority
Policy and Procedure
(Cheshire ICT Service)

Audit Committee

Information
Communication
Technology Network
Infrastructure File Server
Policy
(Cheshire ICT Service)

Audit Committee

Laptop and Portable
Devises and Remote
Access Policy
(Cheshire ICT Service)

Audit Committee

Policy for Incidents

Serious Incident Policy

18/04/13

18/04/13

18/04/13

18/04/13

Governing Body
18/04/13

Governing Body
18/04/13

Governing Body
18/04/13

Lead Officer

Review
Date

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

March 2013

Rob Nolan
Head of Contracting and
Performance
01244 650543
rob.nolan@nhs.net

September
2013

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

September
2013

Paula Wedd
Head of Quality and
Safeguarding
01244 650497
paula.wedd@nhs.net

January
2014

Paula Wedd
Head of Quality and
Safeguarding
01244 650497
paula.wedd@nhs.net

January
2014

Paula Wedd
Head of Quality and
Safeguarding
01244 650497
paula.wedd@nhs.net

January
2014

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

January
2014

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

January
2014

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

January
2014

Gareth James
Chief Finance Officer
01244 650365
garethjames@nhs.net

January
2014

19. The following policies and governance documents are in the process of being
finalised and will be provided to a future Governing Body Meeting:
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•

Sustainability Policy – this is being provided by Cheshire and Merseyside
Commissioning Support Unit;

•

Dispute Resolution Policy;

•

Business Conduct on Seeking Legal and Professional Advice Standard
Operating Procedure – this is being provided by Cheshire and Merseyside
Commissioning Support Unit;

•

Health and Safety Standard Operating Procedure;

•

Budgetary Control, Financial Reporting and Financial Performance
Procedure;

•

Maintenance of Asset Registers;

•

Human Resources Policy – this is being provided by Cheshire and
Merseyside Commissioning Support Unit. It is important to note that current
TUPE arrangements (from the previous employer, i.e. Primary Care Trust)
apply to all Clinical Commissioning Group staff until future policies are
formally adopted following consultation;

•

Recruitment and Retention Policy – this is being provided by Cheshire and
Merseyside Commissioning Support Unit;

•

Trade Union Recognition and Facilities Policy – this is being provided by
Cheshire and Merseyside Commissioning Support Unit;

•

Organisational Change (including pay) Policy – this is being provided by
Cheshire and Merseyside Commissioning Support Unit;

•

Validation and On-going Monitoring of Professional Registration Policy –
this is being provided by Cheshire and Merseyside Commissioning Support
Unit;

•

Terms, Remuneration, Fees and Allowances Policy – this is being provided
by Cheshire and Merseyside Commissioning Support Unit.

MEETINGS ATTENDED BY CHIEF OFFICER AND SENIOR MANAGEMENT
TEAM MEMBERS
20. During late May, June and early July the following events and high level
meetings have been attended by myself and/or members of the senior
management team:
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Senior Managers (collectively):
•

19th June 2013, Whole (CCG) Team Organisational Development Event;

•

25th June 2013, On-call Training with Cheshire and Merseyside
Commissioning Support Unit Resilience Lead;

Chief Officer:
•

22nd May 2013 and 19th June , Cheshire West and Chester Health and
Wellbeing Board;

•

23rd May 2013, Kings Fund NHS Leadership and Management Summit
2013;

•

3rd June and 1st July 2013, Health and Wellbeing Overview and Scrutiny
Committee;

•

5th, 6th & 7th June 2013, NHS Confederation Annual Conference;

•

10th June and 8th July 2013, one-to-one meetings with Chief Executive of
Countess of Chester Hospital NHS Foundation Trust;

•

10th June 2013, one-to-one meeting with Director of NHS England Local
Area Team;

•

11th June 2013,monthly Clinical Commissioning Group leaders meeting
with NHS England Local Area Team;

•

13th June 2013, Launch of personal carers budgets project;

•

22nd June 2013, Launch of the Integrated Stroke Care Unit at Countess
of Chester Hospital NHS Foundation Trust;

•

1st July 2013, Spending Review Meeting with Clinical Commissioning
Group, Local Authority and NHS England Local Area Team leaders;

•

2nd July 2013, NHS England Local Area Team Commissioning Assembly
Workshop;

•

5th July 2013, practice shadowing visit to Willaston practice;

Chief Finance Officer:
•

20th May and 10th July 2013, meetings with external auditors (Grant
Thornton);
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•

31st May 2013, NHS England Local Area Team NHS Leaders meeting
(on behalf of Chief Officer);

•

13th June and 9th July, payroll stakeholder meetings with Hospice of
Good Shepherd;

•

27th June 2013, GP Information Technology for Primary Care Meeting;

•

1st July 2013, one-to-one update meeting with local Counter Fraud
Officer;

•

2nd July 2013, one-to-one meeting with Cheshire and Merseyside
Commissioning Support Unit Chief Finance Officer;

•

3rd July 2013, meeting with Local Area Team Manager (Cheshire,
Warrington & Wirral) for NHS Property Services Ltd;

•

12th July 2013, North West Region Director of Finance Engagement
Event.

Head of Contracts and Performance:
•

21st May 2013, 2014/15 Planning Assumptions Meeting with Countess of
Chester Hospital NHS Foundation Trust;

•

24th May 2013, Cheshire, Warrington and Wirral Contract Leads
Meeting;

•

30th May 2013, Contract Monitoring Meeting with Wirral University
Teaching Hospital NHS Foundation Trust;

•

5th June 2013, Local Governance Meeting with North West Ambulance
Service NHS Foundation Trust;

•

6th June 2013, Wirral Clinical Commissioning Group Senior Team
Development Event;

•

13th June 2013, NHS Emergency Care Event;

•

5th June 2013, Cheshire, Warrington & Wirral Local Health Resilience
Meeting/Training

Head of Quality Improvement
•

21st, 22nd and 30th May 2013, Quality Review meetings with Eastway Care;

•

6th June 2013, Serious Incident Review Group;
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•

7th June 2013, Allied Health Professionals Network Meeting;

•

11th June 2013, Cheshire, Warrington and Wirral Quality Surveillance
Group;

•

12th June 2013, NHS England Local Area Team Quality Leads Meeting;

•

14th June 2013, GP practice shadowing, York Road Practice.

Head of Delivery:
•

23rd May 2013, North West Leadership Academy Master-class;

•

30th May 2013, Improving Care Pathways Lead interviews;

•

31st May 2013, Children’s Trust Executive Meeting;

•

5th June 2013, Shadowing Antenatal Clinic (Countess of Chester Hospital
NHS Foundation Trust)

•

19th June 2013, Service Level Agreement Review Meeting with Cheshire
and Merseyside Commissioning Support Unit;

•

20th June 2013, West Cheshire Maternity Network Meeting;

Head of Collaborative Commissioning:
•

23nd May 2013, Cheshire West and Chester Public Health Workshop;

•

30th May 2013, North West Advancing Quality Integrated Community
Discovery Programme event;

•

4th June 2013, GP practice shadowing at Neston practice;

•

5th June 2013, Cheshire West and Chester Safer Stronger Thematic
Partnership Group;

•

25th June 2013, Cheshire West and Chester Quarterly commissioning
meeting;

•

4th July 2013, Cheshire West and Chester Smarter Services Board;

•

9th July 2013, Nursing Home quarterly performance/quality meeting;

•

10th July 2013, Joint Commissioning Board Workshop.
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RECOMMENDATIONS
21. The Governing Body is asked to note the contents of this report.

Alison Lee
Chief Officer
July 2013
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1. Date of Governing Body Meeting:

18th July 2013

2. Title of Report:

Minutes of Governing Body Sub-Committees

3. Key Messages:

To provide an overview of business and
actions/decisions made by the sub-committees
of the Governing Body.

4. Recommendations:

The Governing Body is requested to receive
and note the minutes of the sub-committees.

5. Report Prepared By:

Clare Dooley
Corporate Affairs Manager
July 2013
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NHS 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 subcommittees 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 sub-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 sub-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 April meeting included:
•
•
•

A presentation and discussion on rural prescribing
An update on the proposed Rural Community Ultrasound Service
A presentation on the CCG’s Financial Plan

Major issues and actions from the May meeting included:
•
•
•
•
•

4.

A discussion on the new Primary Care Access Local Enhanced Service and the
Primary Care CQUIN 2013-14
A discussion on the community services review
A presentation on the Countess of Chester Hospital Ambulatory Care Unit and
Medical Assessment Unit
An update on Altogether Better Cheshire Integrated Teams around the GP practice
A discussion with a representative of Cheshire West and Chester Council regarding
links to the rural locality

Chester City Locality GP Network
Major issues and actions from the April meeting included:
•

Dr Dorothy King has expressed interest in being the Local Area Partnership Board
representative for the City Locality.
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•
•
•

•

Practices to consider supporting federated working between practices to give
practice managers a mandate to progress this further.
The City Locality agreed to focus on chronic disease management by district
nurses in the community as a priority topic.
Claire Westmoreland presented more information about the Care Homes Reducing
Admissions proposal. It was suggested that this work could be incorporated into
the Nursing Home Local Enhanced Service.
Stephen Kaye expressed concern about the impact of recruiting experienced GPs
into posts at the Clinical Commissioning Group in terms of de-skilling primary care
and the need for locum GPs and whether this should be fedback to the Clinical
Commissioning Group.

Major issues and actions from the May meeting included
•
•
•
•

5.

Claire Westmoreland and Julia Bailey are investigating the concept of federated
working.
Libera Partners sought the views of the GPs on adult community services.
Dr Claire Baker is developing data sharing agreements for Emis Web between
practices and community nursing.
Members agreed to start thinking about the skills required in the nursing team to
manage chronic diseases in terms of training requirements, focussing on diabetes
initially.

Ellesmere Port and Neston Locality GP Network
Major issues and actions from the April meeting included:
•
•
•
•
•

A presentation was delivered on the Paediatrics Hospital at Home service
The quarter 3 position for the quality incentive scheme was presented and
discussed.
A presentation and discussion took place about the Ambulatory Care Unit at the
Countess of Chester Hospital.
The service specification for adult community nursing was presented and
discussed. As part of the discussion concerns were raised about the difficulty
nursing homes experience in accessing immunisation and vaccination training.
Chris Ritchieson raised a couple of issues relating to the eye clinic at the Countess
of Chester Hospital.

Major issues and actions from the May meeting included:
•
•
•

The locality requested that child protection case conference data be removed from
the Quality Dashboard until they have assurance that the data is accurate. This
request will be presented to the GP quality group.
The locality wanted reassurance that the views of member practices are taken into
consideration when decisions are made. The locality agreed to review the terms of
reference of the GP quality group in a future meeting.
Andy McAlavey presented the General Practice Commissioning for Quality and
Innovation Scheme for 2013/14.
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•
•

Dr Claire Baker is developing data sharing agreements for Emis Web between
practices and community nursing.
Libera Partners sought the views of the GPs on adult community services.

COMMISSIONING DELIVERY COMMITTEE
6.

Major issues and actions from the April meeting included:
•
•
•
•
•
•
•
•
•
•
•
•

•

•
7.

West Cheshire Clinical Commissioning Group is on target to deliver the year-end
control total
The Year-end contract settlements have been agreed with local Foundation Trusts
The majority of indicators are on target, with the exception of:
Health Care Acquired Infection
Ambulance response within 8 minutes and Handover complete within 30 minutes
In excess of £2 million has been included in the contract for elective activity growth.
A ‘block’ contract arrangement has been agreed for non-elective activity.
A further £4 million non-recurrent funding has been included in the contract offer to
support transformation and service re-design.
Consideration should be given to the possible impact on outcomes
End of Life is to be placed as a separate programme, to try and reflect across the
span of areas and services
It was agreed that the Commissioning Plan 2013/14 will go to the Governing Body
at the formal meeting in April 2013 and that the Delivery Plans will be brought to the
May 2013 meeting.
The strategy had been brought on behalf of Dr. Philip Milner, Paul Lynch and Sue
Collis. The benefits to the revised strategy would be:
– more focus could be given to patients with a high clinical need
– improve access to services.
It was felt by some members of the Committee that there was no significant change
to the service and it was agreed that clearer detail is required in relation to existing
services and what would be offered under the new service, and more than one
option should be available during the consultation process.
It was agreed that the strategy will be returned to the May 2013 meeting of this
Committee.

Major issues and actions from the May meeting included:
•
•

•
•

Patients waiting 52+ weeks – There are four cases of excessive waits, which are at
the Robert Jones and Agnes Hunt Orthopaedic Hospital.
Cancer – There is no data available for April 2013, therefore there is no overall
position available. However Countess of Chester Hospital NHS Foundation Trust
achieved a level of 85%, which is above target
Stroke/ Transient Ischaemic Attack – There have been eight breaches reported for
Countess of Chester Hospital NHS Foundation Trust.
Health Care Acquired Infections
– Methicillin-resistant Staphylococcus Aureus (MRSA) - There have been seven
breaches during 2012/13 against an annual target of two.
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•
•
•
•

•

•
•
•

– Clostridium Difficile – There have been nine reported cases against a total of
eight.
Accident & Emergency Waiting Times – performance of 93.4%, against the target
of 95%.
There are total projected financial savings of £4.5million
Discussion has taken place at the Senior Management Team QIPP gap and it will
be agreed at Project Development Group how this will be reported in future.
The GP Quality Group is to be renamed the Primary Care Development Group. Dr.
Andy McAlavey requested that the name is amended to the Primary Care Quality
Development Group, as he feels it is important that the quality aspect of the group
is not lost.
Due to time constraints, this issue has only been discussed at one GP Network
meeting. It is intended that discussion at the network meetings will shape the detail
for the Commissioning for Quality and Innovation scheme.
Discussions took place in relation to referrals and desired outcomes, and the need
to ensure that the scheme is targeted for the greatest outcomes.
Consideration is to be given to the Access Local Enhanced Service, and plans for
referrals other than the Choose and Book system.
A meeting took place with Cheshire West and Chester Council Health and
wellbeing Scrutiny Committee on the 22nd April 2013, and the local authority is
keen to move this forward, and to understand what alternative services there may
be.

CLINICAL SENATE
8.

Major issues and actions from the April meeting included:
•

•

9.

The April Senate was a wider extra-ordinary meeting involving a range of clinicians and
social care professionals from across the care community. The aim of the meeting was
to begin to develop a “West Cheshire Way” of providing care locally, regardless of the
organisations involved. This is a first step in developing a joint vision for the care
community on what integrated care will look like and what needs to change for us to get
there
A smaller sub group met on 27th June to develop this vision, their work will be presented
back to the wider group at a follow up extra ordinary Senate on 25th July.
Major issues and actions from the May meeting included:

•

•

In the May meeting the Senate reflected on the wider discussions in the April meeting
and considered how this could be linked to the Altogether Better Cheshire work. The
Senate made recommendations on what a “West Cheshire Way” vision statement should
deliver
The group went on to hear an explanation of the Integrated Provider Hub being
developed to oversee Mental Health Services. The Senate considered other clinical
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pathways within which this approach might be useful. It was recommended that the
following areas are considered in more detail:
1. Urgent care
2. Maternity and women’s health (possibly alongside the Altogether Better Theme on
children and families?)
3. Learning difficulties
4. Respiratory conditions
5. Muscular skeletal conditions
• The group also heard an update from the Altogether Better Integrated Early Support
programme (formally “Starting Well”).
AUDIT COMMITTEE
10.

Major issues and actions from the April meeting included:
•

The Committee noted that the Information Governance Toolkit submission was made on
the 28th March 2013, and that the Clinical Commissioning Group is fully compliant.

•

The Committee agreed in principle amendments to the Scheme of Reservation and
Delegation and recommended approval by the Clinical Commissioning Group Governing
Body at the next formal meeting in public.

•

The Committee noted the process that had been followed during the transition of assets
and liabilities (from the Primary Care Trust) and recommended that the Clinical
Commissioning Group Governing Body notes the receipt of the assets and liabilities
listed within the report at the next formal meeting in public.

•

The Committee discussed the Continuing Healthcare Review Assignment Report for
2012/13 undertaken by Mersey Internal Audit Agency and agreed that further discussion
on the report should take place at the Quality Improvement Committee and an update on
the review would be provided to the Audit Committee later in 2013.

•

The Committee received and discussed the draft Anti-Fraud Plan for 2013/14.

•

The Committee received and discussed the 2013/14 workplan for the Audit Committee.

•

The Committee received an update from External Audit.

•

The Committee noted/approved the information contained within the Internal Audit
Update.

•

The Committee proposed for the Governing Body to waive the requirement for three
quotations to be submitted for the review of Community Services in-line with the Scheme
of Reservation and Delegation.
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Rural Locality Meeting
Minutes of the meeting held on Tuesday 16th April, 2013
Cheshire View
2.00pm – 5.00pm

Key Points to Communicate to your Practice
•
•

•

•
•

•

•

An update from Huw Charles-Jones on the current focus of the CCG which includes transforming
the health economy and where appropriate moving care out of hospital into the community.
There was a presentation on rural prescribing which showed a positive outturn for 2012-13. In
terms of quality, innovation, productivity and prevention performance (scored out of 54) the
average performance for the rural locality is 29, 27 for the city locality and 30 for Ellesmere Port
and Neston locality.
The Commissioning Support Unit undertook an initial review of the local community services and
an organisation that has undertaken some work on this subject in North Staffordshire will be
working with the clinical commissioning group on what good quality community services will look
like in the future and the resources that will be required. Community service provision will be
discussed at a future network.
There was an update on the proposed Rural Community Ultrasound Service.
There was a presentation on the clinical commissioning group’s financial plan 2013-14. Locally
there could be a £50 million gap if activity grows at 5% each year and changes aren’t made to the
way the local health system works. The Governing Body will be asked to sign off the clinical
commissioning group’s 2013-14 budget at its next meeting on the 18th April 2013 and £0.5 million
has been ring fenced for primary care development.
The Q3 12/13 QIS achievement in the Quality Dashboard was tabled. Dementia screening has
increased in the rural locality to 4% (6 practices), however it remains at a lower level than in City
(20%, 10 practices) and Ellesmere Port & Neston (18%, 6 practices) which may in part be due to
coding on practice systems. Beta Blocker prescribing has also decreased in the Rural Locality
from 64% to 58%.
A request is to be made to the Countess of Chester Hospital NHS Foundation Trust that the paper
copies of Medisec letters no longer be sent out to practices.

RN52
RN98

RN117

RN121
RN122
RN123
RN124
RN125

Action
Jason Clarke (Connecting for Health) to be invited back in 6
months to update on progress of electronic prescribing with
dispensing practices
Through the contracting route, Amanda Lonsdale is to request
an audit of the Out of Hours Service A&E attendances and
admissions for residents of nursing and residential homes
before and after doctor and / or nurse advice.
Vicky Oxford is to ask Sarah Murray to investigate the did not
attend (DNA) rate produced by the Countess of Chester
Hospital and ask the hospital to produce a Rural locality DNA
rate as well as rates for individual practices.
Rural prescribing to be an agenda item in six months
Invite Rachael Warner to a future network meeting to present
on the cancer audit & comparative data
Invite the Countess of Chester Rheumatology department to a
future network meeting.
Invite the Paula Wedd to a future network meeting to discuss

Owner
Vicky Oxford

Amanda Lonsdale

Vicky Oxford & Sarah
Murray
Vicky Oxford
Vicky Oxford
Vicky Oxford

Quality and timeliness of discharge letters, commissioning for quality
and innovation payments (CQUINS) and contracts

Vicky Oxford

Book venue for Rural GP Network meetings 2014

Vicky Oxford
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Present: Steve Pomfret, Claire Baker, Philip Milner, Mark Edney, Vicky Oxford, Jonathan Gregson,
Andy Campbell, Helen Black, Alistair Adey, Kath Darnborough, Rajesh Rajan, Christine Kenyon, Debbie
Bailey, Debbie Taylor, Brian Yorke, Mike Guest and Paul Smith.
In attendance: Alison Lee, Sarah Murray, Helen McCain, Huw Charles-Jones (until 3.25pm).
Practices not represented: All practices were represented
ACTION
1.

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

2.

APOLOGIES
Apologies were received from Louise Davies and Jim Hinds.

3.

UPDATE FROM THE CLINICAL COMMISSIONING GROUP CHAIR
Huw Charles-Jones spoke to the Network about the current focus of West Cheshire
Clinical Commissioning Group and the key points were:
•
•
•

•

•
•
•

•

•

During the transition from the Primary Care Trust to the CCG the CCG has
taken on more responsibility than some other CCGs and this has minimised the
impact felt as we have gone live.
The CCG has a flatter, more inclusive, structure than previously seen in the
NHS and as a member organisation is keen to listen to the GP practices, its
staff and its patients.
The focus is on transforming the health economy and where appropriate,
moving care out of hospitals into the community as well as ensuring GPs can
manage the care required in the community within the financial resources
available.
The message being given out by the new management team of the Countess of
Chester Hospital is encouraging with a focus on reducing the number of wards
and working more in the community. There will be a focus on working with the
CCG in the community and managing conditions closer to the patients’ home.
This will include initiatives such as Paediatric Hospital @ Home which has as
one of its aims a reduction in unnecessary hospital admissions.
It is also important to improve the community service provision and to build on
supporting self care in patients with long term conditions.
The next Clinical Senate will draw together around 50 clinicians from across
primary and secondary care to discuss how care will be delivered across the
health economy in the future.
When services currently provided by Cheshire and Wirral Partnership NHS
Foundation Trust are due for review and renewal, the Countess of Chester
Hospital may choose to tender for some of the services. Once the review of
community services is completed, some services may be offered for tender.
The CCG has discussed with the Countess of Chester Hospital about piloting
schemes in the community in conjunction with primary care. The hospital has
appointed a Director of Strategy who will work with the CCG to ascertain how
this can be achieved.
A precedent for community clinics already exists and there is a possibility that
specialist nurses could be located within community teams.
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4.

RURAL PRESCRIBING
Andy Dunbavand gave a presentation to the Network on rural prescribing and the main
points of the presentation and discussion were:
•

•

•
•
•
•
•
•
•

The forecast outturn for 2012-13 is positive although practices were expected to
be under budget as some medications included in the forecast for 2012-13 were
not implemented within the formulary. External factors such as NICE Guidance
may influence prescribing expenditure in 2013-14.
In terms of QIPP performance (scored out of 54) the average performance for
the rural locality is 29, 27 for the city locality and 30 for Ellesmere Port and
Neston locality. There is some variation between different areas and first choice
anti-depressants may be an area the rural can focus on. The favoured
medication is Citalopram however more Sertraline is being prescribed due to
recent safety concerns regarding Citalopram.
Cephalosporins and quinolone prescribing is an area that will require focus
across all practices in the CCG.
It is anticipated that Omega Three prescribing will be added to the dashboard
for 2013-14.
Although prescribing is not part of the quality premium or the constitutional
requirements, it is a significant budget so should be monitored for continuous
improvement with one of the aims to reduce variation across practices.
Antibiotic prescribing could influence the quality premium due the impact it could
have on C-Diff rates in secondary care.
It was acknowledged that prescribing policies need to be constantly reinforced
within practices and that this is difficult to do on a continuous basis.
Stockport has a policy on the prescribing of prophylaxis and working is being
undertaken with the Countess of Chester Hospital about the prescribing of this
type of medication.
Ian Minshall is looking at antibiotic prescribing including within the Out of Hours
Service.

Action: Rural prescribing to be an agenda item in six months.
5.

VO

ACTIONS FROM THE PREVIOUS MEETING
Actions 94, 114, 115, 116, 118, 119 and 120 have been completed and actions 52, 98
and 117 are on-going. The following update was given:
RN52 – Update on electronic prescribing
Connecting for Health have ceased to exist and are now part of the Health & Social
Care Information Centre. There is no further update to report.
RN117 – Cancer DNA rates by rural locality
Vicky Oxford has requested this information from Sarah Murray and feedback will be
given to the Network in due course.
Post Meeting Note:
The Countess of Chester Hospital is unable to produce DNA rates by locality but it
has revised the DNA figure to 2.9% for western Cheshire.
RN118 – Ewan McHenry to be invited to a future network meeting
Ewan will be attending the May network meeting.
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RN119 – Possible locations for a potential community chemotherapy CQUIN
The information has been sent to Rob Nolan and the contact from the Wirral
Contracting Team.
RN120 – Venue for Rural GP Network 16th July 2013
The Rural GP Network scheduled for the 16th July 2013 will take place at Cheshire
View.
6.

LOCALITY CHAIR UPDATE
Steve Pomfret noted that following the meeting in March where communication about
Paediatric Hospital at Home was discussed, an addendum was added to the minutes
detailing when the subject was mentioned in previous Network meetings and minutes
from other CCG meetings. He explained that to ensure communication was more
effective, a more thorough report on the discussions from the Commissioning delivery
Committee, the Clinical Senate and the Governing Body would be produced and sent
to attendees in advance of the meeting.
Briefing paper had been sent to the Network in advance of the meeting and Steve
expanded on two areas:
Community Services Review
Steve reported that the community services review gave a detailed analysis on the
services currently provided by Cheshire and Wirral Partnership NHS Foundation Trust.
The intention is to look closely at the service provision and an organisation that has
undertaken some work on this subject in North Staffordshire will be working with the
CCG on what good quality community services will look like in the future and the
resources that will be required. Steve noted that the funding for community services
was in the middle when compared to other health economies.
Claire Baker who will be involved with the work on community services felt that the
exercise will be positive as it will provide an impartial overview of the current service
provision and future options.
Healthcare Acquired Infections
This was discussed in the Clinical Senate and Steve explained that there is growing
concern within secondary care about new infection issues not currently on the
healthcare agenda particularly around multi resistant urinary tract infections. He also
explained that a number of patients are hosting C Diff when they enter hospital rather
than acquiring it in a hospital setting. The group discussed C Diff testing in primary
care and it was reported that the hospital undertake C Diff testing only on liquid stool
so samples are only relevant for sending off from practices for testing if it is liquid.

7.

RURAL COMMUNITY ULTRASOUND UPDATE
Vicky Oxford gave an update on the proposed rural community ultrasound service and
the key points were:
•
•
•

Data has been obtained from COCH regarding ultrasound referrals. The data
shows the source of the referral which is useful when ascertaining the likely
number of GP ultrasounds required in a community service.
Wirral provided some information but this was not broken down into the source
of the referral and this information has been requested.
Jason Morris has requested the same information from Mid Cheshire and
Warrington Hospitals.
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•

8.

Models of community ultrasound elsewhere are being investigated to look at
best practice.

WEST CHESHIRE CCG FINANCIAL PLAN 2013-14
Gareth James gave a presentation on the CCG’s financial plan for 2013-14 and the key
points of the presentation and discussion were:
•
•
•
•
•

•

•

•
•
•
•

•
•
•
•
•

The NHS has a £20billion efficiency target known as the “Nicholson Challenge”.
According to the Nuffield Trust this could rise to around £50 billion if changes
aren’t made to the way the NHS system works.
Locally there could be a £50 million gap if activity grows at 5% each year and
changes aren’t made to the way the local health system works.
The statutory responsibility for CCGs is to balance the books.
The funding allocation for the CCG was not changed by the National
Commissioning Board (NCB) to reflect fair shares or weighted shares. This
means that some areas received less than west Cheshire CCG’s £1200 per
head of population but other areas such as the Wirral and Liverpool receive a
greater funding allocation, which reflects their demographics.
The Governing Body will be asked to sign off the CCG’s 2013-14 budget at its
next meeting on the 18th April 2013. Our allocation will not match the budget as
funding for Audlem and Wrenbury is included within the allocation and this has
been transferred to South Cheshire CCG so it does not remain in west
Cheshire’s budget. West Cheshire CCG will continue to monitor the Audlem
and Wrenbury allocation and a risk sharing agreement has been put into place
with South Cheshire CCG.
The previous funding issues around Welsh patients accessing secondary care
in England are not as significant as a large proportion of the services accessed
will not be commissioned by the CCG. A&E usage and funding will continue to
be monitored.
The CCG has budgetary responsibility for secondary care, primary care and
jointly commissioned services (with organisations such as the local authority).
Contingency for future proofing has been set aside within the budget. The CCG
will be mandated to deliver at least a 1% surplus. 3% of the total budget has
been set aside for future sustainability.
£3million has been allocated to social care along with £1.5 million for reablement. Guidance on this states that there must be a health benefit attached
to how the funding is spent and value for money must be shown.
£12 million of the CCG’s funding has been assigned to specialised
commissioning. North West CCGs have agreed a risk sharing arrangement
with a view to reviewing the specialised commissioning contract for 2014-15.
The Countess of Chester Hospital will be delivering some specialised services.
Non-recurrent funding offers the opportunity to support transformation of the
local health system.
Continued growth in activity is unaffordable and QIPP aims to mitigate growth.
For the first time a block contract for non-elective care has been agreed with the
Countess of Chester Hospital and this has been supported with non-recurrent
funding to transform the way the local health systems work.
To change the local health system secondary and primary care will need to be
engaged and work together.
The Countess of Chester Hospital is keen to try partnership working with a
group of GP practices. There needs to be a collective formula for engagement
with the hospital as it is not practical to have conversations individually with 36
practices.
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•
•
•

9.

