AGENDA
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
Date / Time

Venue

Chair

Meeting No.

Thursday 6th June
2013, 14:00 – 17:00

Midddlewich Community Church
34-36 Brooks Lane, Middlewich
CW10 0JG

Dr Andrew Wilson

2

No.

2.1

2.2

2.3

2.4

Business
Subject

Topic

Lead

Time
Slot

Reports/
Verbal

2.1.1

Apologies for Absence

Chair

14:00

Verbal

2.1.2

Minutes of the meeting held on
Thursday 4th April

Chair

14:00

Attached

2.2.1

Declaration of Interests

Chair

14:05

Verbal

2.2.2

Remuneration Committee

G Bruce

14:10

Attached

2.2.3

Severance Payments and
Whistleblowing

S
Whitehouse

14:15

Attached

2.2.4

Caldicott Guardian

Chair

14:25

Verbal

2.2.5

Governing Body Closed Session
Proposal

Chair

14:30

Attached

2.2.6

Ambulance Service Update

S Tatham

14:35

Attached

2.3.1

Chief Officer’s Report

S
Whitehouse

14:40

Attached

2.3.2

Programme Board Report

F Field

14:50

Attached

2.3.3

Locality Reports
• Nantwich
• SMASH
• Crewe

A London
M Tate
M Freeman

15:00

Verbal

2.4.1

Quality Report

S Cooke

15:10

Attached

2.4.2

Safeguarding Annual Report

L
Ratapana/M
McGrath

15:30

Attached

Committee
Management

Governance

Business

Quality &
Performance
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CIRCULATION LIST

Name

Organisation

Dr Andrew Wilson
Dr Michael Freeman
Dr Annabel London
Dr Michael Tate
Dr Andrew Spooner
Graham Bruce
John Clough
Diane Noble
Judith Thorley
Simon Whitehouse
Fiona Field
Lynda Risk
Attendees
Jo Vitta
Jenny Underwood

NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS South Cheshire CCG
NHS SC/VR CCGs
NHS South Cheshire CCG
NHS SC/VR CCGs

Clinical Professional
Clinical Professional
Clinical Professional
Clinical Professional
Clinical Professional
Lay Member
Lay Member
Lay Member
Executive Nurse
Chief Officer
Director of Partnerships & Governance
Chief Finance Officer

NHS SC/VR CCGs
NHS SC/VR CCGs

Governance & Business
Administrator

MEETING SCHEDULE
2013-14
Apr

Date
Time
Venue

04-04-13

May

Jun
06-06-13

July

Membership Category

Aug
01-08-13

Sept

Oct
03-10-13

Committee Quorum

The committee will be
quorate when one lay
member, three clinical
members and one
executive are present

All Meetings
All Meetings
Nov

Dec

Jan

Feb

Mar

05-12-13

NHS South Cheshire Clinical Commissioning Group: NHS South Cheshire Governing Body – 2013-06-06

2
2 of 302

MINUTES

Reporting Period 2013-14
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DATE/TIME

NHS South Cheshire CCG Governing
Body Meeting

th

Thursday 4 April
2013, 14:00

VENUE

Eagle Bridge Health
& Wellbeing Centre,
Crewe

MEMBERSHIP
Present

Name

Organisation

Membership Category






Dr Andrew Wilson
Dr Michael Freeman
Dr Annabel London
Dr Mike Tate

NHS SC CCG
NHS SC CCG
NHS SC CCG
NHS SC CCG

Clinical Professional
Clinical Professional
Clinical Professional
Clinical Professional



Dr Andrew Spooner

NHS SC CCG

Clinical Professional





Judith Thorley
Diane Noble
Graham Bruce

NHS SC CCG
NHS SC CCG
NHS SC CCG

Clinical Professional – Nurse
Lay Member – PPI
Lay Member – Audit



John Noble

NHS SC CCG

Lay Member – Audit



Simon Whitehouse

NHS SC & NHS VR CCGs

Chief Officer



Fiona Field

NHS SC CCG

Partnerships & Governance



Lynda Risk

NHS SC & NHS VR CCGs

Chief Finance Officer

Committee Quorum

A meeting will be
quorate if one lay
member, three
clinical members and
one executive are
present.

Presenters

Sue Cooke
Katie Whitehead
Robert Morrison
Neil Paul
Steve Tatham
Minute Taker



Jenny Underwood

NHS SC & NHS VR CCGs

Ref

Discussion & Action Points

Apologies For Absence
1.1.1

No apologies had been received.
Minutes of Previous Meetings

The minutes of the NHS South Cheshire CCG Governing Body meetings held on Thursday 7th
February 2013 and Thursday 24th March 2013 had been circulated in advance of the meeting.
No points of accuracy were raised and the minutes of both meetings were agreed.
1.1.2

AW noted that the matter of identifying a new Caldicott Guardian had not been raised at the last
Membership Council meeting, so Neil Paul remained in the role for the time being. Volunteers
would be sought at the next Membership Council meeting.
It was Agreed:
•
•

To approve the minutes of 7th February and 24th March 2013.
To seek a volunteer for the role of Caldicott Guardian at the next
Membership Council meeting.
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Chief Officer’s Update

This item had not been included in the agenda, however it was considered important to
receive an update from the Chief Officer at this point in the meeting.
Authorisation
SW confirmed that, as of 1st April 2013 NHS South Cheshire Clinical Commissioning Group
was authorised and therefore a statutory body.
He noted that there was one condition still attached to this – the appointment of a secondary
care doctor to the Governing Body. This is unchanged from previous updates to the Governing
Body, except for the level of support being given to CCGs to fulfil this condition, which has
been increased to level 4 from level 1. This reflects the large number of CCGs who are still to
appoint to this role nationally and legal advice taken by the National Commissioning Board.
The Management Team is working with the Local Area Team (LAT) and whilst it is
acknowledged that the role has been out to advert and that there are difficulties around the
1.1.3 regulations, there is increasing pressure to fill the role.
NHS 111
NHS 111 had been given a ‘soft’ launch 2 weeks previously. There were a number of issues
around this, leading to the provider not being able to deliver the service as proposed. Risk
assessments had been carried out in advance, and the provider met all the criteria measured.
With the focus on safety and quality of care, the CCG made the decision to ask the out of
hours provider to take the calls back. It was acknowledged that this was far from acceptable
for all concerned, foremost patients, but also providers who had to reinstate their out of hours
services and SW apologised for the inconvenience. He anticipated a period of at least four
weeks, working with colleagues from other CCGs in the Northwest and the provider of NHS
111 to understand what happened, why and what measures can be put in place to ensure this
does not happen again at relaunch.
A meeting of CCG Chairs has been called to discuss this issue specifically and try to find
solutions and ensure the service is robust and able to deal with the demands placed on it.
Forward Committee Planner
1.1.4

The Forward Committee Planner 2013-14 had been circulated in advance of the meeting.
It was explained that it mapped out papers to be presented to the Governing Body throughout
the course of the year and had been circulated for information.
Declaration of Interests

1.2.1

There were no declarations of interest not previously declared, or relating to items on the
agenda.

Risk Assurance Update

The Risk Assurance Update had been circulated in advance of the meeting.
1.2.2

FF noted that the report had also been presented at the Governance & Audit Committee
meeting the previous week, where it had been looked at in detail on behalf of the Governing
Body.
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FF highlighted a Mersey Internal Audit (MIAA) report on risk assurance processes and
recommendations for tightening procedures and processes. An updated risk assurance
framework and risk register will be brought to the Governing Body in due course following
revision according to the audit recommendations. The main recommendations were around
ensuring risk was threaded across the organisation and that individual managers take
ownership of their own risks.
A&E Risk
SW highlighted that the yearly A&E target had been achieved by MCHFT. SW thanked staff at
both MCHFT and the CCG for their hard work to achieve this. This was highlighted specifically
because, whilst at a CCG level the target had been met, the CECPCT footprint had failed the
annual A&E target because of performance at East Cheshire Trust over the year.
It was noted that A&E targets should remain on the risk register and be updated to reflect the
on-going monitoring position.
It was Agreed:

•

To present the updated risk assurance framework and processes to
the Governing Body once finalised.

Whom

When

FF

Aug13

Quality Report

The Quality Report had been circulated in advance of the meeting.
Sue Cooke, Clinical Quality Manager, joined the meeting to present the Quality Report. She
explained that the data was for January-February 2013.
She highlighted key points from the report including:
• Processing of professional concerns – highlighted as a risk. A lot of work has been
done to ensure that all professional concerns are addressed and that future concerns
are responded to in a timely manner. It was suggested that the system of reporting
professional concerns be ‘relaunched’ to remind clinicians that the tool is there and
that feedback will be provided to each concern. SC suggested that a bulletin be
provided to the Membership to highlight trends and responses to concerns. It was
agreed that a quarterly bulletin would be helpful.
• Root Caused Analysis outcomes were highlighted as a new feature of the report.
Lessons learnt and the value of the RCA were noted.
1.3.1

It was noted that following feedback from that last meeting the report was more visual and
included graphical representations of the figures. SW commended the progress and hoped
that work with the CSU would continue to further improve the quality of the information in the
report.
JT commented that it would also be useful to hear about what has gone well, as well as the
complaints and concerns.
AL requested that primary care data be included. SC is working on this, however there are
some difficulties in obtaining this data. The Quality team are aware this is a gap, but hope to
resolve the issue shortly.
It was noted that most RCA information was from MCHFT, however there was less information
on RCAs from other providers. The Quality team are addressing this and building relationships
with the other providers.
AL commended the report and noted the amount of work involved in producing this.
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It was Agreed:

•
•

Whom

To produce a quarterly bulletin on professional concerns for
Governing Body and Membership Council
To look at relaunching the professional concerns template to
encourage use by GPs and highlight the improvements to
the system

When

SC

Francis Report

A briefing paper had been circulated in advance of the meeting.
Katie Whitehead, Clinical Project Manager, joined the meeting and explained that the attached
report summarised the main recommendations of the Francis Report.
She highlighted the latter part of the report outlining the CCG’s proposed response to the
Francis Report. The proposal is to hold a series of development workshops starting with the
Membership Council, but also including other areas of the organisation, to put together an
organisation wide response. The aim of doing this is to produce a much more comprehensive
response. She anticipated carrying out these workshops during April and May with a detailed
response ready by mid-June.
GB asked about the providers’ response. It was felt that the CCG should ensure their own
response is in place and the providers would be doing the same and would report into the
1.3.2 CCG and this would be monitored at Quality meetings.
There has been no national response as yet. A period of listening and reflecting seems to be
being advocated, rather than a checklist exercise.
JT felt that the planned workshops were absolutely the right response and urged that patients
and the public were included from an early stage. KW confirmed that she was working with
Lauren Connah, the Public Engagement Manager to ensure this happens.
It was Agreed:

•
•
•

Whom

When

To agree this plan of action
To set up a series of workshops starting with Membership
Council
To report back to the Governing Body in June or July.

Finance & Contract Report

The Finance & Contract Report had been circulated in advance of the meeting.
LR highlighted key points from the report, including:
• Specialist Commissioning. Changes are still on-going around the baseline allocations.
New information had been received the previous day which needs to be analysed to
understand the impact.
1.3.3
• The uncertainties around Specialist Commissioning have meant that provider contracts
have not yet been signed. The CCG is unwilling to commit to contracts that it may then
not be able to afford.
• The CCG is still in financial surplus for 2012-13 and this surplus has gone to support
the PCT. It is believed that PCT will meet its control total for 12-13 because of this.
It was acknowledged that this position is not ideal, however SW assured that work is
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happening to ensure this is resolved as soon as possible. The national position is constantly
changing which means that there is an understanding amongst all involved why the contracts
had not yet been signed. It was hoped that contracts would be signed within a matter of
weeks.
It was Agreed:

•

Whom

When

To note the risk to the baseline of the uncertainties around
specialist commissioning.

NHS Performance Tracker

The Performance Tracker had been circulated in advance of the meeting.
LR explained that this report showed the key indicators and that for 2013-14 the report would
look somewhat different being on a CCG basis rather than a PCT footprint.
1.3.4

AW requested that progress against the items in the report be included. FF agreed to look into
this.
It was Agreed:

•

Whom

When

To look into including information on progress in summary
form as part of the report.

CSU Update

SW updated the Governing Body on progress with the SLA with the CSU. He confirmed that
this had now been signed within the mandate given by the Governing Body.
1.3.5

A significant change to the SLA is that finance provision had been taken out of the contract
and brought in-house.
The termination clause has been clarified.
KPIs have been agreed, but are ‘in transition’ and will be reviewed.

HR Policies

The HR policies had been circulated in advance of the meeting.
FF explained that these policies were the first in a series of policies that would be coming to
the Governing Body for approval.
These first policies did not involve any contractual changes or terms and conditions for staff,
so could be brought for approval without full consultation.
1.3.6

It was noted in the sickness policy that staff were advised to obtain a sick note from their GP if
they became ill whilst on leave, however it was noted that this should only happen after 7 days
of sickness, not as a matter of course.
Small typographical points of accuracy were also highlighted for amendment.
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It was Agreed:

•

Whom

When

To accept the HR policies, having noted the amendments
suggested.

Equality & Diversity

The Equality & Diversity Update had been circulated in advance of the meeting.
FF explained that equality and diversity was now the CCG’s statutory responsibility and this
report gave an overview on progress in this area. Part of this responsibility involves reviewing
the CCG’s performance. FF felt that the CCG had done better than had been expected across
the four objectives measured.
FF highlighted the recommendations and explained that she would be taking these forward on
behalf of the CCG, working with the shared management team.
1.3.7

It was noted that the new CCG website had been updated and had gone through all visual
impairment testing. In addition, it was confirmed that a loop system had been purchased and
would be in use at future meetings.
SW requested that the rooms used for the Governing Body meeting be reviewed to ensure
that they are accessible to all members of the public.
FF noted that Diane Noble is the Governing Body equality and diversity champion.
It was Agreed:

•
•

Whom

When

To note the report
To agree the objectives as outlined in the report.

Annual Plan/Plan on a page

The plan on a page had been circulated in advance of the meeting.
1.4.1

FF explained that the plan on a page had been submitted to the LAT the previous week. A
fuller plan would sit behind this and would be brought to the Governing Body in due course.

Restructure Proposal

It was felt that there was more value in this being discussed between both South Cheshire and
Vale Royal Governing Bodies together to allow decisions to be made effectively and
efficiently. This discussion would also involve the MoU between the two CCGs and the
financial position. Therefore, it was agreed that a meeting would be arranged between the two
1.4.2 Governing Bodies.
It was Agreed:

•

To arrange a meeting between South Cheshire and Vale
Royal Governing Bodies

Whom

When

JU

ASAP

MoU – Joint Working Arrangements
1.4.3

See above
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It was Agreed:

•

Whom

When

To arrange a meeting between South Cheshire and Vale
Royal Governing Bodies

IT Strategy

The IT Strategy had been circulated in advance of the meeting.
Robert Morrison and Neil Paul joined the meeting to present the finalised strategy.

1.4.4

RM talked through the structure of the report and explained the key points included. He
stressed the strong links to the business strategy and traceability to business goals. In
addition, this is a living document and must be continually updated as priorities change. Links
with hospital systems is also key and it is important to share the strategy with all our strategic
partners.
It was queried how the CCG could own the hospital IT provision. RM felt that working as
‘islands’ is not effective and IT needs to enable collaborative working. It is up to the CCG to
guide providers around functionality and ensuring systems talk to each other, rather than
dictating which system to buy.
It was Agreed:

•
•

Whom

When

To accept the strategy
To circulate to partners

Ambulance Report

A report on the Ambulance service had been circulated in advance of the meeting.
Steve Tatham, Service Delivery Manager joined the meeting to present this report.
He explained that Blackpool CCG is the lead commissioner on behalf of CCGs in the North
West.
A report had been carried out by Cap Gemini on the sustainability of the current service. It was
found that the service would not be sustainable based on the current demand and
configuration. A series of recommendations had been made.
1.4.5

It was proposed that a governance structure be put in place across the North West. Jerry
Hawker from East Cheshire CCG represents the Cheshire CCGs at this level. ST
recommended that local structures be set up to monitor this with resource to support it.
For the 2013-14 contract and MoU has been signed between Blackpool and the CCGs across
the North West.
He highlighted that, whilst regionally targets are being achieved, the geography of South
Cheshire means that locally these targets are more difficult to achieve. Turnaround times are
also being monitored and national fines are being proposed. NWAS will run these targets in
‘shadow’ form to monitor. This has not yet been implemented in full due to risk impact on
Trusts.
Targets and CQUINs are being planned around ‘see and treat’ rather than ‘see and convey’
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A further issue exists around our trauma centre being out of area at UHNS. This leads to
vascular patients in particular being taken to MCHFT to be stabilised before being taken to the
trauma centre. This increases the number of ambulances required.
Stoke-on-Trent CCG will be carrying out a commissioning exercise that South Cheshire will be
involved with.
ST asked for acknowledgment of the risks and a commitment to provide resources for local
governance structure. He noted that consideration might need to be given in the future to
direct local commissioning, although this is not a question to be answered today.
The additional resource provision would be discussed as part of the restructuring discussion at
the proposed South Cheshire to Vale Royal Extra-ordinary Governing Body meeting.
It was clarified that direct local commissioning would not lead to money saving, as the contract
costs would be used to commission the service direct and would need resources to manage
this.
The Governing Body thanked ST for producing a succinct report on a complex subject.
It was Agreed:

•
•

Whom

When

To note the report
To discuss the resource provision at the planned South
Cheshire/Vale Royal extra-ordinary meeting

Quality & Performance Minutes

The Quality and Performance Minutes of 28-02-13 had been circulated in advance of the
meeting.
1.5.1
Whom

It was Agreed:

•

When

To note the minutes

Governance & Audit Minutes

The Governance and Audit Minutes of 31-01-13 had been circulated in advance of the
meeting.
1.5.2
Whom

It was Agreed:

•

When

To note the minutes

Any Other Business
1.6

It was noted that the next Formal Governing Body Meeting was scheduled for Thursday 6th
June at 14:00.
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM

6 June 2013
14:00

2.2.2

th

Remuneration Committee Briefing
PURPOSE OF REPORT

AUTHOR

This paper provides the Governing Body with a briefing report from the
NHS South Cheshire CCG and NHS Vale Royal CCG Joint
Remuneration Committee.

Judy Watson
Associate Director of HR and OD

GOVERNING BODY LEAD(s)

Graham Bruce
Lay Representative –
Governance & Audit

STRATEGIC GOALS





VISION

Building Services around the needs of the patient;
Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between

Health & Social Care

Separate disease based health services

Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The SCCCG Governing Body are asked to:
i) note the recommendations and decisions of the joint
Remuneration Committee

Prepared By : Jenny Underwood
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and delivered in
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ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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REPORT TITLE

Remuneration Committee Briefing
Introduction
The Remuneration Committee has been established as a subcommittee of the CCG’s Governing
Body with delegated responsibilities.
Membership and Terms of Reference
The Remuneration Committee has met as a joint committee with NHS Vale Royal CCG. The Lay
members for Governance and Audit for both CCGs act as Chair and Deputy Chair of the Committee.
Membership of the Committee also includes one other lay member from each CCG and one
representative from the member practices of each CCG.
Terms of Reference were agreed at the first committee meeting.
Decisions
The Remuneration Committee have also received proposals for and agreed the following
1. Draft contracts of employment for the joint posts of Chief Officer and Chief Financial Officer
which had been drawn up by the CCG solicitors
2. Draft Memorandum of Understanding for the shared management team which had input from
solicitors and HR.
3. Lease Car policy
4. Remuneration for the posts of Chief Officer and Chief Finance Officer, effective from 1st April
2013. These were in line with the Guidance received from the NHS Commissioning Board
(now NHS England) ‘Clinical Commissioning Groups: Remuneration guidance for Chief
Officers and Chief Finance Officers’
5. Remuneration for the posts of Chair, effective from 1st April 2013. These were in line with
guidance that had been commissioned from the Hay Group by all North West Clusters. No
national guidance is available.
6. A one off payment to the Chief Officer and Chief Finance Officer.
Recommendations
The Governing Body is asked to note the recommendations and decisions of the joint Remuneration
Committee
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM

6 June 2013
14:00

2.2.3

th

Severance Payments and Whistleblowing
PURPOSE OF REPORT

GOVERNING BODY LEAD(s)

To reassure the Governing Body that policies and procedures are in
place to support staff when raising concerns and to formally note the
letter from Sir David Nicholson, Chief Executive, NHS England relating to
whistleblowing, severance payments and perceptions around the use of
‘gagging’ clauses.

Simon Whitehouse

STRATEGIC GOALS





VISION

Building Services around the needs of the patient;
Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between

Health & Social Care

Separate disease based health services

Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The SCCCG Governing Body are asked to:
i)

ii)

iii)

Note the content of the report regarding policy, employment
contracts and severance payments including the detail in the
letter from Sir David Nicholson
Agree the adoption of the statement to be included in the
minutes
Agree the process for gaining assurance from NHS providers

NHS South Cheshire CCG Governing Body – 06-06-13 – Whistleblowing and Severance payments

Chief Officer

To maximise health and
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health inequalities
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and delivered in
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DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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REPORT TITLE

Severance Payments and Whistleblowing
Introduction
In the wake of the Francis report, there is particular sensitively throughout the NHS concerning
whistleblowing and ‘gagging’ clauses.
Sir David Nicholson, Chief Executive NHS England, has recently written to all CCGs (see appendix 1)
emphasising the importance he places on every NHS body having the statement and processes in
place that support NHS staff in seeking to raise concerns.

Considerations for NHS South Cheshire CCG
• Policy
Whistleblowers have legal protection under the Public Interest Disclosure Act 1998 when making
disclosures in the public interest. NHS South Cheshire CCG has a ‘Whistleblowing Policy and
Procedure (Raising Concerns at Work)’that reflects the legislation. The policy encourages staff to
disclose any concerns and sets out the process for them to do so. The policy has been circulated
with the Governing Body papers under item 2.6.1 alongside other HR policy updates. The CCG will
ensure that all staff are aware of the policy and the amended procedure.
• Employment Contracts
A clause is included in CCG employment contracts that highlights the right of all people employed by
the CCG to raise concerns when they believe it is in the public interest to do so and refers to the CCG
Whistleblowing Policy.
• Severance Payments
Severance payments are normally non contractual payments made as part of a settlement of
employment issues and are usually accompanied by a compromise agreement. Such payments must
be approved by the CCG Remuneration Committee, NHS England and then HM Treasury prior to final
agreement. NHS England will not approve any business case for a severance payment unless
confirmation has been given that an explicit clause has been included in the compromise agreement
to the effect that the individual is not prevented from making a protected disclosure under the Public
Interest Disclosure Act. The compromise template used by the CCG solicitors already includes such
a clause.
• Constitution
It is vital that all members of the governing body as well as individuals employed by the CCG feel that
they are protected and can raise concerns in an environment that is safe and which values openness
and transparency. To emphasise this openness, the Gateway letter recommends that all CCGs, via
their Governing Body, adopt the following statement and record it as a clear minute in a public
meeting:
“NHS SC CCG recognises, and confirms, that nothing in or referred to in the
Constitution (including in relation to the issue of any press release or other
Public statement or disclosure) will prevent or inhibit the making of any
Protected disclosure (as defined in the Employment Rights Act 1996, as
amended by the Public Interest Disclosure Act 1998) by any member of
the group, any member of its governing body, any member of any of its
committees or sub-committees or the committees or sub-committees of its
governing body, or any employee of the group or of any of its members,
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nor will it affect the rights of any worker (as defined in that Act) under that
Act.”
• Providers
NHS SC CCG should assure itself that all providers of NHS services commissioned by the CCG also
have appropriate arrangements in place covering staff support for raising concerns, severance
payments and compromise agreements. These arrangements should be in line with the requirements
of the NHS contract. The CCG will request this assurance as part of the contract performance
meetings for existing services. For new services the assurance will be requested as part of the tender
process.