£0.5 million has been ring fenced for primary care development.
The Quality Premium is £5 per head and will be paid in 2014-15 on
achievement of 4 national and three local measures. The quality areas are
weighted and partial payment can be made if not all measures are achieved.
A meeting is scheduled between the CCG and the Countess of Chester
Hospital to discuss how the hospital plans to achieve its efficiency savings
without impacting negatively on patient care. A large proportion of the
hospital’s costs relates to increasing staff pay without an increase in activity to
off-set this.

QUALITY
Q3 12/13 QIS achievement in the Quality Dashboard
Jonathan Gregson tabled a copy of the Q3 QIS. The key points were:
•
•
•

Improvement all round however there are areas where further improvements
could be made.
Dementia screening has increased in the rural locality to 4% (6 practices),
however it remains at a lower level than in City (20%, 10 practices) and
Ellesmere Port & Neston (18%, 6 practices.)
Beta Blocker prescribing has also decreased in the Rural Locality from 64% to
58%.

Jonathan asked whether the group felt that the dementia screening levels may be
related to the code being used and Helen Black reported that they had changed the
code on their practice system recently and their practice score for dementia screening
has subsequently increased. Helen reported that the code practices should be using
the record the dementia screening is 3ad dementia test.
Following a question as to whether the work practices are undertaking can be shown to
be effective, Jonathan noted that there is no current research being done and the work
is based on best practice.
Proposal to switch off paper copies received by practices from Medisec
The GP Quality Group would like to make a request to COCH that the paper copies of
Medisec letters are no longer sent out to practices.
This has been suggested following a discussion at the GP Quality group about an
incident logged onto Datix relating to a practice that ran up a backlog of electronic
letters due to the dual system that is currently in place. The group felt that there should
be a move to electronic copies only. This has been raised at the City and Ellesmere
Port and Neston networks and the practice manager meeting to make sure practices
are comfortable with this.
Whilst the practices consulted have been supportive of turning off the paper copies,
there are a some provisos to provide practices with assurance about the change:
• That the letters come through in a timely way.
• That there is assurance / a process for when Medisec fails.
• Sometimes electronic letters state that test results will be sent with the paper
copy – reassurance has been requested that results will be sent with the
electronic copy.
Decision: The Rural GP Network was supportive of the suggestion made by the GP
Quality Group.
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10.

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

12.

FUTURE AGENDA ITEMS
Cancer audit result and comparative data
Rachel Warner has requested an agenda slot at a future Network meeting to present
and discuss the results of the Cancer Audit and comparative data.
Decision & Action: The network decided to invite Rachael Warner to a future network
meeting.

VO

Rheumatology Service Redesign
The Countess of Chester Rheumatology department is redesigning its services to
improve access for patients especially for those patients with early inflammatory
arthritis by reconfiguring its arthritis clinics to create a one stop shop approach. In
addition they are hoping to engage with GPs to reduce the number of follow patients by
agreeing pathways for the management of PMR, gout and Paget’s disease which
outline clinical management and when care should be transferred to secondary care.
They would like to attend the Network to present the evidence behind the treatment of
early arthritis, to outline how the new early arthritis clinic will run, to present the referral
criteria for this clinic and to launch the clinical care pathways for PMR, gout and
Paget’s and to get feedback on these issues so that changes can be made as required.
Philip Milner reported that the Countess of Chester Hospital is keen to engage with the
GP Networks and this is an opportunity to discuss service redesign and develop a
more imaginative approach to service delivery. Rajesh Rajan concurred with this and
thought there is likely to be some middle ground on community clinics and the
opportunity to discuss this would be useful.
Decision & Action: The network decided to invite the Countess of Chester
Rheumatology department to a future network meeting.

VO

Quality and timeliness of discharge letters, CQUINS and contracts
The City & Ellesmere Port and Neston Networks have recently raised concerns about
discharge letters and Paula Wedd has suggested attending the networks in the next
couple of months to address some concerns raised by GPs such as the quality and
timeliness of discharge letters and outpatient letters, the Datix process, CQUINS and
contracts.
Decision & Action: The network decided to invite the Paula Wedd to a future network
meeting.
13.

VO

ANY OTHER BUSINESS
Rural Network Dates 2014
A paper was tabled detailing proposed network meeting dates for 2014. Cheshire View
is available on these dates but the date in April 2014 is during the Easter holidays
which will be set by Cheshire west and Chester Council as the first two weeks in April
each year regardless of when the Easter bank holiday weekend falls. The network was
asked to decide whether to hold the meeting on the second Tuesday during April or
postpone it by one week to avoid the school holidays.
Decision and Action: The Network approved the proposed dates and agreed to hold
the meeting in April 2014 on the second Tuesday of the month.
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Secondary Care CQUINS
Alistair Adey noted that he has recently received requests from the Countess of
Chester Hospital regarding referral requests for DEXA scans for fragility fractures when
the fracture was not a fragility fracture and he has also received requests for dementia
referrals when not appropriate. He expressed concern that these areas had been
included in a CQUIN for 2012-13 and that these referrals should not have been made.
It was recommended that if inappropriate referrals were requested that these should be
logged on Datix.
Member Practice Engagement Scheme – Commissioning Leads links to Clinical
Leads
Sarah Murray explained that as part of the 2013-14 Member Practice Engagement
Scheme the Commissioning Leads from each GP practice have been aligned with one
of the clinical programme areas. She reported that the Clinical Programme Leads will
be given the details of the Commissioning Lead GP from each of the networks that
they need to link to. The idea is that the Clinical Programme Lead will be responsible
for contacting the Commissioning Lead with any information that should be taken to the
GP Networks and details of feedback sought.
Date and time of Next Meeting
The next meeting will be held on Tuesday 14th May 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 14th May, 2013
Cheshire View
2.00pm – 5.00pm

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

The current Access and Choose and Book LES is being reviewed and a workshop will be held at
the June network meeting.
The Primary Care CQUIN is being developed and will be discussed further at the June network.
There was a discussion about the current community services provision as part of the community
services review. The initial results of the review will be presented to Huw Charles-Jones and
th
Alison Lee on the 24 June 2013.
There was a presentation on the Countess of Chester Hospital’s Ambulatory Care Unit and the
Medical Assessment Unit.
There was an update on the coding data validation work undertaken by practices in 2012-13.
Although the work produced useful information to feed into work streams, it cost more to
undertake than it saved.
Claire Baker gave an update on integrated teams. The team leader appointment process (three
st
team leaders for the rural locality) will commence on the 21 May 2013 with an informal lunch
followed by formal interviews at the beginning of June.
Ewan McHenry attended the network to discuss the work taking place within Cheshire West &
Chester Council and to look at opportunities to link the GP network with the activities that are
being delivered through the voluntary and community sector.

RN52
RN121
RN123
RN124

Action
Jason Clarke (Connecting for Health) to be invited back in 6
months to update on progress of electronic prescribing with
dispensing practices
Rural prescribing to be an agenda item in six months
Invite the Countess of Chester Rheumatology department to a
future network meeting.
Invite the Paula Wedd to a future network meeting to discuss
Quality and timeliness of discharge letters, CQUINS and contracts

RN126
RN127
RN128
RN129
RN130
RN131
RN132

Claire Baker to send a copy of the integrated team service
specification to Vicky Oxford to distribute to the network.
Claire Baker to email the relevant dates regarding the team
leader appointment process to Vicky Oxford for distribution to
the network.
Steve Pomfret is to write to the CCG CSU relationship manager
expressing dissatisfaction at the length of time it is taking for
the ultrasound data to be delivered to the CCG
Vicky Oxford to liaise with Paula Wedd regarding identifying
whether paediatric discharge letters are a common theme
Vicky Oxford to liaise with Lesley Singleton regarding the
access to diagnostics for adult autism pathway
Vicky Oxford to liaise with Paul Lynch regarding spinal
orthopaedic referrals to Oswestry and the need for MRIs
Vicky Oxford to liaise with contracting regarding the protocol
for follow-ups
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Present: Steve Pomfret, Claire Baker, Philip Milner, Louise Davies, Vicky Oxford, Jonathan Gregson,
Andy Campbell, Helen Black, Alistair Adey, Jim Hinds, Rajesh Rajan, Brian Yorke and Lynn Suckley.
In attendance: Sarah Murray, Helen McCain.
Practices not represented: All practices were represented
ACTION
1.

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

2.

APOLOGIES
Apologies were received from Trevor Ferrigno, Debbie Bailey, Debbie Taylor, Christine
Kenyon and Mike Guest.

3.

PRIMARY CARE ACCESS LOCAL ENHANCED SERVICE AND PRIMARY CARE
CQUIN
Andy McAlavey and Sarah Vickers spoke to the Network about the Primary Care
Access Local Enhanced Service, the Primary Care CQUIN, the national direct
enhanced services (DES) and the inclusion of safeguarding information in the Quality
Dashboard.
Primary Care Access LES
• £750,000 is contained within the current Access and Choose and Book Local
Enhanced Service (LES). The intention is to review the Access LES; a
workshop will be held in the June GP networks to develop an alternative format
and content. Information will be sent to practices in advance of the workshop.
• Sarah Murray explained that the City and Ellesmere Port and Neston Networks
felt that it may be useful for practices to attend the meeting with information
relating to practice access to move the discussions forward at the workshops in
June.
• There was concern that in the absence of alternative suggestions, the only
option will be for practices to undertake telephone triage. There was also
concern about changing the format of the existing LES as some practices have
used the funding to employ additional staff to deliver extended hours.
Primary Care CQUIN
• The Primary Care CQUIN indicators have been developed by clinical leads and
there are eight proposals within the draft CQUIN.
• The mandatory CQUIN is likely to be high quality referrals (this suggestion
originated from the November 2012 Membership Council) and this CQUIN is
being adapted further. The aim is to give all referrers in general practice a
better understanding of their referrals in a more timely way. The information
can be compared in-house and across the CCG.
• For referral letters, the outcome is to have a clearer understanding of referral
activity and pathways.
• The care plan CQUIN aimed to harmonise with CQUINS in place with the
Countess of Chester Hospital and Cheshire and Wirral Partnership which
require the creation of care plans for patients aged over 85 with dementia. The
aim of these CQUINS is to maintain patients in the most appropriate setting.
However, it is felt that this may be a project for the national direct enhanced
service around risk stratification rather than a primary care CQUIN.
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•

•
•

•

CQUIN proposal six relates to self-care in patients with long term conditions as
it is felt that primary care cannot act as a reservoir for all that is not within
secondary care and patients need to self-manage their conditions. Third sector
community groups have a place in assisting with this. Helen McCairn explained
that programme leads within the priority areas are reviewing the current
voluntary and third sector contracts and some joint working is taking place on
this area with Vale Royal.
The CQUIN schemes are developmental and are about working together
towards shared goals.
The CQUIN schemes are due to be discussed again with GP clinical leads in
the next two weeks and will then come back to the networks in June 2013.
There may be the opportunity to communicate electronically to expedite the
process.
The first half of the payment for the Primary Care CQUIN will be made to
practices in June 2013 even though the scheme will not be finalised. Total
payment for the CQUIN scheme is £1.60 per patient.

National Direct Enhanced Services (DES)
Four new direct enhanced services (DES) have been developed:
•
•
•
•

Risk profiling and care management – within the CCG gift;
Facilitate timely diagnosis and support for people with dementia – nationally
directed;
Improving online patient access – nationally directed;
Improving remote care monitoring – with the CCG gift.

Work is underway to develop those within the remit of the CCG.
Practices need to sign up to the DES by the 30th June 2013.
Safeguarding Information in the Quality Dashboard
Andy reported that the Ellesmere Port and Neston Network has recommended that this
information should not be included in the Quality Dashboard. He explained that the
decision to include it was in part related to the Ofsted assessment of safeguarding
services in 2011 as “poor” and the need to work with local authority colleagues to
address this issue. The Locality Support Managers and Anne Eccles have interrogated
the safeguarding data provided by the local authority and validated it with GP practices
so that the information presented in the next Quality Dashboard will be correct.
4.

COMMUNITY SERVICES REVIEW
A brief review of community service provision was undertaken by the Commissioning
Support Unit and Libera Partners LLP has been commissioned by the CCG to look at
the service provision in greater depth. Janet Duberley attended the GP Network to
gain feedback on the current service provision focusing on how services are accessed,
the quality of service provision, what works well and what could be improved
particularly in light of the desire to integrate services. The key points of the discussion
were:
•

Practices liaise with the district nurse service using various methods including
face to face contact, telephone calls, emails, practice notes on the computer
system, practice meetings, communication books. Some of these methods are
informal and ad hoc and concerns have been raised about communication to
and from the service as well as issues with continuity of care.
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•
•

•

•

•
•
•
•

5.

It was felt that the more community services such as district nursing are
separated from primary care, the less effective services become and there is
more duplication of care due to a lack of communication and cohesion.
One issue raised was that some community services can only access practice
systems in GP practices rather than remotely which can prove difficult when
working on a cluster footprint. It was felt that it is important for relevant
information from community services contact with patients to be included in the
practice record and that feedback from community services should be automatic
without practices having to chase staff for information.
Community service such as district nursing work well until the local services are
disrupted by nurses being moved to other localities to cover sickness and
absence elsewhere. Practices are not consulted about such moves and it is
often left to the nurses to tell the practices but they don’t find about the moves
until they are due to happen. This disrupts the remaining team and causes
issues with continuity of care and can increase the workload of practices when
they are approached by staff, with concerns over a patient condition because
the staff are not familiar with the patient and what is ‘normal’ for them.
It was felt that rural arrangements should be more ring-fenced to decrease the
number of times staff are moved to other localities given the importance of
community staff in facilitating the care of patients in their own homes. This was
felt to be particularly relevant given that the Hospital@Home service is not
available in most of the rural area. There is concern that community services
are being contracted back into more urban areas such as Ellesmere Port and
Chester to the detriment of rural patients.
It was felt that there is a lack of contact with the management of the nursing
teams.
There was concern that community nurses are undertaking work that should be
performed by staff in nursing and residential care.
The network also expressed concern that the level of complexity in patients
being discharged has increased with secondary care expecting community
services to deal with these patients.
The community services review is due to be presented to the CCG Chair and
the Chief Officer on the 24th June 2013. The CCG will then make a decision as
to how it acts on the report and how the information is disseminated to
practices.

COUNTESS OF CHESTER HOSPITAL (COCH) AMBULATORY CARE UNIT AND
MEDICAL ASSESSMENT UNIT (MAU)
Karen Townsend and Dr Kausik Chatterjee attended the network to give an update on
the Countess of Chester Hospital Ambulatory Care Unit and the Medical Assessment
unit (MAU). The key points of the update and discussion were:
•
•
•
•

There is a combined scorecard to ascertain whether a patient is suitable for the
Ambulatory Care Unit or whether they will need to be admitted via the Bed
Bureau.
GPs can access the Ambulatory Care Unit for their patients via Single Point of
Access (SPA) where an algorithm linked to the score care can be used. GPs
can also speak to a clinician in the Ambulatory Care Unit for advice.
The unit is an admission avoidance tool but may expand to link to diagnostics
and frail elderly etc. in the future.
Currently the service is open Monday to Friday 11am-7pm and the aim is to
eventually move to seven day working.
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•

•

6.

Staff will consist of a combination of acute physicians and geriatricians with
access to services being of vital importance. The service will assess on patient
outcomes and patients will be sent to the correct clinic. If no diagnosis is given
then management plan should be described for that patient. The GPs felt that
letters from the unit to GPs should be as detailed as possible regarding where
to signpost patients.
A view was expressed that there is a need for a ‘mystery illness / diagnostic’
clinic with generalist consultants for those patients, where a diagnosis may not
be obvious, to reduce referrals to different specialities and improve the patient
pathway.

CODING DATA VALIDATION UPDATE
Andy McGivern attended the network to give an update on the coding data validation
work undertaken by GP practices in 2012/13. The key points of the update and
discussion were:
•

•

•

•
•
•

7.

In Quarter One, practices were asked to look at patients requiring wigs to assist
in investigating the potential to establish a wig / follow up service. The work
found that less than five patients would have been suitable for such a service
which prevented to service development being taken forward and saved
resources.
The second query in Quarter One related to dermatology and the use of the
intermediate tier service. It was found that the correct question was not asked
so although 10-15% of patients weren’t referred to the service, it was unclear
whether they would have been appropriate for the service anyway.
In Quarter Two practices were asked to undertake the original form of coding
validation. There were 1200 lines of response, 20% of coding validation
responses appeared to be a legitimate query. One theme that emerged related
to follow-up activity at Wirral Hospitals with a potential value of £50,000.
Quarter Three work related to cardiology, looking into follow-up activity and
diagnostics and the evidence produced fed into the work on the cardiology one
stop shop.
Quarter Four has been used to request practices to complete the Willaston
Model.
The Commissioning Support Unit (CSU) has included in its offer a business
intelligence tool will which allow basic coding and data validation so that it can
still be used inform service redesign led by the clinical leads.

INTEGRATED TEAMS
Clare Baker gave an update on the progression of work on the integrated teams.
EMIS information sharing
• The EMIS Web system allows the user to look at three views and data can be
moved across from one view to another so that information from community
services could be moved from one view into the practice view. This means that
users can send each other tasks and can view when a service has had contact
with a patient. This system is only live for patients on a district nurse caseload
and it can be switched off if a patient does not wish for their information to be
shared between services.
• Claire will bring the paperwork to be signed to a future network meeting. All
practices in each locality will be required to sign up to information sharing or the
scheme will not go ahead.
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•

Information sharing will make a difference to patient safety and practices can
audit which smart cards have been used to look at patient information.
Caldicott 2 makes a greater issue about organisations not sharing information.

Community nursing service specification
• Claire has reviewed and is happy with the service specification and the intention
is to review it next year. The specification describes what services should be
doing.
• Following concerns about the drift of services from the rural area to other
localities and the instability this creates, Claire explained that continuity is
required for teams to be effective. The management of frail elderly patients is
an issue and there is an argument for a different team configuration with more
staff on the ground to provide support in the rural area, whereas other areas
may need more support of other services such as social workers.

CB

Action: Claire Baker to send a copy of the service specification to Vicky Oxford to
distribute to the network.
Team leader interview process
• A HR process has to be followed to appoint the team leaders with a 30 day
consultation period. All team leaders will be appointed at the same time
although they may not all have the same start date. There is more staff eligible
to apply for the roles than there are jobs (9 roles).
• There is a lunch on the 21st May to allow representatives from GP practices to
meet potential team leaders for all of the localities.
• There will be three team leader positions in the rural locality and interviews will
be in early June 2013. A representative at the interviews from the Rural GP
Network would be welcome.
• Each team structure will need to be looked at along with specialist provision
within the services.
• The team leader posts will be more managerial focusing on team management
and complex case management.
Action: Claire Baker to email the relevant dates to Vicky Oxford for distribution to the
network.
8.

CHESHIRE WEST AND CHESTER COUNCIL LINKS TO RURAL AREA
Ewan McHenry attended the network to discuss the work taking place within Cheshire
West & Chester Council and to look at opportunities to link the GP network with the
activities that are being delivered through the voluntary and community sector. The
key points were:
•
•

•
•

Cheshire West and Chester Council’s (CWAC) rural locality covers the same
footprint as the CCG and also incorporates Neston and Willaston.
With regards to Area Partnership Boards there is a consultation on governance
and partnership working with one suggestion being the establishment of a
management team of people to look at joint commissioning of services to avoid
duplication.
There is a requirement to form Community Boards and there is the potential to
cluster them in rural areas. The clusters would resemble the areas being
covered by the integrated teams.
CWAC’s responsibilities include the development of place based services – the
built environment, economy and job creation, people and place which all impact
on health and well-being.
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•
•
•
•
•

•
•
•
•

9.

Engagement events are taking place to understand the needs of local
communities.
There is an opportunity to undertake some joint working on community
transport.
Work is underway to identify priorities in the rural area and these priorities are
likely to include sustainable transport solutions, opportunities for young people
and roads and pavements.
The falls prevention agenda is being looked at and the fire service are involved
in this, train the trainer sessions are taking place and the agenda is being
tested in Frodsham.
There is recognition that there is an older population in the rural area and rural
isolation is being focused on with a view to utilising community services to
address this issue. There is a desire to build community resilience and there is
also an aim to use the voluntary sector to deliver services in the rural area.
The rural patients often don’t ask for services which can create a perception
that they don’t need them which is not the case.
A single directory of voluntary services which includes access points would be
useful to assist in signposting patients.
The network requested that if it is possible, could Ewan assist with the issue of
social care networking for boundary patients with colleagues in east Cheshire
and possibly Wales and Shropshire.
There are issues in the rural area with proposed housing developments
increasing the resident population who will need to register with a GP practice.
In the planning process, there is no requirement for developers to consider the
health impact of plans although they have to consider education and amenities.
A large influx of new patients will impact on GP practices in terms of suitability
of premises and capacity of GP practices. There will also be an impact on
community services.

RURAL COMMUNITY ULTRASOUND UPDATE
Vicky Oxford gave an update on the proposed rural community ultrasound service and
the key points were:
•
•

•

Models of community ultrasound elsewhere have been investigated and the
services provided are very similar to the initial model proposed by west
Cheshire.
Data has been obtained from COCH and Wirral Hospital regarding ultrasound
referrals. The data shows the source of the referral which is useful when
ascertaining the likely number of GP ultrasounds required in a community
service.
The CSU has been requested to obtain the data from Mid Cheshire and
Warrington Hospitals but it is taking a considerable period of time for that data
to be sent by the CSU to the CCG.

Action: Steve Pomfret is to write to the CCG CSU relationship manager expressing SP
dissatisfaction at the length of time it is taking for the data to be delivered to the CCG.
10.

MINUTES OF THE LAST MEETING
The minutes of the last meeting were agreed as an accurate record of the meeting.
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12.

FUTURE AGENDA ITEMS
Extra Care Housing
A request to attend the Network was made by Eleanor Moulton, Commissioning
Officer, Integrated Strategic Commissioning, Cheshire West and Chester Council to
talk about the Extra Care housing Scheme which offers an alternative to residential
care and a flexible model of care and support, encouraging a mixed community.
Decision: The Network declined the request to attend the network as the scheme is
mainly in Chester and Ellesmere Port (apart from in Helsby). It was requested that
Eleanor contact Helsby Health Centre directly about the scheme.

13.

ANY OTHER BUSINESS
Quality of Discharge Information from the COCH Paediatric Team
Louise Davies expressed concern about the quality of discharge information from the
COCH paediatric team as one line discharge letters have been received and patients
have been re-admitted. It was felt this type of issue should be datixed so patient
specific information is recorded in order for it to be investigated.
Action: Vicky Oxford to liaise with Paula Wedd regarding identifying whether this is a
common theme.

VO

Access to Diagnostics for Adult Autism
Louise Davies queried the pathway for diagnosing adult autism as previously this has
meant an application for special funding.
VO

Action: Vicky Oxford to liaise with Lesley Singleton regarding the pathway.
Referrals to Spinal Orthopaedics at Oswestry
Louise Davies raised an issue about the referral process to spinal orthopaedics at
Oswestry via Choose and Book. Oswestry refuse to see a patient without an MRI scan
but this cannot be ordered from Oswestry meaning that a patient has to have another
referral to the Countess of Chester Hospital for an MRI.

VO

Action: Vicky Oxford to liaise with Paul Lynch regarding this issue.
Starting Well – Bronchiolitis Pathways
Helen Black asked about the process for Clinical Leads to liaise with Commissioning
Leads as part of the Member Practice Engagement Scheme as she has been asked to
obtain feedback from the Network on the Bronchiolitis pathways developed in 2012. It
was agreed that in some instances it would be fine to communicate via email for
feedback on issues rather than requesting an agenda item.
Private Sector Hip and Knee Protocol for Follow-ups
Alistair Adey queried the protocol for follow-ups when a patient has had an NHS
procedure performed by a private provider under Any Qualified Provider status. Philip
Milner reported that nothing specific has been commissioned for follow-ups and
clarification should be sought via the contracting team.
Action: Vicky Oxford to liaise with contracting regarding the protocol for follow-ups.
Chair of June Rural GP Network
Louise Davies will chair the next Rural GP Network as Steve Pomfret is unable to
attend the meeting.
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Date and time of Next Meeting
The next meeting will be held on Tuesday 11th June 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 11th April 2013 at the 1829 Building
Present: Claire Westmoreland (Chair), Laura Millard, Carole Holme, Robin Davies, Martin Allan, Robert Stewart,
Tony Bland, Kate Bushell, Suzanne Macdonald, Tim Saunders, David Snowdon and Stephen Kaye.
In Attendance: Rob Nolan, Sarah Murray (after the break), Lee Jones, Sue Dewhirst, Gary Howorth, Carol Mcrae,
Linda Leigh, Atiya Alam, Trish Harrison, Linda Bennett and Mandy Bates (minute taker).
Apologies: Mike Lowrie, Andrew Clouting, Philip Smith, Julia Bailey and Sam Jeffery.
All Practices Represented? No, Upton Village Surgery was not represented by a GP.

Actions and Key Points to Communicate to your Practice
• Dr Dorothy King has expressed interest in being the Local Area Partnership Board representative for the
City Locality.

• Practices to consider supporting federated working between practices to give practice managers a
•
•

•
•
•
•

mandate to progress this further.
The City Locality agreed to focus on chronic disease management by district nurses in the community as
a priority topic.
There was a discussion about the Francis Report which details the public inquiry into the care provided
by Mid Staffordshire NHS Foundation Trust. The report is relevant to primary care and recommendation
number 123 relates specifically to GPs.
Staff from the Countess of Chester Hospital attended the meeting to present the proposals for an
ambulatory care unit which will be established in May 2013. Practices will be sent information about the
service.
There was a discussion about the impact of GPs filling posts at the Clinical Commissioning Group.
Patients are no longer being discharged with Do Not Attempt CardioPulmonary Resuscitation (DNA CPR)
forms due to communication issues internally at the Countess of Chester Hospital. A regional policy is
being developed that will be adopted.
Please report any issues with NHS111 on Datix.

Summary of Actions
Item
2
2
3
3
3
3
4
4
5
7
8
9
9

Obtain information about the new cardiac rehabilitation service which started recently.
Share the report about hospital-acquired infections and the relevance to primary care.
Practices to consider supporting federated working between practices to give practice
managers a mandate to progress this further.
Raise the proposal about federated working at the Practice Managers meeting.
Contact Paula Wedd to feedback concerns about Information Technology (IT)
integration and data exchange.
Obtain more details from Dr Kevin Guinan about his suggestion of Information
Technology integration and data exchange.
Send the barchart showing the Accident & Emergency attendances at the Countess of
Chester Hospital in 2012 from local care homes per 1,000 population.
Feedback the key discussion points about the Care Homes Reducing Admissions
proposal to Amanda Lonsdale.
Feedback the key points from the Francis Report discussion about the assurance
process and complaints process to Paula Wedd.
Send the ambulatory care unit presentation with the minutes.
Invite Caryn Cox, Director of Public Health, to present at a future meeting.
Re-send the list of clinical commissioning leads aligned to each programme.
Ask the Senior Management Team how to best deal with the issues around clinical
input into the Clinical Commissioning Group raised by Stephen Kaye.
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No’
1

Item
Welcome and Apologies
Claire Westmoreland welcomed the group and advised that 2 topics under the Quality Update item
(the 2013/14 General Practice commissioning for quality and innovation [CQUIN] Scheme Briefing
and Re-designing the Access Local Enhanced Service) have been removed from the agenda and will
be discussed at a later date.
Apologies were received from Mike Lowrie, Andrew Clouting, Philip Smith, Julia Bailey and Sam
Jeffery.
Approval of the Minutes of Last Meeting and Actions Update
Gary Howorth requested that an amendment is made to page 4 of the minutes to reflect that
practices in the new Northgate development will be on 2 floors not one floor. Other than this
th
amendment which will be made, the minutes of the last meeting held on the 14 March were
approved by the group.
Mandy Bates provided the following updates on the actions from the last meeting in March.
Action
The group expressed interest in a community leg ulcer service. This will be
raised with Dr Claire Baker.

Clarification has been received about this Care Homes Reducing Admissions
proposal but the group agreed that it would be useful to get further details
from Amanda Lonsdale.
A barchart showed the number of Accident & Emergency attendances for
local nursing and residential homes in 2012. The group asked for these data
to be presented per 1,000 population and for classification of the homes to
be checked.
The group agreed to reiterate to Dr O’Dell that the best way to secure GP
input into child safeguarding would be to have a reminder system.

Person
Completed by Claire W.
Mandy B is helping to
produce an initial viability
assessment for this
suggestion.
Completed by Mandy B,
this will be covered by
Claire Westmoreland
later on the agenda.

Completed by Mandy B.

Raise issues with discharge letters.
Obtain information about the Child and Adolescent Mental Health
Services (CAMHS) single point of access which starts at the end of
March.

Ongoing by Carole H.
Ongoing by Mandy B.
Information should be
sent with April minutes.

Find out if the block contract for vasectomies is being fully utilised.
Amend vasectomy pathway to reflect changes including the telephone
number.
Obtain the exceptions from CASH that necessitate a vasectomy under
general anaesthetic.

Ongoing by Claire W
Ongoing by Mandy B.
Paul Lynch is finalising
the pathway. It will be
shared when available.
All GPs. This will be
discussed later in the
meeting.
Completed by Carole H.
Please see the first note
below this table.
Completed by Sarah M.

Group to consider what priority topic to focus on as a locality.
Provide more detail about the never events at the next meeting.
Send the list of programmes and ask each clinical commissioning
lead to state which programme they would like to be the link for.
Send questionnaire about Francis Report to group for Katherine
Andrews.
Discuss the items for future meetings with the 2 requestors
Contact Dr Philip Milner about the potential future agenda item about
the early arthritis clinic.
Discuss Do Not Attempt CardioPulmonary Resuscitation process with
John Bethell.
Obtain information about Community Matron cover from Julie
Critchley.
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Completed by Sarah M.
This will be discussed
later in the meeting.
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• Never Events Update: Carole Holme described the 3 never event cases that occurred at the
Countess of Chester Hospital recently. Stephen Kaye asked how the Countess of Chester
Hospital compares to national data about never events and Carole Holme replied that Paula
Wedd (Head of Quality Improvement, Clinical Commissioning Group) would have these data
and that organisations are more likely to record such events than previously. Rob Nolan added
that Alison Lee is working with Monitor.
• No conflicts of interest related to the agenda were declared.
• Dr Dorothy King has expressed interest in being the Local Area Partnership Board
representative for the City Locality. We are awaiting confirmation of the date of the next meeting.
• The Clinical Commissioning Group launch event will take place at 12pm today.
2

Chair’s Update
Clinical Commissioning Group - Governing Body (March meeting)
Claire Westmoreland stated that the last meeting of the Governing Body was a formal meeting
which covered the following items:
• The Francis Report about the public inquiry into Mid Staffordshire NHS Foundation Trust.
• An update on dementia which is one of the clinical priority areas.
• An update on heart disease which is one of the clinical priority areas.
o A cardiac rehabilitation service for heart failure patients will be available from 1st April 2013.
Claire agreed to obtain more information about this service including whether GPs can refer
into the service and how it differs from current service provision. Carole Holme noted that
GPs manage many heart failure patients.
o Practice use of the 24 hour blood pressure monitors has reduced activity at the Countess of
Chester Hospital. In response to a question from Suzanne Macdonald, Rob Nolan clarified
that the Countess of Chester Hospital will be receiving less funding as the activity has
decreased.
o Claire asked the group if they have had difficulties with integration between Emisweb and
the software for the blood pressure monitors, the group replied that they had not.
o The cardiac one-stop shop will start in June.
• The Community Service Review was presented and the Governing Body agreed to a next
stage “future facing” review focused on the transformation of community services. Additional
work is being undertaken around the district nursing service and children’s safeguarding.
Commissioning Delivery Committee (CDC) (March meeting)
Claire Westmoreland highlighted the following points:
• Finance: The Clinical Commissioning Group is on course to deliver the year-end control total of
£2.033 million surplus despite over performance against secondary healthcare contracts. This
is being delivered by an under-spend against the primary care prescribing budget and the full
use of reserves. Year-end contract settlements are being agreed with local Foundation Trusts
to minimise the risk between January and the end of the financial year. Work will be
undertaken to analyse the areas of overspend in 2012/13 and it will be reported to the
Commissioning Delivery Committee in May.
• Performance: The outstanding 52 week waiter relates to Robert Jones and Agnes Hunt. There
is concern regarding the Emergency Ambulance – Urgent (8 minute) Calls and Handover
Times where achievement has failed to reach the target. A meeting is to be arranged between
the Clinical Commissioning Group and the North West Ambulance Service, to discuss this. A
financial adjustment has been applied to electronic discharge for every 1% below the 90%
target.
• Multiple Sclerosis Support Centre: A business case to provide a holistic support and therapy
service for patients with long term neurological conditions was considered. It was agreed that
a 6 month pilot should be initiated to assess the impact on unplanned admissions/number of
patients in crisis. An update report will be provided after 3 months
• Delivery Plan update:
o The 2012/13 proposed savings have been revised down to reflect a delay in the
implementation of some of the urgent care schemes.
o It was agreed that more frequent communications to practices are needed which will be
achieved through the weekly bulletin.
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o Discussions are being undertaken with the Countess of Chester Hospital regarding the shift
of outpatient activity into the community required to deliver the transformational changes
next year. As a result it is proposed that more work is done to ensure long term conditions
are treated as a cohort of pathways rather than working in silos on each disease area. It is
also proposed that consideration is given to a programme budget approach to long term
conditions.
o Regarding the Adult Urinary Continence service, progress has stalled due to specialist
nurse capacity. This to be discussed at Chief Executive Officer level.
o Work is continuing on the plans for 2013/14 and it has been agreed that rather than 3
programmes (Starting Well, Being Well and Ageing Well) there will be 7: Starting Well, Early
identification and Prevention, Supported self-care, Developing primary care, Improving care
pathways, Ageing Well and End of Life.
Clinical Senate (March meeting)
Claire Westmoreland reported the following highlights
• There was a discussion about hospital-acquired infections and the relevance to primary care.
Claire Westmoreland agreed to share a useful report which will be sent with the minutes.
• The ‘Perfect Week’ took place at the Countess of Chester Hospital and the use of antibiotics
was reviewed.
• A planned care update highlighted that in 2012/13 there was an overspend of £3.8 million, of
which £2.8 million related to outpatients.
• There is ongoing work to improve care pathways in the specialties of diabetes and respiratory.
• Follow-up of stable colorectal cancer and prostrate cancer patients in the community is being
considered. Robin Davies queried the impact of this change on primary care and Claire replied
that more detail about this proposal should be presented to the Commissioning Delivery
Committee in the future.
• An ophthalmology provider engagement event took place to develop a service specification and
consider the procurement approach.
• The urology pathway for the adult continence service needs specialist nurse capacity. This to be
discussed at Chief Executive Officer level.
• Options for community-based rheumatology service were considered.
• There was a discussion about the primary care commissioning for quality and innovation
(CQUIN) including the use of a consultant e-advice services through Choose and Book in the
additional areas of pain management, ear, nose and throat, renal and clinical haematology in
addition to the cardiology and paediatric services already provided.
3

Claire W

City Locality - Priority Topic
Claire Westmoreland recapped that the rural locality will be focussing on commissioning a
community ultrasound service and the Ellesmere Port and Neston locality will focus on the teams
around GP practices. The City Locality was asked to consider what they would like to focus on
and initial ideas included a community leg ulcer service and integrated teams around GP
practices, Claire Westmoreland asked the group for additional ideas for service that could be
commissioned or improved.
Laura Millard suggested that practices could try federated working on a function such as payroll.
Rob Nolan felt that the chosen topic should be clinical rather than administrative. Carole Holme
stated that federating practice management functions may be useful in the long-term. The group
felt that it was worthwhile to investigate this suggestion which should be funded by practices as a
primary care issue. Rob Nolan added that there are companies that provide back-office functions.
Tony Bland stated that it was important to consider this suggestion at this forum because GP
partners would need to agree to support this so that practice managers have a mandate to
progress it further. The group agreed to ask their practice partners about supporting this initiative.
Linda Leigh agreed to raise the issue at the Practice Managers meeting this afternoon.
Carole Holme suggested focusing on urology although the group felt that there was a lot of work
being done on this already. Suzanne Macdonald reported that her practice had made 2
suggestions. One was a community-based deep vein thrombosis service which Rob Nolan
advised is already being considered.
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The second suggestion was a review of Information Technology integration and data exchange
with the Countess of Chester Hospital in terms of duplicate information provision (eg, endoscopy
reports). David Snowdon queried why discharge letters listing only the medications are provided.
Rob Nolan commented that some practices still request paper copies of documents. Claire
Westmoreland agreed to contact Paula Wedd to feedback the concerns and obtain more detail
from Dr Kevin Guinan.

Claire W
Claire W

Robin Davies suggested that chronic disease management by district nurses in the community
could be a priority. Carole Holme agreed that there are issues with the provision of some district
nursing services that they are contracted to provide. The City Locality agreed that to focus on
chronic disease management by district nurses in the community as a priority topic.
4

Care Homes Reducing Admissions proposal
Claire Westmoreland explained that she has obtained more information about this proposal from
Amanda Lonsdale (Programme Lead - Ageing Well, Clinical Commissioning Group). It is suggested
that practices should speak to care homes to encourage them to contact practices if a patient is ill
during opening hours, when appropriate, rather than calling 999. The practice or the care home
should audit the outcome of calls to the practice to assess the impact on admissions.
Stephen Kaye suggested that this additional work could be incorporated into the Nursing Home
Local Enhanced Service by extending it to all care homes. Claire Westmoreland commented that
some practices do not participate in the Nursing Home Local Enhanced Service. The group felt that
the current nursing home Local Enhanced Service provides an excellent service.
The group felt that the current proposal would not make a significant enough impact whereas
extending the Local Enhanced Service to all care homes would ensure high quality care across the
board and would have the positive effect on admissions that is associated with nursing homes
covered by the Local Enhanced Service.
Laura Millard reported that there had been a pilot project where community matrons trained staff in
care homes. Stephen Kaye highlighted that community matrons are not managed by practices and
it is beneficial for practices to have strong links with care homes. Carole Holme remarked that there
is a thin line between nursing homes and residential homes so changing the Local Enhanced
Service would be sensible.
Stephen Kaye stated that geography is an issue as once patients are admitted to a care home then
they are likely to remain there. There was a discussion about which practices cover local care
homes.
Rob Nolan asked the group if they agree with the approach outlined in the proposal. Laura Millard
felt that more training for care home staff was required in addition to the practice meeting with the
care home.
A barchart showing the Accident & Emergency attendances at the Countess of Chester Hospital in
2012 from local care homes per 1,000 population was presented and will be sent with the minutes.
The data indicated that residential homes had a higher rate of Accident & Emergency attendances
than nursing homes. Stephen Kaye stated that if primary care is funded to address the emergency
admissions from care homes then money could be saved. Claire Westmoreland agreed to report
this to Amanda Lonsdale.

5

The Francis Report
Claire Westmoreland explained that the Francis Report details the public inquiry into the care
provided by Mid Staffordshire NHS Foundation Trust between 2005 and 2009. It is 1,782 pages
long and contains 290 recommendations. Claire described the key findings. The report is available
from http://www.midstaffspublicinquiry.com/
Claire explained that the report is relevant to primary care as well as secondary care and
recommendation number 123 relates specifically to GPs:
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“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 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.”

Claire explained that this means that GPs need to listen to patient concerns as commissioners and
ensure the quality of services. There was a general discussion about the implications of this
recommendation and Tony Bland commented that the wards need to be personally checked. Laura
Millard asked who monitors performance for the Clinical Commissioning Group and Rob Nolan
replied that Paula Wedd and Dr Andy McAlavey are involved with this and it was suggested that this
could be discussed at the Membership Council. Claire Westmoreland agreed to feedback this
discussion to Paula Wedd.
Tony Bland commented that he cannot change services at the hospital in response to patient
complaints. Carole Holme added that contacting the individual consultant associated with a
complaint would lead to fragmentation and that concerns should be collected centrally so that trends
can be identified. Tony Bland suggested that a GP co-ordinator at the hospital or the Director of
Nursing could deal with urgent complaints. Rob Nolan stated that the on-call director could be
contacted in an urgent situation. Claire Westmoreland will feedback this discussion to Paula Wedd.
6

Claire W

Claire W

Quality Update
• Quality Incentive Scheme (QIS) Quarter 3 Update
Carole Holme presented paper 3 and requested feedback. Claire Westmoreland has done a lot of
work around cholesterol and statins but has found it difficult to improve performance. There was a
discussion about use of alcohol among the elderly. Claire Westmoreland expressed concerns
about the predicted prevalence of dementia and Carole suggested comparing performance against
other practices as well as against the target. There was a discussion about the diagnosis of mild
cognitive impairment and a national directed enhanced service (DES).
• Proposal to switch off paper copies received by practices from Medisec
Carole asked the group if any practices rely on paper reports when electronic reports are available,
the group replied that they do not.

7

Changes to Urgent Care Pathways at the Countess of Chester Hospital
Lorraine Burnett (Divisional Director, Urgent Care, Countess of Chester Hospital), Karen Townsend
(Business Manager, (Countess of Chester Hospital), Dr Kausik Chatterjee (Medical Director,
Countess of Chester Hospital) and Dr Tapas Chackraborty (Acute physician, Countess of Chester
Hospital) attended the meeting to present the proposals for an ambulatory care unit. The
presentation will be sent with the minutes.
Lorraine explained that ambulatory emergency care is clinical care which may include diagnosis,
observation, treatment & rehabilitation, not provided within the traditional hospital bed base or
outpatient services and can be provided across primary/secondary interface. The aim of
ambulatory care is to create an alternative to admission for patients who require clinical supervision.
The Countess of Chester Hospital are working with the Ambulatory Care Network on a 12 month
programme to implement the service. Lorraine explained how the service will work. It is proposed
that initially there will be 4 clinical pathways based on activity in Emergency Medicine: low risk chest
pain, suspected pulmonary embolism, acute headache and falls including syncope or collapse.
Karen Townsend clarified that tariff cost will be included as part of the block contract so it will not
increase the cost to the Clinical Commissioning Group. Access to the service will be from referrals
from GPs via the Single Point of Access and from clinical streaming in the Emergency Department.
In response to a question from Claire Westmoreland, Lorraine explained that patients presenting
with acute headache would be assessed quickly in the ambulatory care unit.
Carole Holme queried the decision-making process for discharging patients to primary care.
Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

28

Mandy B

AGENDA ITEM NO: WCCCGGB/13/07/15

Lorraine replied that Dr Claire Baker (a GP) is providing input around this. Dr Chatterjee assured
the group that patients would be discharged safely. Tim Saunders added that social care issues as
well as medical issues should be considered as part of the decision-making process. Karen
Townsend advised that they are building partnerships to address social care issues too. Dr
Chatterjee advised that the unit would have capacity for about 4 patients per day.
The service will be implemented in May and practices will be sent information about the service.
Carole Holme recommended that staff at the Single Point of Access are trained before the service is
introduced. Dr Chatterjee advised that it is not expected that this service will increase demands on
the Out of Hours service as patients will not be discharged unless it is appropriate to do so. Claire
Westmoreland advised that the Out of Hours service also needs to be involved in discussions and
fully informed of all discharges, even if their input is not expected to be required. Dr Chatterjee
acknowledged that there will be teething problems but advised that it is important to maintain
dialogue.
Lorraine Burnett explained that patients will leave the unit with an e-discharge which will contain the
results of the diagnostics. Dr Chatterjee added that after about 5.30pm, the patient may be
admitted. Rob Nolan stated that reports about the service will be sent to Amanda Lonsdale.
8

9

Items for Future Meetings
Mandy Bates highlighted that Caryn Cox, Director of Public Health, recently attended the Rural
Locality GP Network to discussion the commissioning plans. The group agreed that Caryn’s
attendance at a future meeting would be useful.

Mandy B

Any Other Business
Do Not Attempt Cardio-Pulmonary Resuscitation (DNA CPR)
Sarah Murray recapped that patients are no longer being discharged with Do Not Attempt CardioPulmonary Resuscitation forms due to communication issues internally at the Countess of Chester
Hospital. A regional policy is being developed that will be adopted.
Sarah advised that this policy doesn’t apply to palliative care patients so such patients will still be
discharged with the form or patients who are admitted with a Do Not Attempt Cardio-Pulmonary
Resuscitation form. However, the group reported that this is not happening which Sarah Murray will
feedback to Jon Bethell.
Clinical Commissioning Lead Links
Sarah Murray explained that the list was recently shared with the clinical commissioning leads
aligned to each programme (this will be circulated to the group again). Laura Millard and Robin
Davies agreed to swap programmes.
Sarah explained that clinical programme leads will be responsible for contacting their programme
link GP with information they wish to be communicated to the networks. There will be a regular
clinical programme slot on the meeting agenda to provide time for updates.
Clinical Input into Clinical Commissioning Groups
Stephen Kaye expressed concern about the impact of recruiting experienced GPs into posts at the
Clinical Commissioning Group in terms of de-skilling primary care and the need for locum GPs and
whether this should be fedback to the Clinical Commissioning Group. Sarah Murray asked which
additional roles were causing concern.
Laura Millard added that clinical commissioning necessitates the involvement of clinicians and that
participation is voluntary. Laura Millard suggested that the Local Medical Committee may be able to
deal with the financial issue. Claire Westmoreland commented that it was unlikely that the number
of clinical roles at the Clinical Commissioning Group would increase further due to funding
constraints.
Stephen Kaye proposed that this matter could be taken forward by raising the following points with
the Clinical Commissioning Group Governing Body:
• Taking clinical expertise out of primary care into roles at the Clinical Commissioning Group could
have an adverse effect.
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• There is limited availability of locum GPs.
• Can the Clinical Commissioning Group increase the reimbursement rate for GPs attending
Clinical Commissioning Group meetings to cover the additional superannuation costs?
Carole Holme suggested approaching this issue from the perspective of how to ensure that there
are sufficient GPs in primary care. For example, could the Clinical Commissioning Group create a
portfolio of GPs who are not locums but who could provide extra sessions?
Claire Westmoreland surmised the Local Medical Committee may be best placed to deal with the
financial issue and that Rob Nolan will ask the Senior Management Team how to best deal with the
other issues raised by Stephen Kaye.
Kate Bushell asked if the extra superannuation payable for locums would be different if it is to cover
maternity leave by salaried GPs. Rob Nolan recommended contacting the Area Team for
clarification. Linda Leigh will send Hayley Pashley the necessary contact details.
There was a discussion about the number of doctors entering general practice. It was noted that 6
practices from the City Locality are members of the Community Interest Company.
NHS111: Claire Westmoreland advised the group to report any issues on Datix. There was a
discussion about some of the difficulties experienced.
10

Close
th

Next Meeting: 9am-12pm on Thursday 9 May 2013 at the 1829 Building
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Minutes of the Chester City Locality GP Network Meeting
9am–12pm on Thursday 9th May 2013 at the 1829 Building
Present: Claire Westmoreland (Chair), Laura Millard, Carole Holme, Robin Davies, Martin Allan, Robert
Stewart, Tony Bland, Kate Bushell, Suzanne Macdonald, Andrew Clouting, Tim Saunders, Mike Lowrie
and Stephen Kaye.
In Attendance: Rob Nolan, Sarah Murray (from 10.30), Philip Smith, Lee Jones, Carol Mcrae, Trish
Harrison, Linda Bennett, Julia Bailey, Atiya Alam-Jones and Sioned Brown (minute taker).
Apologies: Linda Leigh, Gary Howorth and Sam Jeffery.
All Practices Represented?
Yes.Points to Communicate to your Practice
Actions and Key
•
•
•
•
•
•
•

•
•
•
•

Please share the report on hospital-acquired infections with your practice colleagues.
Claire Westmoreland and Julia Bailey are investigating the concept of federated working further and will
feedback in the June meeting.
Two people attended the meeting to seek the views of GPs on adult community nursing as part of a
review commissioned by the Clinical Commissioning Group.
Dr Claire Baker is making great progress with developing data sharing agreements for Emis Web
between practices and community nursing.
Interviews will be held shortly for the integrated care team leader posts. GPs interested in being
involved in the interviews to notify Dr Claire Baker.
Please share the service specification for community nursing with colleagues and send feedback to
Mandy Bates.
Andy McGivern presented an update on the coding and data validation work completed in 2012/13.
o Quarter 1: Practices looked at wigs and dermatology pathways. .
o Quarter 2: A total of 1,200 lines of coding queries were submitted by practices. The 2 main issues
highlighted were clot nurse appointments at the Countess of Chester Hospital being charged as
vascular and duplicate follow-up appointments at Wirral Hospital, where patients were having two
follow-ups back to back. The value of the Wirral query is approximately £50,000.
o Quarter 3: The work looking at cardiology has provided useful information for the development of
the cardiology one stop shop.
o Quarter 4: Practices were asked to reinstate the Willaston model.
The coding and data validation work will not be continued in 2013/14.
Please send any comments regarding the optional Commissioning for Quality and Innovation indicators
to Sarah Vickers at sarah.vickers1@nhs.net
Please ask your colleagues for feedback on the fever and bronchiolitis pathways ahead of the June
meeting.
Please ask your colleagues for any examples of issues encountered related to patients with personality
disorder and feedback to Tim Saunders.
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Summary of Actions
Item

Person

1.

Claire requested that the report about hospital-acquired infections and the
relevance to primary care be shared again with the minutes.

1.

Rolling out Nursing Home Local Enhanced Service to all care homes –
Claire to find out whether this will count towards the Quality and Outcomes
Framework – Quality and Productivity (QOF QP) work for 12/13 or 13/14.

Claire W

2.

Circulate details of the pain management service to practices including
referral template.
Obtain an update on practices that are not prescribing attention deficit
hyperactivity disorder (ADHD) drugs and ensure that they feel assured that
there has been an appropriate handover between the practice and
secondary care.
Ron Nolan to feedback comments about the podiatry service.

Claire W
Mandy B /
Andy D

3.

Practice Federating
• Rob and Claire to discuss potential for funding support with Alison Lee.
• Claire and Julia to produce proposals for the June meeting.

Claire W
&Rob N
Claire W
& Julia B

4.

Any additional comments regarding adult community services to be fed back
to Mandy.

GPs

5.

Claire Baker to investigate if practices would be breaching their code of
conduct if they agreed to sharing records with district nurses via Emis web.

Claire B

5.

Community Nursing Service Specification:
• Sioned to send out the service specification.
• GPs to feedback any comments to Mandy.

Sioned B
GPs

Chronic Disease Monitoring:
• Agenda item in June – focussing on diabetes initially.
• GPs to think about training requirements for community nurses.

Claire W
GPs

8.

Investigate whether Choose and Book will provide the required data without
having to standardise coding of referrals between practices.

Sarah
Vickers

8.

GPs to feedback comments about the optional Commissioning for Quality
and Innovation indicators to Sarah Vickers.

GPs

9.

Sarah Murray will circulate a data collection template and a paper for
consideration ahead of the Access Local Enhanced Service workshop in
June.

Sarah M

10.

Fever and Bronchiolitis Pathways to be sent with the minutes and schedule
a discussion in June for Kate Bushell to feedback to Sue O’Dell.

Mandy B

10.

Any issues encountered related to patients with a personality disorder to be
fed back to Tim Saunders.

GPs

11.

Request a briefing on paediatric Hospital at Home and send to GPs.

Mandy B

11.

Arrange for Extra Care Housing to be on a future agenda.

Mandy B

2.

2.

6.
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Minutes
No’
Item
1
Welcome and Apologies
Claire Westmoreland welcomed the group.
Apologies were received from Linda Leigh, Gary Howorth and Sam Jeffery.

Action

No declarations of interest related to the agenda were declared.
Post-Meeting Note: Dr Claire Westmoreland would like to report a declaration of
interest that her step father is employed by Cheshire and Wirral Partnership (CWP) as
a community psychiatric nurse.
Approval of the Minutes of Last Meeting and Actions Update
The minutes of the last meeting held on the 11th April were approved by the group.
Claire Westmoreland provided the following updates on actions from previous meetings.
Item
Update
Actions from the January Meeting
In January, Mandy Bates had an action to seek clarification about the Countess of
Chester Hospital chest pain pathway and the referral form risk tool from Dr Lesley
Appleton.
Mandy was advised that the coding of outpatients clinics means that it is not possible
to identify what proportion of patients attend with cardiac pain and non-cardiac
pain. However, Dr Lesley Appleton agreed to ask the Countess of Chester Hospital to
conduct an audit to identify if there is a training need.
We can now confirm that a chest pain clinic audit is starting. Michael Spry (Clinical
Audit Manager at the Countess of Chester Hospital) has advised that they registered
an audit in March by Dr Peter Reid that is looking at the management of outpatients
with chest pain. This audit is running until 1 January 2014.
Actions from the April Meeting
2
Obtain information about the new cardiac
rehabilitation service which started recently.
2

3

3
3
3

4

Share the report about hospital-acquired
infections and the relevance to primary
care.
Practices to consider supporting federated
working between practices to give practice
managers a mandate to progress this
further.
Raise the proposal about federated working
at the Practice Managers meeting.
Contact Paula Wedd to feedback concerns
about IT integration and data exchange.
Obtain more details from Dr Kevin Guinan
about his suggestion of IT integration and
data exchange.
Send the barchart showing the Accident &
Emergency attendances at the Countess of
Chester Hospital in 2012 from local care
homes per 1,000 population.

Completed by Claire W. This
information was sent with the last
minutes
Completed by Claire W. This was
sent with the last minutes and will
be sent again.
All GPs - this is to be discussed
at this meeting.

Completed by Linda L.
Completed by Claire W.
Completed by Claire W.

Completed by Mandy B.
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4

Feedback the key discussion points about
the Care Homes Reducing Admissions
proposal to Amanda Lonsdale.

5

Feedback the key points from the Francis
Report discussion about the assurance
process and complaints process to Paula
Wedd.

7

Send the ambulatory care unit presentation
with the minutes.
Invite Caryn Cox, Director of Public Health,
to present at a future meeting.

8

9
9

Re-send the list of clinical commissioning
leads aligned to each programme.
Ask the Senior Management Team how to
best deal with the issues around clinical
input into the Clinical Commissioning
Group raised by Stephen Kaye.

Completed by Claire W. Claire
explained that the proposal to roll
out the Nursing Home LES to all
care homes could be developed
further but there is question over
whether this will count as an
action towards Quality and
Outcomes Framework – Quality
and Productivity (QOF QP) in
12/13 or 13/14.
Completed by Claire W. Datix
reports are reviewed on a
monthly basis; there is a process
for identifying trends and for
feeding these back to providers
for action. In relation to
discharge letters, contractual
levers have been used in 13/14
to impose financial penalties
against timeliness of reports. An
audit will be conducted in a given
month asking each practice to
provide an example of a poor
quality letter which will then be
fed back to the Countess of
Chester Hospital. Paula will be
attending the June meeting.
Carole has recently received
good quality letters and will keep
these for future reference.
Completed by Mandy B
Completed by Mandy B. Caryn
Cox will be attending the June
meeting.
Completed by Sarah M. This was
sent with the last minutes
Rob Nolan advised that
regarding reimbursement to
attend meetings, Gareth James
is conducting a benchmarking
exercise to see how we compare
to neighbouring Clinical
Commissioning Groups in light of
the changes to locum
superannuation payments.