Recommendations
The Governing Body is asked to:
1. Note the content of the report regarding policy, employment contracts and severance
payments
2. Agree the adoption of the statement to be included in the Constitution
3. Agree the process for gaining assurance from NHS providers

NHS South Cheshire CCG Governing Body – 06-06-13 - Severance payments and whistle blowing
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Publications Gateway ref: 00053

4W12
Quarry House
Quarry Hill
Leeds LS2 7UE
England.ce@nhs.net

To:

CCG Clinical Leaders

cc:

CCG Accountable Officers
NHS England Regional Directors
NHS England Regional Directors of HR & OD
NHS England Regional Directors of Operations and Delivery
NHS England Area Directors

2 May 2013

Dear colleagues
Update and advice for CCGs on the process for approval of severance
payments and wording in constitutions on whistleblowing
You will be aware of the sensitive and complex issues relating to whistleblowing
in the NHS and severance payments and, in particular, perceptions around the
use of ‘gagging’ clauses. More recently, this has included stories to the effect that
some CCG constitutions may have gagging clauses that prevent members from
speaking out about the work of the CCG without the written approval of its
governing body.
In my capacity as Chief Executive of the NHS in England, I wrote to Chief
Executives and HR Directors of NHS Trusts, SHAs and PCTs on a number of
occasions including 11 January 2012, emphasising the importance I place on
every NHS organisation supporting NHS staff seeking to raise concerns in the
public interest, and informing about the arrangements for approval of severance
payments. This remains an important issue for all NHS bodies. Whistleblowing is
an important part of our clinical governance and patient safety systems, with
direct implications for patient safety outcomes.
Since the introduction of the Public Interest Disclosure Act 1998 (PIDA),
whistleblowers have been legally protected when making public interest
disclosures. I am writing now to reaffirm the importance that NHS England places
on protecting and supporting those working in the NHS when making public
interest disclosures, and to provide further advice on these issues.

High quality care for all, now and for future generations
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Severance payments
It is essential that all NHS organisations are clear about their responsibilities and
the governance arrangements required for handling the use of payments to staff
in severance type situations. As NHS bodies we have a duty, not only to ensure
that the use of all public money is both transparent and appropriate, but to ensure
that we fully support staff to raise genuine concerns and to speak out where it is
in the public interest. In doing so we will ensure that the culture we create fosters
openness and has clear lines of accountability.
Existing guidance set out in ‘Managing Public Money’ makes clear the need for
due process and careful consideration of the use of public money in situations
where such payments may be novel or contentious. For the avoidance of doubt,
HM Treasury approval is required for any non-contractual payments made by an
NHS body, including those arising as part of a settlement of employment issues.
This includes any payments which are proposed under Judicial Mediation in the
settlement of an Employment Tribunal.
All NHS bodies are required to obtain agreement from a relevant national body
prior to any business case being submitted to HM Treasury for consideration. For
CCGs, the Department of Health has confirmed that from 1 April 2013 approval is
required from NHS England on the basis of the accounting relationship between
our organisations. These arrangements relate only to special severance
payments and do not otherwise affect the employment flexibilities afforded to
CCGs as individual employers.
NHS Employers has recently issued guidance to assist NHS bodies in their
handling of compromise agreements1 and special severance payments 2. The
guidance highlights the need to ensure that proper legal and audit advice is
received prior to any cases being considered, and contains a business case
template which should be used in all submissions to NHS England. I would
encourage you to consider this guidance at your local Remuneration Committee
as part of your own internal governance arrangements.
In line with recent statements by the Secretary of State, NHS England will not
support special severance business cases for consideration by HM Treasury
unless confirmation is given that an explicit clause has been included within the
compromise agreement associated with the severance transaction. That clause
must be to the effect that no provision in the compromise agreement seeks to
prevent the individual from making a protected disclosure under the Public
Interest Disclosure Act 1998.
This position was reiterated in a recent letter from Gavin Larner, Director of
Professional Standards at the Department of Health, to professional regulators
and trades unions. The letter also asks for each national body to use its
communication channels to reinforce the messages to staff around their rights to
speak up about matters of public concern. It is attached as Annex 1 to this letter.

1
2

Link to NHS Employers Compromise Agreements and Confidentiality Guidance
Link to NHS Employers Severance Payments Guidance
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In the event that you need to seek NHS England’s approval prior to submission of
a case to HM Treasury you should liaise in the first instance with the NHS
England Regional Director of HR & OD in your area. Their contact details are
attached as Annex 2 to this letter. Please note that submission of a business
case or approval from NHS England does not mean that approval from HM
Treasury is guaranteed.
If you need any further advice or guidance on these arrangements please contact
the Regional Director of HR & OD for your area.
CCG Constitutions
The second issue I am writing about is the perception of ‘gagging’ clauses in
constitutions that prevent members or employees from speaking out about the
work of the CCG without the written approval of its governing body. Having
reviewed some of these clauses, we believe that the intention behind them is to
ensure the consistency of media messaging among CCG members and staff,
rather than to prevent disclosures that are in the public interest.
However, it is important that any such clauses, whether in an employment
contract or a CCG constitution, are not perceived as an attempt to cut across the
right of any individual, under the Public Interest Disclosure Act, to raise concerns
in the public interest.
NHS England’s Model Constitution Framework for CCGs (under Section 9 – the
Group As Employer) states at paragraph 9.9:
“The group will adopt a code of conduct for staff and will maintain and
promote effective ‘whistleblowing’ procedures to ensure that concerned
staff have means through which their concerns can be voiced.”
It is vital that all members of the governing body and its committees, and
individuals employed by the CCG, feel that they are protected and can raise
concerns in an environment that is safe and which values openness and
transparency.
For the avoidance of doubt, we have drafted the following statement that could be
adopted by CCGs:
“The group recognises and confirms that nothing in or referred to in this
constitution (including in relation to the issue of any press release or other
public statement or disclosure) will prevent or inhibit the making of any
protected disclosure (as defined in the Employment Rights Act 1996, as
amended by the Public Interest Disclosure Act 1998) by any member of
the group, any member of its governing body, any member of any of its
committees or sub-committees or the committees or sub-committees of its
governing body, or any employee of the group or of any of its members,
nor will it affect the rights of any worker (as defined in that Act) under that
Act.”
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CCGs are therefore encouraged to:
•

formally present an explicit minute at a public governing body meeting
clarifying expectations and seeking formal adoption of the statement
above; and

•

include the statement in their constitutions making it clear that nothing in
the constitution alters the right to make a protected disclosure.

NHS England will shortly be issuing guidance on the procedures to be followed by
CCGs and NHS England when requesting a change to a constitution. This will set
out that requests to amend constitutions should be sent to the relevant Regional
Director of Operations and Delivery, who will be responsible for approving the
changes. Their contact details are included at Annex 3.
Working with Providers
It is for each NHS body, and each provider of NHS services to assure itself that it
has appropriate arrangements in place to support staff to raise concerns and
arrangements covering severance payments and compromise agreements.
However, CCGs will also need to work closely with providers to satisfy
themselves that these arrangements are robust and in line with the requirements
of the NHS contract.
I would like to thank you for your support in creating a culture in which all NHS
staff feel protected and confident to raise concerns in an environment that is safe
and which values openness and transparency. This is one of our greatest
collective leadership challenges.
Yours faithfully

Sir David Nicholson
Chief Executive
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Annex 1

To:

Chief Executives of Professional Regulators,
Members of Social Partnership Forum

CC:

Chief Executive NHS England,
Chief Executive,NHS Employers,
WB Helpline, Monitor,
Care Quality Commission, NHS TDA

Room 514
Richmond House
79 Whitehall
London
SWIA 2NL
0207 210 6361
17th April 2013

Dear Colleague
Compromise Agreements, ‘Gagging’ Clauses and the Public Interest
Disclosure Act 1998
Following the clear commitments on whistleblowing and confidentiality made
by Sir David Nicholson in his role as NHS Chief Executive, I am writing on
behalf of the Secretary of State for Health to seek your assistance in ensuring
that all NHS staff are aware of their rights to speak up about matters of public
concern. Both the Secretary of State and Sir David have written to the
service on this issue in the last 18 months, but I should be most grateful if you
would seek to ensure that your members and registrants are fully aware of
their freedom to speak up where that is in the public interest.
You will all be aware of the ongoing debate in the media and in Parliament
about whether whistleblowers in the NHS are given adequate support to raise
concerns, and in particular, about the allegations of NHS organisations
‘gagging’ staff from speaking out on legitimate matters of public interest.
It is crucial that each national organisation with an interest tackles this issue
together as one system and I am therefore writing to ask you to use your
links with NHS staff to communicate and reinforce an important message with
any members or registrants, who may have signed, or may in the future sign,
compromise agreements.
Contracts of employment and compromise agreements are a matter between
the employing organisation and its employee, and the use of confidentiality
clauses is common across the public and private sectors to support both
parties to move on after a dispute; or where sensitive and personal
information is involved.
However, it is particularly important that the existence of a confidentiality
clause does not in any way ‘gag’ – either intentionally or unintentionally - any
individual who may wish to raise concerns in the public interest. It is vital all
staff feel that they can raise concerns in an environment that is safe and one
that values openness and transparency.
1
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Since the introduction of the Public Interest Disclosure Act 1998 (PIDA),
whistleblowers, irrespective of what is contained in any compromise
agreement, are legally protected when making public interest disclosures, and
the Employment Rights Act 1996 deems void any clause within the agreement
that seeks to prevent disclosures made under PIDA. In January 2012, Sir
David Nicholson, as Chief Executive of the NHS, wrote to the NHS to explain
that we should go further and ensure that any compromise agreement
containing a confidentiality clause should also make clear that the right to
make a protected disclosure is not affected.
It is important that you reiterate to all of your registrants/members that if they
have signed an agreement containing a confidentiality clause, they are still
protected by PIDA if they feel the need to make certain disclosures in the
public interest. This includes any agreements signed as a result of the judicial
mediation process. If they are concerned about the legal impact of this, they
should seek independent legal advice about whether their particular concerns
are covered by the Act. Free confidential and impartial advice is available
from the whistleblowers helpline on 0800 724725.
This focus on ensuring NHS staff are able to speak up about concerns is not
only about those who may have previously signed compromise agreements
but all staff.
The Health Secretary’s statement on 15 March 2013 made absolutely clear
his expectations in outlawing ‘gagging’ clauses that have the effect of
preventing protected disclosures and sought to provide greater clarity to NHS
whistleblowers that they are encouraged and free to speak up about
legitimate concerns covered by PIDA, such as patient safety and high death
rates.
Furthermore, the statement sent a clear signal to the NHS that in future,
special severance business cases will not be supported for onward approval
by HM Treasury, unless confirmation is given that an explicit clause has been
included within the compromise agreement associated with the severance
transaction. That clause must be to the effect that no provision in the
compromise agreement seeks to prevent the individual from making a
protected disclosure under PIDA.
May I therefore also ask that you alert your registrants/members, and any of
your own staff who may act in a legal capacity for any individual/party
considering signing an agreement in the future, to these changes.
NHS Employers are also writing to all NHS organisations highlighting these
issues and outlining some of the legal boundaries that employers need to
think about when considering the use of compromise agreements in terms of
employment, contractual and severance agreements; including providing
clarity on:
•
•

what a compromise agreement is;
when to use a compromise agreement and the statutory requirements
that must be met in order for it to be effective; and
2
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•

the use and types of confidentiality clauses that may legitimately be
used.

The latest staff survey results show that while 90%of NHS staff say they know
how to raise their concerns, only 72% say that they feel safe to do so. These
figures, coupled with recent events, illustrate very clearly that we can and
must do more. However, this cannot be achieved simply through central
diktats from Whitehall. It is determined in the myriad of ways in which every
organisation engages with every individual member of staff, every day of the
week.
I hope that by taking this concerted action we can, as a system, further help to
ensure that all individuals are positively encouraged to raise concerns in the
public interest and know they are protected and supported if they choose to
do so. Supporting staff to raise their concerns is critical in shaping an
environment in which we can continue to deliver the best possible care for
patients.
Yours faithfully

Gavin Larner
Director
Professional Standards

3
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Annex 2 – NHS England Regional Directors of HR and OD

London

Helen Bullers,
helen.bullers@nhs.net

Midlands and East

Steve Morrison,
stevemorrison@nhs.net

North

Roger Wilson,
roger.wilson1@nhs.net

South

Steven Keith,
steven.keith@nhs.net

Annex 3 – NHS England Regional Directors of Operations and Delivery

London

Simon Weldon
sweldon@nhs.net

Midlands and East

Sarah Pinto-Duschinsky
s.pinto-duschinsky@nhs.net

North

Jon Develing
Jon.develing@nhs.net

South

Dominic Hardy
Dominic.hardy@nhs.net
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM

6 June 2013
14.00

2.2.5

th

Closed Session Proposal
PURPOSE OF REPORT

AUTHOR

The Governing Body is asked to decide whether there is value in having a
‘closed session’ at future meetings. There is a clear expectation that the core
business of the CCG will continue to take place in public and with full
transparency.

Andrew Wilson
Chair

If the Governing Body agrees that it does wish to have such a session then a full
paper will be presented to the formal Governing Body at the beginning of its next
meeting. This will detail:
•

•
•

The principles behind taking an item in a closed session e.g.
•
to prevent the disclosure of personal information,
•
to protect commercial information,
•
to protect continuity of service
How minutes of a closed session will be dealt with
Whether the reason for taking the item in a closed session should
be highlighted in the public session.

In general the principles detailed in the data protection act and freedom of
information act will be used to guide the development of this discussion/agenda.
STRATEGIC GOALS

VISION



Building Services around the needs of the patient;




Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and the
monitoring of patient health and health journeys;
Breaking down barriers between

Health & Social Care

Separate disease based health services

Primary and Secondary Care
Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service provision.





RECOMMENDATIONS

The SCCCG Governing Body are asked to:
i)
ii)

Agree whether or not to have a closed session at future
meetings
Comment on how it wishes this area of working to be
conducted in order to guide the preparation of a full
paper

Prepared By : Andrew Wilson
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To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership

ACTION REQUIRED

DECISION: Approval

Yes

Yes

Assurance

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

1
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REPORT

Reporting Period 2013-14

REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM
th

Ambulance Services (Planned & Emergency)
update report May 2013

Thursday 6
June 2013, 14:00

2.2.6

PURPOSE OF REPORT

AUTHOR

This paper provides the Governing Body with an update on the April
2013 Board report and its recommendations report regards the current
ambulance commissioning arrangements and risks associated with the
commissioning of Planned Transfer Services (PTS) and Paramedic
emergency Service (PES).

Steve Tatham
Service Delivery Manager
Programme Lead – Starting
Well

STATE HOW THIS PAPER LINKS TO THE NHS SCCCG VISION, AIMS & VALUES & GOALS

NHS SC CCG is an associate to the contracts NHS Blackpool PCT leads
out on behalf of North West CCGs. Vale Royal & South CCGs have a
responsibility to ensure PES and PTS (and 111) are in place for its
registered population. These services should comply with national
standards in respect to quality, response and turnaround times.
STRATEGIC GOALS



Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between
 Health & Social Care
 Separate disease based health services
 Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
 Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The South Governing Body are asked to:
i)

ii)

iii)

Acknowledge that the CCGs shared management team
is taking steps to implement Local Governance
arrangements with neighbouring CCGs
That the CCGs shared management team will monitor
the Patient Handover data as we receive, identify any
potential risks and ensure the CCG Boards are informed
Be assured that decisions in respect to Ambulance
Transfers to ‘Out of Area’ Specialist Centres are being
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Fiona Field
Director of Governance and
Partnerships

VISION

Building Services around the needs of the patient;




GOVERNING BODY LEAD(s)

To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership

ACTION REQUIRED

DECISION: Approval

No

Yes

Assurance

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

1
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iv)

v)

vi)

clinically and not financially driven
That Local Data is still being developed and that there is
some risk in the ability of the CCGs to be able to allocate
enough resources to meet some ambulance response
time standards at a local level
That our finance and contract team is working on the
issues of non-Emergency Ambulance Services within
West Midlands Ambulance Services for our patients and
the financial pressure in 2013/14
That the CCGs shared management team have
established an ‘Urgent and Emergency Care’ workstream within the ‘Living Well’ Programme Board to have
oversight and develop work in this area.

Prepared By : Sue Milne
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REPORT TITLE

Ambulance Services (Planned & Emergency) update report May 2013
1.0

Overview Summary

1.1 Contextual Statement:
Ambulance Commissioning is not designated as either a Commissioning Board or Specialist
Commissioning function and is clearly a CCG responsibility. However it is widely acknowledged that
Ambulance Commissioning mirrors many of the key tasks and role associated with Specialist
Commissioning, from complex relationship management where expert knowledge of the services,
contractual requirements and relationship management is essential in holding the Provider to account
and instigating reform. Consequently CCGs throughout the North West have agreed to retain the
current centralised team at Blackpool CCG to provide this function/service as well as the contract
management of 111 for 2013/14.

2.0 Identified risks and action taken
2.1 Local Governance
Context
As covered in the April 2013 NHS South Cheshire CCG Governing Body report the Memorandum of
Understanding (MOM) for PES/PTS & 111 set out by NHS Blackpool PCT proposes the
establishment the following governance structure:
•
•
•
•
•

CCG Level – Local collective meeting arrangement with coordinating commissioner, NWAS,
NHD Direct.
Individual CCGs – sign off any collaborative agreements i.e. governance, commissioning and
holds coordinating CCG to account
NWAS NW Strategic Partnership Board – Clinical leadership and overall collaborative
governance and assurance for PTS and PES Ambulance provision
NHS Direct 111NW Strategic Partnership - Clinical leadership and overall collaborative
governance and assurance for 111 with NHS Direct on a NW basis.
Coordinating Commissioner, individual Contracting & Quality meetings monthly with
each provider – Providers a collaborative function on behalf of CCG’s to manage aspects of
provider management

Identified Risk
At present Jerry Hawker (COO from NHS Eastern Cheshire CCG) is the representative from the
cluster on the NWAS ‘Strategic Partnership Board’, with Rob Nolan (NHS West Cheshire CCG) acting
as the clusters finance/contracting lead.
The proposal going forward is to appoint a shared post across the cluster CCGs to lead on PES, PTS
& 111 commissioning and development. The post holder would have a direct responsibility to work
with and support the NHS 111 Clinical Lead (West Cheshire CCG), and take direct line responsibility
for the Directory of Services (DOS) lead Support Officer Role. Recognising the scope and scale of the
role it is proposed that the funding is extended to include a part-time administrator, therefore given the
scale of the role and additional line management an 8B AfC Banding has been proposed.
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Considering all of the above the likely funding costs would be: £107K across Cheshire, Warrington
and Wirral
1.0 WTE Commissioning Manager (Band 8B):……£65K
0.25 WTE Administrative support (Band 4):………… £7K
1.0 WTE DoS Support Officer (Band 5):…………… £30K
Travel & Expenses (including clinical costs/backfill):.. £5K
Costs to be shared between the 6 CCGs (subject to agreement) on a capitation basis, this would
indicate a cost to SC CCG of circa £15.6k
At the April 2013 South CCG Board it was identified that there were no CCG level collective
arrangements in place at present and that this will make the shift from ‘see and convey’ to ‘see and
treat’ activity a greater challenge, particularly if a whole systems approach locally is not adopted.
Action taken
In response to this Vale Royal and South Cheshire CCGs’ Shared management team have now
formally invited Warrington, West Cheshire and East Cheshire CCGs to an initial scoping meeting in
June 2013 to establish what arrangements could be put in place for us to improve the local
governance arrangements and ensure robust links with the regional NWAS Strategic Partnership
Board.

2.2 ‘Patient Handover Contract Clauses – Everyone Counts’
Context
In the April 2013 South CCG Board report it was explained how the ‘Patient Handover Contract
Clauses – Everyone Counts’ would be managed through the implementation of a shadow financial
penalty system to understand impact.
Identified Risk
The impact of financial penalties on our local acute trusts if introduced in 2013/14 would have a
destabilising effect on their financial position.
A copy of this letter can be found at the hyperlink below:\\Cecpctuh-shared\shared\GP
Commissioning\SC & VR GPCC\Ambulance Commissioning\Contracts\HAS Contract Sideletter 201303-14.docx
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2013/14
Apr
Compliance Recording Expected:

May

Jun

Jul

Sep

Oct

90%

85%

Expected reductions in handover and
clear delays:

Aug

Nov

Dec

Jan

95%

Feb

2014/15
Apr

Mar

Threshold remains at 95%

Continuous improvement expected
On-going monitoring, communication of benchmarked results, communication of likely
penalties, local action planning to address poor performance

Shadow Monitoring:
QUARTER 1

Q1

QUARTER 2

Q2

Review of Compliance,
Handover and Clear.
Reporting to NHS
Commissioning Board and
Health Economy.

QUARTER 3

Full review of improvements 2nd Full Review of progress
with particular focus on poor
made.
performers.
Failure to improve will be
Reporting to NHS
reported to NHS
Commissioning Board who
Commissioning Board with
Handover & Turnaround Board:
Establishment of baselines for
may direct application of
expectation of realised
penalties in 2014/15
penalties in Q4.
improvement.

Q3

QUARTER 4
Reassertion of contract clauses for
2014/15.
Review and communication of
thresholds for 2014/15.
Application of fines based on NHS
Commissioning Board direction if
required.

NHS Commissioning Board
may accelerate application of
penalties into Q3/Q4.

Action taken
The first formal report CCGs will receive will relate to Quarter 1 performance and will be available in
July 2013. There may be some opportunity to access monthly data from Blackpool CCG/NWAS in the
interim and we will pursue this opportunity through the NWAS Strategic Partnership Board and our
local governance arrangements as they develop.