• When reporting incidents via Datix, practices are asked to provide NHS numbers where
possible to facilitate the investigation.
Never events update: An observational audit will be conducted at the Countess of Chester
Hospital; Paula Wedd and Ian Harvey will personally be attending to ensure that these
checks are being carried out.
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2

Chair’s Update
Clinical Commissioning Group Governing Body (April meeting)
Claire Westmoreland stated that the last meeting of the Governing Body was an informal
meeting which covered the following items:
• Review of community services – the Clinical Commissioning Group has commissioned
a review of community services which is being overseen by the audit committee.
• Commissioning Plan - The plan consists of seven programmes; Starting Well, Early
Identification/Prevention, Supported Self-Care, Developing Primary Care, Improving
Care Pathways, Ageing Well and End of Life. It was stressed at the governing body
meeting that GPs need to feel ownership of this programme.
• Transfer of liabilities and assets – many documents were reviewed in relation to the
transfer of liabilities and assets from the Primary Care Trust (PCT) to Clinical
Commissioning Group including a number of policies. These are available on the
Clinical Commissioning Group website.
Commissioning Delivery Committee (CDC) (April and May meetings)
Claire Westmoreland highlighted the following points:
• Laura Millard provided an update on the Patient Access pilot which involved 4
practices. Overall it has been positive, practices are providing better access but it has
affected workloads. Accident & Emergency attendances and outpatient appointments
for the practices are lower than expected and lower than the Clinical Commissioning
Group average; however it is difficult to say whether this is a consequence of the pilot.
Three of the 4 practices are continuing with the system following the end of the pilot, 1
practice has implemented a hybrid system which takes some elements from the patient
access system. It is difficult to quantify what the impact has been on cost of providing
the new model. There was question over whether it was sustainable and Robert
Stewart responded that it has vastly improved efficiency and when they are able to
match capacity and demand it is quite enjoyable to offer such a high quality service but
problems occur when they are unable to match capacity and demand. This could
potentially be one of a number of options in the Access Local Enhanced Service.
• Finance and Contracting – there is currently a 52 week wait at Robert Jones & Agnes
Hunt. The target for patients being seen and treated within 24 hours for stroke and
transient ischaemic attack (TIA) has been breached at the Countess of Chester
Hospital. Targets for ambulance response within 8 minutes and handover complete
within 30 minutes have also failed in March.
• An Initial Viability Assessment (IVA) was approved for a Deep Vein Thrombosis
community service.
• The pain management service has commenced however GPs noted that they had not
received any details of how to refer to the service in terms of templates.
• Prescribing – A block arrangement for anti-tumour necrosis factors (TNFs) is being
considered. It has also been noted that some practices are refusing to prescribe
attention deficit hyperactivity disorder (ADHD) drugs, the Countess of Chester Hospital
have advised that they will charge an outpatient appointment for a prescription.
Members suggested identifying the practices refusing to prescribe and ensure that they
feel assured that there has been an appropriate handover between the practice and
secondary care. Dr Andy Dunbavand is investigating this matter.
• Podiatry - Two of the benefits to the revised strategy would be that more focus could be
given to patients with a high clinical need and to improve access to services for these
patients. Options will be outlined for the service, including use of the third sector.
Members felt that there needs to be a service with different levels of provision from nail
cutting to more complex procedures. Rob Nolan will feed this back.
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Clinical Senate (April meeting)
Claire Westmoreland explained that the April senate meeting was a joint meeting between
the Clinical Commissioning Group, Countess of Chester Hospital, Cheshire and Wirral
Partnership (CWP) NHS Foundation Trust and Cheshire West and Chester Council to
discuss a ‘vision for the future’ which is being referred to as the ‘West Cheshire Way’.
3

Practice Federating
Claire has received feedback from a number of practices who would be interested in
federating. However, the majority felt that they need more information to understand what
it means, how it works and to identify the most appropriate areas for the concept to work.
Members were happy for this to be taken forward as an idea to develop.
Claire Westmoreland and Rob Nolan agreed to discuss with Alison as to whether funding
is available to support this, either through the innovation fund or other funding stream.

Claire W
& Rob N

Claire will then work with Julia Bailey as the practice manager representative for the group Claire W
on proposals to present to the next meeting.
& Julia B
4

Community Service Review
Miriam Lemar and Janet Duberley from Libera Partners limited liability partnership (LLP)
attended the meeting to seek the views of the GPs on adult community services. This
forms part of the review commissioned by the Clinical Commissioning Group to get an
understanding of the current service provision. The main points from the discussion were:
• There is variation in the provision of service between practices.
• Access to services is not equitable. For example, access to a community matron can
take a long time for some practices compared to others.
• The teams are not sufficiently resourced to provide the level of service required.
• When first introduced, the community matrons were asked to focus on a defined list of
patients at highest risk of readmission. However these were not the most appropriate
patients for them to focus on and practices have since tailored their caseloads to focus
on the most appropriate patients.
• Community matrons have fedback that their skills are not being utilised in the most
effective way.
• GPs don’t have a feel for the workload of district nurses or community matrons – lack of
‘joined-up’ working
• The teams seem to determine what they will and won’t do and this varies between
practices.
• Changes that have been recommended and discussed with Cheshire and Wirral
Partnership management at network meetings have not always been taken on board
and acted upon.
• Since the teams have become centralised, practices don’t feel they have any power to
direct the workload of community nurses, but there needs to be a mechanism for GPs
to have some say in what the district nurses do.
• There is a danger that patients not able to attend the practice are getting a second rate
service. For example, district nurses are not trained to undertake chronic disease
management unlike practice nurses.
• The skill mix within teams has changed with no real communication with practices
about changes to teams.
• Culture of separateness – not working as a team with the practice, unlike when they
were practice-based.
• Need a clear definition of expectations, but GP input is required into the development of
a service level agreement.
• There is a long waiting time for access to physiotherapy – practices used to receive
information on waiting times and breaches in waiting times but this is no longer the
case.
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• Once accessed, services are on the whole of very good quality, but the means of
accessing services is not of good quality.
• Discharge summaries often contain little information on what has happened to the
patient.
• The out of hours service works well and is well managed, however there are concerns
over the impact of NHS 111.
GPs were encouraged to communicate any additional comments to Mandy who will GPs
communicate to Miriam and Janet. Miriam and Janet explained that they will be collating
their report and feeding back to all stakeholders in June.
5

Integrated Teams
Dr Claire Baker (GP lead for the integrated care programme) attended the meeting to give
the following updates:
EMIS Web Sharing
Work is progressing on enabling sharing of records on EMIS Web between practices and
district nursing teams. Claire has seen the system in action and reported that it looked
very easy to use. Access will only be given to patients on the district nursing caseloads
and only if the practice allows the record to be shared. The practice will also be able to
select what information is imported into the patient record. The system provides a clear
audit trail of who has accessed the records. As expected a number of information
governance issues have been raised, however caldicott2 has acknowledged that as we
move to a more electronic age, there needs to be a balance between protecting patient
information and its sharing, to improve patient care. There was some question over those
patients who have opted out of sharing their patient record nationally, and whether
practices would be breaching their code of conduct if they shared the record. Claire agreed Claire B
to investigate this.
Martin Allan asked if there was a solution available for non-Emis Web users. Unfortunately
there isn’t at present, however those 3 practices will still be required to sign the data
sharing agreement and alternative solutions need to be sought, such as e-mail transfer of
information. Claire hopes to bring the data sharing agreements to the June meeting for
GPs to sign.
Integrated Care Teams – Appointment of Team Leaders
Claire informed members that there are 9 team manager posts available, which will be
management roles and CWP are now entering into the formal recruitment process for
these posts. Claire is keen to have a representative from each locality on the interview
panel who will be reimbursed for locum cover. The interviews will be held on the 4th and 6th
of June. Carole Holme expressed an interest.
An informal ‘meet & greet’ lunch has also been arranged for the 21st May at 1.00pm in the
1829 building to allow as many people as possible to meet the potential candidates.
Concern was expressed as to whether teams will be losing highly skilled clinicians into
management roles. Claire explained that this is not the intention and that the team leaders
will be providing clinical advice regarding complex cases.
Claire asked that the community nursing service specification be shared with members and Sioned B
& GPs
to feedback any comments to Mandy Bates.
Members thanked Claire for all her effort on this programme of work.

Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

37

AGENDA ITEM NO: WCCCGGB/13/07/15

6

7

City Priority: Chronic Disease Monitoring in the Community – Next Steps
Members agreed to start thinking about the skills required in the nursing team to manage
chronic diseases in terms of training requirements, focussing on diabetes initially, to inform
discussions at next month’s meeting.
Coding and Data Validation
Rob Nolan and Andy McGivern attended the meeting to give an update on the coding and
data validation work completed in 2012/2013, highlighting the main findings and whether
the work has provided value for money. Andy gave a brief overview of the work completed
in each quarter:
Quarter 1: Practices looked at the wigs and dermatology pathways. As a result of the work
looking at the pathway for patients to obtain wigs, and a proposal to implement a wig
replacement service, the work completed by practices showed that this would not be viable
as there wasn’t sufficient activity to warrant this. The work on dermatology showed that
approximately 5-15% of patients were not seen by the intermediate tier service.
Quarter 2: A total of 1,200 lines of coding queries were submitted by practices: 25% of
these related to non-receipt of a discharge letter, 10% were noted as not being the patient
of the practice but when this was further investigated they were still found to be patients
within the Clinical Commissioning Group. 40% of the queries were noted as being ‘ok’ with
no query (however it should be noted that not everyone notes on the system if there is no
query related to activity), 20% initially looked like queries (e.g. relating to co-morbidities or
expensive patients) but when investigated the coding was correct. The remaining 5% were
queries that have been challenged – the main two being the clot nurse appointments at the
Countess of Chester Hospital being charged as vascular and the other being duplicate
follow-up appointments at Wirral Hospital, where patients were having two follow-ups back
to back. The value of the Wirral query is approximately £50,000. Issues relating to
patients attending Accident & Emergency more than ten times for catheter problems have
been fed back to the Urology project manager for investigating.
Quarter 3: The work looking at cardiology has provided useful information for the
development of the cardiology one stop shop.
Quarter 4: Practices were asked to reinstate the Willaston model.
The majority felt that the coding and data validation work was not the most effective use of
GP time considering how much it had cost against the potential money to be recouped
from doing the work. Andy and Rob informed members that a new coding and data
validation system is being developed by the Commissioning Support Service for use by
contracting which may provide a more automated system of highlighting such coding
anomalies, practices however can still feedback any concerns or queries they come across
on a day to day basis via Mandy Bates (locality support manager).

8

Quality Update
2013/14 Primary Care Commissioning for Quality and Innovation (CQUIN) Scheme
Briefing
Andy McAlavey attended the meeting to present this item, Sarah Vickers was also in
attendance. The Primary Care Commissioning for Quality and Innovation replaces the
Quality Incentive Scheme for 2013/2014. Practices are required to undertake the two
mandatory indicators and one optional indicator. The first mandatory indicator focussing
on referrals has developed considerably since the document was sent with the agenda.
The aim of the ‘referral monitoring’ indicator is to ensure that practices have full awareness
and ownership of their referrals.
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The Clinical Commissioning Group will be providing data on number of referrals on a
quarterly basis and practices will be required to review and reflect on the data.
Prospective peer review of referrals will not be mandated but recommended as best
practice. There was a short discussion about the best way of coding referrals, however it Sarah
was suggested to investigate whether Choose and Book will provide the required data Vickers
without having to standardise coding of referrals between practices.
There is an opportunity to use the redeveloped Map of Medicine system as a repository for
pathways, and this can be integrated with Emis Web.
The second mandatory indicator is focussed on producing care plans for those who have
not had a care plan completed by secondary or community care for all dementia patients
and all patients over 85 years old. The aim of this is to ensure that patients are cared for in
the most appropriate place and kept out of hospital where possible. Concerns were
expressed over the amount of work this would involve for GPs in terms of the number of
patients involved and in keeping the care plans up to date, and that the remuneration for
the amount of work it entails is insufficient. It was suggested that it should focus on a more
specific cohort of patients, perhaps the most complex patients, and that it would be more
beneficial for GPs to facilitate community matrons and district nurses to complete the care
plans rather than for GPs to complete all care plans. Andy agreed that the aim is not to
increase bureaucracy and that the indicator will be reviewed and the document re- GPs
circulated for the June meeting. Andy asked GPs to send feedback regarding the other
indicators to Sarah Vickers.
9

Re-Designing the Access Local Enhanced Service (LES)
Andy McAlavey explained that the current access Local Enhanced Service has been
running for 5 years and that there is a need to review whether this is continuing to provide
value for money. The aim is to investigate how we can invest money in general practice to
improve access. A workshop will be held at the June network meeting to discuss problems
practices face in terms of access and to explore possible solutions that could be developed
into a Local Enhanced Service. Sarah noted that the listening visits have demonstrated
that there is variation between practices in terms of access models being used and skill
mix in practice teams – therefore case studies will be brought to the June meeting for
consideration and discussion.
GPs felt it would be useful to bring data related to access (such as number of consultations
per head of population) and skill mix to the workshop. There was also a suggestion that
the workshop could form part of the first payment for the Local Enhanced Service. Sarah
Murray will circulate a data collection template and a paper for consideration ahead of the
next meeting.

10

Clinical Programme Links Update
Starting Well – Paediatrics
Kate Bushell has been asked to seek feedback on the fever and bronchiolitis pathways.
These will be circulated with the minutes and discussed at the next meeting.
Mental Health
Tim Saunders asked members to look at any examples of issues they have encountered
related to patients with personality disorder and feedback to him.

11

Items for Future Meetings
Paediatric Hospital at Home
Members requested a briefing paper rather than a presentation.
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Mandy B

Extra Care Housing
Members thought it would be useful to have a brief presentation on this.
12

Close
Next Meeting: 9am-12pm on Thursday 13th June 2013 at the 1829 Building
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Ellesmere Port and Neston Locality Meeting

Minutes of the meeting held on Thursday 11th April, 2013
Civic Hall, Ellesmere Port
8.30am - 11.30am
•
•
•
•
•
•
•
•

Key Points to Communicate to your Practice
Share details of the paediatric hospital at home service with colleagues
Make colleagues aware of the community services next stage review
Share the QIS Q3 position with your colleagues
Report that there are proposals to stop paper copies of reports from medisec
Share proposals for the ambulatory care unit with colleagues
Update colleagues on the discussion about the adult community nursing service specification
Share the governing body briefing
Share the update from the commissioning delivery committee
Action List

No.
Action
Actions from March 2013
1. Coding and Data Validation Report
A report on the outcomes of the Coding and Data Validation work, including the
cardiology coding validation to be presented at the May network meeting.
2. Clinical Commissioning Group Risks
Laura Marsh committed to look at the high level risks and feedback the key
areas to the network to provide assurance on the governance of the
organisation. On May agenda
Actions from April 2013 meeting
3. Community Services Review
Laura to provide regular updates to the network. On May agenda
4. GP Quality Lead for the Locality
Anyone interested in becoming the GP quality lead for the locality to notify
Sioned.
5. Proposals to switch off paper copies from Medisec
Sioned to feedback comments to Sarah Vickers. Sioned has fed back the
comments to Sarah Vickers
6. Discharge Notifications
Paula Wedd to attend a future meeting to address questions regarding discharge
notifications. Paula will attend in May
7. Ambulatory Care Unit
Sioned to feedback comments from the discussion to Dr Claire Baker and to
send a copy of the minutes of the discussion to Karen Townsend. Sioned has
actioned.
8. Integrated Care Teams – Interviews for team managers
Anyone interested in sitting on the interview panel to recruit the Ellesmere Port
South team manager to notify Sioned. On May agenda
9. Nursing Home – Nurse Training
Sioned to feedback Simon’s concerns regarding nurse training in Nursing
Homes to Paula Wedd to raise with Public Health. Sioned has fed back to Helen
McCairn and Paula Wedd.
10. Quality Dashboard – Inclusion of Child Protection Case Conference
Information
Jeremy will write on behalf of the locality network to the GP quality group to ask
for an explanation on the decision making process regarding the above. On May
agenda
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11.

12.

13.

14.

15.

16.
17.

Decision Making Process of Sub-Committees of the Governing Body
Request clarity on the decision making process of sub-committees of the
governing body for assurance that decisions are representative of the views of
member practices. On May Agenda
Commissioning Delivery Committee – Locality representative
Jeremy Perkins and Marc England to discuss whether they can attend the
Commissioning Delivery Committee to represent the locality.
Eye Clinic Incidents
Sioned to ensure that the Countess of Chester Hospital are aware of the incident
reported by Nigel Wood. Sioned is awaiting details of the incident.
Review of reimbursement for attending network meetings and clinical lead
roles
Laura agreed to feedback comments to Gareth James.
Rheumatology
Theresa Barnes and Jenny Nixon to attend a future meeting. Arranging for June
meeting.
North West Ambulance Service (NWAS) Patient Transport Booking
Sioned to investigate problems in contacting NWAS to book patient transport.
Medicines Management Funding
Sioned to speak to Gareth regarding payments for medicines managers. Please
see post-meeting notes in the minutes.

Sioned
Brown

May 2013

Jeremy
Perkins

May 2013

Sioned
Brown

May 2013

Laura
Marsh

May 2013

Sioned
Brown

May 2013

Sioned
Brown

May 2013

Sioned
Brown

May 2013

Present:
Dr Jeremy Perkins (Chair) – Neston Surgery
Dr Marc England (vice chair) – Whitby Group Practice (Green/Wall)
Dr Sally Shaw – Old Hall Surgery
Dr Nigel Wood – Great Sutton Medical Centre (Red/Wood)
Dr Chris Macdonald – York Road Surgery
Dr Fiona Warren – Whitby Group Practice (Black/Warren)
Dr Simon Powell – Hope Farm Medical Centre
Dr Geff Meyer – Willaston Surgery
Dr Chris Steere – Neston Medical Centre
Dr Raj Avula – Westminster Surgery
Dr Chris Ritchieson – Great Sutton Medical Centre (Green/Wearne)
Jon Early – Practice Manager, Whitby Group Practice
Alan Moore – Practice Manager, Great Sutton Medical Centre
In attendance: Sioned Brown (Locality Support Manager, West Cheshire Clinical Commissioning Group
- Minutes), Sarah Murray (Clinical leadership and Engagement Manager, West Cheshire Clinical
Commissioning Group), Laura Marsh (Head of Delivery, West Cheshire Clinical Commissioning Group)
Practices not represented by a GP: Great Sutton Medical Centre (Blue/ McAlavey), Whitby Group
Practice (Red/Stringer)
ACTION

1.

Welcome and Introductions
Jeremy Perkins welcomed everyone to the meeting. Apologies were received from Dr
Jon Stringer and Dr David Thorburn.

2.

Paediatrics Hospital at Home
Anne Murphy, Service and Project Lead and Jackie Hughes, Business Manager from the
Countess of Chester Hospital attended the meeting to give a presentation on the
Paediatric Hospital at Home service. Fay Quinlan, Senior Children and Young People’s
Commissioning Manager for the Clinical Commissioning Group was also in attendance for
this item.
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Anne gave an introduction to why the service was established and how it has been
achieved. Anne highlighted the following reasons for needing a paediatric hospital at
home service:
• High volume of short stay admissions
• Lower thresholds for referring to secondary care opinion than in adults
• Parents taking their children to A&E rather than using primary care
• Children admitted to in-patient unit due to parental and/or physician anxiety due to
there being no robust systems in place to monitor with a good safety net in the
community
• Interventions taking place in hospital could be delivered in the community
• Countess of Chester Hospital paediatric unit is an outlier for zero length of stays
and readmissions compared to comparable peers.
Following a North West utilisation management team review, the Clinical Commissioning
Group took on board the recommendations that had identified a gap in service for
reducing initial presentations to the Countess of Chester Hospital, and the need for better
gatekeeping for children. The Countess of Chester Hospital therefore put forward a case
to implement hospital at home with the aim of:
• Reducing initial presentations to secondary care
• Reducing referrals from A&E and the urgent care centre to the children’s unit
• Providing high quality care in the most appropriate environment for children and
young people
• Building confidence to enable families to care for children and young people at
home where appropriate.
Three phases to implementation were identified. The first being to develop a suitably
qualified Hospital at Home paediatric nursing team to reduce length of stay for conditions
that can be managed at home. This will also help prevent readmissions and build
confidence in carers and parents. Phase two is about developing the triage service in
A&E for children by suitably qualified nursing/medical staff signposting children to the
most appropriate service preventing the need for admission, as well as improving
assessment and management of care at front door services. Phase 3 will involve
developing pathways, culture change and education and training for health professionals
in primary care and to develop closer links with health visiting, general practitioners and
school health.
The service operates 8.00am to 9.00pm during weekdays and from 9.00am to 6.00pm on
weekends and bank holidays. Anne detailed progress of the service to date noting that
since November the service has had a total of 1078 contacts with a total of 220 children
(to end of March 2013). The service is developing based on the need and criteria of
children being seen. Response has been extremely positive so far. Anne detailed a
number of case studies and explained that staff were anxious at first, due to the change in
culture and working environment but it has been a positive experience so far. There are 6
trained nurses and 2 health care assistants currently working in the service. The capacity
of the service is determined by the case mix, with the highest number of visits to date
being around 14 visits (this included 5 IV drug patients needing 2 visits a day).
Funding has been agreed by the Clinical Commissioning Group for all three phases
during 2013/2014. Fay Quinlan explained that pathways are being developed, focussing
initially on lower respiratory tract infection.
Anne explained that one of their biggest ambitions is around parental education and
supporting parents and carers to manage symptoms especially those who regularly attend
A&E. This will be supported by the production of a common illness booklet.
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During phase two the intention is to employ Advanced Paediatric Nurse Practitioners who
will be situated in A&E until 10.00pm. The Countess of Chester Hospital have looked at
how many children attend A&E after that time.. However e.g. there will be a need to
review hours of operation and integration with other services e.g.GP out of hours service.
Chris Ritchieson thought this was a positive development but asked if there were
proposals to extend the service working hours. Anne said this could be a potential
development but there would be a need to look at the demand. Fay Quinlan added that
the Clinical Commissioning Group is looking at the gap in terms of 24/7 end of life
palliative care for children and see Paediatric Hospital@Home as one solution. Links
have been established with Claire House, Alder Hey and Hope House however parental
choice remains and they don’t always want their children to go to a hospice, but to be
cared for by a group of staff they are familiar with preferably at home.
Nigel Wood questioned whether the service was linking with health visitors, for example
around education for inhaler technique. It was acknowledged that it is difficult for health
visitors to go to a patients’ home every 3-4 hours, however they could take care of the ongoing education and support after the initial intense visits by hospital at home.
Members felt that this is an extremely positive development, and look forward to the next
phases of delivery.
3.

Community Services Review
The Clinical Commissioning Group commissioned a review of community services to gain
an insight and assurance into the contract for services held with Cheshire and Wirral
Partnership Trust (CWP). It was a desktop review using data which is readily available,
looking at whole time equivalent information and benchmarking where possible against
peers.
At their March meeting, the Clinical Commissioning Group governing body approved a
next stage review which will be undertaken by an external company (Libera Partners
LLP),, this has also been approved by the audit committee. It will be an in-depth 8 week
review focussing on frail elderly services and will involve interviews with staff and
stakeholders. The company will attend the locality network meeting to get the views of
GPs. The outcome of the review will be to present transformational potential to the LM
governing body and what our future intentions will be. Laura committed to providing
updates to the network as the review progresses, the aim is to present a paper to the July
governing body meeting. Laura noted that the current contract with Cheshire and Wirral
Partnership Trust ends in March 2014.
Simon Powell asked how we benchmark on spend for community services compared to
other areas. Laura said that we benchmark relatively well, however our whole time
equivalent is less, and more money has been invested in senior staff compared to other
areas, and the skill mix of teams has not evolved as much as in other areas.

4.

Quality
Jeremy Perkins explained that two of the items scheduled for discussion at the network
meeting – the 2013/14 General Practice Commissioning for Quality and Innovation
(Commissioning for Quality and Innovation) Scheme and Re-Designing the Access Local
Enhanced Service had been withdrawn from the agenda, due to anomalies in the papers.
They will be rescheduled for a future meeting, where Andy McAlavey will attend to present
collectively the proposed primary care programme for 13/14.
Identification of a quality lead for Ellesmere Port and Neston
Andy McAlavey was the lead for the locality, but due to his appointment as Medical
Director for the Clinical Commissioning Group, Andy can no longer fulfil the role of quality
lead for the locality.
Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

44

AGENDA ITEM NO: WCCCGGB/13/07/15

The quality lead is required to represent the locality at the GP quality group meeting which
meets on a bi-monthly basis on the 4th Thursday of the month from 2.00pm to 4.00pm.
The remit of the GP quality group is to focus on primary care quality and primary care
GPs
development. The role is reimbursed based on a session (3 hours) a month.
Anyone interested in taking on this role is asked to e-mail Sioned Brown.
Quality Incentive Scheme (QIS) Quarter 3 Update
The Quality Incentive Scheme Quarter 3 update was noted. Practices who have
undertaken the Coronary Heart Disease indicator were reminded that if they are
concerned that they have not achieved target, they will be asked to detail in an e-mail how
they have approached this indicator and what they found. This will provide enough
evidence for the GP quality group to feel confident that the practices had entered into the
spirit of the indicator and also allow the group to evaluate it.
Proposal to switch off paper copies received by practices from Medisec
Sioned reported that as a result of an incident reviewed by the GP quality group where a
practice reported they had a black log of letters as a result of receiving both paper and
electronic copies, a proposal was made to request that the Countess of Chester Hospital
turn off paper copies. Before Paula Wedd requests this at the contract meeting, members
were asked if they were happy with this proposal and anyone with concerns were advised
to speak to a practice that only receives electronic copies to see how they manage the
process. Jon Early and Alan Moore expressed concern at the timeliness of electronic
letters coming through to practices and also that the Medisec system sometimes fails.
Simon Powell also noted that sometimes electronic letters state that test results will be
sent with the paper copy and asked for reassurance that results will be sent with the
SB
electronic copy.
Members agreed that as long as assurance was given that there will be an alternative
process in place if the system fails, and that practices will receive letters in a timely
manner, with results where applicable, that they would be happy for paper copies to
cease.
Nigel also recalled examples of poor quality discharge letters where they don’t detail what
has happened to the patient. Alan Moore has been reporting these examples on datix.
Laura made members aware that there are now financial penalties in the contract with the
Countess of Chester Hospital if the content or timeliness of discharge notifications are not
satisfactory.
SB
Simon expressed frustration at the fact that patients are discharged from hospital and the
practice receives the medication discharge note immediately but no discharge letter.
Sioned will request that Paula attends the meeting to give an update on this, as well as
the contractual levers that have been put in place through the quality schedule and
Commissioning for Quality and Innovation scheme to improve quality and timeliness of
discharge notifications.
5.

Ambulatory Care Unit & Acute Medical Unit
Karen Townsend (Project/Business Manager), Lorraine Burnett (Divisional Director,
Urgent Care), Dr Kausik Chatterjee (Divisional Medical Director, urgent care) and Dr
Tapas Chackraborty (Acute physician) from the Countess of Chester Hospital attended
the meeting to present the proposals for an ambulatory care unit (ACU).
The aim of ambulatory care is to create an alternative to admission for patients who
require clinical supervision, enabling them to stay at home rather than be admitted to a
hospital bed. It includes diagnosis, observation, treatment and rehabilitation not provided
within the traditional hospital bed base or outpatient services.
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The Countess of Chester Hospital are working with the Ambulatory Care Network on a 12
month programme to implement the service.
The service will work as follows:
1. Patients are admitted onto the Ambulatory Emergency Care Unit for rapid
diagnostics – radiology, pathology and cardio respiratory
2. Period of observation and expedited treatment – Senior clinical decision making
and pharmacy
3. Discharged home with access to community support – Early supported discharge,
social services/mental health, hospital at home and primary care intervention.
In the initial phase the Countess of Chester Hospital propose to focus on 4 clinical
pathways:
1. Low risk chest pain
2. Suspected Pulmonary Embolism
3. Acute headache
4. Falls including syncope or collapse
There will be easy access to the emergency department and diagnostics. The unit will not
be a ward but there will be proposed reconfiguration of space to allow for an ambulatory
care unit. The service should provide many benefits for patients including improved
patient experience and outcomes, proactive pathways shared and owned between GPs
and Consultants, patients having a proactive management plan between primary and
secondary care and reducing the number of admissions to a hospital bed. In order for
implementation to be a success there will need to be senior medical, nursing and
managerial leadership, executive and strategic organisational support, engagement
across the acute medical unit, specialties and departments, advanced skills for nursing
staff, robust pathways, seven day working to improve access and involvement of
commissioners, GPs and providers from across the health economy. Dr Claire Baker is
providing GP input into the project team.
Initially the unit will operate 11am-7pm Monday to Friday however future steps will include
moving to 7 day working and increasing opening hours. Future steps will also involve
increasing the number of pathways covered by the service.
The unit will sit alongside the Medical Assessment Unit (MAU) and will hopefully relieve
some of the pressure on the Medical Assessment Unit.
There was a request from members that any results initiated by consultants in the unit are
actioned by the consultant rather than GPs being asked to follow up the result. Karen and
Dr Chatterjee agreed to take this back to colleagues.
GPs expressed some concern over patients discharged outside surgery working hours,
and Karen explained that the system will integrate with out of hours and hospital at home
to ensure that discharge is safe and appropriate. Concern was also expressed over a
possible increase in primary care activity, however it was stressed that care is not being
moved inappropriately, and that these patients would have been discharged to primary
and community care following an admission, it is just that they will be discharged sooner
from the unit but with appropriate care plans in place. There won’t be any clinical risk and
the unit will take responsibility for the care of the patient until the end of the episode. It
was also emphasised that this is a model providing an alternative to admission, it is a way
of dealing with current activity not to create additional activity.
There were questions over how the unit will be accessed. The operational detail is yet to
be worked out, however it is foreseen that Single Point of Access will be used, however
Dr Chatterjee stressed that they are keen for GPs to also be able to have a conversation
with consultants to discuss the needs of the patients where appropriate.
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Simon Powell noted that this is a positive development, however the anxiety felt within
primary care should be taken into consideration. Simon also thought the medical division
of the hospital should look at similar models of moving care out into the community
through a hospital at home type model. Simon also asked that the Clinical Commissioning
Group consider investing in primary care to be able to improve their offer and Laura
agreed that a plan for investment over the next two years is required.
A discussion also took place regarding consultant to consultant referrals, where there are
contractual limitations on referrals where consultants cannot make direct referrals for a
problem not related to that for which the patient is being treated, however GPs asked that
consultant to consultant referrals be permitted where relevant and appropriate. Karen and
Dr Chaterjee agreed to take this on board and Sioned agreed to feed this back to Dr SB
Claire Baker.
Jeremy asked whether the implementation of the Ambulatory care unit will improve the
issues identified previously with patients being moved around the system when admitted
to MAU. Dr Chatterjee acknowledged that this had been an issue and that he hoped
improvements will be seen with the implementation of the unit.
The unit is due to launch on May 1st, 2013 and will become part of the block contract for
unplanned care. Further information will be disseminated to practices nearer the time of
implementation, and Karen will ensure that the concerns raised by members will be
addressed in this information.
6.

Adult Community Nursing Service Specification
Dr Claire Baker, clinical lead for the integrated care programme attended the meeting to
present and seek feedback on the adult community nursing service specification. Claire
explained that the aim of the service specification is to describe the current service, not
future provision, and to hold Cheshire and Wirral Partnership Trust to account.
Jeremy asked what the ‘6Cs’ were referring to? Post meeting note: These are - Care,
compassion, competence, communication, courage and commitment, as set out in the
Chief Nursing Officer's recent consultation paper ‘Developing the culture of
compassionate care: Creating a new vision and strategy for nurses, midwives and caregivers’.
Alan Moore noted that the service specification does not include any specific figures for
the key performance indicators.
A lengthy discussion took place regarding the key performance indicator (KPI) ‘Number of
teams meeting with GPs on a twice monthly basis’, and whether formal meetings are
necessary, as many GPs have corridor conversations with nurses on a regular basis.
However some members felt that having a standard in the specification is useful to ensure
that there is communication between district nurses and GPs. Claire also felt it important
to put this key performance indicator in the specification in preparation for the
communication we would expect with the integrated teams in future however it was
agreed that the wording could potentially be amended along the lines of “Need to develop
an effective relationship between the GP practice and their District Nursing team e.g.
face-to-face contact at least twice a month.
There was also agreement that there should be someone to contact by phone from 86:30pm. Raj Avula declared an interest as a GP advisor to Cheshire and Wirral
Partnership Trust, but advised members that changes will be taking place with the
recruitment of an administration coordinator who will take phone calls and messages
during practice working hours. Raj also noted that the amount of paperwork district
nurses are required to complete is too onerous and will be reviewed.
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Jeremy suggested including a KPI for continuity of care. Claire was unsure whether the
KPIs could be changed at this stage, Laura suggested implementing a variation or using
the quality schedule to request patient reported experience of continuity is collected. This
was supported
Chris Ritchieson thought it was unclear whether the first two key performance indicators in
4.3 were to be encouraged or not and also questioned whether ‘Number of discharged
service users referred back to the service for management of the same condition’ was a
fair measure of quality of care as some conditions would be expected to reoccur e.g. leg
ulcers. Claire responded that these numbers should diminish as self-care is encouraged
and voluntary sector organisations get involved, the most important thing is to encourage
a holistic approach.
Alan Moore suggested being more explicit about expectations for administration of
immunisations and vaccinations for care home patients, and also to ensure that quality of
information back to practices is improved. Claire Baker responded that the integration of
EMIS web systems should improve quality of information flowing between district nurses
and practices and that she hopes this will be in place within 8 weeks.
Simon expressed concern that the NHS Western Cheshire quality team had mandated
nursing home nurses to receive immunisation and vaccination training however the
nurses are now struggling to access training which is unacceptable. Issue to be raised
SB
with Public Health via Paula Wedd (as immunisation lead commissioner)
Integrated Care Teams – appointments of team managers
Claire reported that they will be interviewing and appointing team managers for the
integrated care teams, and that they are keen to have a GP on every interview panel.
Claire asked for volunteers for interviewing, starting with the Ellesmere Port South team
(which will cover Old Hall, Westminster, York Road and the three Whitby practices). GPs
Anyone interested should notify Sioned or Claire.
7.

Minutes of the last meeting
Simon Powell noted that on page 12 it says that the child protection case conference
information is still being included in the dashboard, which means that the views of the
locality have not been taken into consideration. Concerns were expressed about this
decision, as practices have reported that the information is not accurate. It was thought
that this decision had been made by the GP quality group, and therefore members
requested that Jeremy write to the group on behalf of the locality to get feedback on how
this decision had been made and their reason for including, especially as it is understood
Rural Network also feel the same Laura noted that at this stage it is unclear about what
other information the group have use to make the above decision and the letter should JP
ask for this feedback
Members also requested clarity on the decision making processes of sub-committees of
the governing body for assurance that decisions are representative of the views of the SB
member practices.
It was also noted that the network is now not represented at the Commissioning Delivery
Committee, due to the fact that Andy McAlavey attends in his role as Medical Director not
to represent the locality. Jeremy is unable to attend currently however he will liaise with
Marc to see if meetings could be covered between them. It was agreed that if Marc and JP
Jeremy are unable to attend, we would need to seek representation from the wider group.
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8.

Matters Arising
Sioned had provided an update in the minutes on each action from the previous meeting.
Clinical Commissioning Group High Level Risk
The board assurance framework will be presented at the governing body meeting in April,
which is the first meeting since the Clinical Commissioning Group became a statutory
organisation. Therefore the risks will be presented at the May locality network meeting.
Eye Clinic
Chris Ritchieson advised that there had been a couple of incidents where patients who
needed to be seen urgently at the eye clinic at the Countess of Chester Hospital had not
been triaged appropriately. Feedback has been provided by the service giving assurance
that the triage system will be improved. Chris noted that since the incidents were reported
it does seem that improvements have been made. Nigel added that he also had an
incident involving the eye clinic, Sioned agreed to ensure that they were also aware of this SB
incident.

9.

Clinical Commissioning Group Updates
Governing Body Meeting
The governing body briefing was circulated to members. Jeremy highlighted the item on
the Francis report – the Clinical Commissioning Group will be producing a more
detailed action plan to address the recommendations from the report by July.
Commissioning Delivery Committee (CDC)
Laura Provided the following update from Commissioning Delivery Committee.
• Finance and performance: Finance - The Group is on course to deliver the year-end
control total of £2.033 million surplus despite a significant over performance against
secondary healthcare contracts. This is being delivered by an under-spend against the
primary care prescribing budget and the full use of reserves. Year-end contract
settlements are being agreed with local FTs to minimise the risk between January and
the end of the financial year. It has been agreed that a focused piece of work will be
undertaken to analyse the areas of overspend in 12/13, to report to Commissioning
Delivery Committee in May. Performance: The outstanding 52 week waiter relates to
Robert Jones and Agnes Hunt. There is concern regarding the Emergency Ambulance
– Urgent (8 minute) Calls and Handover Times where achievement has continually
failed to reach the target despite other areas in the North West achieving it. It was
agreed that this is a quality issue and a meeting is to be arranged between the Clinical
Commissioning Group and the North West Ambulance Service, to discuss this. A
financial adjustment has been applied to electronic discharge for every 1% below the
90% target.
• Multiple Sclerosis Support Centre: A business case to provide a holistic support and
therapy service for patients with long term neurological conditions has been considered
and it was agreed that a 6 month pilot should go ahead during which time further
information will be provided as to the beneficial impacts in terms of a reduction in
unplanned admissions/number of patients in crisis. An update report will be provided
after 3 months
• Delivery Plan update: For 12/13 proposed savings have been revised down to reflect a
delay in the implementation of some of the urgent care schemes. It was agreed that
more frequent communications to practices are needed which will be achieved through
the weekly bulletin. Discussions are being undertaken with Countess of Chester
Hospital regarding the significant shift of outpatient activity into the community required
to deliver the transformational changes next year. As a result it is proposed that more
work is done to ensure Long term conditions are treated as a cohort of pathways rather
than working in silos on each disease area. It is also proposed that consideration is
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given to a programme budget approach to Long term conditions. Adult Urinary
Continence service – progress is stalled due to the lack of available specialist nurse
capacity – to be discussed at Chief Executive level. Work is continuing on the Plans for
13/14 and it has been agreed that rather than three programmes (Starting Well, Being
Well and Ageing Well) we will have seven: Starting Well, Early identification and
Prevention, Supported self-care, Developing primary care, Improving care pathways,
Ageing Well and End of Life
• The Committee Approved the Children in Care Initial Health Assessment Pathway and
confirmed the proposal for the pathway to be published on the Map of Medicine
website.
• The Committee supported continued funding for the Diabetes Essentials structured
education programme with the expectation that this is broadened to become in time a
more holistic education programme with specific modules relating to each long term
condition.
• Area prescribing committee: Guidance for the prescribing of medicines to treat
Alzheimer’s disease had been approved as clinically appropriate, but the Area
Prescribing Committee wished to ensure that they should be used as an integral part of
the whole patient pathway and should not be used in isolation. The revised Final Days
of Life Pathway will reduce patient risk when transferring between care settings as it
now reflects the drug choices used by both the Countess and hospice. Concerns
regarding the supply, by the Countess of Chester Hospital NHS Foundation Trust, of 7
days’ medication in blister packs had been addressed and that community patients
would be discharged with 14 days’ supply. Concerns were raised regarding the
implementation of NICE TAG 261 for treatment of Deep Vein Thrombosis with
rivaroxaban (should have been implemented by Oct 2012.) The patient pathway is
currently under review. The Area Prescribing Committee will seek assurance from the
Countess at that there is an interim mechanism in place to enable patient access to this
drug until the pathway review is complete
• Commissioning for Quality and Innovation scheme 13/14: Proposals include
o Paediatrics – transition between child and adult services to ensure smooth
handover and continuity of care
o Community care plans roll out
o
Colorectal pathway development
o
Community respiratory pathway development
o
Discharge care bundle for heart disease
o
Maternity – normalisation of birth and use of shared decision making tools
o
Patient experience for inpatients
o
Mental health assessment in an acute hospital setting
Clinical Senate
The clinical senate report will be circulated with the minutes.
10.

11.

Items for future meetings
Rheumatology
A request was made by the rheumatology consultants at the Countess of Chester Hospital
to come and talk to members about the reconfiguration of the early arthritis clinics to SB
create a one stop shop approach. Members agreed it would be useful for Theresa Barnes
and Jenny Nixon to attend a future meeting.
Any Other Business
Reimbursement for attending network meetings
Alan Moore noted that practices will receive less money when reimbursed for locum cover
to attend meetings due to the increase in superannuation contributions on locum fees for
practices. Alan suggested that the payment to attend practice manager meetings could
be withdrawn and put into attendance at GP networks.
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Simon Powell agreed that this was a reasonable suggestion, but also that there is no
system in place to review payments for clinical time at meetings and clinical lead roles.
The member practice engagement scheme has been agreed and voted on by the
membership council however a review could be requested. Laura Marsh agreed to LM
discuss with Gareth James.
Diabetes Local Enhanced Service (LES)
Simon asked whether there were any developments on the review of the Diabetes Local
Enhanced Service specification.
Post Meeting Note – It was agreed in the meeting with the Local Medical Committee in
March that a revised service specification would be presented to the Local Medical
Committee in May.
North West Ambulance Service Patient Transport Booking
Jon Early reported that the telephone number for booking patient transport has been SB
changed and there have been issues with getting through to them. Sioned agreed to
investigate.
SB
Medicines Management Funding
Jon asked whether practices would be getting an indication of how they will be paid for
their medicines managers. Sioned agreed to ask Gareth James.
Post-Meeting Note: The process for medicine manager payments will not change this
year, practices can expect to receive a letter from Sally McLaren shortly asking for
financial information, as in previous years.
Date and time of next meeting: Thursday 2nd May 2013, 08:30am - 11:30am,
Civic Hall Ellesmere Port
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Ellesmere Port and Neston Locality Meeting

Minutes of the meeting held on Thursday 2nd May, 2013
Civic Hall, Ellesmere Port
8.30am - 11.30am
•
•
•
•
•
•
•
•

On receipt of the briefing paper for the Access LES– share with your colleagues and discuss options to
inform the discussion at the June workshop.
Notify your colleagues that the General Practice CQUIN is being reviewed in light of discussions at the
network meeting but comments on all other indicators are welcome.
Highlight the main findings from the coding and data validation work in 2012/13 and that this will not
continue for 2013/14
Update colleagues that sharing patient records via EMIS web is imminent, Claire is finalising the
arrangements in terms of information governance but hopes to bring data sharing agreements to the
June network meeting.
Share details of the ‘meet & greet’ with potential integrated care team leaders on 21st May with
colleagues.
Ellesmere Port South practices to share details of the community care team workshop on 20th May with
colleagues.
Inform colleagues of the community services review currently taking place – if colleagues have any
comments they wish to feed in to the review regarding services – notify Sioned.
Share the governing body summary, CDC update and clinical senate report with colleagues.
Action List

No.
Action
Actions from April 2013
1. Commissioning Delivery Committee – Locality representative
Jeremy Perkins and Marc England to discuss whether they can attend
Commissioning Delivery Committee to represent the locality as elected member
of the locality Network.
2. Discharge Notifications
Paula Wedd to attend a future meeting to address questions regarding discharge
notifications.
4. Rheumatology
Theresa Barnes and Jenny Nixon to attend a future meeting. Delayed until July
2013.
Actions from May 2013 meeting
5. Review of reimbursement for attending network meetings and clinical lead
roles
Laura agreed to update the network when more information becomes available.
6. Locality GP Quality and Development Group Representative
• Simon Powell and Chris Ritchieson to share a brief summary of why
they would like to take on this role
•
7.

8.

Schedule a vote for the June meeting

Quality Dashboard – Inclusion of Child Protection Case Conference
Information
• Andy to present the proposal from the locality to the GP quality group
that the child protection case conference data be removed from the
quality dashboard.
GP Quality and Development Group Terms of Reference
Terms of reference to be circulated to the locality for review.
Update: The terms of reference are in the process of being reviewed by the
group, once this has taken place they will be circulated to the locality network for
review.
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June
2013

Sioned
Brown
Andy
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June
2013

Sioned
Brown

Ongoing
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9.

10.

Primary Care Access Local Enhanced Service
Sarah Murray to circulate a briefing paper as soon as possible ahead of the
workshop in June to include options for consideration.
General Practice Commissioning for Quality and Innovation Scheme
• Referral management indicator to be reviewed by the GP Quality group
in light of the feedback from the meeting.
• Practices to provide feedback on other indicators
Integrated Care Teams
• Claire to investigate whether there is an audit trail with the use of
smartcards.
• Claire to find out how practices grant and revoke access to records
• Claire to suggest the development of a protocol/policy for appropriate
use of information to Cheshire and Wirral Partnership Trust.
• Anyone interested in sitting on the interview panel to recruit the
Ellesmere Port South team manager to notify Sioned.
Clinical Senate Report
Sioned to circulate the report with the minutes.

Sarah
Murray

May 2013

Andy
McAlavey/
Sarah
Vickers
GPs

June
2013

Claire Baker

June
2013

Claire Baker
Claire Baker
GPs

June
2013

Sioned
Brown

May 2013

Present:
Dr Jeremy Perkins (Chair) – Neston Surgery
Dr Marc England (vice chair) – Whitby Group Practice (Green/Wall)
Dr Sally Shaw – Old Hall Surgery
Dr Nigel Wood – Great Sutton Medical Centre (Red/Wood)
Dr Chris Macdonald – York Road Surgery
Dr Fiona Warren – Whitby Group Practice (Black/Warren)
Dr Jon Stringer – Whitby Group Practice (Red/Stringer)
Dr Simon Powell – Hope Farm Medical Centre
Dr Geff Meyer – Willaston Surgery
Dr Chris Steere – Neston Medical Centre
Dr Raj Avula – Westminster Surgery
Dr Chris Ritchieson – Great Sutton Medical Centre (Green/Wearne)
Alan Moore – Practice Manager, Great Sutton Medical Centre
In attendance: Alison Lee (Chief Officer, West Cheshire Clinical Commissioning Group), Andy
McAlavey (Medical Director, West Cheshire Clinical Commissioning Group), Sioned Brown (Locality
Support Manager, West Cheshire Clinical Commissioning Group - Minutes), Sarah Murray (Clinical
leadership and Engagement Manager, West Cheshire Clinical Commissioning Group), Laura Marsh
(Head of Delivery, West Cheshire Clinical Commissioning Group)
Practices not represented by a GP: Great Sutton Medical Centre (Blue/ McAlavey)
ACTION
1.

Welcome and Introductions
Jeremy Perkins welcomed everyone to the meeting. Apologies were received from Dr
David Thorburn.

2.

Minutes of the previous meeting
The minutes of the last meeting were agreed as accurate.

3.

Matters Arising
Nursing Home Training for Immunisation
Sioned has fed back comments to Helen McCairn, but discovered that Cheshire Human
Rresources Service provide training in various locations.
NWAS Patient Transport
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Sioned is still awaiting a response to the issue raised about difficulty in accessing the
service to book patient transport.
Reimbursement of locum fee for attending networks
Laura Marsh updated members that this had been discussed at the senior management
team meeting of the Clinical Commissioning Group (CCG) and that Gareth has agreed to
conduct a benchmarking exercise to compare us against neighbouring Clinical
Commissioning Groups. Alison added that Hay Group have written a report with
recommendations for reimbursement which covers the North West which would be useful
to review. Chris Ritchieson noted that the report may have been written prior to the
changes to superannuation payments and therefore this should be borne in mind when
benchmarking as it will be prior to changes. Alison added that this needs to be reviewed
by the remuneration committee, due to the conflict of interest involved.
Commissioning Delivery Committee (CDC) Locality Representative
Jeremy Perkins reported that he and Marc are trying to organise attendance between
them. There were some concerns from members regarding role sharing, and lack of
continuity. Alison explained that although attendance at Commissioning Delivery
Committee was not in the original job specification, both Steve and Claire attend the
meeting to represent their localities as elected chairs of their localities, therefore if
Ellesmere Port and Neston are to vary this arrangement, the locality needs to feel happy
with that decision and feel assured that the person attending will represent them when
making commissioning decisions and financial commitments on behalf of member
JP
practices. Jeremy agreed to feedback at the next meeting.
High Level Risks of the Clinical Commissioning Group
Following a request in the March meeting to update on the high level risks of the Clinical
Commissioning Group, Laura Marsh explained that the governing body assurance
framework details clinical, corporate and financial risks against our organisation objectives
and gives assurance of what actions will be taken to try and mitigate those risks. The
document is updated on a regular basis. Laura gave an example as follows:
Corporate Objective: We will target our resources on the major causes of ill health to
improve outcomes for all
Risk: Fail to reduce harm from alcohol, manage diabetes, manage respiratory disease
and care for people with dementia
Laura explained that the assurance framework for this would include the receipt of
progress reports for quality and performance through contract meetings with providers,
reduced unplanned hospital admissions year on year and reports to the health and wellbeing board. Work on projects is also fed back through sub-committees of the governing
body and to the governing body itself. Fiona Warren asked if there were figures showing
that there has been a reduction in admissions for alcohol, Laura said that there are figures
available Fiona questioned how member practices can be assured that risks are being
mitigated and Laura also explained that a dashboard is being developed which will be
available to practices showing the impact of workstreams on outcomes, the data will be
available down to practice level.
Post-meeting notes: The Board assurance framework is available on the Clinical
Commissioning Group website.
Ellesmere Port and Neston GP representative on the Quality and development group
Two GPs have expressed an interest in representing the locality on the GP quality and
development group. It was initially proposed to have a vote at the meeting, however some
members felt strongly that they should have been given prior notice to enable them to
discuss with partners at the practice. It was agreed to postpone the vote until the June
meeting and that the two interested GPs share a 200 word summary on why they would
like to take on the role which Sioned will circulate to members.
SB
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4.

Primary Care Dashboard – inclusion of child protection case conference data
Jeremy reminded members that a discussion took place in February where the locality
requested that the child protection case conference data be removed from the primary
care dashboard due its inaccuracy and the action agreed was for Andy to take this back to
the GP quality group for discussion. It is understood that the Rural locality also made a
similar request and a discussion has taken place at the practice managers’ forum. Andy
McAlavey apologised that he had misinterpreted the mandate given by the locality and
that his focus had been on ensuring the data was accurate rather than removing from the
dashboard. A detailed piece of work was completed by Anne Eccles, Sioned Brown,
Mandy Bates and Vicky Oxford verifying the data for case conference attendance and
report provision received by the local authority for October, November and December.
Andy also emphasised that the data is not in the public domain in any form. Andy
reported that the data now shows an improvement and that GPs in the Ellesmere Port and
Neston locality attended 78% of case conferences in quarter 3 (Oct-Dec). Andy’s focus
now is on ensuring that we maintain the accuracy of the data.
Members felt quite strongly that the mandate they had given at the meeting was for the
data to be removed due to its inaccuracy. Members questioned whether there was
assurance that there is a robust process in place for collating data at the local authority
and that it will be accurate going forward, Alison responded that Paula Wedd has
responsibility for safeguarding within the Clinical Commissioning Group and that we need SB
to seek this assurance from Paula.
Alison noted that the main concern is how the data will be interpreted if the local authority
have another Ofsted visit – we will need to protect primary care as much as possible by
giving the assurance that there is GP input into case conferences.
Sally noted that conveying the data as a percentage could be misleading in relation to the
actual numbers as Ellemsere Port and Neston are having to be involved in a lot more
conferences than the rural. Alan Moore suggested presenting different figures, removing
those cases that have been impacted by other organisations (such as late receipt of a
request to attend or provide a report).
Chris Macdonald noted that his practice has seen a significant increase in number of
children on child protection plans, and it is becoming extremely difficult to provide the
resource to attending conferences and completing reports.
Marc England disputed whether presenting this data is a good indication of quality and felt
it is not an appropriate way of comparing practices due to the variation in number of
children on protection plans in each practice, Simon Powell agreed that although this
needs to be monitored and measured it is not an appropriate measure of quality of a GP
practice, that it should be removed from the dashboard and that it will be for the GP
quality group to decide if it is included at a later date.
The locality requested that the data be removed from the dashboard – Andy agreed to AMcA
present this request to the GP quality group.

5.

Decision Making Processes of Sub-Committees of the Governing Body
Jeremy explained that this issue is linked to the previous agenda item. The membership
council seeks assurance that when devolving responsibility to the governing body and its
sub-committees that the views of its membership is taken into consideration when
decisions are made.
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Alison explained that the Clinical Commissioning Group is required to have a committee
structure with robust governance arrangements in place. The GP quality group functions
as a sub-group of the Quality Improvement Committee which is a sub-committee of the
governing body.
Alison explained that there are some committees the Clinical
Commissioning Group is required to have, such as the remuneration committee, however
there may be some flexibility around other areas. Alison also added that the two main
committees of the Clinical Commissioning Group, where most decisions are made, are
the quality improvement committee and the commissioning delivery committee (CDC).
Commissioning Delivery Committee is attended by the GP chair of each locality
(Ellesmere Port and Neston rep to be arranged as discussed above) and the GP quality
group is attended by GP representatives and practice manager representatives from each
locality as well as Andy McAlavey (as Medical Director), Ged Faulks (as quality lead) and
management staff from the Clinical Commissioning Group. Concern was expressed as to
whether the views of localities could be overturned by other members of the group and
members wanted reassurance that the groups are truly representative of member
practices.
Alison explained that the scheme of delegation details what she, as accountable officer, is
empowered to do and decisions she can take, however this is mainly relates to financial
decisions. The constitution does not state what reasonable decisions other officers (such
as the medical director) can make, similarly it does not stipulate what decisions we want
each and every GP in each member practice to be able to make or what is delegated to
the commissioning lead GP of each practice, as non-elected representatives. Equally
Alison stressed that we do not want to be bound by meetings, however Sally emphasised
that there needs to be flexibility in decision making processes to take account of the
strong views of localities.
Laura explained that there is a need to demonstrate the audit trail of a decision – from
when the view of a locality is represented, other factors that have been taken into
consideration at committees and how a decision was taken, even if this does not always
go in favour of the locality, but that we can demonstrate that a robust process was
followed. Laura also stressed the difficulty and the conflict of interest in making
commissioning decisions that impact on GPs as providers.
Alison suggested that the locality could look at a particular area of the governance SB
structure. The group decided to focus on the GP quality group, the terms of reference will
be
circulated
to
the
group
for
discussion
at
a
future
meeting.
Sally Shaw asked if there was flexibility in attendance at meetings and Alison noted that
all committees are open for member practices to attend.
6.

Primary Care Access Local Enhanced Service (LES)
Andy explained that the current Access Local Enhanced Service has been running for 5
years and that there is a need to review whether this is continuing to provide value for
money. Andy acknowledged that there is a conflict of interest between the commissioning
and provider role of GPs, however Andy wants to support primary care. Andy explained
that a workshop will be held in the June locality network meeting to discuss ideas for the
Access Local Enhanced Service. It was acknowledged that one solution won’t be suitable
for all practices due to the variation between how practices operate, and therefore there
will need to be different options within the Local Enhanced Service. Andy also stressed
that it should be less focussed on data collection.
Members requested that a briefing paper be distributed as soon as possible to allow
SM
enough time for members to discuss with their partners.
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7.

General Practice Commissioning for Quality and Innovation Scheme (CQUIN
Scheme)
Andy explained that the General practice Commissioning for Quality and Innovation
Scheme will replace the Quality Incentive Scheme, the idea being that it will run in parallel
with the secondary care Commissioning for Quality and Innovation Schemes. The focus
is still on enhancing quality and innovation. Clinical leads have been involved in the
development of the scheme and the Local Medical Committee will also be consulted over
the scheme. The proposal is to have two mandated indicators and one optional indicator.
A lengthy discussion followed regarding the mandatory indicator ‘High quality referrals’.
The main points were as follows:
• The indicator makes the use of Choose and Book mandatory for making a referral,
however it was felt that there is slightly less money available for this than in the
existing Access Local Enhanced Service which is also focussed on the use of Choose
and Book. Some members did not feel that there was adequate reimbursement for
using Choose and Book due to the amount of administration involved with the system.
• Laura Marsh explained that as we are asking secondary care to focus on electronic
discharge, we need to balance this with asking primary care to look at Choose and
Book. Choose and Book provides an auditable trail, secondary care have built all of
their processes around Choose and Book and therefore will continue to invest in it as
a system.
• Laura also explained that more money will be invested in primary care in total, when
taking into consideration the Member Practice Engagement Scheme, Commissioning
for Quality and Innovation Scheme and Access Local Enhanced Service.
• The suggestion to review referral activity data on a quarterly basis within the practice
was thought not to be practicable in General Practice.
• It was felt that having recommended referral content would also be difficult to
implement, as referral letters differ from one to the next depending on the
circumstances. There was a question over how this will be monitored and evaluated.
• Simon Powell stated that Commissioning for Quality and Innovation Schemes are
usually goal orientated, with a requirement to show improvement and therefore there
was a question over whether there had been any suggestion from the Countess of
Chester Hospital that there are issues with current referral letters.
• Member practices need to feel that this is a valuable piece of work, but there was a
question over its validity and what it will help achieve.
• Laura suggested that the emphasis should perhaps have been more on ensuring that
GPs adhere to pathways we commission and identifying gaps in service provision.
Feedback suggests that alternatives available are not always being used. Marc felt
this should be addressed with the individual GPs involved.
• Simon stressed that the King’s Fund strongly discourages standardisation amongst
practices and that variation is to be expected. However it was noted that there is still
a need to reduce unwarranted clinical variation.
• Sally recommended conducting peer review across practices rather than in-house.
• Laura Marsh explained that the indicator has built upon the outcomes from the
membership council meeting in November.
• Andy McAlavey agreed that the GP quality group needs to review the scheme to AMcA
ensure it is workable; the intention was not to create an onerous work process for
practices.
• Simon recommended looking at outcome measures not just variation between
practices.
• Chris Ritchieson and Simon Powell agreed to attend the next GP quality group on CR/SP
behalf of the locality due to the fact that a representative won’t be elected until June.
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8.