2.3 Ambulance Transfers to ‘Out of Area’ Specialist Centres
Context
Within the April South CCG Board Report it stated that Vale Royal and South Cheshire CCGs
‘Trauma Centre’ and ‘Vascular Centres’ are located at North Staffordshire Hospital. NWAS services
are required to transfer patients where appropriate and safe directly to these Specialist Centres. At
present Mid Cheshire Hospital is our ‘Trauma Unit’ for rehabilitation.
Identified Risk
NWAS had previously agreed that they would convey ‘obvious’ emergency Vascular patients straight
to the nearest vascular centre i.e. UHNS, UHSM or CoC. The service had previously stated that they
were delaying this protocol whilst they considered the implications of continuing to take all potential
vascular emergencies directly to the nearest local hospital for stabilisation and assessment.
It was highlighted in the report to the Board that the CCG needed to ensure representation within the
Trauma and Vascular Networks and that the CCG are satisfied patients are accessing the most
appropriate place of treatment at the right time. In addition to the PES element of these care
pathways; patients will then often require timely transfer via non-emergency PTS to the appropriate
rehabilitation unit or community setting.
Action taken
In response to these issues the CCG contacted NWAS in respect to the transfer of patients and their
response below offers reassurance that decisions regards transfer to the most appropriate are
clinically led rather and not influenced by funding issues. A copy of the response is included below:
NWAS position is currently unchanged in that we are not applying any pre hospital filters to vascular
Prepared By : Sue Milne
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emergencies anywhere across the region.
The operating procedure is that all patients are taken to their nearest A&E based on geography in
main, but occasionally patient choice, where they are assessed and if found to be in need of specialist
vascular intervention, transferred on by emergency ambulance, with the appropriate level of
supporting clinical care en route.
In other service reconfigurations for access to specialist services, NWAS has sought to apply a
regional approach wherever possible to ensure consistent practice and consistent commissioner and
acute provider expectations. More recently we have successfully implemented major trauma
pathways, stroke and primary PCI pathways across the region, with common inclusion and exclusion
criteria. (although stroke in South Cheshire is still a bit of a hybrid model rather than direct access)
It has been our intention to apply a similar approach to vascular services, however our efforts to get
the networks across the region to get together and agree a common care pathway that is cognisant of
patient need and NWAS staff capabilities in the pre-hospital environment. A meeting had been
convened for the 13th May to this end, but only one network had committed attendance, and so it has
been postponed.
With other reconfigurations, the assessment of the patient has been more straightforward for our staff,
whereas in vascular emergencies we have felt that there is a skill gap for us in making that clinical
assessment. That is why we have thus far opted to default to the nearest A&E option.
From a commissioning perspective, NWAS recognised a possible impact on operational performance
of the additional journey times to the more distant centres, and the possible need to commission
compensatory backfill. Our view after modeling was that in the delivery model noted above (all to A&E
first with subsequent onward transfer for only those clinically assessed as suitable) would be broadly
cost neutral, and so we took a pragmatic approach to absorb this activity within the baseline.
If that delivery model changes, we will need to review any impacts, and make a further decision
accordingly, taking into account any additional journey time, false positives and repatriation etc.

2.4 CCG Level Data Reporting
Context
Within the April South CCG Board report it was highlighted that CCG level data is still being
developed using the NWAS database, which has traditionally provided data at a PCT level. In
2013/14 activities will be reported at CCG level across the currencies.
Identified Risk: Performance is below national target, CCGs need to consider the clinical and
reputational implications this level of performance.
Hyperlink to full activity report: S:\GP Commissioning\SC & VR GPCC\Ambulance
Commissioning\Activity\Copy of PES_Commissioner_Report_February_2013(1).xlsx
Action taken:
Jerry Hawker (Eastern Cheshire CCG Chief Operating Officer) attended the April 2013 NWAS
Partnership Board and reported that with regard to NWAS PES performance there is still only a
National requirement for Ambulance performance to be delivered on a Trust (i.e. NW) footprint, with
CCG performance based on the Trust performance not local footprint. However there is a nonenforceable agreement for NWAS to continue to deliver at a sub-regional level (CWW). CWW was the
only area not to have achieved the national targets in 2012/13. In addition Jerry Hawker has stated
that he has agreed on our collective behalf with Blackpool CCG that we will escalate the level of
Prepared By : Sue Milne
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performance management in 2013/13.
Jerry Hawker also reported that a costing exercise is due to start shortly to establish the financial
implications on delivering Ambulance performance at a CCG level. This is on the back of pressure
from some CCGs.
It may be that that delivery of performance at a CCG level is unaffordable, given that ambulances
move across (outside) CCG boundaries to achieve economies of scale. However, there does need to
be a local minimum standard at CCG level.
2.5 Non-Emergency Ambulance Services – West Midlands Ambulance Services
Context
Within the April 2013 South CCG Board report it was identified that the introduction of HRG 4 moved
a significant amount of the funding responsibility for Non-Emergency Ambulance patient journeys to
PCT’s. Within North Staffordshire and Stoke on Trent the PTS contract was commissioned by UHNS
prior to the unbundling of HRG4 and focussed on patients travelling to UHNS (which included satellite
renal clinics at Leighton and Stafford). As an outcome of the above communication Vale Royal and
South Cheshire CCGs’ Finance and Contracting Team discussed the issue with North West Specialist
Team who confirmed that this is not their activity (not in their DOS). In addition, West Midlands
Specialist team also confirmed the PTS activity is the responsibility of the CCGs, which is circa £450k.
Identified Risk
This is a recurrent pressure so this has now been integrated into the 2013/14 financial plans of Vale
Royal and South ChehsireCCGs.
Action taken
From 1st August 2013 both CCGs will have no PTS provision in place for patients – therefore Vale
Royal and South Cheshire CCGs will join the West Midlands tender for our patients for service
continuity. This will save operating our own tender and the associated costs to this.
Vale Royal and South Cheshire CCGs’ Finance and Contracting Teams are continuing to work in
analysing the data, disputing the £450k and applying a phased implementation of these costs.
Further to this there is a need to do some further work on the activity information and the
appropriateness of patient journeys.
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REPORT TITLE
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Chief Officer’s Business Report
PURPOSE OF REPORT

AUTHOR

This report provides an overview of important Clinical Commissioning Group (CCG)
Business that has not been provided in other papers to the Governing Body. In this
report the following are covered:
•
Appointment of Secondary Care Doctor. to Governing Body
•
Staff TUPE (Transfer of Employment Terms & Conditions)
•
Developing the Programme Approach of how the CCG focuses on improving
outcomes
•
CCG Assurance Process by NHS England
•
Mortality Rate work with Mid Cheshire Hospital Foundation Trust (MCHfT)
•
Quality visit to A&E Department at MCHFT
•
Joint Governing Body meeting between NHS South Cheshire
CCG & NHS
Vale Royal CCG
•
Future CCG Public Engagement Events
•
Membership Assembly / Council
•
Partnership Board
•
Performance of Cheshire & Merseyside Commissioning Support Unit
•
Employment / contractual status of GPs by the CCG
•
Ofsted report for Cheshire East LA
STRATEGIC GOALS

Simon Whitehouse
Chief Officer

VISION





Building Services around the needs of the patient;
Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and the
monitoring of patient health and health journeys;
 Breaking down barriers between

Health & Social Care

Separate disease based health services

Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
 Use patients to inform and introduce challenge at all levels of service provision.
RECOMMENDATIONS

The SCCCG Governing Body are asked to:
i)

ii)
iii)
iv)

v)

Support the appointment of the Secondary Care Doctor. and note
that this will remove the final condition of Establishment subject to
NHS England sign off;
Support the need for the MoU to be finalised and signed off as a
priority;
Note the dates of the Public Engagement events in diaries;
Support the Board to Board meeting with the CSU;
Delegate to the Remuneration Committee the responsibility of
resolving the GP employment situation with a full report to come
back to a future Governing Body meeting.
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COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

32
1 of 302

REPORT TITLE

Chief officer’s Business Report
Introduction
1.

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

Appointment of Secondary Care Doctor to the Governing Body
2.

NHS South Cheshire CCG remains with one condition to be addressed before it is fully
authorised and that is the appointment of a Secondary Care doctor to the Governing Body.

3.

Since the process of Authorisation commenced there have been several attempts to recruit into
this position without success. The post has been advertised three times and NHS England have
offered support with suggestions around an interim appointment. Key local health Partners had
been asked whether they could help identify suitable candidates.

4.

MCHfT and senior staff within the CCG have suggested Dr. Bob Pugh who will be known locally
in the medical community. He was a well-respected Consultant Paediatrician at Leighton. He
retired from clinical work some years ago but has continued in an education role, part time, at
the trust with a contract that is due to expire shortly.

5.

Dr. Pugh has met with both the Chief Officer and the Chair as part of the formal process of
recruitment. Dr. Pugh is agreeable to join us on the Governing Body. He is having similar
discussions with NHS Vale Royal CCG and may, in fact, join both Governing Bodies (this is
permissible within the Health and Social Care Act)

6.

He has developed a number of ‘health related’ interests locally. He has joined, and is active in,
the Kiltearn Patient Participation Group in Nantwich and is a trustee at St Luke’s Hospice in
Winsford (which he is aware would need to be declared as a potential Conflict of Interest).

7.

Subject to the final exchange of letters and receipt of satisfactory references Dr. Pugh will be
appointed to the Governing Body imminently.

Staff TUPE Letters
8.

All CCG staff received a formal letter from the Human Resources at Cheshire & Merseyside
Commissioning Support Unit during March 2013. The letters confirmed the transfer of current
terms and conditions of employment from their previous employer (Central & Eastern Cheshire
PCT)

9.

Staff in the shared management team have been provided with a secondment agreement that
details the arrangements aligned to the Memorandum of Understanding (MoU) between NHS
Vale Royal CCG & NHS South Cheshire CCG. These staff were also provided with a draft
version of the MoU as this underpins their employment status and details the arrangement

10.

The Governing Body is obliged to have signed off a final version of the MoU as a priority given
that it links to the employment status of staff.

Developing our Workstreams
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11.

As previously detailed the CCG has established 3 main work programmes – Starting Well,
Living Well and Ageing Well. These work streams align to the Health & Well Being Strategy and
have been presented to the Health & Well Being Board.

12.

Staff working across NHS Vale Royal CCG and NHS South Cheshire CCG have been aligned
into these 3 work streams and clinical leads have been identified. Teams will have
commissioning managers, corporate staff and finance staff working alongside clinicians and
supported by the administration team

13.

The focus in the work streams is to bring some real traction and drive around improving
outcomes and on delivering the commissioning intentions as identified in the CCG Strategic
Plan and Annual Plan. Underpinning the main three programme boards are a number of key
projects and priority work areas that support delivery of the local agenda.

14.

There has been a reorganisation of the desks in Bevan House so that staff within any work
stream are now geographically located together. This is phase one of the changes at Bevan
House. However, before any further progress can be made, we are awaiting confirmation of the
CCG’s capital funding allocation from NHS England.

15.

There is recognition that within Bevan House there is a need to have an identity and area for
both of the CCGs as separate organisations.

CCG Assurance Process to be undertaken by NHS England
16.

On 7th May, NHS England published proposals for the CCG Assurance Framework 2013/14.
These draft proposals cover the interim arrangements for assurance in Q1 and Q2, and an
outline of what elements of assurance will be covered on an annual basis.

17.

The proposed CCG Assurance Framework has been developed nationally in conjunction with
colleagues from CCGs and NHS England. The draft was tested with members of the NHS
Commissioning Assembly, through Rapid Reference Groups, prior to publication.

18.

The framework details the areas that CCGs will be ‘measured’ against and breaks it down into 5
core areas• Are local people getting good quality care?
• Are patient rights under the NHS Constitution being promoted?
• Are health outcomes improving for local people? 14 Are CCGs commissioning services
within their financial allocations?
• Are conditions of CCG authorisation being addressed and removed where relevant?
• Are CCGs ensuring that information is appropriately used to drive change?

19.

The final section of the assurance process is based around assessing capability and
organisational health. The assurance process will take place within 6 weeks of the end of each
quarter in the financial year as well as a more ‘formal’ annual assessment of performance. All of
the data from these reviews will be in the public domain and it is expected that CCGs will put the
performance data and the outcomes of the review onto their own websites

In Patient Hospital Mortality Rates at MCHFT
20.

21.

There was a meeting held on Tuesday 14th May 2013 between MCHfT and NHS South
Cheshire CCG & NHS Vale Royal CCG in response to the data in the North of England
Dashboard around mortality rates. There was senior representation from all organisations.
The purpose of the meeting was:
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•
•
•
•
•

To understand differences in mortality measures in particular Hospital Standardised
Mortality Ratio (HSMR), Standardised Hospital Mortality Index (SHMI) and Risk Adjusted
Mortality Index (RAMI).
To identify services with higher than normal in-patient hospital mortality rate.
To understand the initiatives taken/planned by MCHfT to look at ways of reducing
mortality.
Ways in which the CCG and MCHfT can work together
To recognise that any these figures should not be used in isolation and there should
always be an approach that triangulates these figures and data with patient experience

22.

Nationally there is a drive towards the use of Standardised Hospital Mortality Index (SHMI),
currently MCHFT use the Risk Adjusted Mortality Index (RAMI) as the main mortality
benchmarking metric. There are several reasons that both are valuable data sets and can be
used to triangulate information and provide timely data capture.

23.

MCHfT presented data that included: definition of mortality rate, where MCHfT are in with
regards to both the figures and peer league.

24.

The latest RAMI (April) demonstrates a significant and consistent improvement over six months
(MCHFT RAMI 86, Peer Group 85, England Average 80). The RAMI provides a lead-time of 6
months on the SHMI. It is acknowledged that there is variation within the headline RAMI figure
attributed to individual clinical directorates and these figures are being reviewed and, if
necessary, action plans constructed. These action plans are accountable in terms of delivery to
the Medical Director and to the Director of Nursing.

25.

There has been improvement in the RAMI for General surgery (MCHFT 91 and Peer 90).
Excellent performance is recognised within the Cardiology directorate (MCHFT 65 Peer 77)

26.

The SHMI is now to be made available to the MCHFT Board and Non-Executive Directors as
per recommendations in the Francis Report. These metrics are annually ‘rebased’ so the figures
year on year can change and the Trust Board need to take this into consideration.

27.

Palliative care coding within the Trust is in line with national figures (MCHFT 15%, National
16%)

28.

MCHFT has an active work plan to address and identify mortality events and is also working
collaboratively with external bodies. Key actions detailed at the meeting include:
• Patient Safety Campaign
• Leading Improvement in Patient Safety
• NW Mortality Collaborative in conjunction with AQuA
• Internal Hospital Mortality Group and Directorate subgroups
• Dr Dodds (Medical Director) leads on unplanned Level 3 admissions
• Coding reviews being undertaken and the appointment of an internal auditor (national
recommendation)
• Programme of education for Foundation doctors
• Highlighting services that are outliers and work to produce a robust action plan
• Recognising the value of electronic patient records (Both CCGs and MCHfT are aligning
their IT strategies through a Commissioning for Quality and Innovation (CQUIN) indicator
in 2013/14)
• Junior Doctors being involved in internal audits.

29.

As a result of the meeting the following actions were agreed:
• Ensure that both commissioners and providers understand and collaboratively collect data
on deaths occurring within 30 days of discharge from hospital. The CSU Business
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•

•
•

Intelligence Team are going to collate information on crude death rates and feedback to
CCG subject to latest Caldicott guidelines
Continue to monitor both RAMI and SHMI with a greater understanding of variation within
clinical directorates. The CCG will continue to monitor through the MCHfT performance
report and continue to attend Trust Mortality Reduction Group. The Mortality Reduction
group minutes are now a standing item on the agenda for MCHFT Quality Effectiveness
and Safety Committee (QuEST) that has GP Quality Lead representation.
Provide assurance that work streams identified are having an impact through the
Performance Report of MCHFT
Provide assurance that Non-Executive Directors and Governing Body members have
timely visibility of all metrics as part of the respective organisations governance
arrangements.

Quality Visit to the A&E Department at MCHFT
30.

The purpose of the quality visit on the 9th May 2013 was to capture the patient journey and
appreciate the changes in internal system flows since the previous Quality visit on 20th May
2012. At the previous visit there were concerns raised with the Trust and an action plan put into
place.

31.

The visiting team comprised the following members of NHS SC CCG & NHS VR CCG:
• Dr Teresa Strefford, GP Quality Lead, NHS VR CCG
• Dr Andrew Hudson, GP Quality Lead, NHS SC CCG
• Mrs Susan Ikin, Service Delivery Manager, NHS SC CCG & NHS VR CCG
• Mrs Sue Cooke, Clinical Quality Manager, NHS SC CCG & NHS VR CCG

32.

A detailed report is being produced and will be presented to the Quality and Performance
Committee of the CCG. However, Governing Body members need to be aware that, in
summary, the report details significant improvement in terms of systems and processes
compared with the visit 12 months ago.

33.

The visiting team from the two CCGs was impressed by the collaboration and teamwork
between nursing and medical staff. There is pride as a team and good working relationships,
which is reflected in the initiatives that have been implemented and are also planned to be
implemented.

Joint Governing Body Meeting between NHS South Cheshire CCG and NHS Vale Royal CCG
34.

On the 2nd May 2013 a Joint Governing Body meeting took place between the two CCGs. The
aim of the meeting was to revisit the joint working arrangements and to strengthen the
relationship between the two CCGs (recognising that each CCG has its own identity but that it
needs to collaborate in a number of key areas)

35.

The meeting was productive and positive discussions took place around ensuring that the joint
working continued. There was an appreciation that the joint discussions between the two CCGs
needed to happen on a more frequent basis to ensure that both parties were clear as to what
was being delivered and that the joint areas were still relevant to both CCGs

36.

Further work is required to help ensure that the financial transition over the next 2 years is
smoothed out as much as possible in order to allow a clear focus on the commissioning
priorities locally and on improving outcomes.

CCG Public Engagement Events
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37.

As detailed in both the CCG’s Strategic Plan and Annual Plan, engaging with the local
population and working to put the patients voice at the centre of commissioning is a main
priority.

38.

Significant work has taken place locally around establishing differing routes for engagement.
Several forums have been established and are starting to contribute to the local commissioning
agenda.

39.

As part of the process of engagement Governing Body members are asked to be aware of the
following public events that are aimed at ‘meeting your CCG’. Governing Body Members are
asked to note these dates for their diaries.
•

Crewe Locality
Date: Thursday 4th July 2013
Time: 5.30pm - 8.00pm
Venue: The Alexandra Stadium, Gresty Road, Crewe. CW2 6EB

•

Nantwich and Rural Locality
Date: Tuesday 9th July 2013
Time: 2.00pm - 4.30pm
Venue: Regents Park, 129 London Road, Nantwich. CW5 6LW

•

Sandbach, Middlewich, Alsager, Scholar Green and Haslington Locality
Date: Thursday 11th July 2013
Time: 2.00pm - 4.30pm
Venue: Alsager Library, Sandbach Road North, Alsager. ST7 2QH

Membership Council
40.

Attendance remains good at Membership Council, with representation from all practices at the
vast majority of meetings. This excellent engagement provides us a strong membership base to
build upon and develop things from the ‘bottom up’. There remains a challenge with regards to
getting the balance of the meeting right.

41.

In recent meetings, the meetings have focused on providing clinical input into the development
of the Primary Care CQuIN (formerly known as the LEQoF) as well as looking at the key
challenges around prescribing. The CSU have attended and presented the new Business
Intelligence Portal as well as providing a detailed briefing on the updated process for reporting
Clinical Concerns.

42.

The focus remains one of working together to establish the kind of meeting which allows both
the two-way conversation as well as the opportunity for GP membership engagement and
development. There will be an ongoing development need around strengthening these meetings
over the coming 12 months.

43.

The engagement that has been demonstrated around areas such as the Primary Care CQuIN
has been really strong and has resulted in a product that is more clinically owned than in
previous years. It is clear that this type of approach adds significant value to the work of the
CCG and reinforces the view that getting the correct clinical/managerial blend is the correct way
to move forward on all areas of work.

Partnership Board
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44.

The monthly meeting between NHS VR CCG, NHS SC CCG, MCHFT, East Cheshire NHS
Trust, North West Ambulance Service, Cheshire & Wirral Partenrship Foundation Trust,
Cheshire West & Chester LA and Cheshire East LA continues. The purpose of this board is to
establish, and develop, joint partnership working across the health and social care economy.
There are various work programmes which it is envisaged will report to this board, including
much of the urgent care and integrated care work. There has been concern about lack of
progress at this forum and organisational engagement has not always been at the level
expected. Nevertheless, it remains the view of the CCGs that this is the appropriate place for a
number of pieces of work and the meeting will continue. The intention is to highlight the work
that is already on-going to members of the Governing Body as well as publicising this wider
through joint public events.

45.

Agreement has been reached with the main organisations attending the Partnership Board to
appoint a senior manager to help drive this work forwards. The recruitment into this post will
commence shortly and further updates will be brought to a future Governing Body meeting

46.

The CCG has been at the forefront in recent weeks of working up a ‘Pan Cheshire’ application
for the recently announced Department of Health & Department of Communities & Local
Government ‘Integration Pioneer’ bid. There has been good sign up from NHS England and
from the two Local Authorities. Further work is required if this bid is to progress and be
submitted by the deadline.

Performance of Cheshire & Merseyside CSU
47.

Governing Body members will be aware over recent months of the on-going discussions that
have been taking place with the local CSU. As previously detailed the mandate provided by the
Governing Body has allowed the SLA to be signed.

48.

The realignment of the finance function into the CCG team has now been completed and the
benefits are already clearly visible.

49.

Work is progressing around the development of KPIs that will accurately reflect CSU
performance locally. There is some considerable distance to go before these are at an
acceptable level from a CCG perspective.

50.

There remains significant concern around the performance of the ‘Customer Solutions Centre’.
This service provides the CCG with its complaints management, Freedom of Information
responses and Clinical Concerns reporting along with a number of other functions. The failure
of this service has been formally raised with the CSU and there is an action plan in development
with some immediate changes being implemented to help improve the local situation.

51.

A ‘Board to Board’ meeting has been proposed by the CCG but this has not yet been agreed or
arranged in diaries.

Employment/Contractual Status of GPs in the CCG
52.

The nature of GPs as Independent Contractors has led to detailed and complex conversations
both locally and nationally around how CCGs best ‘engage’ their services. Given that the whole
premise of Clinical Commissioning is around the active involvement and ownership of GPs, the
lack of progress has been a frustrating experience for all involved. However, it is now clear that
there will not be a national solution provided to resolve this issue.
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53.