Coding and Data Validation
Rob Nolan and Andy McGivern attended the meeting to give an update on the coding and
data validation work completed in 2012/2013, highlighting the main findings and whether
the work has provided value for money.
Two of the four quarters this year have been focussed on reviewing specific pathways, the
final quarter is focussed on submitting Willaston model data and only the second quarter
of the year was focussed on looking at data challenges.
In the first quarter practices looked at the wigs and dermatology pathways. The work on
the wigs pathway was used to inform the development of an Initial Viability Assessment
for a wig replacement service, however as a result of the work done by practices there
wasn’t sufficient activity to warrant this. The work on dermatology showed that
approximately 5-15% of patients were not seen by the intermediate tier service.
In the second quarter, 1,200 lines of queries were submitted by practices. 25% of these
related to non-receipt of a discharge letter, 10% were noted as not being the patient of the
practice but when this was further investigated it was due to the fact that they had moved
to a different practice within Western Cheshire, 40% of the queries were noted as being
‘ok’ with no query (however it should be noted that not everyone notes on the system if
there is no query related to activity), 20% initially looked like queries (e.g. relating to comorbidities or expensive patients) but when investigated the coding was correct. The
remaining 5% were queries that have been challenged – the main two being the clot
nurse appointments at the Countess of Chester Hospital being charged as vascular and
the other being duplicate follow-up appointments at Wirral Hospital, where patients were
having two follow-ups back to back. The value of the Wirral query is approximately
£50,000.
Issues relating to patients attending A&E more than ten times for catheter problems have
been fedback to the Urology project manager for investigating. The work looking at
cardiology has also provided useful for the development of the cardiology one stop shop.
Andy and Rob informed members that a new coding and data validation system is being
developed by the Commissioning Support Service for use by contracting, therefore rather
than asking each practice to complete coding and data validation work on a quarterly
basis, it will be instigated through redesign work to inform service redesign led by the
clinical leads.

9.

Integrated Care Teams
Raj Avula declared an interest in terms of his role as GP advisor to Cheshire and Wirral
Partnership Trust.
EMIS Web Sharing
Dr Claire Baker attended to give an update on integrated care teams. EMIS (Egton
Medical Information Systems Limited) web sharing between district nurses and GP
practices is progressing – district nurses will only be able to access information for
patients on their caseload. It will be up to the practice if they wish to import the
community information, or select to automatically import specific information such as
when flu vaccinations have been administered.
Concern was expressed regarding whether smartcard access can be audited, Andy CB
McAlavey as Caldicott guardian needs reassurance that there will be an audit trail of
those who access records. Claire agreed to look into this.
CB
There was also a question over how practices will grant and revoke access to records –
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Claire will also look at how this works in practice.
Members thought this will be a great improvement in communication.
suggested a policy/protocol be produced for the use of the information.

CB
Sally Shaw

Team Manager Posts
Claire informed members that there are 9 team manager posts available, which will be
management roles, and Cheshire and Wirral Partnership Trust are now entering into the
formal recruitment process for these posts.
An Informal Lunch is scheduled to provide an opportunity to meet the potential candidates
for the team leader positions prior to interviews on Tuesday, May 21st 2013 1.00pm in
Room B, 1829 building. Claire stressed that she would like involvement from the GPs in
the locality in the interviews. The interviews themselves are to be held on the 4th and 6th GPs
of June, funding is available to cover locum backfill. GPs should let Sioned know if they
are interested in participating.
Claire also mentioned that the third sector organisation within Stanney Lane clinic is keen
to know what GPs would like from their service, one suggestion was to provide advice on
benefits.
A workshop is also being held for the Ellesmere Port South (Old Hall, York Road,
Westminster and Whitby) Community Care Team on Monday, 20th May 1.00-4.30pm
(Lunch Provided) at Sycamore House, Cheshire Oaks Business Park, Lloyd Drive,
Ellesmere Port, CH65 9HQ
The aim of the workshop is to:
• Meet the project team
• Meet the other members of the team
• Introduce the principles of community care teams
• Provide an opportunity to ask questions
• Plan next steps
Claire thanked Raj Avula for his involvement in getting admin support set up for the
Ellesmere Port teams which is now in place as of 1st May.
Claire asked for feedback regarding how practices would like to structure meetings with
district nurses and asked if this would work best as multi-disciplinary team (MDT)
meetings, as social services are now also engaged and it would be good to maintain their
engagement by involving them in team meetings. Chris Ritchieson expressed a
preference for an multi-disciplinary team meeting, however this may vary from practice to
practice and it would be difficult to get a consensus and it may be best for each practice to
decide. However Claire noted that this may mean that social services will be required to
attend multiple meetings with practices.
Members expressed some concern over the potential de-skilling of teams if senior nurses
are being taken to fill managerial roles. Claire explained that this was not the aim and that
teams will potentially have a team manager who will advise staff on the management of
more complex patients and senior experienced nurse in the team.
Simon Powell
stressed the need to increase not decrease the workforce if the resource is available.
Claire responded that community matrons are also doing a mix of high and low level work
and that they need to be released to allow them to focus on the work they are skilled to
do.
Members thanked Claire for all her hard work.
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10.

Community Services Review
Miriam Lemar and Janet Duberley from Libera Partners LLP attended the meeting to seek
the views of the GPs on adult community services. This forms part of the review they are
undertaking which has been commissioned by the Clinical Commissioning Group to get
an understanding of the current service provision. The discussion focussed on the
following questions:
How do you access services?
• The Great Sutton Medical Centre team is located within the same building and
therefore they are able to walk down the corridor to speak to them, or leave
messages in their book.
• There is now an admin team in place with a coordinator that all Ellesmere Port
practices can call 9am-5pm to leave messages. This came as a result of practices
not being able to contact the district nurses and having to leave message when
calling.
• A proforma is faxed to the physiotherapy team
How do practices know if a patient has been seen?
• It is difficult for most practices to know if anything has happened to the patient,
unless they get some form of paperwork back from the team.
• The nurses do not have access to computer systems since they have been based
in central locations.
• Practices get very little documentation back from services and the quality of
information received is variable.
• Access to the occupational therapy and rehabilitation teams is not always timely
and sometimes it can be months before the practice receives any documentation
about what happened to the patient.
• There is no standard target time set for practices to hear back from services.
• Some GPs noted an issue with District nurses asking to borrow equipment from
practices, therefore clarity is needed around what their remit is and whether they
have adequate equipment to fulfil their remit.
Who does the referral?
• Varies depending on the complexity of the problem
How is the quality of service?
• The quality of service is very good, in particular for acute patients.
• There have been issues with vaccination administration and screening
• There has been a reduction in the level of skill mix in the teams
• Loss of continuity of care which can lead to additional visits for GPs
• Constant re-organisation and high staff turnover has impacted on quality of service
• Issue with having to do prescriptions for dressings for district nurses
• District nurses have to have authorisation forms signed by GPs – very
bureaucratic system.
• Element of risk – GP asked to prescribe following hospital discharge when the
district nurse is aware of what is required but not the GP but the GP is required to
authorise for the district nurse to administer the drug.

11.

Any Other Business
Risk profiling and care management scheme Direct Enhanced Service
Andy updated members that the Clinical Commissioning Group is working with the
Commissioning Support Service on a process for risk profiling.
Remote Care Monitoring Direct Enhanced Service
This will require secondary and primary care involvement – respiratory is being
investigated as a potential area of focus for this.
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12.

Clinical Commissioning Group Updates – Written update following the meeting
Commissioning Delivery Committee summary
• Cheshire West and Chester (Mark Palethorpe) provided an overview of how the NHS
funding transferred to social care had been used in 12/13 and the plans for 13/14. It
was agreed that going forward this should be based on the outcomes we jointly wish to
see improvement against. A priority for joint commissioning is in relation to Care
Homes. A further more detailed update will be provided in June 2013
• Finance and Performance report: Finance - West Cheshire Clinical Commissioning
Group is on target to deliver the year-end control total. The Year-end contract
settlements have been agreed with local Foundation Trusts. The Committee
recommended that the Governing Body approves the budget for 13/14 as described to
the Committee. It was noted that there is still some lack of clarity regarding
disaggregation of Specialised commissioning funding but risk sharing arrangements are
in place. Performance - the majority of indicators are on target, with the exception of
Health Care Acquired Infection and Ambulance response within 8 minutes and
Handover complete within 30 minutes, which have both been discussed at previous
meetings of this Committee. Discussions took place in relation to North West
Ambulance Service and it was noted that this remains an issue. Consideration will be
given to possible sanctions within the contract, to breaches of the target, and Rob
Nolan will consider a possible way forward and what levers may be available within the
contract
• The contents of the contract offer letter to Countess of Chester Hospital were
discussed. Growth is based on the outturn figure, and not on the contract figure.
Countess of Chester Hospital has been given an additional £4million for 2013/14 and
2014/15, on the basis that services are redesigned to achieve the transformational
agenda in the strategy. Contractual levers have been placed within the contract to
ensure that the ‘tail-off’ is managed effectively
• Delivery report - Laura Marsh provided a brief report on the 2012/13 status, which has
been largely successful. It has not been possible to see the financial impact of these
projects, as some projects started later than other, and some progress is masked by
overspend elsewhere. For 2013/14, this report will be combined with the Finance
Report, and managed through the Project Delivery Group from May 2013
• The Committee recommended the Commissioning Plan for 2013/14 is approved by
Governing Body.
• Podiatry - Two of the benefits to the revised strategy would be that more focus could be
given to patients with a high clinical need and to improve access to services for these
patients. There was insufficient detail regarding existing case mix to determine the
impact of the proposed change so the paper will be reviewed and reconsidered at May
Committee
• Carers Short Breaks - The Committee noted the contents of this report and, pending
confirmation of spend for 2012/13, provisionally approved funding of £290,000 for
carers short breaks for 2013/14.
Governing Body Meeting
The summary of the last governing body meeting was circulated
Clinical Senate
The last clinical senate report will be circulated with the minutes.

SB

Date and time of next meeting: Thursday 6th June 2013, 08:30am - 11:30am,
Civic Hall Ellesmere Port
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QUALITY IMPROVEMENT COMMITTEE
Minutes of the meeting held on 11th April 2013,
Conference Room D, 1829 Building

Present
Dr Andy McAlavey
(Chair)
Dr Carole Holme
Dr Claire
Westmoreland
Dr Ged Faulks
Hayley Cavanagh
Dr Jonathan Gregson
Pam Smith
Paula Wedd
Sheila Dilks

Vice Chair of West Cheshire Clinical Commissioning
Group and GP Quality Lead for Ellesmere Port & Neston
Locality Network
GP Quality Lead for Chester City Locality Network, West
Cheshire Clinical Commissioning Group
GP Patient and Public Engagement Lead, West Cheshire
Clinical Commissioning Group
Vice Chair of the Clinical Quality Improvement Committee,
GP of West Cheshire Clinical Commissioning Group
Quality Improvement Manager, West Cheshire Clinical
Commissioning Group
GP Quality Lead for Chester Rural Locality Network, West
Cheshire Clinical Commissioning Group
Lay Member, Patient and Public Engagement, West
Cheshire Clinical Commissioning Group
Head of Quality Improvement, West Cheshire Clinical
Commissioning Group
Clinical Adviser Nurse, West Cheshire Clinical
Commissioning Group

Apologies
√

√
√
√
√
√
√
√
√

Also in Attendance:
Anne Eccles

Designated Nurse Safeguarding Children, West Cheshire Clinical Commissioning
Group
Customer Solutions Centre Locality Lead - Cheshire and Merseyside Commissioning
Support Unit
Designated Nurse Safeguarding Adults, West Cheshire Clinical Commissioning
Group

Helen Jones
Helen Wormald

Agenda
No.
13.01

Item

Action
by

Paula Wedd welcomed everyone to the meeting, and apologies were noted.
Minutes from the meeting held on 14th February 2013
The minutes of the previous meeting were agreed as an accurate record.

13.02

Matters Arising
The meeting noted that Jonathan Gregson had been unable to attend the last
few meetings. Sheila Dilks as chair to ask Jonathan if there was problem with
the timing of the meeting as we value his input.
•

SD

12.32 Quality Improvement Report - Adult Safeguarding in Primary and
Community Care – It was noted that Helen Wormald has provided
safeguarding training at a non-clinician rolling half day. Helen Wormald
will approach Robin Gleek to propose that Adult Safeguarding in Primary
Care is included as a topic on a future GP rolling half day.
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•

12.44 Key Points Report - Hospital Standardised Mortality Ratio
Paula Wedd provided the background to this issue and noted that
discussions had taken place with Ian Harvey, Medical Director for
Countess of Chester Hospital NHS Foundation Trust, in relation to
identifying specific outliers by speciality. In response to this concern a
mortality audit has been undertaken, with a review of between 50 and 60
deaths during January 2013, and a Mortality Review Group is being
created that will review every in-hospital death, routinely. It was noted
that the Hospital Standardised Mortality Ratio is now moving back in to
line.

•

12.44 Key Points Report - Mental Health Act / Accident and Emergency
Departments – Place of Safety
Hayley Cavanagh noted that this is a national issue, and not simply a
local issue. A strategy group has been created and the first meeting has
taken place, and further meetings have been scheduled. A response to
the hospital is being considered, and Countess of Chester Hospital NHS
Foundation Trust is considering alternative Psychiatric Pathways.

•

12.46 Quality Improvement Report - Naso-gastro tube incidents
Paula Wedd noted that Helen Jones has been requested to contact the
National Patient Safety Agency, to provide feedback on the groups
concerns about the national definition used to determine when a Nasogastro tube incident is a Never Event.

HJ

12.47 Serious Incident Bi-annual Trend Report – trends and
benchmarking
It was noted that Hayley Cavanagh and Helen Jones have met to discuss
this report, and further discussions are planned. Paula Wedd noted that
Laura Wentworth, Commissioning Support Unit, should feel able to
challenge categories assigned by providers if the category assigned is
incorrect.
Discussions took place in relation to the Trend Report, and Paula Wedd
noted that, if analysis is undertaken by Strategic Executive Information
System category only, it is likely that trends will be overlooked. It was
noted that suggestions for improvement to category selections should be
fed back to the system designers, which in the past would have been the
National Patient Safety Agency. Priority work is being undertaken by the
CSU to provide a trend report into the incidents reported on Strategic
Executive Information System.

HJ

Incident Trends, National Reporting and Learning System, PALS,
Complaints
Paula Wedd noted that this report had not been provided by CSU and
work is on-going to agree the format and content of it.

HJ

•

THE FOLLOWING OUTSTANDING ACTION IS NOW COMPLETE:
12.46 Quality Improvement Report - GP participation in child protection case
conferences
Dr Carole Holme noted that a response had been received from Sue O’Dell, who
has re-stated that reminders of case conference dates will not be sent to GPs.
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Terms of Reference - updated
The revised Terms of Reference were discussed and it was agreed that:
MEMBERSHIP
c) GP Member of West Cheshire Clinical Commissioning Group
This should remain within the Terms of Reference, to provide continuity and to
ensure that valuable knowledge is not lost.
QUORM
The number of representative GPs attending at the meeting was discussed, and
it was agreed that a minimum of two attendant GPs would be required for
quoracy It is expected that GPs will offer their apologies if they are unable to
attend at a meeting.
The revised Terms of Reference were agreed.

13.04

Key Points Report
The following points were noted:
• Countess of Chester Hospital NHS Foundation Trust Quality and
Performance Meeting
 Safeguarding Children Training – The targets for Quarter 1 and
Quarter 2 were not achieved, although the target for Quarter 3 was
achieved. A financial penalty has been included within the 2013/14
contract, for failure to meet the required target.
•

Cheshire and Wirral Partnership NHS Foundation Trust Quality and
Performance Meeting
 Safeguarding Training – The 80% target was achieved. A financial
penalty has been included within the 2013/14 contract, for failure to
meet the required target.
 District Nursing Service – Dr Carole Holme noted that GPs from
Ellesmere Port are involved in the early implementation work for
integrated primary and community cares services. Paula Wedd noted
that Dr Claire Baker is working on service specifications in relation to
District Nursing services.
Hayley Cavanagh noted that new Key Performance Indicators are in
place for the 2013/14 contract.

•

Local Intelligence Network
Paula Wedd noted that the key points received from the Local
Intelligence Network are not of a suitable standard and senior manager
input is required, as this is not suitable as an administrative task. Helen
Jones was requested to follow up on this issue.

HJ

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.
d)
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ROUTINE REPORTS
Published National Institute for Health and Clinical Excellence Quality
Standards
Hayley Cavanagh explained the process for circulating and sharing links
received from the National Institute for Health and Clinical Excellence, and noted
that recently received links have been distributed to the relevant colleagues.
SCHEDULED REPORTS
Quality Improvement Report
This paper was discussed and the following points were noted:
Pressure Ulcers
Paula Wedd noted that Nursing Homes will be required through the contract for
funded registered nursing care to report Grade 3 and 4 pressure ulcers to the
Clinical Commissioning Group so that these incidents will be reported on the
Strategic Executive Information System.
Discussions took place in relation to implementing intended work plans for
monitoring the quality of care in nursing homes and it was noted that a meeting
is scheduled for the week commencing the 15th April, to discuss the current
position and to share information. It was agreed that Paula Wedd will discuss
this issue further with John Hayes of the Commissioning Support Unit.

PW

Countess of Chester Hospital NHS Foundation Trust
 Never Events – Paula Wedd noted that there have been three Never Events
in the last 6 months relating to misidentification of patients. The Trust has
been formally requested to provide a single action plan that address the
improvements needed in response to the learning from all three of these
Never Events. The Medical Director will be addressing all the Trusts medical
staff during April’s Grand Round. Paula Wedd will be attending the Grand
Round, and visiting theatres to witness the use of an observational audit tool
developed to improve compliance with the safer surgery checklist.
Cheshire and Wirral Partnership NHS Foundation Trust
 2 Inpatient Incidents – Paula Wedd noted that a response has been
received from Dr Anushta Sivananthan, in relation to the two inpatient
incidents.
 Inpatient Assessment and Treatment Learning Disability Unit - Paula Wedd
and Dr Steve Pomfret have visited Eastway, an Inpatient Assessment and
Treatment Learning Disability Unit and a return visit is scheduled for today,
11th April 2013. The purpose of the visits to check compliance with action in
a plan developed in response to the Care Quality Commission report.
 Audit and Analysis of Unexpected Deaths – Paula Wedd noted that the
Trust have done a detailed study into the number of unexpected deaths
reported over the previous 2 years. The findings will be taken to the Trust’s
Learning From Experience Group, for discussion. This is a difficult area to
benchmark, as the Trust would only be able to benchmark against them;
West, East and Wirral as nationally there is variation in how unexpected
deaths before a coroners verdict are reported. This is a good analytical
report, however it does not provide details of what change in practices are
planned. Paula Wedd will ask the Trust about next steps at the Quality and
Performance meeting with the Trust
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CQUIN Schemes performance
Hayley Cavanagh provided details of the milestones for which payment has not
been made.
Adult Safeguarding Update and Risks
Commissioned Services Policy for Safeguarding Children and Vulnerable Adults
was discussed. Helen Wormald noted that this policy has been created by a
number of specialist nurses. There is further work to be undertaken and Anne
Eccles and Helen Wormald will ensure that there is a focus on commissioned
services. The revised policy will be brought to the August meeting of this
Committee, and will then be presented at West Cheshire Clinical Commissioning
Group’s Formal Governing Body meeting in September 2013.
Children’s Safeguarding Update
Anne Eccles provided an update to the Committee, and the following points
were noted:
 There has been a significant improvement on the quality of GP reports for
children’s case conferences.
 Cheshire West and Chester Council are a part of a diagnostic review for
multi-agency inspections. It will take place at during the last week in April
2013, and a number of mock inspections will be carried out.

AE/HW

Quality Improvement in General Practice
GP Dashboard – Dr Carole Holme noted that there will be information for
another quarter to be included within the Dashboard, as this runs from May to
May.
Quality Accounts
Paula Wedd noted that the Quality Accounts will be brought to this Committee,
once they are available, and explained the process relating to the Accounts.
Recommendations: The Quality Improvement Committee is asked to:
 Discuss the information provided about serious incidents and identify if any
further assurance or actions are required
 Discus the information provided about Never Events at the Countess of
Chester Hospital NHS Foundation Trust and identify if any further
assurance or actions are required
 Note the trends and concerns information provided about Cheshire and
Wirral Partnership NHS Foundation Trust and identify if any further
assurance or actions are required
 Note the trends and concerns information provided about the Countess of
Chester Hospital NHS Foundation Trust and identify if any further
assurance or actions are required
 Note the update provided in relation to the standards of care provided at
Eastway Inpatient Assessment and Treatment Learning Disability Unit and
identify if any further assurance or actions are required.
 Note the achievements and exceptions at Quarter 3 against the 2012/13
Commissioning for Quality and Innovation Schemes
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Note the update provided by the Designated Nurse in Adult Safeguarding
Note the update provided by the Designated Nurse in Children’s
Safeguarding
Note the achievements and exceptions at Quarter 3 against the 2012/13
Quality Incentive Scheme for GPs
Note the requirement to attend the Quality Surveillance Group being
established by the Cheshire Warrington and Wirral National Commissioning
Board Local Area Team
Note the results of the Accident and Emergency department survey 2012 at
the Countess of Chester Hospital NHS Foundation Trust

13.07

Winterbourne Report
Paula Wedd provided an update on behalf of Lesley Singleton and noted that
this is for information only. This issue is being managed by the Learning
Disabilities Partnership Board, and discussions took place in relation to future
plans to monitor this issue.

13.08

Merseyside Internal Audit Agency – Terms of Reference for Patient
Experience Review
Paula Wedd noted that significant assurance has been received through the
Merseyside Internal Audit Agency review.

13.09

Research and Audit
The committee reviewed the paper and asked for further clarity about the
strategic direction research and audit would take in the clinical commissioning PW
group. Paula Wedd will progress this with the West Cheshire Clinical
Commissioning Group’s Senior Management Team meeting, where a corporate
view will be obtained.

13.10

Professional Standards Panel Annual Report
Paula Wedd provided the background to this report and noted that Dr Maureen
Swanson had brought the report summary the previous year to this committee
as it was within the terms of reference. Due to the restructuring of the NHS there
is currently lack of clarity about where this report should be presented.

13.11

Commissioned Services Policy for Safeguarding Children and Vulnerable
Adults
This item was discussed previously within the agenda, under item 13.06.

13.12

Handover Quality Legacy Document
Paula Wedd provided the background to this document. The document has
been presented at the Formal Governing Body meeting. There is no Nursing
Home information included within the document provided by NHS England, and
this is both disappointing and concerning. The risks noted in the legacy
document are being managed through the contract meeting we have with
providers.
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RECOMMENDATIONS
The Quality Improvement Committee is asked to:
a)
Note the content of the Handover Quality Legacy document
b)
Note the requirements to produce action plans in response to
identification of risks and issues to West Cheshire Clinical Commissioning
Group, as the receiving organisation
Any Other Business
Helen Jones noted that the NHS England Area Team had not registered Clinical
Commissioning Group members to receive Strategic Executive Information
System notifications, but that this has now been rectified.
AGENDA ITEMS FOR NEXT MEETING
There were no items noted for the next meeting.
Date of Next Meeting: Thursday, 13th June 2013
Time: 2.00pm – 4.00pm
Venue: Conference Room D, 1829 Building
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Commissioning Delivery Committee
Meeting held on 4th April 2013
PRESENT:
Hannah, Chris (CH) (Chair)
Dr. Charles-Jones, Huw
(HCJ)
Gilburt, David (DG)
James, Gareth (GJ)
Lee, Alison (AL)
Marsh, Laura (LM)
McCairn, Helen (HMcC)
Noakes, Liz (LN)
Dr. Pomfret, Steve (SP)

IN ATTENDANCE:
Jeffs, Alistair

Palethorpe, Mark
Agenda
No
2013-001

2013-002

Lay Member of West Cheshire Clinical Commissioning Group
Chair of West Cheshire Clinical Commissioning Group
Lay Member of West Cheshire Clinical Commissioning Group
Chief Finance Officer, West Cheshire Clinical Commissioning
Group
Chief Officer, West Cheshire Clinical Commissioning Group
Head of Delivery, West Cheshire Clinical Commissioning Group
Head of Joint Commissioning, West Cheshire Clinical
Commissioning Group
Associate Director of Public Health
Rural Locality Representative, West Cheshire Clinical
Commissioning Group

Head of Joint Commissioning, Adults
Social Care and Health Directorate,
Cheshire West and Chester Council
Director of Adult Social Care & Health,
Cheshire West and Chester Council
Agenda Item

Agenda Item No
2013-005

2013-005
Action

Apologies
The Chair welcomed everyone to the meeting and apologies were noted as follows:
Dr. McAlavey,
Medical Director, West Cheshire Clinical Commissioning
Andy (AMcA)
Group
Nolan, Rob
Head of Contracts and Performance, West Cheshire
Clinical Commissioning Group
Dr.
City Locality representative, West Cheshire Clinical
Westmoreland,
Commissioning Group
Claire (CW)
Minutes of the Last Meeting 07.03.13
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.

2013-003

Action Plan
•

LM

2012 – 142 – Wheelchair Provision
c) Laura Marsh will discuss whether this service would be
commissioned through Tender or by Any Qualified Provider, with
Jane Hayes-Green, of CSU.
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•

2012-145 - Delivery Plan
c) Diabetes – Laura Marsh noted that discussions had taken place
with CoCH in relation to funding issues, and whether Diabetes
should be removed from the tariff.
d) Integrated Adult Urinary Continence Service Nurse – Laura
Marsh will discuss the location of the nurse post with Lesley
Freeman, Countess of Chester Hospital.

LM

Items 2012-115a, 2012-115c, 2012-144, 2012-145f, 2012-148, 2012157a, 2012-157b, 2012-160, 2012-161 and 2012-162b are now
complete.
2013-004

Declarations of Interest
There were no Declarations of Interest to be noted.

2013-005

Reablement Social Care Funding
Mark Palethorpe provided an overview of this paper, and provided a
brief update on the recent changes within Cheshire West and Chester
Council, and the creation of the Strategic Commissioning Directorate
which now includes Public Health and All Together Better.
Discussions took place and it was noted that the primary interest of
West Cheshire Clinical Commissioning Group is in relation to ensuring
that funding is targeted in the right areas. Alistair Jeffs noted that the
purpose of the paper is to share outcome information on quarterly basis,
and any comments relating to the appendices are to be forwarded to
him.
The following points were noted:
• It is important that the metrics measure outcomes of patient
needs.
• The gross number stated is believed to include those patients that
self-fund their care.
• There are a number of new services, as well as existing services,
included within the paper.
Alison Lee noted that there is a concern in relation to the Residential
and Nursing Home Sector, with regard to safeguarding issues, and this
is an area where additional work should be considered. It is unclear
how many funded places are available, or when this list was last
refreshed.
Dr. Huw Charles-Jones noted that, at the Urgent Care Strategy meeting,
the issue of Residential Homes was raised, as well as the number of
admissions to hospital from Residential Homes. Alistair Jeffs noted that,
in relation to Reablement, work is being undertaken with Amanda
Lonsdale to consider this.
It was agreed that further work would be undertaken in relation to
thematics, and this report will be revised and brought to the June 2013
meeting of this Committee.
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2013-006

Finance and Performance Report
Finance
Gareth James noted that the report covers finance contracting and
performance to the end of February 2013 and performance against the
agreed performance indicators for the period ending January 2013.The
following key points were noted:
• West Cheshire Clinical Commissioning Group is on target to
deliver the year-end control total
• The Year-end contract settlements have been agreed with local
Foundation Trusts
Performance
It was noted that the majority of indicators are on target, with the
exception of Health Care Acquired Infection and Ambulance response
within 8 minutes and Handover complete within 30 minutes, which have
both been discussed at previous meetings of this Committee.
Discussions took place in relation to North West Ambulance Service and
it was noted that this remains an issue. There is no representative from
North West Ambulance Service attending at the Urgent Care Network
meeting, where their attendance would be welcomed. It was noted that
this issue seems localised to West Cheshire Clinical Commissioning
Group, as other rural areas are able to meet their targets.
Consideration will be given to possible sanctions within the contract, to
breaches of the target, and Rob Nolan will consider a possible way
forward and what levers may be available within the contract.

RN

Recommendations:
The Committee noted the financial and contracting performance to the
end of February 2013 and performance against the agreed indicators at
the end of January 2013.
2013-007

Financial Budget 2013/14
Gareth James provided the background to this document, and briefly
read through it.
The next steps will be:
• For this Committee to recommend that the Governing Body
approves this document at the formal meeting on the 18th April
2013
• Training will be undertaken in relation to the Ledger, Budget, etc.
Discussions took place in relation to Specialist Commissioning and
Gareth James noted that, while budget responsibilities are becoming
clearer, not all budget decisions have been made and risk sharing is
being undertaken to help to address this issue. Finance staff will ensure
that payments are requested from the correct responsible agency.
Laura Marsh noted that the Clinical Commissioning Groups will retain
commissioning responsibilities.
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It was agreed that Alison Lee will circulate the list of commissioning
responsibilities for West Cheshire Clinical Commissioning Group and
Specialist Commissioning.

AL

RECOMMENDATIONS
The Committee agreed to recommend the 2013/14 financial budget for
approval by the Governing Body.
2013-008

2013 Contract Offer – Countess of Chester Hospital NHS
Foundation Trust
Gareth James explained that the 2013/14 Countess of Chester contract
letter had been included for information and gave a brief summary of the
negotiation that had taken place between the trust and the clinical
commissioning group. Gareth also highlighted the following points:
•
•
•

In excess of £2 million has been included in the contract for
elective activity growth.
A ‘block’ contract arrangement has been agreed for non-elective
activity.
A further £4 million non-recurrent funding has been included in
the contract offer to support transformation and service re-design.

Liz Noakes noted that the data in relation to Sexual Health will be
required in more detail.
2013-009

Delivery Report 2012/13
Laura Marsh provided a brief report on the 2012/13 status, which has
been largely successful. It has not been possible to see the financial
impact of these projects, as some projects started later than other, and
some progress is masked by overspend elsewhere.
For 2013/14, this report will be combined with the Finance Report, and
managed through the Project Delivery Group from May 2013.
Discussions took place in relation to delivering services outside of
Primary Care and it was noted that it is important to ensure that this is
not seen as meeting ‘unmet’ needs. Laura Marsh explained the
measures that are being undertaken to ensure that this does not
happen.
Recommendations:
The Committee noted the updates within the report.

2013-010

Commissioning Plan 2013/14
Laura Marsh provided the background to this document and noted that it
is likely to be amended over the coming months, and queried whether
the Committee wished any additions to be made. The following points
were noted:
• Consideration should be given to the possible impact on
outcomes
• End of Life is to be placed as a separate programme, to try and
reflect across the span of areas and services
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2013-011

It was agreed that the Committee will recommend the Commissioning
Plan 2013/14 to the Governing Body at the formal meeting in April 2013.

LM

It was agreed that full details of the Delivery Plans will be brought to the
May 2013 meeting of this Committee.

LM

Area Prescribing Committee – Minutes of the 17th January 2013, for
information only
It was noted that this document was included for information purposes
only.
Discussions took place in relation to which sub-committee reports
should be provided for this meeting. It was agreed that a map of
meetings and relationships should be brought to the June 2013 meeting
of this Committee.

2013-012

LM

Podiatry Strategy
Laura Marsh noted that this strategy has been brought on behalf of Dr.
Philip Milner, Paul Lynch and Sue Collis, and provided the background
to the paper. Two of the benefits to the revised strategy would be that
more focus could be given to patients with a high clinical need and to
improve their access to services.
Discussions took place in relation to the current service and the
proposals outlined in the Podiatry Strategy, as it was felt by some
members of the Committee that there was no significant change to the
service.
Further discussions took place and it was agreed that clearer detail is
required in relation to existing services and what would be offered under
the new service, and more than one option should be available during
the consultation process.

2013-013

LM

It was agreed that this strategy will be returned to the Project Delivery
Group for additional consideration, and the Project Delivery Group
recommendations will be returned to the May 2013 meeting of this
Committee.
Carers Short Breaks
Helen McCairn provided the background to the paper, and noted that the
recommendations will require amending to include the full and final
figure.
Discussions took place in relation to the quality of the short breaks and
Helen McCairn responded that Lesley Hilton will be considering this
issue further.
It was noted that the funding for Carers Short Breaks is included within
the West Cheshire Clinical Commissioning Group’s budget.
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Recommendations
The Committee noted the contents of this report and, pending
confirmation of spend for 2012/13, provisionally approved funding of
£290,000 for carers short breaks for 2013/14.
2013-014

Any Other Business
There was no other business to be discussed.
Date and Time of the Next Meeting
2.00pm – 4.00pm
2nd May 2013
Conference Room A, 1829 Building
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Commissioning Delivery Committee
Meeting held on 2nd May 2013
PRESENT:
Hannah, Chris (CH) (Chair)
Lay Member of West Cheshire Clinical Commissioning Group
Dr. Westmoreland, Claire (CW) City Locality representative, West Cheshire Clinical Commissioning
Group
Gilburt, David (DG)
Lay Member of West Cheshire Clinical Commissioning Group
James, Gareth (GJ)
Chief Finance Officer, West Cheshire Clinical Commissioning Group
Lee, Alison (AL)
Chief Officer, West Cheshire Clinical Commissioning Group
Marsh, Laura (LM)
Head of Delivery, West Cheshire Clinical Commissioning Group
Dr. McAlavey, Andy (AMcA)
Medical Director, West Cheshire Clinical Commissioning Group
McCairn, Helen (HMcC)
Head of Joint Commissioning, West Cheshire Clinical Commissioning
Group
Nolan, Rob
Head of Contracts and Performance, West Cheshire Clinical
Commissioning Group
Dr. Pomfret, Steve (SP)
Rural Locality Representative, West Cheshire Clinical Commissioning
Group
IN ATTENDANCE:
Dr. Laura Millard

Agenda
No
2013-015

2013-016

GP, West Cheshire Clinical Commissioning
Group

Agenda Item No
2013-019

Agenda Item

Action

Apologies
Chris Hannah welcomed everyone to the meeting and apologies were noted as
follows:
Dr. Charles-Jones, Chair of West Cheshire Clinical Commissioning Group
Huw (HCJ)
Noakes, Liz (LN)
Associate Director of Public Health
Minutes of the Last Meeting 04.04.13
The minutes of the last meeting were agreed as an accurate record, with
the following amendments.
Wording is to be amended to:
2013-001 – ‘The Chair welcomed…….’
2013-005 – ‘…ensuring that funding is targeted in the right areas.’
2013-006 – ‘….. report covers finance contracting and performance …’
2013-008 – Revised wording was provided by Gareth James and
inserted in to the minutes of the 4th April 2013.
It was agreed that draft minutes will be forwarded to Chris Hannah after
they have been reviewed by the relevant senior management officers.

2013-017

Matters Arising Not on Action Plan
There were no additional matters arising to be discussed.
Action Plan
• 2012 – 142 – Wheelchair Provision
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d) Laura Marsh noted that, in answer to whether this service will be
commissioned by either Tender or by Any Qualified Provider, a
decision can only be reached after national guidance is available.
Rob Nolan is developing a policy based on recent guidance from
Monitor and in conjunction with CSU Procurement Team.
•

•

•

2013-018

2012 – 145 - Delivery Plan
e) Long Term Conditions – Laura Marsh noted that future
contracting arrangements are being progressed with the
Countess of Chester Hospital NHS Foundation Trust. The
2013/14 contract will be on a tariff basis, with non-elective
admissions and Accident & Emergency being on a block basis.
f) Integrated Adult Urinary Continence Service Nurse – Laura
Marsh has met with Alison Kelly, Director of Nursing at Countess
of Chester Hospital NHS Foundation Trust in relation to this post.
Cheshire and Wirral Partnership NHS Foundation Trust are in
consultation with an external company to consider alternative
methods of working together. Further discussions are required
with Countess of Chester Hospital NHS Foundation Trust in
relation to their reservations in relation to the Nurse position
moving to the Community.

LM

2012-157 – Finance and Performance Report
g) Electronic Discharge – Rob Nolan noted that this issue is
scheduled to be discussed with colleagues from Countess of
Chester Hospital NHS Foundation Trust on the 3rd May 2013.
Discussions took place and it was noted that although the target is
now being achieved, necessary clinical information is not always
included within the discharge letter and therefore the quality of
information supplied is suffering. Laura Marsh noted that Paula
Wedd is aware of this issue and it is being picked up through the
quality schedule
An update was requested for the June 2013 meeting.

LM

2012-162 – Commissioning for Quality and Innovation (CQUIN)
Schemes 2013/14
Laura Marsh provided an update in relation to this issue, and noted
that significant work has taken place during April 2013. Paula Wedd
and Sian Williams, Acting Deputy Director Nursing, Countess of
Chester Hospital NHS Foundation Trust, are currently undertaking
quality assurance. Once the quality assurance has been completed,
the Commissioning for Quality and Innovation schemes will be taken
to the Quality and Improvement Committee meeting, and then an
update will be provided to this Committee.

LM

Declarations of Interest
Dr. Steve Pomfret noted an interest in the items ‘Patient Access’.
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It was noted that all attending GPs could not be involved in the decision
relating to the item ‘General Practice Commissioning for Quality and
Innovation scheme’
2013-019

Patient Access
Dr Laura Millard provided a presentation and update to the Committee,
noting that the data used relates to City Walls GP Practice only,
although the model is in use within four GP Practices. Laura Marsh
provided details on how the model would work in ideal circumstances.
In response to questions from Dr Steve Pomfret, Chris Hannah and Dr
Claire Westmoreland, the following points were noted:
• There are no further funding requirements for those practices
already using this new model.
• Any possible future funding requirements will relate to funding of
patient data or workforce issues.
• In the current format of the model in City Walls, it is not possible
to pre-book GP appointments, however it is possible to pre-book
appointments with practice nurses.
• Laura Millard with double check the figures in the first slide of the
presentation, as Dr Steve Pomfret felt that the representation did
not accurately reflect the figures stated in that ‘Patient contacts
20% higher but face to face 40% lower’.
• Patient feedback is mixed, although staff members at City Walls
practice do not wish to return to the old model.
• Demand is being managed, and the average response time from
a GP is three hours and the number of ‘contacts’ has increased.
• There is no evidence to show that an increase in availability leads
to an increase in demand, as the data for City Walls shows that
demand is levelling out.
Dr Claire Westmoreland provided details of a hybrid model, used at
Blacon GP Practice, and noted that a limited number of GP
appointments remained available for pre-booking.
Discussions took place in relation to whether the ethos of this model
should be promoted to GP colleagues and it was agreed that this model
can be offered as a valid model, but there should also be other options
available. However, a concern was raised that this is currently the only
pilot being undertaken to combat current and future patient demand
issues. It was noted that:
• Consideration will be given to any similar work being carried out
across the 37 GP Practices and these will be reviewed.
• This issue is to be raised at the GP Quality Group meeting

AMcA

Dr Laura Millard noted that City Walls GP Practice will be continuing with
this model, and intend to undertake a more detailed analysis of the data
available. An invitation was offered to any who wished to visit City Walls
GP Practice, to view the model in operation.
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It was suggested that an update is provided to the October meeting of
this Committee.
The Committee proposed that this is one model which could be taken
forward as an option in the GP Local Enhanced Service.
2013-020

Finance and Performance Report
Finance
Gareth James noted that the report covers finance contracting and
performance information to the end of March 2013.The financial
information included in the report will be subject to external audit
scrutiny as part of the audit of the Primary Care Trust 2012/13 annual
accounts. It is not anticipated that there will be any significant
amendments. In headline terms, despite a significant increase in the
cost of secondary care activity, the Clinical Commissioning Group has
operated within its delegated budget and, therefore, supported the
delivery of financial duties.
The following points were also highlighted:
•

•

Care in the Community Budgets – the Primary Care Trust
accounts includes a year-end provision of £2.7 million in respect
of restitution provision for Continuing Health Care. This has
significantly mitigated the risk associated with this issue. It is
expected that all claims will be agreed during the 2013/14
financial year
Secondary Care Contract – Further work is required to
understand the overspend against secondary care budgets.
Gareth outlined the key actions that were being undertaken. This
situation will be closely monitored during 2013/14 and was also
discussed at the Board to Board meeting with Countess of
Chester Hospital NHS Foundation Trust.

Performance
Rob Nolan provided an update in relation to the report, and the following
points were noted:
• Patients waiting 52+ weeks – There are four cases of excessive
waits, which are at the Robert Jones and Agnes Hunt Orthopaedic
Hospital. The breaches will be monitored, and this will be raised at
the contract meeting with the provider, as an Associate issue. It
was noted that the Robert Jones and Agnes Hunt Orthopaedic
Hospital have a good level of patient satisfaction and a good
reputation and, therefore, patients would rather wait to be seen at
this hospital than have an earlier treatment at an alternative site.
•

RN

Cancer – There is no data available from the national monitoring
system, therefore there is no overall position available. However
Countess of Chester Hospital NHS Foundation Trust performance is
available and they have achieved the 85% target.
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•

Stroke/ Transient Ischaemic Attack – There have been eight
breaches reported for Countess of Chester Hospital NHS
Foundation Trust. This issue will be raised at the next Quality and
Performance meeting with the Trust.

•

Health Care Acquired Infections
 Methicillin-resistant Staphylococcus Aureus (MRSA) - There
have been seven breaches during 2012/13 against an annual
target of two. It was noted that there is a zero tolerance in the
2013/14 contract for MRSA breaches.
 Clostridium Difficile – There have been nine reported cases
against an annual total of eight. The 2013/14 contract notes
that the Clinical Commissioning Group will not provide payment
for any reported cases of Clostridium Difficile.
• Accident & Emergency Waiting Times – There has been
deterioration in these figures, with the performance for February
at 93.4%, which failed to meet the target of 95%. It was noted
that, within the 2013/14 contract, there will be a financial penalty if
this target is not met. Discussions took place and it was noted
that the target is now on a North West footprint, and it is
challenging to have engagement at a Clinical Commissioning
Group level.

Discussion has taken place in relation to the Performance Report, and
how this could be re-structured to align with the Clinical Commissioning
Group’s Constitution. It is also intended that financial indicators will be
included within the re-structured report.
RECOMMENDATIONS
The Committee noted the financial and contracting performance to
the end of March 2013 and performance against the agreed
indicators at the end of February 2013.
2013-021

Delivery Report 2012/13
Laura Marsh provided an update on the detailed Delivery Plan, and the
following points were noted:
• There are total projected financial savings of £4.5million
• Discussion has taken place at the Senior Management Team on
the QIPP gap, and it will be agreed at Project Development
Group how this will be reported in future.
• The GP Quality Group is to be renamed the Primary Care
Development Group. Dr. Andy McAlavey requested that the
name is amended to the Primary Care Quality Development
Group, as he feels it is important that the quality aspect of the
group is not lost. This was agreed.
Chris Hannah queried how much confidence there is for the work being
undertaken in relation to the £4.5million savings target and Laura Marsh
provided details of project work being carried out.
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It was agreed within the Delivery plan to prioritise the most critical
projects, which will deliver improved patient care, pathways and savings.

LM

RECOMMENDATIONS
The Committee noted the updates within this report.
2013-022

General Practice Commissioning for Quality and Innovation
Scheme
Discussions took place in relation to the Commissioning for Quality and
Innovation scheme, and the following points were noted:
• Due to time constraints, this issue has only been discussed at
one GP Network meeting. It is intended that discussion at the
network meetings will shape the detail for the Commissioning for
Quality and Innovation scheme.
• The targets were discussed and additional detail was provided.
• If the Clinical Commissioning Group agrees to fund the scheme,
further detail is to be developed through the GP Network
meetings and the Primary Care Quality Development Group. Dr.
Andy McAlavey provided details of the aims of the
Commissioning for Quality and Innovation scheme and noted that
clinicians would be required to assist with further development.
• Discussions took place in relation to referrals and desired
outcomes, and the need to ensure that the scheme is targeted for
the greatest outcomes.
• A query was raised as to whether payments relating to the
scheme would commence in June 2013. It was noted that they
would commence in June, with milestones through the year for
payment.
• Consideration is to be given to the Access Local Enhanced
Service, and plans for referrals.
It was agreed that the envelope of this Commissioning for Quality and
Innovation scheme would remain as it currently is, but that clinical
content will be reviewed by the GP Networks and the Primary Care
Quality Development Group members.

AMcA

This item will be returned to the June 2013 meeting of this Committee.
2013-023

Area Prescribing Committee
Dr. Andy Dunbavand presented the report from the Area Prescribing
Committee. The recommendation that Rasagiline should not be added
to the joint formulary was approved.
The committee members discussed the proposed Mersey Biologics
Group pathway for cytokine inhibitors to treat rheumatoid arthritis. Dr.
Andy Dunbavand noted that, currently, approximately 30% of patients
are treated outside the guidance issued by the National Institute for
Health and Care Excellence.
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The overall growth in the cost of these drugs is a concern. It was agreed
that further work is needed with other Clinical Commissioning Groups to
develop a policy for the use outside guidance from the National Institute
for Health and Care Excellence. The remit should be wider than
rheumatology and include the use of cytokine inhibitors for all
indications.
The recommendations to approve the use of cytokine inhibitors to treat
systemic lupus erythematosus, vasculitis and pre-conception were
approved with the provision that they are used in the cohorts of patients
described in the application and that patients are monitored to ensure
the treatments are effective. The Area Prescribing Committee will expect
the usage to be audited regularly.
The Committee noted the changes to the joint formulary and associated
guidelines that were approved by the Area Prescribing Committee.

AMcA

Dr. Andy Dunbanvand reported concerns from the Countess of Chester
Hospital NHS Foundation Trust in relation to GP practices declining to
accept recently approved shared care for patients. Doctors Andy
Dunbanvand and Andy McAlavey agreed to meet outside of this
Committee to discuss how this could be resolved.

RECOMMENDATIONS:
The Committee:
e)

Supported the recommendation that Rasagiline should not be
added to the joint formulary
f) Supported the recommendation to adopt the Cheshire and
Mersey biologics pathways for systemic lupus erythematosus,
vasculitis and pre-conception
g) Supported the decision to develop a policy for the use of
cytokine inhibitors for indications not evaluated by the National
Institute for Health and Care Excellence
h) Noted the decision to use the Cheshire and Mersey preferred
brand of auto-injector adrenaline (Jext®) across the health
economy
i) Noted the approval of the updated heart failure guidelines and
the changes to formulary entries for ivabradine and
eplerenone. These facilitate the implementation of National
Institute for Health and Care Excellence Technology Appraisal
267.
j) Noted the approval of the migraine section of the formulary
k) Noted the proposed publication of formulary and National
Institute for Health and Care Excellence Technology Appraisals
l) Noted the concern that some practices are not implementing
shared care arrangements that have been agreed across the
health economy
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2013-024

Podiatry Strategy update
Laura Marsh provided an update to the Committee, noting that this
paper has been revised since the April 2013 meeting, and outlined the
revisions to the paper.
A meeting took place with Cheshire West and Chester Council Health
and wellbeing Scrutiny Committee on the 22nd April 2013, and the local
authority is keen to move this forward, and to understand what
alternative services there may be.
RECOMMENDATION
The Committee agreed to support option 3, with the caveat that the
assessment process is carried out by appropriate staff members
and that the quality of the service offered is monitored, and that
this is to be incorporated within the document.
Option 3: Amend current service specification to focus on
provision to those with higher level clinical needs and
provide advice/signposting to alternative providers for
lower level need patients

2013-025

West Cheshire Children and Young People’s Health Strategy Group
This item was included for information only.
It was agreed that this and other sub-group papers will be added to the
agenda as consent items.

2013-026

Funding for Admission Avoidance and Supported Discharge
Schemes
Rob Nolan provided the background and details in relation to this item.
Discussions took place in relation to funding streams and the following
points were noted:
• Countess of Chester Hospital NHS Foundation Trust still need to
identify the use of the transitional fund of £4million
• Clarity is to be sought as to which group has responsibility for
decision making
Discussions took place in relation to service delivery and how to ensure
that services integrate together effectively. It was agreed that Rob
Nolan and Laura Marsh will meet to discuss progressing this issue.
Dr. Steve Pomfret noted that there is a lack of clear understanding in
relation to the funding streams and it was agreed that this will be
discussed outside of this meeting with Rob Nolan.

RN/LM

RN/SP

The paper was agreed, in principle, and it was agreed that a final
decision could be reached by the members of the Senior Management
Team.
The Committee:
a) Noted the progress reported in this paper.
b) Endorsed the proposed investment plan for admission
avoidance and supported hospital discharge in 2013/14.
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2013-027

Any Other Business
There was no other business to be discussed.

2013-028

Date and Time of the Next Meeting
2.00pm – 4.00pm
6th June 2013
Conference Room A, 1829 Building
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D E V E L O P I N G A J O I N T V I S I O N F O R H E A L T H A N D S O C I A L C A R E L E A D E RS I N W E S T C H E S H I R E
SU MM AR Y O UT P UT S FRO M A W O R K SHO P FO R C L INI C AL AND SO CI AL C AR E L E ADE R S FR OM T HE
FO U R P AR T IC IP AT I NG O R G ANI SAT IO N S
D A T E O F E V E N T : T H U R S D A Y 2 5 TH A P R I L 2 0 1 3
I N T R O D U C T I O N A ND P UR P O SE O F T H E W O R K S HO P

Sponsored by the West Cheshire Clinical Senate and facilitated by Unique Health Solutions (UHS), this
half day workshop brought together circa 60 individuals (see participant list attached) from our four
organisations. Designed to focus our thinking around a future we can all commit to, the workshop
provided an opportunity for us to get to grips with what this means for us as organisations and as a
whole system.
Building on our already convergent thinking, this workshop focused us on the challenge of increasing
clarity about what this ‘vision for the future’ actually looks and feels like (testing our respective
interpretations) and, more specifically, about the implications of this for our respective organisations
so we can establish a common language, constructive behaviours and a shared route map to move us
forward together.
This workshop and the outputs summarised here represent just one component of a wider process to
develop our ‘integrated approach’ in West Cheshire. It was a significant event, however, in that it
brought together colleagues from a wide field in refining our shared understanding of:
 where we want to be in 3-5 years’ time – what it will look and feel like;
 what this means for our respective organisations and how we operate and co-operate within a
whole system - what will need to be different; and
 how we want to approach the transformation process - what financial, organisational,
behavioural and professional challenges we will face and how we will overcome these
Outputs from the event, summarised here, will directly shape the further development of our vision
for the future and our strategic approach to any transformation this may require.

P AR T IC IP ANT I NG O R G AN ISAT IO NS






West Cheshire Clinical Commissioning Group
Cheshire and Wirral Partnership NHS Foundation Trust
Countess of Chester NHS Foundation Trust
Cheshire West and Chester Council
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T HE VISIO N: CO N SIST E NT D E L IVE R Y O F SE R V I C ES; OP E NING P R E SE NT ATIO N B Y D R HUW
CHARLES- JONE S (CCG CHAIR)

A copy of the Power Point presentation delivered by Dr. Huw Charles-Jones (CCG Chair) is attached
to this summary.
WORKSHOP OUTP UTS
W H E R E W E W A NT T O BE I N 3 -5 Y E A R S’ T IM E – W H A T I T W I L L L O O K A N D FE E L L IK E

In this session colleagues were asked to consider the following three questions:
 What are the key characteristics which define the future as ‘different’?
 What are the ‘always’ and ‘never’ events?
 What should be our top 3 priorities for change? (Things that will help provide some traction for
transformation)
WHAT ARE THE KEY CHA RACTERISTICS WHICH D EFINE THE FUTURE AS ‘DIFFERENT’?

‘Tangible evidence that we are thinking and doing in a joined up way’
 Our organisations collectively commit to the shared vision and articulate plans publicly as a basis
for change, accountability and governance
 We agree and communicate shared outcome goals (NHS, Social, Public Health and third sector)
 We talk about services and functions (in a holistic way), not about individual organisations
(providers)
 We talk about needs not wishes
 Risks to our service outputs and outcomes, associated with increasing demand and reductions in
funding, are being mitigated by using our limited funding prudently and innovatively across the
system
 Our services are seamless with no organisational barriers
 Our staff and the local population understand that change is necessary and why because we
proactively engage with them on a continuous basis
 All our staff are able to talk about our vision and their role in the whole system (particularly
with a focus on patient care) with confidence, understanding and commitment; they know how
the system works and not just their bit of it
 Our workforce is planned and configured on a whole system basis including team skill mix,
recruitment and development
 There is integrated commissioning of third sector services to operate in partnership with other
providers
 Services and working patterns are designed so ‘form follows function’ and are aligned to needs
so, for example, we work 7 days a week, evenings and at night where necessary; more clinical
(doctor) time is spent in the community
 Patients feel safe and cared for whatever their care setting (they tell us this and their behaviours
support this)
 Patients are able to navigate around services easily and quickly
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 Patients are doing much more self-management and feel supported and confident to do this
 There are accessible (well publicised and understood) alternatives to A&E for the public to
choose based on their self-assessed needs (see also next point)
 The system has a clear single point of access from which patients can be directed to the most
appropriate setting for their needs
 Benefits are aligned across the system fairly
 Risks are stratified, aligned and managed across the whole system
 Risks are aligned to system wide pathways and, within these, to the individuals delivering
components of the pathways, to incentivise planned and timely patient flow within shared
pathways
 Everyone knows and understands their responsibilities for delivering their’ component of the
service and mitigating risks within the whole system
 Funding has shifted around the system, partly to pump prime transformation, but largely to
reflect the shifts in service delivery between providers we have been able to mainstream;
we expect this to happen so we don’t fight it
 Learning processes and opportunities are aligned with our purpose and our performance within
our whole system; they actively bring together colleagues in a seamless fashion. We have one
hub for education and development which we all use
 Our communication and IT systems are fully integrated and developed so we can readily access
and share data and information across the system; individuals are trained and supported to
make optimal use of IT systems and information
 We are actively embracing technological advances where these can promote delivery of our
vision
 Buildings and facilities within our portfolio are shared by our integrated teams
WHAT ARE THE ‘ALWAYS ’ AND ‘NEVER’ EVENTS ?

We always:


















Put patients’ needs first within our care models
Provide the right care, first time, right time by right person
Deliver care with compassion, respecting at all times privacy and dignity
Deliver care consistently
Communicate with clarity, timeliness and purpose
Make decisions about patients with patients
Use diagnostics effectively for appropriate management of care, risk and decision making
Enable people so they are able to stay in their own home for as long as possible; support people
to ‘self-care’
Have an appropriate community response for timely identification and management of the
deteriorating patient including diagnostics and specialist opinions that together can avoid
admission
Re-able people so patients are able to leave hospital quickly and safely
Deliver seamless continuity in care
Come to work ready and willing to solve any problems we can identify (a philosophical shift)
Recruit, develop and retain the best staff; we are their preferred employer
Plan for the ‘bad days’
Match resources with evidenced need
Prioiritise safety and delivery of safe services over financial balance
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Share / alert partners to ‘system pressures’ not ‘organisation pressures’
Share / use one set of information that is the right set and which is accurate
Invest in technology that can be shown to increase quality and productivity
Test that we are delivering value for money
Be proactive and action oriented
Learn from our shared experiences constructively

We never:
Deliberately do harm
Duplicate effort
Make decisions that are not properly informed
Discriminate on any basis
Have unplanned admissions to hospital for patients with long term conditions
Assess patients for long term care in an acute setting
Use acute beds for recuperation
Have ‘bad days’ where spikes in activity create ‘avoidable crises’
Do anything as a last resort
Admit unless it is absolutely necessary for the patient; Admit for social reasons
Do something primarily for the income; compete for funding for organisational gain within the
system
 Create systems or pathways to serve organisational needs, over and above the needs of patients /
service users













WHAT SHOULD BE OUR T OP PRIORITIES FOR CHANGE? (THINGS THAT W ILL HELP PROVIDE SOM E
TRACTION FOR TRANSFO RMATION)

The following priorities for change were identified:
 Refining our vision and model for delivery built firmly on health AND social care
 Clinical leadership
 Agreeing key leadership messages and our ‘system team leadership approach’ to secure traction
for change; to drive mutual trust, commitment and consistency
 Refining our set of principles (see later) which will drive the way we all think and do things here
and which will provide a sound basis for transformation decisions and mutual governance across
the system
 Allocating and governing delivery of responsibilities across the whole system – holding each
other to account
 Development of clear processes for integrated service planning and associated allocation / shift
of resources across the system
 Joining up and enhancing our support / enabling systems: (such as Communications and IT);
Addressing IT blockages (both in terms of system development and system user development)
 Working with our staff and the public to enable them to understand and buy in to the vision and
align their behaviours to those required in an integrated system
 Implementing 24/7 service delivery
 Development and implementation of early intervention and admission avoidance strategies;
This should include the development of a single point of access to divert patients to appropriate
care settings
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 Addressing long standing operational blockages to system working to develop sustainable
solutions which work. For example, agreeing and committing to use standard systems for clinical
communication (systems, templates and timescales)
WHAT DOES ALL T HIS M EAN FOR OUR RESP ECT I VE ORGAN ISAT IONS

In this session colleagues were asked to consider the following four questions:





What are the implications of any changes we have described? What are the big strategic shifts?
Can we identify any unintended consequences which need to be mitigated?
Can we identify are potential barriers to the changes we have described?
How do we want to address these consequences and barriers to ensure we can make good
progress together?