A significant amount of work has taken place with both HR colleagues and the CCGs solicitors
around agreeing the most appropriate form of contract and employment status for the GP. It is
clear that there is no ‘one size fits all’ approach that will meet the needs of all involved.

54.

There is a balancing act required on the part of the CCG to ensure that it can attract and fully
engage with its GP members whilst at the same time meet the legislative requirements of
employment law and that of Her Majesty’s Revenue & Customs. All of this then needs to be
affordable and ‘reasonable’ from a public expenditure perspective.

55.

The draft contracts and financial analysis will be sent to the CCGs’ Remuneration Committee for
approval shortly. It is hoped that this will allow a resolution to be found that provides the right
amount of flexibility but with the organisational robustness necessary for good governance.

56.

The steer around the type of contract used is likely to be aligned to the number of sessions that
a GP is contracted for, subject to CCG Remuneration Committee approval. Any GP contracted
for four or more sessions per week is likely to be offered a contract of employment with the CCG
whilst any GP on 1 session a week will be offered a contract for services. Those GPs contracted
for either 2 or 3 will be offered a choice of contract type. The intention is to try and minimise the
impact on the GP Practice and on the individual whilst meeting all the statutory requirements.

57.

Any GP who is employed by the CCG will also fall under the remit of the CCG’s Policies and
Procedures.

OFSTED Inspection of Cheshire East
58.

A recent unannounced Ofsted inspection has rated the overall effectiveness of the
arrangements to protect children in Cheshire East as inadequate.

59.

The report stated that, in order to improve the quality of help and protection given to children
and young people in Cheshire East, the local authority and its partners should take the following
action:

60.

Immediately:
• Ensure that all contacts and referrals which indicate potential child protection concerns,
including those arising in relation to child sexual exploitation, are appropriately progressed
in a timely way
• Ensure that the reasons for all management decisions are clear and recorded
• Ensure that appropriate and timely action is taken to investigate child protection concerns
which emerge whilst children and young people are subject to child in need plans
• Ensure that managers at all levels effectively challenge and monitor the quality of practice
in order to reduce delay.

61.

Within three months:
• Ensure that the local authority’s new assessment service is implemented as a matter of
priority,functions effectively, and incorporates robust data analysis and performance
management of contact and referral arrangements and workloads
• Improve the effectiveness of information sharing between multi- agency risk assessment
conference (MARAC) arrangements and children’s social care to ensure that referrals from
MARAC are clearly made and that decisions in respect of these are evidenced and
recorded
• Ensure that children and young people experience a more consistent service by reducing
the number of changes of social worker that they experience
• Ensure that children and young people’s experiences, views and wishes are incorporated
into assessment and planning and that these are effectively recorded
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•
•

Accelerate plans to ensure that the electronic social care record efficiently and effectively
supports assessment and planning for children and young people
Develop, implement and evaluate a systematic training programme to ensure that all
elected members are aware of their safeguarding and child protection responsibilities.

62.

Within six months:
• Ensure that the Joint Strategic Needs Assessment incorporates an analysis of children and
young people’s safeguarding and child protection needs and that these are accurately
reflected and prioritised in the local area’s joint Health and Well Being Strategy
• Demonstrate that all partner agencies are able to evidence that they are fully and
effectively engaged in common assessment framework (CAF) processes to identify,
assess and support vulnerable children and young people
• Significantly improve the quality and consistency of child in need planning. Specifically to
ensure that all children and young people have a robust outcome based plan that is
regularly reviewed and reassessed in the light of changing family circumstances. Ensure
that children and young people receive regular visits from social workers and other
professionals in line with the plan and are aware of their right to access the services of an
independent advocate
• Demonstrate that feedback from children, young people and parents is effectively
incorporated into service planning and delivery
• Develop, implement and evaluate the impact of an outcome focused quality assurance
strategy that includes early help, referral arrangements and child in need and child
protection planning; to ensure that this results in consistent and improved standards of
practice across services
• The Cheshire East Safeguarding Children Board to further develop, implement and
evaluate systems to comprehensively monitor and challenge the quality of child protection
practice and performance of all statutory partners, including robust multi-agency case
audit; to ensure that this results in measurable improvements to the quality of practice.

63.

NHS SC CCG is actively engaged in this work and is part of the Improvement Board that has
been established to oversee the implementation of the agreed action plan.

Recommendations
64.

The Governing Body are asked to:
• Support the appointment of the Secondary Care doctor. and note that this will remove the
final condition of Establishment subject to NHS England sign off;
• Support the need for the MoU to be finalised and signed off as a priority;
• Note the dates of the Public Engagement events in diaries;
• Support the Board to Board meeting with the CSU;
• Delegate to the Remuneration Committee the responsibility of resolving the GP
employment situation with a full report to come back to a future Governing Body meeting.
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CCG Programme Boards - Update
PURPOSE OF REPORT

AUTHOR

This paper provides the Governing Body with an overview of the Programme
Board Framework as presented under the Strategic Programmes of ‘Starting
Well, ‘Living Well’ and ‘Ageing Well’. There is also a presentation, by way of
example, of a project within each Programme to assure the Governing Body that
all projects are planned with clear and measurable outcomes in order to deliver
improved health outcomes and address health inequalities.

Jo Vitta, Business Manager
Service Delivery Managers:
Steve Tatham – Starting Well
Julia Burgess – Living Well
Sue Milne – Living Well
Tracey Wright – Living Well
Sue Ikin – Ageing Well

STATE HOW THIS PAPER LINKS TO THE NHS SCCCG VISION, AIMS & VALUES & GOALS

The Programme Plans are linked to the CCG strategic goals by ensuring the delivery of
the projects in the context of the CCG strategic vision and wide health economy context
and in doing so thereby enabling NHS SCCCG to become an effective Clinical
Commissioning organisation.

STRATEGIC GOALS



Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between
 Health & Social Care
 Separate disease based health services
 Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The SCCCG Governing Body are asked to:
i) note the contents of the report summarising the Programme Board
Framework and the specific example projects presented and
ii)
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Fiona Field
Director of Governance &
Partnerships
Lynda Risk
Chief Finance Officer

VISION

Building Services around the needs of the patient;




GOVERNING BODY LEAD(s)

To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership
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REPORT TITLE

CCG Programme Boards - Update
1.0

Introduction
1.1

2.0

This paper presents an overview of the three Strategic Programme that the CCG has
introduced for 2013-14 - Starting Well, ‘Living Well’ and ‘Ageing Well’. The paper also
presents the Framework within which the programmes will be delivered. There is also a
presentation, by way of example, of a project from within each Programme to in order to
demonstrate that all projects are planned with clear and measurable outcomes in order to
deliver improved health outcomes and address health inequalities.

CCG Programmes
In determining our programmes of work and projects for 2013-14 we have listened to local
people about what is important to them in terms of health services, looked at the Joint Strategic
Needs Assessment (JSNA), and reviewed the health inequalities of our local population and
other health evidence sources.
We have also worked with our partners on the Health and Wellbeing Board, our provider
organisations and the voluntary sector to consider the key challenges that together we need to
address to make a real difference to the health and wellbeing of our communities over the
coming year.
We have realigned our programmes of work under three Strategic Programmes:
•
•
•

Starting Well Programme
Living Well Programme
Ageing Well Programme

This will bring clarity to our work and projects and also aligns with our Joint Health and
Wellbeing Strategy. As members of the Health and Wellbeing Board with Cheshire East
Council we have identified a set of joint priorities that we will address to make a real difference
to the health and wellbeing of our community.
A summary of the overarching aims and objectives of the programmes is presented below:
Starting Well Programme
This Programme’s overarching aim is:
‘To strive to ensure all children and young people receive the best possible start in life, living a
healthy and fulfilling childhood’.
The programme has a number of specific objectives:
•
•
•
•

To develop a shared understanding of need, desired outcomes and commissioning
intentions with commissioning and delivery partners
The delivery of improved health and social care outcomes for children and young people
and their families/carers
Reduce variation in health outcomes and the subsequent inequalities within our population
Integrated care: develop and improve pathways to support seamless healthcare and
improved productivity
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•
•
•

Involve children and young people and their families/carers in designing care pathways
Improve early identification, prevention and interventions across children and young
people’s healthcare
Improve transitional arrangements between the various elements of the health and social
care economy and between children and adult services

In order to support the effective delivery of the programme’s overall objectives, 6 key themes
have been identified:
1.
2.
3.
4.
5.
6.

Integrated Care
Children and young people with disabilities and Long-Term Conditions
Elective and non-elective care
Emotional health and well-being of Children, Young People and their Families/Carers
Maternity services
Outpatient Review (details to follow)

Living Well Programme
This Programme’s overarching aim is:
‘To support our population to live longer, healthier, independent and self-determined lives’.
The programme has a number of objectives:
•
•
•
•

To improve patient experience, increasing choice and control and creating patient centred
services
To improve clinical outcomes and reduce health inequalities
To reduce unplanned hospital admissions and re-admission
To reduce the need for long-term care.

In order to support the effective delivery of the programme’s overall objectives, the programme
has been 6 themes have been identified:
1.
2.
3.
4.
5.
6.

Cancer
Dementia
Elective and Non-elective Care
End of Life
Learning Disabilities
Mental Health

Ageing Well Programme
This Programme’s overarching aim is:
‘To improve the experience and outcomes for the local population of older people (65 years
and over) by addressing local issues as identified by the strategic needs assessment’.
The programme has the following objectives:
•
•

To reduce health inequalities for Older People
To provide timely integrated health and social care services that Older People want and
need.

The core issues that have been identified to address local health needs are:
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1.
2.
3.
4.

Addressing excess winter deaths
Avoiding unnecessary hospital admissions
Ensuring patient feel supported to self-manage their long-term condition
Reduce long term care admissions

Appendix 1 presents some projects from the Programmes in order to demonstrate that they
have been planned with clear and measurable outcomes in order to deliver improved health
outcomes and address health inequalities.
3.0

Programme Board Framework
3.1 A Programme Board has been set up for each of the three Programmes. The purpose of
the Programme Boards are to:
• Ensure the timely delivery of programme plans, including transitional change and
quality assurance activity and the projects within them, as prioritised by the Clinical
Advisory Body (CAB) and the Partnership Board, on the grounds that they are able to
make a significant contribution to the delivery of the CCGs strategic priorities.
• ensure the Programme Plans work are aligned to and reflect the context of the CCG
population health needs, Joint Strategic Health and Wellbeing Strategy and the
Partnership Board priorities.
• champion and drive the programme forward to deliver the outcomes and benefits
identified by each project and to coordinate and govern the equitable use of
management resources across the programme.
• lead the overall programme, which includes ensuring there is appropriate coordination
of resources across the projects that comprise the whole programme.

4.0

Reporting Framework
4.1 Each Programme Board will receive a monthly ‘dashboard’ summary of performance
against the outcomes as set out in each of the project plans. The dashboard will include a
summary of delivery against the Programme Plan, including progress against the NHS
Outcomes measures, NHS Constitution standards, Quality Premium (national and local
priorities) and national activity measures..
4.2 The Governing Body will receive a Quarter 1 (April – June 2013) progress report for each
of the Programmes at the September Governing Body meeting. This will be in line with a
CCG (interim) Assurance Framework as published by NHS England on 7 May 2013.
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Starting Well
Project
0-4 Years
(Paediatric)
Care Pathways

Health Inequalities
Top ten primary
diagnosis: top 3
reasons for NEL
admissions 0-4 are
acute conditions
(unspecified viral
infection/ acute URT
infections/acute
bronchiolitis)
Children from more
deprived areas are
more likely to be
admitted for ACSCsKings Fund data
The proportion of
emergency
admissions for
ACSCs is higher
amongst very young
children
(14 % of all ACSCs
admissions were
under 5yrs old )Kings Fund report
national findings

Project
Outputs
•Production
of a ‘Sick
Infant’ care
pathway
(Prevention)
- Production
of an agreed
action plan
to develop
primary
care/
community
managemen
t (inc
understandin
g practice
variation)

Project Outcomes

Baseline

Target

•Reduction in 0-5
year olds presenting
with gastric,
respiratory and fever
related conditions
•To bring the rates of
A&E attendance and
admissions in line at
a practice level with
the top 25% in the
country
•Improve the
confidence of primary
care to manage
common paediatric
self-limiting
conditions in the
community
•To develop
appropriate and
accessible
information for
children, young
people, their families
and professionals in
terms of making
positive choices and
the management of
common childhood
illness.

12/13
baseline =
3959 1st OP
attendance
s*

13/14=3761 (5%
reduction in
yr1)
14/15=3563(10%
reduction in
yr2)
15/16 = 3365
(15% reduction
in yr3)
Initial proposed
% Target may be
refined following
decision on Yr13 redesign
activity

Project
Resource

Commissioning
Resource

CPM
Multi-agency
clinical project
team
GP Clinical Lead

To be confirmed
following initial
scoping/planning
with multiagency/ clinical
group

NB dependency
with Urgent Care
workstream in
Living Wellplans to be coordinated
through CPM
liaison/ robust
project
management

*NEL attendances less than counted on a short-stay tariff
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Living Well
Project
Diagnose
Cancer Early

Health Inequalities
Some towns with
higher than average
under 75 mortality
from cancer
One year survival
rates from cancer, not
in line across towns
within the CCG
Uptake to screening
programmes across
areas is not equitable
South Cheshire
CCG
Screening uptake
Bowel
Lowest – Delamere
47.72%
Highest – Cedars
66.93%
Cervical
Lowest – Delamere
67.88%
Highest – Wrenbury
90.39%

Project
Outputs
GP education
focused on
colorectal, lung
and Upper GI
cancers
2 ww
suspected
cancer referral
forms to
include risk
assessment
tools
Campaigns:
national, local
and targeted to
raise
awareness to
early signs and
symptoms of
cancer
Age extension
to cancer
screening
programmes

Project
Outcomes
Reduce the
proportion of
cancers that are
diagnosed
following an
emergency
presentation
Cancer screening
uptake to be in top
20% compared to
England

Cancers
diagnosed at an
earlier stage of
disease
progression

Reduction in
premature
mortality from
cancer (under 75)

Baseline
Proportion of
cancers that are
diagnosed following
an emergency
presentation in
South Cheshire
28%
Lowest – Audlem
11.76%
Highest –
Grosvenor 38%
Mortality
South Cheshire
CCG
120.6 per 100,000
Range 105.1 –
137.7 per 100,000
104 out of 211 (1 is
poor, 211 is good)

Target
England
average 23.7%

Reduce to 20%
over 3 years

Project
Resource

Commissioning
Resource

Diagnose
Cancer Early

Some towns with
higher than
average under
75 mortality from
cancer
One year
survival rates
from cancer, not
in line across
towns within the
CCG

110 per 110,000
in 2 years

140 per 100,000
in 2 years

Screening uptakes
South Cheshire
CCG
Bowel 59.3%
Breast 81.5%
Cervical 80.5%

Bowel 60%
Breast 82%
Cervical 82%

England average
screening uptake
Bowel 57.4%

Bowel 60%

Uptake to
screening
programmes
across areas is
not equitable
South Cheshire
CCG
Screening
uptake
Bowel
Lowest –
Delamere
47.72%
Highest – Cedars
66.93%
Cervical
Lowest –
Delamere
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Breast 72.5%
Cervical 75.3%

Breast 82%
Cervical 82%

67.88%
Highest –
Wrenbury
90.39%

Data source Open
Exeter
Bowel 9/10 – 11/12
Breast 10/11 –
11/12
Cervical 6/7 –
11/12
One year survival
rate Central &
Eastern Cheshire
Breast 97.4%
Lung 27%
Colorectal 73.7%

Breast 97.4%
Lung 29% over
2 years
Colorectal 75%
over 2 years

One year Survival
rate England
average
Breast 96.2%
Lung 30.5%
Colorectal 74.5%

High quality
diagnosis and
treatment
pathways
compliant with
NICE guidance

Improve morbidity
and mortality from
cancer
Some cancers have a
higher diagnosis
through an
emergency
presentation

Scheduling of
diagnostics to
allow rapid
access for
suspected
cancer referrals
Choose and
Book
progressed for

Cancer Waiting
Time Standards
achieved
Stretch of 2ww
Cancer Waiting
Time standard to
Day 9 by 2014
Cancer Peer
Review assures of

Stage of cancer at
diagnosis (2012
data)

20% diagnosed
at an earlier
stage over next
3 years

Cancer waiting time
standards
2ww 93%
2ww breast
Symptoms 93%
31 day standard for
st
1 definitive
treatment for
cancer from cancer

Cancer waiting
time standards
2ww 93%
2ww breast
Symptoms 93%
31 day standard
st
for 1 definitive
treatment for
cancer from

High quality
diagnosis and
treatment
pathways
compliant with
NICE
guidance

Improve
morbidity and
mortality from
cancer
Some cancers
have a higher
diagnosis
through an
emergency
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Some cancers
diagnosed at a later
stage
Stage of cancer at
diagnosis seems
inequitable across
towns
Lifestyle impacts on
prevalence of
preventable cancers
Access to cancer
treatment – care
closer to home

suspected
cancers from
GP
One stop
diagnostic
clinics for lung,
colorectal and
breast cancer
to speed
diagnosis
Capacity
sharing policy
across Greater
Manchester
and Cheshire
Pathway
redesign of
Urology, Gynae
and Skin
Cancers to
ensure NICE
Improving
Outcome
Guidance
compliant
pathways in
partnership
with Greater
Manchester
Lung surgical
pathway review
with UHSM

NICE Improving
Compliant
pathways
Enhanced
recovery for lung
cancers with
reduced LOS

diagnosis 90%
31 day standard for
subsequent cancer
treatment –
surgery 90%
31 day standard for
subsequent cancer
treatment – anticancer drugs 90%
31 day standard for
subsequent cancer
treatment –
radiotherapy 90%
62 day urgent
referral to
treatment 85%
62 day treatment
for cancer following
referral from NHS
screening
programme
62 day treatment
following a
consultants
decision to
upgrade a patients
priority

diagnosis 90%
31 day standard
for subsequent
cancer t’ment –
surgery 90%
31 day standard
for subsequent
cancer t’ment –
anti-cancer
drugs 90%
31 day standard
for subsequent
cancer t’ment –
radiotherapy
90%
62 day urgent
referral to
treatment 85%
62 day
treatment for
cancer following
referral from
NHS screening
programme
62 day
treatment
following a
consultants
decision to
upgrade a
patients priority

presentation
Some cancers
diagnosed at a
later stage
Stage of cancer
at diagnosis
seems
inequitable
across towns
Lifestyle impacts
on prevalence of
preventable
cancers
Access to cancer
treatment – care
closer to home

Day 9 by 2014
Length of wait for
first appointment 14
days
Non-complaint
pathways for

Compliant
pathways by
2014
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Chemotherapy
Reform

Access to
chemotherapy
equitable across
towns from specialist
provider
Chemotherapy closer
to home

Transfer of
chemotherapy
delivery from
Christie’s and
North Staffs to
Leighton
Hospital

Purchase and
set up of
electronic
prescribing of
chemotherapy
with each
tumour group
regimes
uploaded
Acute
Oncology team
accessed from
A&E

80% solid tumour
chemotherapy
delivered locally
by 2015
Patients travel no
more than 45
minutes for
specialist
chemotherapy and
20 minutes for
local
chemotherapy by
2015
E-prescribing of
chemotherapy
Reduction of
mortality within 30
days of
chemotherapy
Fast track
metastatic spinal
cord compression
hotline by end
2013
Emergency
admissions for
cancer related
reasons reduced
by Acute
Oncology Team

Urology, Gynae
and Skin cancers
LOS for lung
resection 7-10 days

LOS for lung
resection 5-6
days

53% solid tumour
chemotherapy
delivered locally

80% solid
tumour
chemotherapy
delivered locally
by 2015

Chemotherapy

Reform

Access to
chemotherapy
equitable across
towns from
specialist
provider
Chemotherapy
closer to home

E-Prescribing in
place by End
2013

2012 monthly
average cancer
related emergency
admissions is 130

20% reduction =
average of 104
cancer related
emergency
admissions per
month
6 days
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Average length of
stay for cancer
related
admissions
reduced

2012 average
length of stay was
9 days for cancer
related emergency
admissions
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Living Well
Project
24/7 Urgent
Care

Health
Inequalities

Project Outputs

JSNA/ISNA has
identified higher
non elective
admissions for
COPD, Circulatory
Disease and
Diabetes than the
national average

Decision as to
whether there is
sufficient evidence
to create a
Business Case for
Integration of
Urgent Care
Services
Development of
Full business case
for tendering of
integrated service
if evidenced as
appropriate

Project
Outcomes
Reduction in A&E
attendances

Reduction in nonelective
Admissions

Improvement in
A&E 4hr target

Baseline

83,091 (2012/13)

14,445 (2012/13)

95.05% (2012/13)

Target

Project
Resource

There is no financial
outlay for the initial
scope of this project

7% reduction
by (2014/15)

30%
reduction by
(2014/15)

97% by
(2014/15)

Commissioning
Resource

0.5 WTE
Project
Manager
0.2 WTE
Service
Delivery
Manager

The subsequent
Business case
development will seek
to utilise the current
funding streams for
OOH current block
contract value
£2,728,000
UCC current block
contract value
£1,028,000
and
A&E, this will be based
on the outrun from
21013/14 as funding is
PbR as opposed to a
block contract.
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Ageing Well
Strategic
Objectives

Improving
the
experience
and
outcomes
for older
people (65+
years)

Workstream

Integrated
Health and
Social Care
Ageing Well:
Care and
Support

Project

South
Cheshire
Extended

Practice
Teams

Health
Inequalities

Implementation

of Extended
Practice
Teams
including risk
profiling and
self-care
Based
around:
1x Rope
Green
1x Eagle
bridge
Development
of local
evidence and
case for
change

Project
Outputs
Patients feel
supported to
manage
their own
LTC
Reduction in
hospital
outpatients
Reduction in
elective
admissions
Reduction in
NonElective
admissions
Reduction in
Hospital
Length of
Stay
Reduction in
readmissions

within 30

days

Project
Outcomes
2013/14
Project
Planning
Groups will
develop
baseline
taking into
account
qualitative
and
quantative
information
from across
the system
including:
Capacity and
demand
Cost of
delivery
The quality of
patient
experience
Risk Profiling

Baseline
Older people
have
expressed
concern about
the variation in
quality of life
and life
expectancy
across the
area
61% of people
with LTC feel
supported to
manage their
long-term
condition

Project
planning
groups to
identify local
health
inequalities
and address
these through
their local
outcome
measures

Health
Inequalities

2-year end point
Based on DH
Integration Pilot
Site Evaluation
2013:
Reduction in
outpatient
attendances 20% by 2014/15
and 10% by
2015/16

Target

Improving the
experience
and outcomes
for older
people (65+
years)

Project
Resource

Commissioning
Resource

Integrated
Health and
Social
Care

South Cheshire
Extended
Practice Teams

Ageing
Well: Care
and
Support

Reduction in
elective
admissions 4% by 2014/15
and 7% by
2015/16
Non-elective
admissions –
0% increase by
2014/15 and
7% reduction by
2015/16
Based on
National
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Benchmarking:
NHS Networks
QIPP
45% reduction
in non-elective
admissions for
patients being
supported
(2014/15)
Based on
National
Outcomes
Framework
10% reduction
on 2013/14
Length of Stay
by 2015/16
9% reduction in
readmission
rates
>64% patients
feel supported
to manage their
LTC
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REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM

th

Thursday 6 June
2013
14:00
AUTHORS

QUALITY REPORT

PURPOSE OF REPORT
This paper provides the Governing Body with a progress report, in line with
statutory requirements, to monitor the performance activity of our providers’
against clinical quality and patient safety requirements for the period ending April
2013.

Sue Cooke
Clinical Quality Manager
Cathy Fulham
Quality and Performance
Officer
GOVERNING BODY LEAD(s)

STATE HOW THIS PAPER LINKS TO THE NHS SCCCG VISION, AIMS &
VALUES & GOALS
NHS SCCCG Board needs to identify the principal risks that may threaten the
achievement of their vision and strategic goals, by ensuring through its
Assurance Framework a mechanism to implement controls to manage potential
risks and monitor corrective actions where gaps in Quality and Patient Safety
have been identified.
STRATEGIC GOALS

Fiona Field
Director of Partnerships and
Governance

VISION





Building Services around the needs of the patient;
Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between

Health & Social Care

Separate disease based health services

Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.

RECOMMENDATIONS

NHS South Cheshire Clinical Commissioning Group Governing Body
are asked to:
i) Note the position update relating to clinical quality and patient
safety from our main providers, Mid Cheshire Hospitals foundation
Trust; Cheshire and Wirral Partnership Foundation Trust; East
Cheshire NHS Trust Community Services and BMI South Cheshire
Hospital.

2.4.1

To maximise health and
wellbeing and minimise
health inequalities informed
by local voices and
delivered in partnership

ACTION REQUIRED

DECISION: Approval
Assurance

No

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on

No

Website

Yes

RISKS: Issues outlined
No

RESOURCES: Issues outlined
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REPORT TITLE

QUALITY REPORT Month ending April 13
1.0
2.0

Overview Summary
As stated in the NHS Standard Acute contract 2013/14 General Conditions 8 providers are required to
supply information detailed in Service Conditions 37, quality requirements and incentive schemes
(Clinical Quality Review) to help generate a ‘Clinical Quality’ report detailing its performance against
quality requirements.
The key components of a Clinical Quality Performance report are detailed in Service Conditions 37
(Matters ofr Monthly Review), this report inlcudes:•
Quality Scheme – CQUINs
•
Provider Service User Complaints
•
Patient Safety & Serious Untoward Incidents
•
Regulator Notifications/Inspections (NICE, CQC)
•
Consultation Exercises
•
NHS Targets (EMSA, HCAIs)
The following summary presents the performance activity of the quality measures accompanied by
exception statements outlining the main issues, risks and proposed corrective management actions to be
undertaken to rectify the adverse position.

2.0 Complaints/PALS/Professional Concerns
2.1 The scorecard below gives a total number of complaints being processed through the system for the month
ending April 2013 and total year-to-date.
The scorecard below gives a total breakdown of information being processed through the system and yearto-date for complaints, PALS, Professional Concerns, SUIs, notifications for period ending March 2014.
South Cheshire
2013-14
Complaints - Received
PALS
Professional Concerns
Serious Untoward
Incidents/ Never Events

April
13
0
10
3
6

YTD
Total
0
10
3
6

2.2 Professional Concerns

Graph 1 provides an illustration of
Professional Concerns reported between
September 2012 and April 2013. There is a
noticeable peak in the number of reports
received during February 2013, which was
due to data between September and January
2013 being inputted into DATIX during
February and March 2013 following the
recognition of poor process management of
incoming emails during that period.
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Graph 2 illustrates the Professional Concerns reported
by category. The Top 5 categories for the 43 incidents
included in this report continue to be:
• Treatment
• Referral
• Discharge
• Policy/Procedure
• Transport
As the data is expanded the list of the top 5 categories
of concerns reported will be expanded in order to
identify themes and trends upon which risks to patient
safety or service provision can be focussed.

Graph 3 illustrates which practices are
reporting professional concerns as well as the
numbers reported per practice. The Acorns
Surgery is currently the highest reporter
responsible for 42% of reports followed by
Kiltearn Medical Centre at 16%.

2.3 Serious untoward Incidents – updates on previous incidents
Incident No 2013/5378 – Patient was admitted to MCHFT in June 2012, and had appendix removed.
However, the patient was readmitted in January 2013 with abdominal pain and following further investigation
an adenocarcinoma was diagnosed.
Key actions from Root Cause Analysis:
•
Urology sub-division to review the implementation of Consultant ward round to ensure that nonelective admissions receive a senior review within 24 hours of admission including weekends and
bank holidays.
• Development of standard operating procedure/protocol for staff in relation to post surgery follow up
requirement
• Discussion with Consultant body relating to escalation of histology results direct to Consultants
• Review of the process for follow up histology results
Current Serious Incidents under Investigation by Provider
MCHFT
March 13
There were no new incidents reported during this period.
April 13
Incident 1 (2013/12314) – Pressure Ulcer Grade 4
Incident 2 (2013/11033) – Pressure Ulcer Grade 3
Incident 3 (2013/11653) – Pressure Ulcer Grade 3
An increase in hospital acquired pressure ulcers have been reported in the last 4 months at MCHfT with
one grade 4 pressure ulcer in April 2013
Actions proposed by Quality team:
1. Quality team have collated a data base of pressure ulcer incidents for the last 12 months
2. A meeting has been convened in June by the Clinical Quality Manager with senior nurses in MCHfT to
review all cases of pressure ulcers in the last 12 months to look at common factors/trends
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3. Pressure ulcer numbers are measured in the national monthly safety thermometer data collection
4. Pressure ulcer assessment and training for staff has been included in a CQUIN indicator in the NHS
Standard Contract 2013/14 for MCHFT
Incident 4 (2013/11660) – Health Care Associated Infection Methicillin Sensitive Staphylococcus Aureus
(MSSA Septicaemia) – patient had myocardial abscess and subsequently died. There is a level 2 Root
Cause Analysis investigation currently underway.
CWPFT
There were no new incidents reported during March/April 13
ECT Community
March 2013
There were no new incidents reporting during March 13
April 2013
1. Incident No. 2013/12476 - Stage 3 pressure ulcer observed to left heel when visiting to perform
venepuncture.
2. Incident No. 2013/12477 - District nurse carried out joint visit with Tissue Viability Nurse Specialist to
assess patient wound and identified a pressure ulcer stage 4.
BMI
March 2013
There were no new incidents reported during March 2013
April 2013
1. Incident No. 133978 - Unintentional injury to bowel during laparoscopic surgery. Root Cause Analysis
currently underway.

3.0 Commissioning for Quality and Innovation Scheme (CQUIN)
MCHFT – UPDATES Quarter 4
MCHFT have achieved all the CQUIN schemes except:
1. National CQUIN – Patient Experience – Personal Needs 5 questions are asked;
Question scored
Progress
Involvement in decisions about treatment and care – scores
Scores increased from 2011
increased
Scores decreased from 2011
Hospital staff being available to talk about worries/concerns
Privacy when discussing condition/treatment - scores increased

Scores increased from 2011

Being informed about side effects of medications

Scores increased from 2011

Being informed who to contact if worried about condition leaving
hospital

Scores the same

Actions around hospital staff being available to talk about worries/concerns:
a) A review of staffing levels on the wards has recently been undertaken and results discussed within the
clinical divisions and Executive team
b) Risk assessments in relation to a number of wards in the emergency care division have been
undertaken and actions are being progressed to review skill mix on the wards, manage sickness, review
non-clinical roles and reduce vacancies.
c) Overseas recruitment campaign in Ireland and Spain has led to recruitment of registered nurses.
2. Dementia screening
To ask the dementia case finding question within 72 hours of admission as an emergency to patients who
are aged 75 years and above, or who have a known diagnosis of dementia or a clinical diagnosis of
delirium. Target 90% achievement
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Actions
The number of patients who have been asked the dementia screening question identified by clinical
coders is very low. Renewed efforts have been planned with Divisional Matrons and ward managers to
increase the numbers and the proforma has been updated following feedback. Results have improved by
20% but the target has not yet been achieved.
3. Dementia Risk Assessment
To ensure all patients who respond positively to the dementia case finding question have a dementia
diagnostic assessment, including investigations, undertaken. Target 90% achievement
Actions
Dementia diagnostic assessment tool has been included on the dementia screening proforma.
3. Dementia referral for specialist diagnosis
To ensure all patients who have had a diagnostic assessment where the outcome is either positive or
inconclusive are referred for further diagnostic advice/follow up
Actions
Referral pathway for patients who require diagnostic advice/follow up has been agreed with
commissioners and the proforma has been amended to reflect the agreed pathway
4. Advancing Quality - Pneumonia
There are 6 clinical practice areas which are involved in this CQUIN. There is compliance in 5. Antibiotic
administration within 6 hours of arrival is an area of non-compliance which an area the Trust continues to
work to resolve.
MCHFT – CQUIN Scheme 2013/14
MCHFT - National CQUIN
1. NHS Safety thermometer
2. Dementia
• Find, assess, investigate and refer
• Clinical leadership
• Supporting carers
3. VTE
• Risk assessment
• Root cause analysis
4. Friends and Family Test
• Phased expansion
• Improved performance on the staff friends and family test.
Advancing Quality
1. Acute Myocardial Infarction
2. Heart failure
3. Hip and knee replacement
4. Pneumonia
5. Stroke
Local CQUIN
1. Electronic patient Records
2. Alcohol Assessment using the Audit C tool (GP Involvement – will receive the audit tool)
3. Readmissions – reducing readmissions to MCHfT
4. Reducing cancellations for elective surgery and outpatients appointments
5. Patient facing services – holding patient focus groups in glaucoma services, stroke and head and neck
to inform a service specification and outcome indicators
6. Staff engagement to improve services – compliments the patient facing services indicator. Part 1 – staff
focus groups in glaucoma services, stroke, head and neck. Part 2 implementation of care rounds in all
wards. Part 3 shared decision making in outpatients in cardiac rehabilitation, women on the high risk
antenatal pathway, dermatology (patients with acne)
7. Pressure ulcers – training and assessment
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8.
9.

Prognostication and advanced care planning
Medicines management – reducing harm from omitted and delayed medicines in hospital

Not yet agreed –

Inhaler technique
Advice line for GPs
The two CQUIN Indicators above are being discussed at Executive level.
CWP CQUIN
All achieved except:
Medicines Always Events – create an optimal patient experience through the use of a care bundle with a
focus on medication. There were 5 elements in the indicators all were achieved except one around
discontinued medicines documented on discharge. This was a stretch target. Performance has improved by
23% but not yet achieved compliance.
CWP - CQUIN 2013/14
National CQUIN
1
NHS Safety Thermometer
Local CQUIN
1
Long- Term Conditions - Integrated neighbourhood/extended practice teams
2
Patient Experience – transition from Child and Adolescent Mental Health Services (CAMHS) to
adult services
3
Physical Health Checks – patients who have not had a physical health check by their GP are
identified and physical health check is carried out when seen by CWP
4
Dementia baseline screening for people with Down Syndrome
5
Autism Pathway
Advancing Quality
1
Psychosis
2
Dementia
BMI South Cheshire Hospital CQUIN
BMI South Cheshire Hospital has achieved all CQUIN indicators for 2012/13
BMI CQUIN 2013/14
National CQUIN
1 Friends and Family Test
2 NHS Safety Thermometer
3 VTE
Local CQUIN
1 Dementia Awareness
2 Perioperative care
East Cheshire Trust (Community) CQUIN achieved 2012/13 indicators
East Cheshire Trust (Community) CQUIN 2013/14
1 Integrated Neighbourhood/Extended Practice Teams
2 Falls
4.0

Monitor/Regulator Notifications
MCHFT - Patient-Led Assessments of the Care Environment (PLACE)
The purpose of the PLACE assessment is to assess hospitals across a range of environmental aspects
against common guidelines. It offers a non-technical view of the buildings and non-clinic services provided
across all hospital, hospices and independent treatment centres providing NHS funded care. Scores are
based on conditions seen at the time of the assessment, the result of the assessments are shared with the
Care Quality Commission who will use the information in their monitoring of provider compliance with the
essential standards of quality and safety, and to inform inspection of relevant standards
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MCHFT carried out their annual PLACE assessment w/c 8 April 2013, and this replaces the Patient
Environment Action Team (PEAT) inspections, the visits took place over 2 days. The assessment teams
were made up of patient representatives, members from the Youth Council, carer representative around
Dementia care, a member from OCEAN and a Polish patient representative. The aim of the assessment
was to have a wide representation from all groups of people. From the Trust side this involved
representation from the Executive Team, Senior Nurse, Infections Control, Estates, Catering and nurse
representation from other areas, the criteria for the PLACE visits is a minimum of 50% of the team should
be patient assessors (a requirement is that there should be at least 2 patient reps on the visit).
The CCG quality team were invited to take part in the PLACE assessment and their role was as patient
representatives.
On the day of the visit, introductions were made, and the trust representatives were
asked to give the patient assessor’s time to decide which areas/wards they would like to inspect, this
enabled the patient assessors an opportunity to decide which areas they had an interest in. The reps from
the Trust then re-joined the group and the PLACE teams were split up, visits took place in the following
areas:
•
•
•
•

Treatment Centre
Out Patients including eye care
Ward 6
Maternity Outpatients

•
•
•
•

Medical Imaging
ECG Department
Ward 2
Emergency Department

Youth Council members would visit the children’s department/wards, and the carer representative for
Dementia would link up with the Dignity matron around Dementia Care, which was scheduled to take place
the following day.
Once the visits had been completed, which took approximately 2½ hours, all teams regrouped and the
patient representatives were left to consider and complete a final assessment. All completed assessment
forms will be uploaded onto a National database by the Hotel Services Manager and results will be made
available.
MCHFT also carry out internal PLACE assessments, which the CCG have expressed an interest in
participating.
5.0 Consultation and Engagement
6.1 Friends and Family Test (FFT)
MCHfT
Friends and Family Test (FFT) – MCHfT reported that improvements have been undertaken within the
A/E department to improve their position from last month’s figure of 3.1% to 11.4% which is an
exceptional improvement. Using the kiosk system and emptying the post boxes daily have made a
significant difference. The response rates from the wards are 34% response and MCHFT are confident
they will achieve the 15% return rate for Trust performance overall. It was noted that the Maternity unit
will be undertaking the FFT as from October 2013.
Cheshire and Wirral Partnership
CWPFT are implementing the Friends and Family Test – as part of recommendations for patient
engagement.
BMI South Cheshire Hospital
Implementing the Friends and Family Test through patient survey.
6.0 Patient feedback via NHS Choices
MCHFT –– achieved a 4.5 star rating based on 127 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decisions and Same Sex
Accommodation
There were 13 postings on NHS Choices during Mar/April 13, 9 positive and 4 negative. Of the reported
positive comments these related to care received, stating ‘Excellent, efficient service and quick treatment’
in the eye care department, in the breast care clinic being ‘treated like royalty’, ‘Fantastic Birth Experience’
etc.
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Of the 4 negative postings 1) related to length of time elderly patient waited in A/E on a trolley to see a
doctor- over 5 hours, in the middle of the night - MCHFT have yet to respond. 2/3) 2 comments related to
lack of wheelchairs available for patients attending outpatients, lack of wheelchair accessible parking
spaces and also commented on parking charges. MCHFT have responded stating that they are aware of
this problem and have now ordered additional wheelchairs, and they have reinforced the message to the
portering staff to assist patients to locate wheelchairs. An apology was also given. With regards to parking
MCHFT have informed the patient that they have 49 disabled spaces for patients and visitors which is in
excess of the required standard , stating where they are located and if a patient has difficultly to use the
intercom so that security can advise patients/visitors. In regards to car parking charges MCHFT have
stated that it would be wrong to assume that someone is financially challenged because they have a
disability. 4) Communication between A/E and ward relating to medication – hospital yet to respond.
Victoria Infirmary, Northwich - achieved a 4.5 star rating based on 15 ratings for the hospital, these
ratings related to Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decisions and Same
Sex Accommodation
There were 4 postings on NHS Choices during Mar/April 13, 1 positive and 3 negative. The one positive
commented relating to care given in the minor injuries unit to a 2 year child who had her head ‘glued’ –
stating that the ‘staff were fantastic, lovely and an asset to the NHS’
Of the 3 reported negative comments these related to:
1. Car parking charges – stating that the first principle of the NHS was that ‘it was to be free for use
at point of contact’ and it is the ‘only car park in Northwich that charges’. The hospital have yet to
respond.
2. Patient observed nursing staff being rude in addressing the doctor – the hospital have yet to
respond
3. Elderly patient arrived late for O/P appointment, was advised by the nurse that there would be a
‘bit of a wait due to arriving late’ or they could have another appointment’ Patient decided to wait
however it appeared that their wait lasted 3 hours and also stated that the staff were ‘very rude’.
The hospital have responded stating that it is not their intention to panelise patients for attending
appointment late, however it can be difficult to accommodate patients. The hospital are looking at
a process to ensure that this scenario does not happen again
Cheshire & Wirral Partnership Trust – no postings specifically about the services provided from South
Cheshire and Vale Royal.
East Cheshire Trust – no postings regarding Community Services.
7.0
7.1

NHS Targets
Healthcare Acquired Infections (HCAI)
For the reporting period March 2013. MCHfT are showing red status following one case of MRSA in April
2012.
The reporting period 2013/14 commences in April 2013. There were no cases of MRSA bacteraemia in
April 2013. Therefore MCHfT are currently green status. Threshold for MRSA is 0 for 2013/14
There were 5 cases of Clostridium Difficile for the month of March taking the Year to Date total to 28, this is
under the current trajectory of 54 for 2012/13. Total for April 2013 is 0. From April 2013 the target, based
on 2011/12 figures, has been reduced from 54 to 15. It has been noted that this target is causing MCHfT
concern. MCHfT have the third best C Difficile rate in the North of England and in the past two years there
have been no major outbreaks. However based on 2012/13 performance MCHfT will not meet the 2013/14
target.

7.2 Mixed Sex Accommodation (MSA)
For the period April 2012, ending March 2013 the total number of mixed sleeping accommodation was 98
patients as per MCHfT submission. The reason for the breaches relates to patient flow within the Acute
Stroke Bay and Critical Care areas. The stroke unit relocated in September 2012, which has resulted in no
Prepared By : Sue Cooke/Cathy Fulham
NHS South Cheshire CCG : Governing Body – 06-06-2013

8

61 of 302

further breaches. Therefore, breaches have been in the critical care areas only. Once the new
theatre/critical care build in completed in Spring 2014 there should be no breaches of sleeping
accommodation. Currently any breaches are investigated by the Director of Nursing and Deputy Director of
Nursing.
In April 2013 there was 5 MSA breaches at MCHFT relating to patients registered with South Cheshire
GP’s. There was 1 other breach relating to a patient registered with a GP in another area.
7.3 Stroke
During March 2013, 65% (24/37) of stroke patients received care within a designated stroke ward against a
target of 80% and 57% (4/7) high risk TIA patients were treated within 24 hours of referral in month against
a target of 60%. MCHfT are in discussions with University Hospitals of North Staffordshire to assess
patients out of hours and weekends.
Work will be starting in June around the stroke pathway to implement the rehabilitation pathway and
develop a service specification with outcome indicators for stroke services.
7.4 Nursing Homes
Within the South CCG there has been increased activity surrounding the implementation of the Safety
st
Thermometer (ST), which became mandatory for all CHC residential clients on April 1 2013. The team
continue to work with Business Intelligence to develop CQuIN data capture. Alongside this will be a
repository for the ST data, this will encompass soft and hard information in relation to the care homes.
Training has been on-going for all Matrons/Managers from the Care homes, to enable them to input their
data effectively. The uptake of homes which are using the ST in the South CCG totals 2 out of a possible
17.
The team will be visiting each Care home within the next few months. At these meetings there will be an
opportunity to support the Matrons/Managers with ST.
7.5 National Patient Safety Agency (NPSA) reporting CHANGE
The CCG is assured that providers report incidents to the NPSA through their quality reports. The CCG
view the NPSA website quarterly when data is refreshed. This gives details of the reporting behaviour of
organisations. High reporting of incidents indicates a high safety culture within an organisation. The next
update will be September 2013.
7.6 NICE Guidance
MCHFT - Quarter 4 report due to be presented at the Clinical Quality and Patient Safety Review meeting in
June 2013 with report back to Governing Body in August 2013
CWPFT – update to the Governing Body in August 2013

8.0 Responsibilities of CCG
Post Infection Review
From April 2013 all cases of MRSA blood stream infection will involve a Post Infection Review (PIR). This
will identify any failings in care and identify the organisation best placed to ensure improvements are
made. The PIR process requires strong partnership working by all organisations involved in the patients
care pathway. There has been a change in responsibilities. If a blood culture is obtained from the patient
before the third day of the admission and an MRSA bacteraemia is detected then the CCG responsible
for the patient will be required to lead the PIR. If the blood culture is taken after Day 3 of admission and a
MRSA bacteraemia is detected then the acute trust will be required to lead the PIR. There is also
guidance if a GP performs a blood culture e.g. in a nursing home and an MRSA bacteraemia is detected.
There is a 7 day deadline for completion of PIR and uploading the data to the data capture system held
by Public Health England.
9.0

Quality Updates –
Cancer
Primary Care Deaths audit – End of Live Commissioning Toolkit

Prepared By : Sue Cooke/Cathy Fulham
NHS South Cheshire CCG : Governing Body – 06-06-2013

9

62 of 302

Work is due to start in the Summer on a project in South Cheshire CCG to examine the last 25 deaths in
4 GP practices and to gather information concerning the patient journey i.e. what service they access in
the last year, where they died, were they on the Gold Standard Framework, did they have equipment at
home etc. This work is being funded by the National End of Life Care Programme and forms part of the
evaluation of the End of Life Commissioning Toolkit.
Integrated Care Pathway for the Dying
The End of Life Service Model during March 2013 conducted a locality wide Integrated Care Pathway
(ICP) audit across care homes, community, acute care and hospices in response to the rece4nt adverse
media coverage. The areas of focus of the audit were:
• Communication with relatives
• Frequency of review of patients with ICP
• Hydration and nutrition assessment
• Use of sedative medications
The results are currently being analysed and the report is expected to be available by late June 2013.
NHS South Cheshire CCG
Local Enhanced QoF
LEQOF (now known as Primary Care CQUIN) has now been included as an education element within the
scheme to ensure that GPs are in a position to share best practice within their team.
The forthcoming joint PLTs will be used to support the proposed Primary Care CQUIN for 13-14 i.e.
education sessions to cover falls assess, assess of frail elderly, medicine reviews etc.,
Third sector groups will also be invited to have stands at these events to promote to GPs the work that
they carry out in the community.
10.0

Recommendations for NHS South Cheshire CCG Governing Body
The Governing Body are asked to:
• Note the content of this report
• Approve the actions being taken in response to the increased number of hospital acquired
pressure ulcers in Mid Cheshire Hospitals foundation Trust.
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NHS South Cheshire CCG
Annual Report on Safeguarding Children
And Adults at Risk – April 2013
1.