BIG STRATEGIC SHIFTS

The following strategic shifts were identified:
 Care model emphasis: From bed based care towards more care in the community; enablement,
co-production, personal responsibility
 Organisation boundary shifts
 The need for CCGs to commission primary care in the same way as it does secondary care
 Resource shifts around the system: growth and retraction; need transformation fund and
incentives
 Shifts in the way we use and share our estate and facilities
 Cultural alignment between and within our organisations
RISKS AND UNINTENDED CONSE QUENCES

The following risks and potential, unintended consequences need to be understood and mitigated:
 Potential destabilisation of services, organisations and FT’s
 Potential sense of / actual loss of control with associated potential negative behaviours
 Variation in pace of change in different parts of the system need to be synchronised: We must
avoid flooding the third sector, engage them and commission from them as equal partners; we
must avoid overwhelming community facilities and resources as we shift activity out of the acute
sector
 Potential cost inflation of new service models – cost models need to be understood
 Implications for medical training
 Impact on staff morale and motivation levels linked to anxieties about the changes;
disenfranchisement of some sectors and individuals / teams
 Tensions between organisations and between staff working within our organisations as the
impact of changes is understood and realised
 Tensions between integrated care and specialist service models: balancing access to expertise
and time required to build trust levels and new clinical team configurations
 Potential for some vulnerable patient groups to be viewed as ‘less worthy’ when defining care
priorities and resource allocation
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 Potential for the media to present a negative spin on our plans and undermine our vision
 Increasing patient expectations beyond what we can deliver within the funds available

BARRIERS AND IDEAS T O OVERCOME THESE

The following barriers, with ideas for possible mitigation were identified:
 Perceptions of the local community and concerns about the changes, potentially leading to
opposition. For example the perception that ‘expertise is in the hospital’ and concerns about ‘is it
safe?’ – need to have a clear communication / consultation strategy to influence opinions in a
positive way; we need to keep messages simple and clear
 Cultural differences between our organisations; different ‘language’ – need organisation
development (OD) processes to align cultural differences (the way we think and do things round
here)
 Natural organisational and individual instincts for self-interest / self-preservation – we need to
put the patient centred care system over and above our individual and organisational priorities;
We need to develop internal, or commission partners with the right, skills and competencies to
help us deliver change
 Clinical leadership: We need to support, develop and nurture clinical leaders; need senior clinical
champions, supported by management
 Natural individual reactions to change (‘Not in my service’) - need to support individuals and
teams through their natural reactions to change
 Professional barriers: Specialist v generalist interests; GP v consultant; health v social care
 Unrealistic expectations – need to manage realism with ambition
 GP reactions: A sense that they are being asked to do more for less – need to refocus GPs from
making referrals to secondary care towards increasing access to alternatives in primary /
community care within a commissioning framework
 Paternalistic behaviours: Level of professional trust and ability of professionals to let go and
allow patients to self-care; knowing when not to intervene – Introduction of patient held records
could help here
 Funding: We need to pump prime transformation – we could establish a system wide transition
fund
 Anticipated difficulties in realigning budgets between FTs and between health and social care –
shared risk sharing and budget pooling opportunities might be explored
 Workforce flexibility such as constraints associated with terms and conditions – need to have
realistic plans to realign workforce, skills gaps, etc and recognise timelines required for changes
in T&C, TUPE, etc if required
 IT and other technology: We need a system wide approach and strategy; we should have one
electronic patient care record
 Risk management, risk ownership and accountability: We need to realign governance
arrangements
 Organisational and system wide process and system changes (transactional things) distracting
from the transformational effort
 Systems and process differences between organisations (and being wedded to how we do things
here) – need to align how we do things and commit to use standard / common systems

Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

89

AGENDA ITEM NO: WCCCGGB/13/07/15

 Power of the local organisations compared to the bigger system, for example: Competition
regulation – some of our proposals may be viewed and challenged as anti-competitive; level of
support from the LAT
 Lack of dedicated time and human resource for transformation: need to manage this as a
project with structure, realistic timelines and dedicated resource
 Potential negative media spin on what we are doing: We need to have a proactive media
strategy to promote the vision and the benefits. For example to talk not of a smaller hospital but
of stronger, more comprehensive, accessible services in local communities
B E C OM ING INT E R DE P E ND E NT : OP E R AT ING A ND C O O P E R AT ING – D E SC R IB ING O UR
EX P ECT AT IONS OF EA CH OT HER

In this session colleagues were asked to consider the following two questions:
 What key operating principles should drive the way we think and do things here?
 What does this mean in terms of the way we behave as organisations and leaders?
KEY OPERATING PRINCI PLES AND WHAT THESE MEAN FOR THE WAY BEHAVE

The following principles were identified to drive the way we think and behave:





















We have one shared vision, one strategy, one delivery plan
We focus on the patient in everything we do
We are outcome focused, rather than process focused
We co-operate / collaborate
We engage in debate / conflict to ensure we can really commit
We challenge constructively and appreciate achievement to continuously improve
We never rule anything out on the basis of self-interest; no vetoes
We are open (transparent) and honest with each other; We share information; we trust each
other to do the right thing
We plan our services jointly: integrated, system wide business planning (IBPs)
We value and respect professional expertise and opinions
We place patient and service safety before financial pressures
We plan our workforce jointly and construct our workforce / teams around patient needs and
care pathways
We engage our staff and our local public in our planning processes
We foster innovation and integration champions who can span boundaries and break down
barriers
We always communicate consistently, with clarity and in a timely fashion; we have a common
language (or become experts in our respective languages)
We always do what we say we will do
We put patient needs / the needs of our system before our organisation / individual needs or
wants
We stick to our plan and don’t allow ourselves to be deflected
We are decisive, together; We face up to difficult decisions; We are brave and don’t duck the
difficult decisions
We are action oriented; Any action is better than no action
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 We are prepared to take informed risks to innovate
 We learn from mistakes and actively transfer learning
 We only do things which directly or indirectly support delivery of our vision; we stop doing things
that don’t
 We hold each other to account against these principles (mutual governance)
CL OSING OB SERVATIO NS AND M ES SAGES FROM EX ECUTIVE COL L EAGUES

Mark Palethorpe (Director of Strategic Commissioning, Cheshire West and Chester Council)
reflected how useful and stimulating he had found the workshop and took the opportunity to note
that despite substantial cost saving expectations the Local Authority was not about ‘shunting costs’ to
other organisations. He impressed the importance of engaging staff to win hearts and minds, to be
innovative in finding solutions and to make sure that as a result of the workshop we do something
tangible so people can see a difference. He added that whatever we do must be purposeful and not
just ‘window dressing’.
Sheena Cumiskey (Chief Executive, Cheshire and Wirral Partnership NHS FT) expressed how she was
feeling a huge sense of common purpose and shared values; how delighted she was to see so many
clinicians engaged in the process and keen to continue shaping this work. She emphasised the
importance of defining ‘what we must do together next’ and how this must include engagement with
our staff and local public to create ‘social movement’ and a real sense that ‘we can do this’.
Tony Chambers (CEO, Countess of Chester Hospital NHS FT) shared what he thought should be some
of the key distinctive characteristics of our integrated system as things like: clear access routes to
services, care navigation, population needs based planning, using IT and information well and strong
clinical leadership. He emphasised that the ‘West Cheshire way’ should make us distinctive and
reflected the necessity to reorganise to deliver the vision; the challenge is exciting and the
opportunities are huge; we have a lot going for us locally (such as coterminous CCG boundaries and
strong provider organisations) so we should now be prepared to push ahead with this together.
Alison Lee (Chief Executive, West Cheshire CCG) added the need to carefully describe the West
Cheshire way and make our vision and desired end point absolutely clear to all our stakeholders. She
emphasised the importance of strong leadership to make this happen and committed to work with
colleagues to ensure momentum from this event.
WHAT NEXT

Mark, Sheena, Tony and Alison are due to meet on Thursday 9 th May and at that meeting they plan to
draft a proposed work programme based on the discussion recorded above. This programme will
distil the discussions and give emphasis to the key elements of the strategic direction for discussion in
the participant organisations.
We all need to be clear what the “West Cheshire way” is. It is critical that the strategic direction feels
real to our clinicians. Dr Huw Charles-Jones is going to lead a small group of clinical leaders to build
on this work to articulate how the health and social care system will be different in 3-5 years’ time
and how we will know we have been successful.
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Support for this will enable practical progress to be made over the coming months which will be
reviewed at a further meeting of those invited to this meeting on Thursday the 25 th July 2013.
Thank you for your energy and input into the day- the start of what we hope will be an exciting
journey that will secure the future of health and social care in West Cheshire.
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May 2013

Clinical Senate
23 May 2013

In May the discussions of the Senate continued to examine themes of integration.
These discussions picked up f rom the work of the wider Clinical Senate which met
in April 2013.
Summary outputs following the joint meeting held on 25th
April 2013
The group reviewed the discussions which took place at the April wider meeting and
reflected on how to translate the good intentions expressed in the summary
document into something more practical. It was suggested that the smaller group of
clinicians who have been nominated to build on this work need to consider how to
make the “West Cheshire Way” seem real, there needs to be agreement on whether
this term describes a kind of care pathway or whether it is more of an ethos or value
set.
The group discussed what form this could take; whether it could be an operational
framework, or a collection of 4 or 5 principles which can be checked against whether
you are in primary, secondary or community care.
There is a danger that this could duplicate intent ions set out in the NHS
Constitution, or more locally, as part of the Altogether Better Cheshire programme. It
was agreed that clarity is needed on how the “west Cheshire way” aspiration can link
with the wider work across the public sector to generate a vision for public services.
The Senate recommended that pace will be needed to put some detail onto the
admirable aspirations of the West Cheshire Way work, this needs to provide a
practical framework for how organisations are going to work together and clarity is
needed to ensure that it does not overlap or contradict Altogether Better Cheshire
work.
Integrated Provider Hubs
Lesley Singleton, Andy Cotgrove and Cathy Walsh presented to the Senate an
update on the integrated provider hub (sometimes called programme budgeting)
funding model which is about to start being piloted for mental health services. They
out lined the principles of the integrated provider hub model and shared lessons
learned during the development process.
The key principles of this approach are:
1. It is all designed around the patient
2. It is method of relating clinical pathways to the money spent on them In order to
begin an integrated provider hub approach there is a need to understand how much
money is spent on that service area (the “programme budget”). Whilst a lot of work
has gone on to understand exactly how much is spent on mental health services in
west Cheshire a pilot can begin with a certain amount of defined uncertainty if there
are complex issues remaining.
Indeed, to start with, some level of uncertainty is common with this kind of
approach.
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Once the available
May
2013budget is understood, work is then done by the clinicians involved
in the pathway (through the integrated provider hub) to redesign the care pathways
around the needs of the patient. The aim is that, by looking at the budget in a holistic
way, investment can be shifted from the parts that add the least value to those that
add the most. When outcomes are clearly defined this should allow professionals to
influence the pathway beyond their own organisation and to shift investment to
reflect this.
Risks and challenges to this approach were identified; this cannot be used to mask
problems if service areas are significantly underfunded. Embarking on a programme
budgeting mapping exercise needs a significant amount of trust on the parts of both
the commissioner and provider to share detailed financial information and to
understand how much services cost to run.
Similarly the pathways have to be clearly defined, if more clinical areas start to look
at an integrated provider hub model there is a risk that small, defined groups of
patients could end up in “islands” of exclusions between programme budgeting
topics.
The challenge put to the Senate was to consider other pathways and service areas
which could explore this contracting model. The recommendations from the groups
where:
1. Urgent care
2. Maternity and women’s health (possibly alongside the Altogether Better Theme on
children and families?)
3. Learning difficulties
4. Respiratory conditions
5. Muscular skeletal conditions
Integrated Early Support – Altogether Better model
The Altogether Better team leading on the “Starting Well” programme attended the
Senate in February to explain the programme. The team were invited back to the
Senate in May to give an update on their work.
Ali Stathers-Tracey (Programme Manager) explained that the work is now termed
“Early Support” rather than “Starting Well” and reminded the Senate of the three
main workstreams:
1. Access teams
2. Case management
3. Domestic violence
The access teams have now been recruited to, and this includes an NHS clinician
with an understanding of safeguarding (a joint appointment with Cheshire and Wirral
Partnership Trust). This reflects the concerns the Senate raised in February that
there is a need for health service involvement in these teams.
The teams are due to have a “soft launch” in July/August and services will be fully
briefed on how to refer to on. The access team will not deliver services or case
manage but will provide a signposting and information service.
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The case management
May
2013 multi-disciplinary teams are also due for a soft launch this
summer. Some of the teams will be physically co- located in children’s’ centres whilst
others will operate as virtually integrated teams. The model of case management
means that these teams will be working out in the community rather than working at
their base.
Dave Jones from Cheshire Police talked about the innovative interventions being
introduced to deal with domestic violence in a more holistic fashion, including looking
at preventative interventions.
The West Cheshire Clinical Senate is a monthly meeting of local health and social
care leaders. The role of the group is to act as an expert advisory body to local
organisations on strategic clinical issues.
These reports of its discussions are disseminated widely to inform and guide local
service delivery and commissioning I f you would like to know more about the
Clinical Senate or would like to be added to the distribution list for these reports
please contact :
Jenny Dodd
Jenni fer .dodd@nhs.net
01244 650352
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NHS West Cheshire Clinical Commissioning Group
May 2013
Audit Committee Minutes Thursday, 4th April 2013

Held in Meeting Room D, 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)
Clare Dooley (CD)
Steve Connor
Roger Causer (RC)

Chief Finance Officer
Audit Manager, Mersey Internal Audit Agency
Corporate Affairs Manager
Audit Manager, Mersey Internal Audit Agency
Deputy Head of Counter Fraud, Mersey Internal
Audit Agency
External Auditors
Information and Corporate Governance Manager
(CWW, Commissioning Support Unit)
Independent Governance Consultant
Business Administrator

Alan Rawling (AR)
Suzanne Crutchley (SCr)

Clare Jones (CJ)
No.

Item

Action

A.

Welcome, quoracy and apologies for absence
David Gilburt welcomed everyone to the meeting and noted that the
meeting was quorate. Apologies were noted from Pam Smith and
Robin Baker.

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 1st February 2013
The minutes of the Audit Committee meeting held on 1st February 2013
were accepted as an accurate record and signed by David Gilburt, with
one amendment:
•

D.

Alan Rawling is to be removed from ‘In attendance’ and Mike
Whitely is to be inserted.

Action Tracker from Audit Committee held on 10th December 2012
and 1st February 2013
AC12/11/11

AC/13/02/22

Draft Scheme of Reservation and Delegation
Section 5: Human Resources and Organisational
Development – A final cross check is to be
undertaken on the Terms of Reference, and then
this will be presented to the Governing Body
meeting in April 2013, for approval.

GJ

Clare Dooley to purchase a fax machine for the
Clinical Commissioning Group office. Due to office
moves within the 1829 Building, a fax machine
will now be sourced from surplus equipment.
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No. 2013
May
AC/13/02/23

AC/13/04/30

Item

Action

Clare Dooley to ensure the Governing Body
Assurance Framework is scored at the Informal
Governing Body meeting on 21st February 2013 and
presented to the Formal Governing Body meeting on
18th April 2013. This item will be returned to the
Audit Committee at the next meeting following
the Formal Governing Body meeting.

CD

Information Governance Report
Gareth James noted that West Cheshire Clinical Commissioning Group
is now compliant with the Information Governance Toolkit and thanked
Suzanne Crutchley for her support with this work, and thanked Clare
Dooley for the work and effort and she has provided.
Suzanne Crutchley provided an update to the Committee, and the
following points were noted:
• Compliance with training has been achieved
• Information Asset Register – there is minimal physical risk
associated with this
• Data Flow Mapping – there is minimal risk associated with this
• West Cheshire Clinical Commissioning Body is now registered
as the Statutory Body
• Work in relation to the Caldicott Guardian has been completed
• Level 2 Compliance – The Governing Body has adopted the
plans and policies, and clauses will be included for 2013/14. An
action plan will be set to maintain position at Level 2. However,
new requirements are scheduled to be published in July 2013,
and the aim will then be to reach Level 3.
Fair processing notices are now available on the West Cheshire
Clinical Commissioning Group website
Business Continuity (Information Technology) is now in place
and an independent audit has been undertaken by Mersey
Internal Audit Agency.
All Information Governance evidence will be refreshed/reviewed
in January 2014.
• The Information Governance return was submitted on the 28th
March and a response is expected in late April 2013.
Suzanne Crutchley thanked Gareth James and Clare Dooley for their
help in completing this work.
The Chair queried whether Mersey Internal Audit Agency is satisfied
with the report and Steve Williams responded that assurance has been
provided, and gave a brief update to the Committee.
The Chair queried, should an incident occur, where this would be
reported to.
Gareth James responded that an incident reported on Datix, through
West Cheshire Clinical Commissioning Group’s Intranet, this will be
picked up by the Customer Solution Centre of the Commissioning
Support Unit, and Suzanne Crutchley will automatically be notified.

Minutes of Governing Body Sub-Committees
NHS West Cheshire Clinical Commissioning Group Governing Body Meeting
th
18 July 2013

6

No. 2013
May

Item

Action

Suzanne Crutchley noted that the incident would then be included
within the monthly Head of Client Operations Report, under the
Incidents section, which would then be brought to the Audit committee
meeting. The Chair noted that it is reassuring to have this process in
place.
The Audit Committee noted that the Information governance
Toolkit submission was made on the 28th March 2013, and that the
Clinical Commissioning Group is compliant.

AC/13/04/31

Scheme of Reservation and Delegation
Gareth James explained the background to this document and provided
further information. It was noted that the document has been presented
at the Membership Council, and Mersey Internal Audit Agency has
undertaken work to provide additional assurance.
The key changes within the document were discussed, and the
following amendments were agreed:
• Section 5.9 – the narrative/reference to "clinical networks" is to
be removed from the "Responsible for..." column.
• Section 3.6 is to be cross referenced against Table C, Section K
(Virement) in relation to "significant impact"
• Table B, Item 2 – Approval in relation to Bank Accounts/Cash is
to be sought from the Governing Body at the meeting on the 18th
April 2013.

GJ
GJ
GJ

GJ

Mersey Internal Audit Agency is to be requested to review West
Cheshire Clinical Commissioning Group’s working against the Scheme
of Reservation and Delegation in Quarter 2, and a report is to be
presented at the December meeting of this Committee.
To be inserted on the 2013/14 Audit Committee workplan.

CJ

The Audit Committee will request that this revised document is
approved at the next meeting of the Governing Body on the 18th April
2013.

GJ

The Committee agreed in principle, with amendments noted above,
to approve the policy and to request the Governing Body to
approve the policy.
AC/13/04/32

Assets and Liabilities Transition Update
Gareth James explained the background to this issue and provided an
update to the Committee.
A robust process has been undertaken in relation to this work, working
closely with the NHS England Area Team and Hill Dickinson. The most
important issue was to capture all assets and liabilities and to agree
where responsibility would be transferred to. Appendix 1 shows that
West Cheshire Clinical Commissioning Group will be responsible for a
range of items. There are currently no key issues and the Governing
Body will be asked to note this document at the meeting on the 18th
April 2013.
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GJ

No. 2013
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Chris Hannah queried which organisation is responsible for overseeing
this piece of work and Gareth James responded that the Primary Care
Trust (Cluster NHS Commissioning Board) held responsibility. Chris
Hannah which organisation had provided third party scrutiny and Gareth
James noted that this had been provided by NHS Commissioning
Board, West Cheshire Clinical Commissioning Group and the Primary
Care Trust, and legal advice was also sought.
Gareth James noted that there is one liability to be noted, which is the
provision for Continuing Health Care. The financial provision has not
yet been decided, and this remains as both a concern and a risk.
Whatever is put in to the current document will not be accurate, and will
be reviewed at a later date.
Steve Connor noted that this is a common issue for all Clinical
Commissioning Groups.
The Chair noted that the document does not mention the lease for the
occupancy of the 1829 Building, and feels that this should also be
recorded, as this is an asset/liability that West Cheshire Clinical
Commissioning Group will inherit. Gareth James noted that there is
further work to be undertaken in relation to the Transfer document.
Discussions took place in relation to the licences for PC Software and
Licences, and Gareth James noted that it is expected that these will
transfer to the Commissioning Support Unit, but clarity will be sought in
relation to this.
The chair queried whether Mersey Internal Audit Agency is satisfied
with the process being undertaken and Steve Williams responded that,
as far as it is possible, they are.
The Committee noted the process that has been followed and will
recommend that the NHS West Cheshire Clinical Commissioning
Group Governing Body notes the receipt of the assets and
liabilities listed in appendix A.

AC/13/04/33

Continuing Healthcare Review Assignment Report 2012/13
(Cheshire and Merseyside Commissioning Support Unit)
Steve Williams explained the background and information, noted that
this piece of work has been undertaken with Neil Ryder of the
Commissioning Support Unit. Client assessment and restitution cases
are trailing behind their target timescales, and this work does not
include Warrington Primary Care Trust. The following points were
noted:
• The client assessments were not well managed in October
2012, but the backlog has now been reduced by 50%.
•

West Cheshire Clinical Commissioning Group is performing well
against other Clinical Commissioning Groups.

•

There are 1500 restitution cases, which may have a potential
claim, and the process for managing these cases has been
considered.
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•

There has been a shortfall for the assessment model. This has
been considered and there is now a model, which will help to
manage assessments, which uses average cost, average length
of stay and average placement costs. These cases are now
progressing.

•

It will be necessary to reconcile Broadcare to the Ledger, but
this is not considered a significant issue.

•

It has been recommended that all reports to the Clinical
Commissioning Group, from the Commissioning Support Unit,
should have a commonality.

The Chair noted that this report has provided significant assurance that
these cases are progressing. However, the report mentions that there
are clinical and safeguarding issues, which is not reassuring. Steve
Williams noted that Mersey Internal Audit Agency also take this view.
However, this review is more focused on the financial aspects of the
issues associated with restitution and assessment cases.
The Chair queried the strategy for reviewing assessments and Steve
Williams responded that extra assessors have been added, and the
priority of assessment has been given to Continuing Health Care, and
explained why Mersey Internal Audit Agency feels able to provide
assurance.
Chris Hannah queried whether the inclusion of additional assessors is
sustainable, or whether this is a ‘one-off’ effort to clear the backlog of
assessments. Steve Williams responded that the addition of assessors
is intended to greatly reduce the backlog, but that there are added
physical resources which will continue to reduce the backlog.
The Chair queried whether work has commenced on the overdue
assessments, as ideally, it would be desirable to have a target of three
months for Continuing Health Care and Funded Nursing Care
assessments. Steve Williams responded that Continuing Health Care
assessments have been prioritised over Funded Nursing Care
assessments, as that is where the greater risk is to the Clinical
Commissioning Group. Gareth James noted that this has been
discussed as part of the Service Level Agreement with the
Commissioning Support Unit. There are a considerable number of
restitution cases and, once assessments have been stabilised,
timescales will be agreed with the Commissioning Support Unit and an
update will be brought to a future meeting of this Committee at the end
of Quarter 1.
Discussions took place and the following points were agreed:
•

This issue is to be raised at the Quality Improvement
Committee

•

This issue is to be prioritised for review by Mersey Internal
Audit Agency in Quarter 1, instead of Quarter 2 as initially
planned.
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Draft Anti-Fraud Plan 2013/14
Roger Causer explained the background to this issue and provided an
update to the Committee. The 2013/14 plan is based on the Trust
model, as additional information is currently awaited, and explained the
differences between the two models. It is expected that a review of this
model will be undertaken during October 2013.
There are four areas of activity, which were briefly outlined, and it was
noted that the Anti-Fraud Policy will be brought to this Committee in the
future. Details of fees were provided and briefly discussed.
The Chair queried whether there are any on-going investigations that
will be inherited by West Cheshire Clinical Commissioning Group and
Roger Causer responded that there are currently a number of
investigations underway, but there is one that may be referred to the
NHS England Commissioning Board.
Discussions took place in relation to the number of days provided by the
annual fee and Roger Causer noted that 25 days are provided for.

AC/13/04/35

2013/14 Audit Committee Workplan
Gareth James provided a brief overview to the workplan and highlighted
that the Clinical Commissioning Group Annual Accounts will be brought,
in June 2013, to this Committee to discuss any remaining legacy
issues.
Discussions took place as to the number of attendances required by the
Mersey Internal Audit Agency Counter Fraud Officer. It was agreed that
the Counter Fraud Officer will attend at three meetings per year, unless
otherwise requested to attend.
It was agreed that the revised Workplan will be brought to the June
Committee for sign-off.

AC/13/04/36

External Audit Update – March 2013
Alan Rawling provided the background to this document and the
following points were noted:
•

The appointments have been ratified and a letter should shortly
be received to confirm that ‘Grant Thornton’ will be the Auditors
for West Cheshire Clinical Commissioning Group. Alan Rawling
and Robin Baker will be the Grant Thornton representatives at
this meeting.

•

The cost to West Cheshire Clinical Commissioning Group will be
£70,000, and a fees letter will be forwarded.

•

The 22nd April 2012 is the deadline for the Primary Care Trust’s
financial accounts. Grant Thornton will audit these accounts to
meet the deadline of 9th June 2013. The final accounts will then
be progressed to the Cluster Audit Committee.
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The Chair noted that he would like to attend at the Cluster Audit
Committee when the accounts are presented and it was agreed
that Gareth James will forward this request to Cheryl Bailey, the
Chair of the Cluster Audit Committee.

The Committee noted the information contained within the
External Audit Update.
AC/13/04/37

Internal Audit Plan 2013/14
The Internal Audit Plan was discussed and Steve Williams noted the
following points:

•
•
•
•

This is a work in progress, and is a risk based assessment
Consideration has been given to the Assessment Framework
and Risk Registers
A general figure has been provided, which is deemed to be a
reasonable assessment
It will be necessary to have an agreed plan in place

Discussions took place in relation to the weighting of fees and Steve
Williams provided these details. In relation to the plan, there is a fixed
fee of £320 per day, while work carried outside of the plan has a
different figure, and there is flexibility within the plan for in-year
contingencies.
It was agreed that a discussion in relation to ‘Complaints’ will be
required, as it may be necessary for work in relation to this issue to be
brought forward.

GJ

The Committee noted the information contained within the Internal
Audit Update and will recommend to West Cheshire Clinical
Commissioning Group Governing Body and Senior Management
Team that this plan is approved.
AC/13/04/38

Audit Committee Terms of Reference
One amendment was noted to the Audit Committee Terms of Reference
- 5b) Reference is to be made in relation to the attendance of the
Counter Fraud Officer.
The Committee noted the Terms of Reference and will recommend
to West Cheshire Clinical Commissioning Group Governing Body
that these are approved.

AC/13/04/39

Review of Community Services
Gareth James provided the background to this issue and noted that
permission will be been sought, from the West Cheshire Clinical
Commissioning Group Governing Body, for a complete review of
Community Services to be undertaken. It is intended to request an
independent company to undertake this review, and the projected cost
for the review is expected to be in the region of £60,000-£70,000.
Therefore, a full tender is not required.
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West Cheshire Clinical Commissioning Group governing Body will also
be requested to waive the requirement for three quotations to be
submitted for this review.
It is intended that the review will consider the integration of services
between Primary, Secondary and Community Care, and that the final
report will be available after the summer months.
The Committee agreed that this proposal should be made to West
Cheshire Clinical Commissioning Group Governing Body, for
approval.

AC/13/04/40

AC/13/04/41

Any other business
It was agreed that private meetings between Auditors and Lay Members
will take place at the end of each Audit Committee meeting, if required.

Date of next meeting:
10.00am – 12.00pm
6th June 2013
Conference Room D, 1829 Building.

Signed by ………………………………………….……… (Chair of Audit Committee)
Date: …………………………………….
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