INTRODUCTION

This is the second annual report for Safeguarding children and for Adults at Risk for NHS South
Cheshire. The report is the first since authorisation of the organisation, and demonstrates the CCG’s
strong commitment to safeguarding and promoting the welfare of children and Adults at Risk who are
living within the communities. It further provides information about how the CCG carries out its
statutory responsibilities in this regard.
The requirements upon health are enshrined in statute within children’s services. The Children Act
1989 and 2004 provides the legislative framework for safeguarding children and is supported by
statutory and supplementary guidance in Working Together (HM Government 2013). This guidance
sets out the roles and responsibilities of all agencies including Clinical Commissioning Groups
(CCGs) in ensuring their functions are discharged with regard to the need to safeguard and promote
the welfare of children.
The mandate from the Government to the NHS National Commisioning Board (NHS NCB) (now
known as NHS England) published November 2012 says:
‘We expect to see the NHS, working together with schools and children’s social services,
supporting and safeguarding vulnerable, looked after and adopted children, through a more
joined-up approach to addressing their needs.’
The mandate further sets the NHS CB (NHS England) a specific objective of continuing to improve
safeguarding practice within the NHS, reflecting the commitment to prevent and reduce the risk of
abuse and neglect to Adults.at Risk
The NHS CB (NHS England) has published further guidance ‘Arrangements to secure children and
adult safeguarding in the future NHS’ September 2012 This framework focuses on the statutory
requirements in safeguard children, with reference to similar principles being applied as part of best
practice in relation to arrangements to safeguard adults at risk. This guidance is intended to support
the changing NHS and all its Organisations to fulfil their statutory safeguarding duties as set out in:
•
•
•
•
•
•
•
•

Working Together to Safeguard Children
Statutory Guidance on Promoting the Health and Well-being of Looked After Children
Mental Health Act, 1983
Human Rights Act, 1998
Safeguarding Vulnerable Groups Act, 2006
NHS Act, 2006
Equality Act. 2006
And in any future legislation regarding the safeguarding of adults.
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2.

PURPOSE OF THE REPORT

To provide assurance that NHS South Cheshire CCG is in line with statutory guidance, and takes
account of the responsibility of all NHS funded organisations and healthcare professionals to ensure
that people in vulnerable circumstances are not only safe but also receive the highest possible
standard of care.

3.

LEADERSHIP AND ACCOUNTABILITY

Section 11 of the Children Act 2004 outlines the requirement for a clear line of accountability within
NHS organisations in respect of safeguarding and promoting the welfare of children. The NHS
safeguarding accountability and assurance framework supports this requirement and extends it to
include adults at risk
NHS South Cheshire CCG has demonstrated that their safeguarding requirements have been met as
set out in the authorisation process. Leadership and management for safeguarding was one of the
key requirements for the CCG.
Leadership and responsibility for safeguarding at Governing Body level is achieved through the
Director of Partnership and Governance. This lead role provides the CCG representation on both the
Local Safeguarding Children Board (LSCB) and Local Safeguarding Adult Board (LSAB).
Clinical expertise in the CCG is provided through both the Designated Nurses for safeguarding
children and safeguarding adults at risk. In addition there are Designated Professionals in respect of
Cared for Children and a newly commissioned Designated Paediatrician for Child Deaths. These
professionals are directly accountable to the Director of Partnership and Governance. As clinical
experts and strategic leaders, they provide a vital source of advice to the CCG, NHS England, Local
Authority, LSCB, and LSAB. They also provide advice and support for health professionals in provider
organisations.
NHS South Cheshire CCG has developed a hosting arrangement with a neighbouring CCG to share
the expertise of the designated and lead professionals.
The two CCGs, together, commission health services within the same Local Authority (LA) area. This
arrangement contributes successfully to the multi-agency safeguarding agenda and in particular the
work of the Local Safeguarding Children and Adult Boards.
The NHS England Local Area Team is forming local safeguarding networks to include CCG executive
leads and designated professionals to further support safeguarding across the NHS and to ensure a
standardised approach to safeguarding is achieved.
The Named GPs for safeguarding children, formerly employed by PCTs will now be employed by the
NHS England. They will however, remain accountable to the Designated Professionals. In support of
the accountability and assurance framework every practice also has an Adult at Risk lead.
There are safeguarding leads at Executive level and Named Professionals within each individual
health provider organisation locally as required.
Safeguarding service specifications for our main local providers have been drawn up by the CCG
commissioners, outlining clear service standards consistent with the requirements of the Children Act
1989/2004. There are also clear specifications in the contract relating to the PREVENT adult agenda
for safeguarding that is required nationally by all Trusts. A Safeguarding Children and Adults at Risk
Policy has been developed from the North West template and is included as standard in contracts.
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Health providers complete the NHS North West audit tool to monitor safeguarding standards on an
annual basis, through which providers are able to submit evidence of compliance within their own
policy standards. The CCG has quarterly meetings with their main provider organisations in which
contract standards, as well as other ongoing action plans, including the Care Quality Commission
(CQC) safeguarding action plans, Section 11 action plans and Serious Case Review Action Plans, are
monitored, and reviewed.

4.

INSPECTIONS

In early 2013 the CCG took part in both a multi-agency peer review of safeguarding children services
in Cheshire East Local Authority and a mock inspection of safeguarding children cases. The report
gave rise to a CCG action plan which has been completed. The main recommendations were the
need for all professionals and organisations to understand child protection thresholds and for partner
agencies to develop their contribution to early help for families and children in need. Universal
services such as health visiting and general practice are ideally placed to recognise when families
and children are struggling, and may require additional help or referral to other services to meet their
needs.
Health professionals were identified as ideally placed to initiate and lead on a greater number of early
intervention assessments and planning work for children and young people than is presently taking
place.
This work is undertaken through the national Common Assessment Framework (CAF) process. The
CCG has responded by inserting a clause in provider contracts requiring an increase in the number of
these assessments being undertaken by health professionals.
In March 2013, Ofsted carried out an inspection of Cheshire East Local Authority safeguarding
children arrangements. This inspection did not include CQC inspection of health services. Health
professionals were however, consulted as part of the case tracking process. The outcome of this
inspection was that safeguarding children services in the Local Authority was inadequate. The CCG
will co-operate with the Local Authority where necessary in improvement planning and
implementation.
In March 2013 a North West Home Office Peer Review was undertaken of Adult and Children
Safeguarding services. The rationale for this review came from police colleagues questioning how
government cuts will affect safeguarding in the future. The Home Office agreed to a project to look at
40 Local Authorities across England, particularly looking at how agencies have made efficiencies,
promoted integrated working, including the development of Multi Agency Safeguarding Hubs,(MASH)
the reviewers also had discussions with service users to understand how successful outcomes had
been for individuals.
To date, there has been no official feedback, preliminary feedback on the day was very positive in
relation to multi-agency working in adult services in Cheshire East Local Authority who are awaiting a
full report when all the 40 Authorities have been visited.

5.

SERIOUS CASE REVIEWS AND REFLECTIVE REVIEWS

A Serious Case Review is undertaken when a vulnerable person dies or is seriously harmed through
neglect or abuse, and there are concerns as to the effectiveness in the way agencies worked
together. Regulation 5 of the Local Safeguarding Children Board Regulations 2006 requires LSCBs to
undertake reviews of serious cases which meet the criteria outlined in Chapter 4 of Working Together
to Safeguard Children (HM Government 2013), in order to ensure that important lessons for intra and
inter-agency working are learnt. There is a further requirement for reviews to be carried out regularly
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on cases which do not meet statutory criteria, but which can provide useful insights into the way
organisations are working together to safeguard and protect the welfare of children.
Although not yet laid down in statute the Local Safeguarding Adult Board (LSAB) has adopted a
similar approach to learning lessons through multi-agency reflective reviews in regard to safeguarding
adults at risk. This has resulted in the LSCB and LSAB forming a joint Serious Case Review Sub
Group. The Designated Nurse Leads for safeguarding in the CCG are members of this group.
There have been no Serious Case Reviews carried out in respect of children over the last year in
NHS South Cheshire CCG.
There has been one multi-agency learning review carried out in respect of one child in our CCG area.
The Designated Nurse for the CCG was a full participant in this process as the lead reviewer.
There have been 11 reflective reviews relating to Adult Services that have been undertaken by East
Cheshire LA over the last year, The Designated Nurse for Adults now in post has attended some of
the reviews.
Learning from all safeguarding reviews and audits is disseminated to health practitioners and their
managers through mandatory training and professional meetings.

6.

CO-OPERATION AND WORKING TOGETHER WITH OTHER AGENCIES

The accountability and assurance framework NHS NCB 2013 (NHS England) sets out clearly the
responsibilities of each of the key players for safeguarding in the future NHS.
The first of these is to promote partnership working to safeguard children, young people, and adults at
risk of abuse, at both strategic and operational levels. The CCG have a strong commitment to this
responsibility and are working both within the CCG and across its provider organisations to increase
the quality of the work being carried out.
Within the adult services there is a joint meeting undertaken quarterly with representation from CCG,
Local Authority, CQC, and main provider organisations. This enables a sharing of soft intelligence to
ensure a clear and accurate interpretation of information relating to safeguarding adult services and
issues is pooled. The information can then be triangulated between providers to give a richer source
of information.

7.

MULTI-AGENCY SAFEGUARDING HUB (MASH)

As part of this work the CCG has contributed to the development of a multi-agency safeguarding hub
(MASH). The MASH is a way of working which is being developed both nationally and within the
Cheshire East LA Safeguarding Children and Adult Boards’ footprint. Its purpose is to support the
delivery of better and stronger partnerships at a local level which keeps the vulnerable safe and
ensures that those who pose risk of harm are adequately managed.
The aim of the hub is to promote enhanced communication, information sharing and shared planning
through a co-location of safeguarding professionals. This can prevent duplication in working and
make best use of available resources. The MASH is located within a Local Authority Building and the
Designated Nurse for Safeguarding Children, the specialist nurse for the Child Death Overview Panel
(CDOP) and the Designated Nurse for Adults at Risk spend a portion of their time at this base.
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The co-location of these services with both adult and children’s social care safeguarding teams and
the police allows for a richer source of intelligence sharing, planning, shared working, and improved
understanding of roles initiation of new projects.
With regard to the CDOP nurse, the hub allows for direct communication with the CDOP admin staff
who are employed by the Local Authority. This co-location of resources reduces duplication when
collating child death information for the Panel and saves considerable professional time.
•
•

•
•

8.

Examples of Multi-Agency safeguarding Hub Working
Pilots are in place in Crewe and Macclesfield comparing two different multi-agency tools used to
assist professionals and families working with child neglect issues.
Regular
“Working Together Meetings” have been developed to allow for Designated
Professionals and the Named Nurses and Doctors in the Provider Organisations to meet with
operational managers within the police and social care. One of the functions of this group is to
discuss cases which have required escalation and where there may have been problems in
communication and working between agencies
Work is in progress to assess the feasibility of some degree of co-location of staff within the Social
Care Contact and Referral Team. This would include the Police Public Protection Unit and Nurse
Specialists from the provider units.
The use of a secure email system has been agreed between health and social care to improve the
timeliness of information sharing.

SAFEGUARDING BOARDS

Local LSCBs and LSABs are the key mechanism for agreeing how the relevant organisations in each
local area will co-operate to safeguard and promote the welfare of children and adults in that locality,
and for ensuring the effectiveness of what they do. The CCG support the Boards through attendance
at Board meetings and actively supporting the sub groups. Two of the sub groups, training and
serious case reviews, have become joint sub groups with the adult safeguarding board.
This makes for efficient use of resources but more importantly allows for a whole family approach
supporting safeguarding.

9.

LOCAL SAFEGUARDING CHILDREN BOARD

Local Statutory Membership of the LSCB is set out in ‘Working Together to Safeguard Children’. The
Designated Nurse and Doctor attend the Board in an advisory capacity, providing clinical frontline
expertise for the Board where required. The CCG has further contributed to the work of the LSCB
through providing expertise as required.
The CCG actively support the LSCB sub groups through:
•
Attendance and active contribution at subgroup meetings
•
Providing assurance to the LSCB through quality and performance management data that
standards for effective safeguarding arrangements are in place for all local health providers and
are being effectively monitored for progress.
•
Contributing to the development and updating of the LSCB Child Protection Procedures.
•
Participating in the planning and commissioning of services for children in Cheshire. A recent
priority being the need to increase partner agency engagement in the early help/intervention
work.
•
Contributing to the planning and delivery of multi-agency and single agency training.
•
Contributing to the inter-agency response to Government Guidance and recommendations from
the CQC.
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•
•
•

•
•
•

10.

Contributing to Strategy meetings regarding the management of concerns against adults who
work with children/young people when requested.
Addressing and communicating the wider safeguarding agenda through the Engagement of
Partners and the Community.
Contributing to the work of the Child Death Overview Panels (CDPOP) in Cheshire through the
collection and analysis of information about child deaths. This process is further enabled by the
CDOP nurse role, appointed in 2011. A newly commissioned Child Death Paediatrician will
further contribute to this function by leading on the health contribution to this process.
Undertaking Serious Case Reviews, single agency reviews and multi-agency reviews of cases
as required. This includes the dissemination of learning across health organisation and
implementing recommendations as required.
Working with multi-agency partners to implement new developments in working practice.
Designated Professionals have been actively involved in the redesign of Local Authority Contact
and Referral Services.
Contributing to the multi-agency response to domestic abuse through training and Multi-Agency
Risk Assessment Conferences (MARAC) steering groups.

LOCAL SAFEGUARDING ADULT BOARD

The Cheshire East LSAB was formed as a response to No Secrets which was published in 2000 by
the Department of Health and the Home Office as guidance under section 7 of the Social Services Act
1970. The No Secrets guidance placed a duty on local authorities to take the lead in developing an
interagency approach to the investigation of vulnerable adults. In 2012, the government committed to
make multi-agency adult safeguarding boards mandatory by putting them on a statutory footing; we
await further guidance this year.

•

The CCG supports the work of the LSAB to:Provide Local Policies and procedures to support providers in establishing clear processes
when reporting Adult Safeguarding concerns.

•

To continually promote Adult Safeguarding in all local planning within the Adult Board, to include
service users’ voice in raising public awareness of Adult Safeguarding.

•

Learn from Serious Case / Reflective reviews ensuring that there is a learning and improvement
framework for multi-agency teams to work within. Also to drive self-neglect forums to ensure a
standardised approach is used.

•

To facilitate the effectiveness of safeguarding activity, through reporting measures, the
Information Intelligence Quality Assurance [IIQU] sub group, and the impact of early help
measured through LA reporting streams.

•

Provide an annual self-assessment in conjunction with LA providing an outcome focused
approach to developing services.

•

Offer guidance to LA following assessments of quality assurance of provider services around
Adult Safeguarding.

11.

SAFEGUARDING QUALITY ASSURANCE

The CCG is responsible for safeguarding quality assurance through contractual arrangements with
their providers. A set of safeguarding standards in respect of both children and adults at risk, as
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agreed across North West Health Organisations, has been included in provider contracts. These can
be used in conjunction with an escalation process when core standards are in danger of not being
met.
Regular monitoring of progress against the standards is carried out through CCG led safeguarding
assurance meetings with individual providers.
In addition a safeguarding dashboard for both adults and children is to be developed which providers
will report on a quarterly basis. The dashboard will include information on how well the health needs
of Cared for Children and Adults are met. There is a plan to implement this by June 2013.
The data will be used as a way of reporting to the LSCB/LSAB and will meet their statutory
requirement to scrutinise local arrangements (Section 14 Children Act 2004). Exceptions and risk are
reported to the CCG Governing Body through the Quality Group.
The CCG, as commissioners of health services are represented at the recently established local
Quality Surveillance Group supported by NHS England, Cheshire, Warrington and Wirral Area Team.

12.

POLICIES AND PROCEDURES

The CCG has a safeguarding children/safeguarding adults at risk policy, outlining the organisations
safeguarding requirements. This is updated on a yearly basis or when new national guidance is
issued. All staff, both employed and contracted are regularly sent updates informing them of changes
and relevant information related to safeguarding practice. This is cascaded through Trust Leads and
Practice Managers.
Safeguarding information is posted on the CCG website. The CCG web is a good source of
safeguarding information, including children and adult policies and flow charts showing ‘What to do if
you are worried a child or adult is at risk of being abused.’
www.cheshireeastlscb.org.uk
.
Other links include NICE Guidelines, the NHS/Sexual Assault Referral Centre [SARC] in Manchester,
and NHS information leaflets on professional responsibilities for all staff.
New to Cheshire is the link to EPAIGE which is a web based resource to support health and social
care delivering end of life care in the last year of life. There has been a dedicated post within East
Cheshire Hospice to drive this new development and ensure all providers are aware of the resource.
CCG staff can also be signposted to the Aide Memoire for CCG’s which was circulated following the
Francis Report 2013 to set out how CCG’s discharge their duties in accordance with the legislation,
guidance and policy relating to Safeguarding Adults. The document sits alongside a sister document
‘Safeguarding and Protecting the Welfare of Children and Child Protection: Aide Memoire for CCG’s
Nov 2012’

13.

LEARNING AND DEVELOPMENT

Safeguarding Children Training
Safeguarding training is critical to protecting children and young people from harm. All NHS staff must
know how to identify abuse and neglect and how to act on their concerns. Safeguarding training is
mandatory for all NHS staff in relation to Children.
Each staff member within the CCG has had the level and frequency of safeguarding training they
require identified. Level 1 and 2 training is achieved through e-learning packages. All training once
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undertaken has been recorded at a central point within the CCG. Health single agency training has
been quality assessed by the LSCB.
The Safeguarding Children and Adults at Risk Policy contains training standards as specified in the
‘Safeguarding Children and Young People: roles and competencies for health care staff Intercollegiate Document (September 2012)’. The CCG has met these standards.
During the last year the Designated Professionals have further contributed to safeguarding learning
and development through:
• Working collaboratively with Commissioners and Providers to develop training programmes that
include the dissemination of lessons learnt from recent Serious Case Reviews and Independent
Management Reviews both within our CCG area and nationally in all training.
• Providing a specialist level 3 training devoted to lessons learnt from Serious Case Reviews. This
training is available to health professionals across the CCG and provider organisations.
• Working collaboratively with primary care contractors (GPs, Dentists and Pharmacists and Optical
Services) to ensure they have access to appropriate training. The Designated Nurse has provided
face to face training for dental staff on a quarterly basis and has trained over 350 staff in the last
year.
• Providing specialist workshops in respect of Cared for Children for health care practitioners.
• Contributing to the work of the LSCB training sub groups to revise and develop multi-agency
learning packages. This includes working with the Cheshire Domestic Abuse Partnership.
• Supporting the development of a Safeguarding Children Training Strategy for Independent
Contractors.
• Working with the LSCB Training Officer to map multi-agency training levels in line with the
Intercollegiate Document.
• Ensuring Level 3 training is available to GPs.
Adult Training
Unlike safeguarding children presently there is no defined statutory duty for adults, currently elements
of the child model is strongly recommended in order to ensure a sufficient dedicated specialist
resource that the training agenda requires.
As commissioners, CCG’s should be challenging all providers to demonstrate that they have the
necessary competence and capacity in place to provide leadership, guidance, and supervision across
the workforce.
CCG’s have a responsibility to monitor the safeguarding training that commissioned services provide
their staff and that they comply with CQC Essential Standards for Quality and Safety. This should
form part of the performance indicators included within the assurance framework. The emphasis
should be placed on demonstrating required levels of competence in safeguarding and not just
numbers of trained staff.
The designated Adult Nurse within the CCG has had responsibility for delivering Adult Safeguarding
Awareness Training to GP practices; the delivery is progressing, since January 2013 the total of staff
trained in Safeguarding Awareness is182 across South and Eastern Cheshire.
CCG’s should also identify how providers are developing their workforce as part of a wider strategy
for improving quality and preventing abuse and neglect within services. This can be undertaken
through service user stories, the larger providers have given examples such as:‘An adult with significant learning difficulties aged 21 admitted through A&E already known to the
provider services but having gone through transition. The patient was deeply upset at ‘strangers’
trying to do things to him. At the same time [patient not aware] his father was admitted to A&E
suffering an MI and subsequently passed away.
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Family were distraught and unable to support their younger family member, the safeguarding lead for
the trust was contacted and spoke with the paediatric team who had known the young patient for
many years and made a decision to come to A&E to assist staff with supporting his needs’.
Had staff not been aware of the support that can be offered in situations like this from their internal
training the above situation could have been extremely traumatic for all individuals concerned. This
situation highlighted the proactive approach that was undertaken by the A&E team from the training
they had received, this training has been supported and is monitored quarterly by the CCG to ensure
training is fluid and any new developments locally regionally or nationally are reflected in the training
delivered.

14.

SAFEGUARDING SUPERVISION AND SUPPORT

Working in the field of child protection entails making difficult and risky professional judgements. The
work is increasingly demanding and can be distressing and stressful, not the least because of the
public interest created by national headline stories. All those involved have access to immediate
advice and support from the safeguarding team.
All health practitioners involved in day to day work with children and families require effective
safeguarding supervision. Supervision and support standards are included in the Safeguarding
Children Policy for provider organisations. Designated Professionals provide continuing support and
supervision to Named Professionals within the NHS economy. They also provide supervision, support
and advice when required and on an individual case basis. This includes support for GP practices,
dental staff, pharmacists, and private health care providers.
Designated Professionals for safeguarding children obtain supervision through the Cheshire and
Merseyside Designated Professional Network. This will be widened to include Adult leads from April
2013.

15.

SUPPORTING SAFEGUARDING WITHIN PRIMARY MEDICAL CARE
AND OTHER PRIMARY CARE SERVICES

CCGs are not directly responsible for commissioning primary medical or other primary care services
but they have a duty to support improvements.
General Practitioners have been identified as key professionals in protecting adults at Risk and
children from harm, and promoting the welfare of children through early intervention. The Designated
professionals and named doctors for safeguarding will continue to work closely with the LAT to ensure
that the quality of safeguarding practice within primary care is high.
There has been considerable work carried out with GP practices this year to ensure safeguarding
standards for CQC are met.
•
•
•
•
•
•

All practices now have a lead GP for safeguarding. All updated information is sent through the
lead.
All GPs are aware of their increased training requirements as set out in intercollegiate document.
Level 3 training sessions are being held across the CCG area to contribute to learning.
Three yearly whole practice safeguarding training sessions have been carried out across the CCG
area.
Safeguarding children training has been provided for GP Registrars..
GPs are aware of their practice’s responsibility to record training
All Practices have been issued with links to the NSPCC GP tool kit (2012), which provides a
template for them to create a policy for their individual practice
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•
•
•

•

Work has been carried out to improve information sharing for child protection case conferences by
introducing an electronic system for completing and sending reports to the Local Authority. This is
now becoming embedded in practice.
GP practice staffs are able to seek advice from the designated professionals when they have
safeguarding concerns. This facility is well used
GP’s link directly with the Designated Lead for Adults for face to face awareness training, from
January 2013 of the 18 practices in South Cheshire 10 have been visited and training completed
in 6, dates are planned over the year to complete the awareness training in the remaining
practices.
The CCG facilitate a quarterly Nursing Home GP Support. The objective is to share learning,
update GPs on information in relation to old age psychiatry, palliative care, safeguarding, caring
for residents in nursing homes and providing enhanced care and quality improvement. The named
nursing home GPs are contractually required to attend these updates.

•

Basic awareness training is undertaken by the Designated Nurse for Adults at Risk to all newly
qualified GP’s, this year 15 have been supported in the adult awareness training at MCHFT.

•

Providing advice to ensure the range of services commissioned by CCG’s take account of the
need to safeguard and promote the welfare of adults at risk.

16.

SAFEGUARDING AUDIT

NHS Commissioning Board (NHS England 1 April 2013)
During the course of the last year Government Office North has undertaken audit and monitoring of all
PCTs to gain assurance that the local arrangements are sufficiently robust. The Designated Nurses
for Child and Adult Safeguarding alongside the Executive Lead for safeguarding have had regular
meetings to share key challenges within the CCG.
As from April 2013, it will be the role of the NHS England Local Area Team to have oversight of
safeguarding within the CCG and to support their on-going development.
Multi-Agency Audit
Health and the Police have contributed to regular social care audits of case files. The health
contribution has been co-ordinated by the Designated Nurse. This audit has included the views of
children and carers as to whether outcomes were achieved and how processes could be improved.
The LSCB has carried out a number of in-depth, thematic multi-agency case audits. The themes
identified for audit in the past year have been neglect and outcomes for children on a child protection
plan. The designated nurse has acted as a lead facilitator in three of these audits. Learning from
these audits has been widely disseminated through multi-agency training and health training.
In conjunction with the Children’s audit an Adult Audit Steering group has been implemented, the
Designated Nurse for Adults sits within this group with the aim to offer a robust auditing of Adult
Services. A task and finish group had been set up to configure the requirements of the group that
have now been ratified; training of members of the steering group is currently in progress with a view
to having data uploaded from July 2013.
The process of the audits has been agreed as having a full monthly audit, one month will be themed,
and quarterly the audits will be triangulated.

17.

SAFER RECRUITMENT AND VETTING PROCEDURES
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The Safeguarding Children and Vulnerable Adult Policy contain safe recruitment standards. The CCG
adheres to these standards.
The government sent out in September 2012 changes that were to be implemented to the criminal
records and barring arrangements including a new definition of regulated activity. Also within the
changes will be removal of controlled activity including registration and continuous monitoring.
The changes raised concerns at the LSAB; assurances were given to board by provider services that
the new changes did not change any internal processes that had been in place pre September 2012.

18.
•

KEY ACHIEVEMENTS 2012/2013
NHS South Cheshire has successfully completed the authorisation process having met all their
safeguarding requirements.

Key Achievements Children’s Safeguarding
•
Safeguarding Children standards have been updated. These audit tools are included in
contracts with main providers. An escalation policy is also in use.
•
A Child Death Overview Panel (CDOP) Nurse is in post. In addition, the CCG has secured the
services of a Child Death Paediatrician to meet the statutory requirements outlined in Working
Together to Safeguard Children 2013. This has resulted in a positive health contribution to the
CDOP and rapid response process to unexpected child deaths. In particular there has been a
more co-ordinated approach to support for relatives, staff, and the greater community when a
child dies unexpectedly.
•
Designated Nurses and Doctor are advisory members of the Local Safeguarding Children
Boards.
•
Family Nurse Practitioner Service is now in place. This service has been commissioned to work
specifically with young mothers both in antenatal stage and for the first two years of their
children’s lives.
•
An interagency tool, the graded care profile, used to assess neglect in children has been
developed for use in Cheshire East Local Authority Area. The pilot has been completed in
Crewe and the positive results have led to a roll out of the tool across our CCG area. The
project is being audited through a National Society for the Prevention of Cruelty to Children
(NSPCC) project.
•
Progress has been made in ensuring the views of children and young people are heard and
considered in the planning and development of safeguarding services. A process is now in place
to include the views of young people and carers, through interviews and discussions, as part of
multi-agency case audits.
•
Work has been initiated to further resource the Cared for Children team of doctors and nurses,
in order to ensure that they have the capacity to assess and meet the health needs of this group
of vulnerable children.
Key Achievements Adult Safeguarding
•
The recognised role in adults is promoting and influencing Adult Safeguarding across the NHS
services.
•
To work in partnership with multi-agencies and provider services, including CQC and Local
Authority.
•
To have a shared partnership with Children’s services to ensure a more holistic view of families.
•
To have a place within the Trust Boards on the safeguarding committees, to provide clear
insight to what the expectation are from the CCG.
•
Development of the CCG website to provide up to date Adult at Risk information, and to use the
site as a resource of up to date information relating to Adult Safeguarding.
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•
•
•
•
•
•

•
•
•

19.
•
•
•
•
•
•
•
•

Raising the awareness training through networking with practice managers, ensuring that emails
are sent to all practice managers on any developments to enable them to cascade the
information to their teams.
Being a direct point of contact within health to support the queries raised by health colleagues
when they are confronted with a safeguarding concern and they require signposting to the most
appropriate person or professional.
Networking through the Local Authority at the provider forums to showcase the work to date that
is available for Adult Safeguarding for their health staff.
Networking within the private providers to ensure they have a senior point of contact and that
they are following the same reporting processed as NHS colleagues.
Developing a senior health team meeting to bring together Adult leads regionally to support
each other in driving the Adult Safeguarding agenda and learn from each other’s practices as
part of peer support.
Bringing together CSU colleagues with the NHS community nurse trainers pan Cheshire to a
monthly meeting to share concerns regarding training or development issues within provider
homes that can be triangulated to bigger issues such as common themes of poor care. This soft
intelligence will then be shared at wider meetings.
Being a member of the contracts and safeguarding meeting that is run by Local Authority to
review all the supported care services and any concerns are discussed with health input.
Having the Designated Nurse in Adult as vice chair to the training and development sub group,
that is now a joint meeting with children and adults, developments and planning within this
group feed directly back into the LSAB and LSCB.
A new development that is the responsibility of the CCG is to monitor the out of area
placements of individuals with significant learning disabilities, following Winterbourne there is a
national drive to ensure that out of area placements are monitored and reviews of individuals
are undertaken with the specified time scales. The designated Nurse for Adults has a key role in
working alongside the LD team in ensuring that the health of individuals concerned is monitored
and quality of care is maintained.

PLANNED IMPROVEMENT
To support the GP Clinical Commissioning Groups as they develop and take on their statutory
responsibilities for safeguarding children and young people this will ensure the safeguarding
responsibilities of the organisation remain robust and embedded.
To develop safeguarding Child and Adult links with accountability frameworks for safeguarding
within the LAT, in order to ensure that safeguarding remains joined up within the NHS and within
our local area.
To positively contribute to early intervention/ early help work through commissioning, in order for
children, young people and families to be able to access help and have their health needs met
at the earliest possible stage
To work with the LAT to promote best quality safeguarding practice within General Practice,
including training, information sharing, and promoting early help for families
Ensure health service planning and developments consider the views made by children and
young people.
Support and be involved in the safeguarding aspects of the developing Family and Nurse
Partnership strategy.
Continue to promote a multi-agency integration of safeguarding services by co-location. It is
planned that the MASH, which at present is mostly strategic, should be developed to incorporate
a more operational element.
Work with the LSCB‘s and LSABs priorities for the coming year, particularly the need to engage
on the early intervention/help agenda. This need is reflected in the new national guidance in
‘Working Together to Safeguard Children’ 2013.
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20.

To continue to support the work of the LSCB Child Death Overview Panel and enhance the
multi-agency rapid response process for all sudden unexpected deaths of children. The work of
the four Cheshire Child Death Overview Panels has now been amalgamated into one pan
Cheshire group. The purpose being to work more efficiently in identifying any trends in child
deaths, and any consequent actions for prevention, in what is statistically a very small number
of children.
To commission an increased resource within the Cared for Children team of doctors and nurses,
in order to ensure that they have the capacity to assess and meet the health needs of this group
of vulnerable children.
To develop agreement at the LSAB for a core set of multi-agency policies and procedures for
adults and for these are to be updated and amended as new legislation is put forward.
Connect with LSCB, CEDAP and the Health & Well Being boards to identify networking links
and join up best practice within Adult Safeguarding services.

CHILD SAFEGUARDING ACTIVITY

Cheshire East Population for the under 18s:
Cheshire East Council has resident population of approximately 83,000 children and young people
aged 0 -18. NHS South Cheshire CCG has a population of 37,000 children and young people aged
between 0 – 18 years old.
Cheshire Children Subject to a Child Protection Plan
March 2011-2013 – Table 1.
Year
Total Number of Children Subject to a plan in
Cheshire East
March 2011
March 2012
March 2013

165
196
160

Children on Child Protection Plan March 2013 by category
Table 2 below divides the number of children on a child protection plan into two main Local Authority
Social Care Children’s Team Locations. The Macclesfield location deals mainly with work within
NHS Eastern Cheshire CCG footprint and the Crewe Office mainly with work within the NHS South
CCG footprint.
Category of
abuse
Sexual abuse
Physical abuse
Neglect
Emotional abuse

Total number of
children in the LA
area
4
4
96
56

Total Number of
children in Eastern
Locality
2
0
52
24

Total Number of children
in South Locality
2
4
44
32

Of those children with a Child Protection plan, the largest numbers have been placed on a plan under
the categories of Neglect or Emotional Abuse.
The increase in children with a plan under the category of emotional abuse appears to be strongly
linked to the number of children being identified as living with severe domestic violence. The impact of
domestic abuse on children, and particularly on their emotional well being, has over the last few years
Prepared By : Moira McGrath / Lindsay Ratapana/EMS
NHS South Cheshire CCG : Safeguarding Children and Adults at Risk Annual Report 2013

15
78 of 302

been far better understood. Training has further improved identification of children living in vulnerable
situations.
Cheshire East LSCB has identified the prevention of both neglect and emotional harm to children as
their top two key strategic priorities for the coming year.
Early intervention is seen as a key strategy in providing help for children and families when problems
are first recognised so preventing escalation into the child protection system. Examples of how
families can be helped in this way can be identified through multi-agency case audits.
One such example involved a large family living in overcrowded conditions and in rural isolation. The
children were not attending school regularly and some health appointments were not attended.
Working in partnership with the family, housing, social care and education, health professionals were
able to establish a plan to meet the family’s needs. The school nurse and paediatrician were part of
this plan and arranged for the children to attend their health appointments in school. The outcome in
terms of health needs being met and school attendance increasing was good.
The use of the Common Assessment Tool (CAF) and effective supervision supports the early
intervention process. The CCG is promoting the use of the CAF through its provider contracts. The
number of CAFs carried out by providers will be monitored through the safeguarding assurance
meetings.

21.

ADULTS AT RISK ACTIVITY

The CCG within South Cheshire serves a predominantly older population current census figures
indicate that Cheshire elderly population figures are higher than the national average, of the 173,200
registered patients 7.9% are over 75 years and this figure is expected to increase 177,400 by 2015
and 183,000 by 2020.
In relation to safeguarding what should be recognized is that older people are more likely to
experience ill health than younger people and they therefore make up the majority of people who use
the health and social care services, In fact over two thirds of acute general NHS hospital beds are
occupied by people aged 65 years and over. Approximately 60% will have pre-existing mental health
problems or will develop these during their stay, with depression, dementia and delirium accounting
for 80% of these.
The statistics highlight the increasing demand that an ageing population has within the NHS services
what is crucial in safeguarding our vulnerable adults is staff being able to recognize the potential
vulnerability and act on this.
In the last financial year the Safeguarding HUB has reported the number of safeguarding referrals at
1,544 of this figure a third relate to the over 65 age range, the figures are broken down further to
identify locality to enable the safeguarding team to identify trends in areas or any concerns with
particular residential/nursing accommodation.
During quarter 1 and 2 of 2012 work was undertaken to review the referrals as a number of referrals
made into the team had not been identified as a true safeguarding concerns, work undertaken by the
Local Authority Hub identified this as an issue and the team issued some guidance to all provider
services regarding referral criteria, this has resulted in quarter 3 and 4 of the financial year a reduction
in referrals allowing also for more detailed work to be focused on problematic areas.
Clinical support is also commissioned by the continuing health care team [CHC] as part of the CSU;
they provide clinical expertise to care homes when performance is failing. The team have successfully
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supported a number of homes by sending independent support into the home to help staff work
collaborative with the local authority to ensure clinical standards are maintained.
As the elderly population increases the number of nursing and residential accommodation places may
need to increase to support the demand. To ensure that standards of care are not compromised,
training programmes are delivered to all nursing homes, in line with meeting the requirements set out
in CQC standards outcome 7.
The table below indicates the training that has been delivered to nursing/residential homes in the last
financial year. The training plan is a rolling programme that is also tailored to provide bespoke training
when there have been areas of concern raised at a particular home.
Work is now progressing with the Designated Nurse to write to all GP’s that are attached to a
particular home to inform them of any concerns that have been raised.

Training record for Apr 2012 - Mar 2013
Date
01.05.12
02.05.12

17.05.12
28.05.12

04.07.12
18.07.12
20.09.12
21.09.12
26.09.12
16.10.12
07.11.12
08.11.12
03.01.13
15.01.13
05.03.13
13.03.13

Home
Church House
Station House
Willows
Rosedale
Huntercombe
Weston Park
St Stephens
Clarendon Court
Church House
Woodeaves
Mayfield
Mayfield
The Elms
The Elms
Brookfield House
The Elms
Chapel Brook House
Brookfield House
Brookfield House
Brookfield House
Brookfield House
Belong Macc
Eden Mansions
Cavendish Court
Ashfields
Westbourne
Willows

Totals for homes Total for session
11
6
1
6
1
1
11
9
2
9
5
19
11
15
12
6
14
11
10
9
7
3
3
1
2
1
1

TOTAL

11

15

11
20
5
19
11
15
12
6
14
11
10
9
7

11

187

Larger providers such as NHS Trusts have their own safeguarding leads to provide in house training
as part of the mandatory training for all their staff within the organisation; as part of the dashboard
work that is currently in progress we will be able to provide more comprehensive figures over the next
financial year.
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22.

CONCLUSION

NHS South Cheshire CCG has worked in partnership with the Local Safeguarding Boards and partner
agencies, to ensure robust safeguarding arrangements are in place within the organisation and within
commissioned services provided by health organisations in the NHS Eastern Cheshire CCG footprint.
The CCG takes its duty seriously to ensure functions are effectively discharged with regard to the
need to safeguard and promote the welfare of children and vulnerable adults. This Annual Report
demonstrates how we are fulfilling our duty to safeguard children and young people and identifies
planned improvements in 2013.
These planned improvements take account of the Government mandate to the NHS Commissioning
Board (NHS England) published November 2012 which sets a specific objective of continuing to
improve safeguarding practice in the NHS, reflecting also the commitment to prevent and reduce the
risk of abuse and neglect to adults.

23.
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM
th

Thursday 6
June 2013
14:00

Finance Report – 2013/14

PURPOSE OF REPORT

2.5.1

AUTHOR

The purpose of this report is to provide the Governing Body with the Sue Lowe
financial Position for Month 1; 2013/14. This report is based on the Senior Finance Officer
current financial information available to the CCG and satisfying the
required financial targets specified by the NHS NCB and the CCG
constitution.

STATE HOW THIS PAPER LINKS TO THE NHS SCCCG VISION, AIMS & VALUES & GOALS

The paper shows how the NHS South Cheshire CCG will apply its
financial resources in 2013/14 to support its vision, aims and values
STRATEGIC GOALS



Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between
 Health & Social Care
 Separate disease based health services
 Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The SCCCG Governing Body are asked to:
i)
Approve the reset of the budgets in line with the current
contact offers, increasing the provider contracts and other
budgets by £0.936 million and reducing reserves by the same
value; and
ii)
Approve the transfer of funds of £8.239 million to NHS
England for Specialised Commissioning, and reducing
reserves by the same value. Noting; that the CCG will
continue to challenge the value of the transfer; and
iii)
Approve the resultant corrective measures to ensure
delivery of the CCG Control Total; and
iv)
Acknowledge the further risks identified.
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Lynda Risk
Chief Finance Officer

VISION

Building Services around the needs of the patient;




GOVERNING BODY LEAD(s)

To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership

ACTION REQUIRED

DECISION: Approval

Yes

Yes

Assurance

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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1.0

Introduction

1.1

This report sets out the Financial Position for 2013/14, as at Month 1, for South Cheshire CCG.
This report follows the previous Governing Body Report of 21st March 2013 where the Budget for
2013/14 was approved.

1.2

This is the first year of being a statutory organisation, and this report provides an overview of the
resource environment and outlines key financial targets that the CCG must achieve, together with
an assessment of the financial risks to the CCG.
The CCG has three statutory targets:•

To remain within the revenue resource limit (Control total)

•

To remain within the capital resources

•

To remain within the cash limit
The CCG is also expected:-

•

To achieve the Better Payment Practice Code, this means paying all its trade creditors within 30
days

•

To remain within its running cost allowance of £4.260 million

•

To comply with the CCGs Standing Financial Instructions and Delegated Power

1.3

The Key policy drivers in the NHS are detailed in the CCG Annual Plan, those with a significant
financial impact are highlighted below:•

The implications of the Francis and Winterbourne Enquiries

•

The CCG is now clearly focused on investing for outcomes with increased focus on delivery of a
sustainable quality driven service to patients.

2.0

Financial Overview

2.1

The CCGs estimated Resource at Month 1 is £196.523millon including running costs of £4.260
million (£25 per head of population).

2.2

The CCG is forecast to achieve a surplus of £1.935million which is 1% of the CCG recurrent
Resource as required by NHS England financial framework.

2.3

The forecast reflects indicative values for provider contracts, based on the latest contract offers.
The indicative values will be measured against the agreed provider contracts when finalised. The
CCG is finalising all identified provider arrangements, but issues due to the changes in the NHS
architecture have caused a greater level of work to be undertaken as baselines for previous years
have needed to be reworked to reflect differing organisations and their commissioning
responsibilities.

2.4

The current contract offers are £0.936 million higher than the original plan. This report
recommends that the additional cost is funded from reserves.
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2.5

NHS England is requesting an additional £8.239 million for specialised services. This is in addition
to the original plan. The CCG will continue to challenge the value of the transfer.

2.6

The additional pressures caused by the contract offers and the additional specialised
commissioning adjustment has been funded in part from general reserves, however, there is
insufficient reserves to fund these pressures and the result is a budget short fall of circa £5million.

2.7.1 The budget shortfall of £5million will need to be addressed; the report suggests a range of
measures including a reduced investment programme, and the full release of contingencies. A
summary of recommended adjustments are shown in Table1.
Table 1

Summary of Corrective Measures
Budgetary Shortfall
Running Cost forecast under spend*
Other Budget forecast overspends
Prescribing Savings
Delays in the Investment Programme
Release of Contingency 0.5%
Headroom 2% not invested

Budgetary shortfall addressed

Corrective
measures

£000
(4,961)
500
(976)
1,000
806
968
2,663
0

*the running cost £0.5million contribution to the corrective measures can be reversed if the CCG Control Total
is reduced to 0.5%. A request for a reduction to the Control Total has been made to NHS England. (referred to
below)

2.7.2 The CCG is in discussion with NHS England to reduce its Control Total from £1.935 million (1%
of Resource to £1.0 million 0.5% of resource). This request is made as a result of the risks that
the CCG faces.
2.8

Key Financial Risks are detailed later in the report (Appendix 4). However risks of £15million have
been identified which will need to be monitored closely as we move through the year. The three
highest risks are:•

The migration of services to specialised commissioning. There is on-going work within NHS
England to more fully understand issues in relation to specialist commissioning. The
reduction for specialised commissioning in the allocation was approximately £6.6 million. The
CCG has included an additional pressure of £8.239 million in its forecast position. It is
expected that there will be a further rebasing by NHS England at month 4 and month 8 the
financial impact is unknown.

•

The risks of other contract settlements and in year over performance (circa £4 million
additional risk). The CCG will need to finalise the impact of contract settlements and to
monitor over any performance closely.

•

There are a number of allocation issues which are outstanding between the NHS England and
the CCG. These allocation issues include specialised commissioning, primary care, pharmacy
contract, dental services, and the 2% national adjustment. The CCG is communicating with
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NHS England to resolve these allocations issues.
2.9

The budget holder responsibilities were set out in a previous report. Budget holders have now
acknowledged their budgets for 2013/14.

3.0

Financial Plan 2013/14

3.1

CCG Base Resource

3.1.1 The CCG will receive its funding from the Department of Health in the form of a resource limit. The
CCGs recurrent baseline for 2013/14 is £193.566 million (Table 2 below) noting this includes
growth of £4.352 million (being 2.3% of recurrent base resource).
3.1.2 The CCG will receive a resource for running costs of £4.260 million (Table 3 below); this amounts
to £25 per head of population.
3.1.3 The total base resource is £197,826 (Table 4 below); being the base resource of £193,566 plus
the running cost resource of £4.260 million.
Table 2
Allocation(Excluding Running Cost)
Baseline Excluding Running Cost
Less National Adjustments:Specialised Commissioning
2% Headroom
Public Heath
Add Growth 2.3%
Adjusted Baseline(Excluding Running Cost)

£000
197,069

Running Cost Allocation
CCG
South Cheshire Population
£ per Head

£000
4,260
170,432
£25

(6,614)
(986)
(255)
4,352
193,566

Table 3

Table 4
Total Base Allocation
Adjusted Baseline(Excluding Running Cost)
Running Cost Allowance
Total Base CCG Allocation
3.2

£000
193,566
4,260
197,826

Resource Limit

3.2.1 The CCG resource included in the forecast is shown in Table 5 (below). The forecast includes
some additional adjustments; these adjustments relate to the forecast additional non recurrent
resource of £1.913 million, being the CCG share of the PCT surplus from 2012/13 and a transfer
to NHS England re Specialised Commissioning of £8.239 million. The transfer NHS England for
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specialised commissioning continues to be challenged by the CCG.
3.2.2 The adjustment for oral surgery of £1.210 million has been removed from the pending transfers, as
it is the CCG understanding that this is already with in NHS England Base Allocation.
3.2.3 There will be further Department of Heath Allocations and ‘top slices’ identified in addition to the
plan as we progress through the year and these will be monitored and any impact explained.
Table 5

Resource Limit
Baseline Excluding Running Cost
Running Cost Allowance
Pending Resource changes to Base Allocation
Return of Share of PCT Surplus 12/13
Transfer to NCB re Acute Oral Surgery-unconfirmed
Audlem & Wrenbury allocation
Valuing People top slice

Non
Recurrent
£000

1,913

Total
£000
193,566
4,260
1,913

(1,210)

(1,210)

8,406

8,406

(3,028)

(3,028)

Resource Limit included in Plan

201,994

Specialised Commissioning CWW

(8,239)

(8,239)

1,210

1,210

Transfer to NCB re Acute Oral Surgery - Reversed
Other
Resource Limit included Month 1

3.3

Recurrent
£000
193,566
4,260

194,965

1,913

(355)
1,558

203,907

(355)
196,523

CCG Summary Expenditure

3.3.1 The CCGs expenditure is required to remain within its resource limit, currently forecast at £196.523
million. The CCG is also required to deliver its control total of a surplus of £1.935 million and must
remain in recurrent balance.
3.3.2 The financial framework also identifies two further financial planning requirements:•

2% of recurrent funding is to be identified by the CCG to be spent non-recurrently. This planned
expenditure of £3.871 million will be subject to the approval of NHS England

•

0.5% of recurrent funding, being £0.968 million, to be held by the CCG as a contingency

3.3.3 The CCG planned expenditure is £194,588 million as shown in Table 6 below.
(Note a detailed version of this summary can be found in Appendix 1)
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Total NHS Provider
Contracts
Total Non NHS
Contracts
Other Contracts
(including Continuing
Care services)

Year to Date
Expenditure

Year to Date
Variance

£000

£000

Year
variance

Year to Date
Budget
£000

£000

Total
£000

Year
Forecast
Outturn

Non
Recurrent
Budget
£000

135,558

135,558

11,198

11,198

-

3,075

3,075

305

286

19

3,075

0

19,312

19,312

1,581

1,530

51

20,245

(933)

28,803

28,803

2,400

2,496

(95)

27,803

1,000

1,301

1301

108

9

99

1,301

0
(24)

Prescribing
Primary Care( Local
Enhanced Services)
Corporate costs and
Earmarked Reserves
Total Forecast
Expenditure

£000

Recurrent
Budget

Summary of Planned
Expenditure

£000

Table 6

135,601

5,117

1,422

6,539

1,045

355

690

6,563

193,166

1,422

194,588

16,637

15,519

764

194,588

(43)

0

3.3.4 The delivery of the CCG Control total of £1.935 million can be seen in Table 7 Below (Forecast
resource £196.523 million less Planned Expenditure of £194.588 million)
Table 7
Summary Position

Total Planned Resource
Total Planned Expenditure
Planned Surplus (Control total )
% of Resource(Plan)
Forecast Position (based on month 1 after
corrective action)

% of Resource(Forecast)

Recurrent
£000

Non
Recurrent
£000

Total
£000

194,965
(189,159)
5,806
3%

1,558
(3,343)
(3,871)
-2%

196,523
(194,588)
1,935
1%

3,143

1,208

1,935

1.6%

0.6%

1%
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3.4 Work stream Budgets
The total CCG budget and associated financial performance will be delegated to three programme
work-streams, Starting Well, Living Well and Aging Well. However this is at developmental stage
and will be reported more fully in the coming months.
3.5 Acute & Community Contracts (NHS and Non NHS) (Forecast over Spent £0.043million)
3.5.1 It is recommended that the provider budgets are increased to match the contract offers, resulting in
a budget increase of £0.936 million. The indicative values will be measured against the agreed
provider contracts when finalised.
3.5.2 Mid Cheshire Hospitals FT is the CCGs largest contract, the forecast position reflects the current
contract offer of £87.207 million, an increase of £2.165 million over the original budget.
3.5.3 The other provider contracts also reflect the latest contract offers at the time of writing, these
contract offers are £1.229 million lower than the original budget.
3.5.4 At month 1 there is limited data available to report under/ (over) performance, however all contracts
will be monitored closely over the coming months.
3.6

Other Contracts (including Continuing Care Services, NHS Funded Care, LD Services & Reablement) (Forecast overspent £0.933million)

3.6.1 At month 1 it is forecast that the budget will be overspent by £0.933 However close monitoring will
be required over the coming months and the risks are included later in the report;
3.6.2 The Learning Disability service operated by a pooled arrangement with Cheshire East Council
is forecast to overspend at £0.3million;
3.6.3 Grants are forecast to overspend by £0.110 million;
3.6.4 Clinical costs are forecast to overspend by £0.533 million.
3.7

Prescribing (Forecast under spent £1million)

3.7.1 At month 1 the forecast out turn is £27.803million, £1million under spent compared to the budget of
£28.803 million. There is limited data available at this stage of the year; however, early indications
are that this budget is likely to under spend. This position will be monitored closely and the forecast
refined over the coming months.
3.8

Corporate Costs and Earmarked Reserves (Overall Forecast overspent £0.024million)

3.8.1 Running Costs (budget £4.260 million)
The CCG is required to operate its running costs within a target £25 per head of population which
equates to a budget of £4.260 million. A review of pay and non-pay costs indicate a forecast outturn
of £3.760million, this forecast under spend of £0.5million has been factored into the CCG forecast
position. A summary is shown in Appendix 2.
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3.8.2 Contingency (budget £0.968 million)
The CCG initially held a contingency of £0.968 million (0.5% of recurrent resource), this being
required by the planning guidance. This contingency has now been reduced to £nil. This being part
of the action recommended following the reset of the budgets, based on the contract offers and the
increased resource required by NHS England for specialised commissioning.
3.8.3 Headroom 2% (budget £3.871 million)
The CCG is required to identify 2% of its recurrent resource limit to spend non-recurrently. These
areas of non-recurrent expenditure are subject to the approval of NHS England. The CCG
recommends limiting additional expenditure to £1.208million, this being part of the action
recommended following the reset of the budgets, based on the contract offers and the increased
resource required by NHS England for specialised commissioning. See Table 8 Below.
Table 8

2% Non-Recurrent Expenditure
Non Elective Pathway
Therapy Services
Waiting List Initiative
Restitution Cases
Transitional Beds
Total

Planned
Expenditure
£000
1,200
584
300
900
887
3,871

Forecast
Expenditure
£000

584
624
1,208

3.8.4 Investment Programme (budget £2.401 million)
The CCG commissioning intentions can be seen at Appendix 3.
At month 1, it is recommended that delays/slippage of schemes are recognised at £0.806 million,
reducing the investment programme to £1.595million. This will be reported more fully over the
coming months. This being part of the action recommended following the reset of the budgets,
based on the contract offers and the increased resource required by NHS England for specialised
commissioning.
3.8.5 General Reserve (budget £3.359 million)
The plan contained a general reserve of £3.359million. At month 1 there are £nil million reserves
retained. Before corrective action, the transfers relating to the contact offers and the transfer to NHS
England for specialised c commissioning would have resulted in the CCG with a financial shortfall of
£4.961 million. Corrective forecast actions of £4.961million have enabled the CCG to continue to
report delivery of its control total.
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A Summary of Movement in Reserves is shown in Table 9 Below.
Table 9

Summary General Reserve
Total in Plan
Month 1 Movements
Specialised Commissioning CWW
Oral Surgery Reversed
Other Allocation Pending Adjustments
Budget changes mainly as a result of Contract
offers
Total Revised Month 1
Forecast Corrective Actions
Acute & community Contracts
Other Contracts
Prescribing
Corporate costs – running costs
Headroom 2% (removal of additional
investment)
Investment Programme Slippage
Contingency 0.5% - released
Sub Total Corrective Action
Total General Reserve –Month 1

Recurrent
£000
1,582

Non
Recurrent
£000
1,777

Total
£000
3,359

(355)

(8,239)
1,210
(355)

1,422

(936)
(4,961)

(8,239)
1,210

(936)
(6,383)
(43)
(933)
1,000
500

(43)
(933)
1,000
500

2,663
1022
968
5,177
-1,206

2,663
806
968
4,961
0

(216)
(216)
1,206

4.0 Quality, Innovation, Productivity and Prevention
4.1

The financial framework for Trusts has indicated a reduction on the overall provider funding of 1.3%
this is constructed from an increase for inflation of 2.3% and a cost improvement target of 4%. The
quality and innovation payment (CQUIN) remains a non-recurrent allocation of 2.5% as in 2012/13.

4.2

These savings are to be reinvested in year to fund change in the system to develop long term
sustainability and improvements in patient care.

4.3

These savings are embedded within the budgetary areas of the plan.

4.4

A summary can be seen in Table 10 below.
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Table 10
Transformational Service Redesign and Pathway
Changes

Estimated
Gross Savings
£000

Estimated
Investment
Required
£000

583
396
411
489
219
1106
3,204

(583)
(1,106)
(411)
(489)
(219)
(1106)
(3,914)

Long Term Conditions
Urgent Care
End of Life Care
Referral Management
Diagnostics
Prescribing
Total QIPP

Programme Work
Stream
£000
Living Well
Living Well
Living Well
Living Well
Living Well

5.0 Capital Expenditure (£0.375 million)
The CCG plans show forecast capital expenditure of £0.375 million. This capital bid is awaiting
approval from NHS England.
6.0 Balance Sheet (Statement of Financial Position)
The CCG will be reporting a balance sheet on a quarterly basis. This will demonstrate the CCG
assets and liabilities.
There will be a number of PCT legacy provisions, assets & liabilities that will transfer to the CCG via
the transfer order, these will include provisions for restitution claims, and relevant accruals & prepayments.
7.0 Cash limit
The CCG will be required to operate within its cash limit. The cash limit has not yet been officially
issued by the Department of Health. The assumption is that the cash matches the resource limit.
8.0 Risk Management
The CCG will need to plan appropriately to manage in year financial risk. Table 11 below shows a
range of scenario forecast out-turns; these will be refined as the year progresses. The CCG will
need to manage these risks to deliver the required surplus.
A more detailed Assessment of risks can be seen in Appendix 4.
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Probable

Best

Month 1
Forecast

£000

£000

£000

(5,000)

(43)

-

(43)

(1,500)

(933)

200

(933)

(500)

1,000
(24)

1,500
800

1,000
(24)

Control Total Reserve
Allocations

1,935
(4,000)

1,935

1,935

1935

Total Planned Expenditure
Surplus -Control Total

(9,065)

1,935
1,935

3,500

1,935
1,935

Worst
£000

Table 11

Summary Plan Position

Total NHS Provider Contracts
Other Contracts including Continuing
Care, NHS Funded Care & Health Care at
Home, Learning Disabilities &including
Restitution claims
Prescribing
Primary Care Local Enhanced Services
Corporate Costs & Earmarked Reserves

9.0 Recommendations
9.1 That the Governing Body approves the reset of the budgets in line with the current contact offers,
increasing the provider contracts and other budgets by £0.936 million and reducing reserves by the
same value.
9.2 That the Governing Body approves the transfer of funds of £8.239 million to NHS England for
Specialised Commissioning, and reducing reserves by the same value. Noting; that the CCG will
continue to challenge the value of the transfer.
9.3 That the Governing body approves the corrective measures required as a result of the provider
contract offers and the transfer to NHS England.
9.4 That the Governing body acknowledges the further risks identified.

Lynda Risk
Chief Finance Officer
6th June 2013
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Appendix 1
Summary of all Budgets

Re c

Non Re c

Total PLAN

Movement

Revised
Budget

£000

£000

£000

£000

£000

Type

Budget Heading

Allocation

Baseline - confirmed

Allocation

Baseline Running Cost Allowance

Pending

Baseline - pending - oral surgery

(1,210)

Pending

Baseline - pending - VPN Transfer

(3,028)

Pending

Baseline - pending - Audlem & Wrenbury Transfer

Pending

Baseline - pending - 1% PCT Surplus
Specialised Commissioning CWW
Non Elective Threshold
Exempt Overseas

Pending
Pending
Pending

193,566

0

4,260
0

8,406
1,913
0

Year to
Date Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Outturn

£000

£000

£000

£000

193,566

0

193,566

193,566

4,260

0

4,260

4,260

(1,210)

1,210

0

0

(3,028)

0

(3,028)

(3,028)

8,406

0

8,406

8,406

1,913

0

1,913

1,913

0

(8,239)

(8,239)

(8,239)

(205)

(205)

(205)

(150)

(150)

(150)
0

201,994
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Appendix 1 (continued)
Summary of all Budgets

Type

Budget Heading

Rec
£000

Non Rec
£000

Total Plan
£000

Movement
£000

Acute

Aintree Hospitals FT

(184)

0

(184)

Acute

Alderhey

0

Acute

Central Manchester University Hospital FT

Acute

Christies FT

Acute

Clatterbridge Centre for Oncology FT

Acute

Countess of Chester FT

Acute

East Cheshire NHS Trust (Acute)

Acute

Liverpool Women's Foundation NHS Trust

Acute

Mid Cheshire Hospitals FT

Acute

NCA

Acute

Contract Exclusions

Acute

Pennine Acute NHS Trust - Acute

Acute

Pennine Care Foundation NHS Trust

Acute

Robert Jones and Agnus Hunt FT

Acute

Royal Liverpool & Broadgreen NHS Trust

Acute

Salford Royal NHS FT

Acute

St Helens & Knowsley NHS Trust

Acute

Stockport NHS FT

Acute

Trafford Healthcare NHS Trust

Acute

0

Revised
Budget

Year to Date
Year to
Budget Date Actual

Year to
Date
Variance

Year
Forecast
Outturn

£000

£000

£000

£000

£000

359

175

(15)

(15)

0

175

549

549

0

0

0

549
822

789

0

789

33

822

66

66

0

1,023

0

1,023

(1,023)

0

85

85

0

0

258

0

258

(258)

0

22

22

0

0

384

0

384

296

680

32

32

0

680

1,404

0

1,404

(452)

952

117

117

0

952

93

0

93

38

131

8

8

0

131

85,042

0

85,042

2,165

87,207

7,087

7,087

0

87,207

779

0

779

1,376

2,155

65

65

0

2,155

0

0

0

0

0

0

0

0

43

33

0

33

15

48

3

3

0

48

2

0

2

0

2

0

0

0

2

1,483

0

1,483

531

2,014

124

124

0

2,014
614

482

0

482

132

614

40

40

0

1,500

0

1,500

(1,257)

243

125

125

0

243

28

0

28

87

115

2

2

0

115

197

0

197

(10)

187

16

16

0

187

37

0

37

(37)

0

3

3

0

0

University Hospital of North Staffs NHS Trust

8,324

0

8,324

(1,638)

6,686

694

694

0

6,686

Acute

University Hospital of South Manchester NHS FT

1,373

0

1,373

(392)

981

114

114

0

981

Acute

Warrington & Halton Foundation NHS Trust

150

0

150

41

191

13

13

0

191

Acute

Wigan, Wrightington & Leigh NHS FT

114

0

114

(4)

110

10

10

0

110

Acute

Wirral University Teaching Hospitals NHS FT

Ambulance

North West Ambulance Service

Community

East Cheshire NHS Trust (Community)

Community

Staffordshire & Stoke on Trent Partnership NHS Trust

MH

Cheshire & Wirral Partnership FT

MH

North Staffs Combined Healthcare NHS Trust
Total NHS Contracts
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260

0

260

(141)

119

22

22

0

119

4,648

0

4,648

1,052

5,700

387

387

0

5,700

12,819

0

12,819

2

12,821

1,068

1,068

0

12,821

1,003

0

1,003

(280)

723

84

84

0

723

13,997

(1,823)

12,174

0

12,174

1,015

1,015

0

12,174

161

0

161

(2)

159

13

13

0

159

136,199

(1,823)

134,376

1,182

135,558

11,198

11,198

0

135,601
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Appendix 1 (continued)
Summary of all Budgets

Type

Budget Heading

Non NHS

British Pregnancy Advisory Service (BPAS)

Non NHS

Hospice - St Lukes

Movement

Revised
Budget

Year to
Date
Variance

Year
Forecast
Outturn

£000

£000

£000

Year to Date
Year to
Budget Date Actual

Rec

Non Rec

Total Plan

£000

£000

£000

£000

42

0

42

0

42

4

4

0

42

343

0

343

0

343

29

29

0

343
145

£000

£000

Non NHS

Pain Management (PBC)

145

0

145

0

145

12

12

0

Non NHS

Practice Nurse Training (PBC)

2

0

2

0

2

0

0

0

2

Non NHS

Vasectomy - Ashfields (PBC)

68

0

68

0

68

0

68

Non NHS

Vasectomy - Nantwich (PBC)

21

0

21

0

21

7

7

0

21

Non NHS

Epilepsy Service - David Lewis Centre (PBC)

30

0

30

0

30

3

3

0

30

Non NHS

Audiology (PBC)

129

0

129

0

129

11

11

0

129

Non NHS

Carpel Tunnel & Minor Surgery (PBC)

19

0

19

0

19

2

2

0

19

Non NHS

Spire Cheshire

43

0

43

(6)

37

4

4

0

37

Non NHS

BMI South Cheshire

1,452

0

1,452

(180)

1,272

121

121

0

1,272

Non NHS

Bespoke Care Panel (BCP)

626

0

626

(102)

524

52

52

0

524

Non NHS

Eye Care Services

55

0

55

0

55

5

5

0

55

Non NHS

Patient Transport Services

453

0

453

(293)

160

38

38

0

160

Non NHS

Trauma Centre

114

0

114

0

114

10

0

10

114

Non NHS

HV Family Nurse Practioners

114

0

114

0

114

10

0

10

114

Total Non NHS Contracts

3,656

0

3,656

(581)

3,075

305

286

19

3,075

LA

LD Pool

1,374

1,823

3,197

0

3,197

266

293

(26)

3,497

LA

Grants

712

0

712

0

712

59

55

4

822

LA

Joint Equipment

216

0

216

0

216

18

18

0

216

Total LA Contracts

2,302

1,823

4,125

0

4,125

344

366

(22)

4,535

NHS/LA

Reablement

1,094

0

1,094

0

1,094

91

91

0

1,094

NHS

Readmissions

483

0

483

0

483

40

40

0

483

1,577

0

1,577

0

1,577

131

131

0

1,577

Total Ring-Fenced Budget
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Appendix 1 (continued)
Summary of all Budgets
Year to Date
Year to
Budget Date Actual

Year to
Date
Variance

Year
Forecast
Outturn

£000

£000

Rec

Non Rec

Total Plan

Type

Budget Heading

£000

£000

£000

£000

£000

Non NHS

Healthcare at Home

1,149

0

1,149

17

1,166

96

96

0

1,166

Non NHS

CITC

7,507

0

7,507

0

7,507

626

698

(73)

7,507

Non NHS

NHS Funded Care

2,521

0

2,521

0

2,521

210

203

8

2,521

Non NHS

Prescribing

28,803

0

28,803

0

28,803

2,400

2,496

(95)

27,803

Non NHS

Non Running Costs
ICT LHC

770

0

770

0

770

64

0

64

1,293

Non NHS

306

0

306

0

306

26

26

0

306

Non NHS

LES/LeQof

1,301

0

1,301

0

1,301

108

9

99

1,301

Non NHS

Provisions

293

0

293

0

293

24

0

24

293

Non NHS

Depreciation & Capital Costs

131

0

131

460

591

11

11

0

591

Non NHS

Audlem & Wrenbury

598

0

598

(142)

456

50

50

456

43,379

0

43,379

335

43,714

3,615

3,538

77

43,237

187,113

0

187,113

936

188,049

15,593

15,519

74

188,025

1,935

0

1,935

0

1,935

161

0

161

1,935

968

0

968

0

968

81

0

81

0

3,871

(3,871)

0

0

0

0

0

Total Other Contracts

Sub Total
Reserve

1% Recurrent Surplus Reserve

Reserve

0.5% Risk Reserve

Reserve

2% Headroom Reserve

Reserve

2% Headroom Reserve

CIDS
Running Cost Running Costs
Reserve

Sub Totals
Total CCG Budgets
Reserve

Reserves (Uncommitted)

Total CCG Budgets

Allocation less Budget = Reserves =0

2,265

Movement

Revised
Budget

£000

£000

3,871

3,871

0

3,871

323

0

323

1,208

136

2,401

0

2,401

200

0

200

1,595

4,260

0

4,260

0

0

0

3,760

4,260
13,299

136

13,435

0

13,435

765

0

765

8,498

200,412

136

200,548

936

201,484

16,358

15,519

839

196,523

1,582

1,777

3,359

(8,320)

(4,961)

280

0

0

201,994

1,913

203,907

(7,384)

196,523

16,637

839

196,523

0

0

0

0

0

15,519

0
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Year to
Date
Actual

Year to
Date
Variance

£000

£000

£000

£000

1,855

1,855

155

155

-

Non Pay CSU

805

805

67

67

-

Non Pay Other

604

604

50

50

-

3,264

3,264

272

272

-

996

496

83

83

-

4,260

3,760

355

355

-

Sub Total
Contingency in year
Total running Cost
Total Directly Employed Staff
Clinical
Non Clinical

33.09

Year to
Date
Budget

Full year
Budget
£000

33.09

Pay

Full Year
Forecast

WTE

Appendix 2
Running Cost Summary

8.68
33.09
41.77
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Year to Date
Expenditure

Year to Date
Variance

£000

£000

£000

£000

Year Forecast
Outturn

Year to Date
Budget

PTS Cost Pressures at UHNS

Total

Non Recurrent
Budget
£000

Commissioning Intentions

£000

Recurrent
Budget
£000

Appendix 3

-

-

270

270

270

Military Veterans Costs

15

15

-

-

15

Designated Doctor for Children
111 Demand Management- Out
of Hours

30

30

-

-

30

275

455

-

-

255

Care for Children’s Nurses

109

109

-

-

109

Stroke Rehabilitation

432

(216)

216

-

-

0

15

15

Stroke Rehabilitation Set Up
Community Therapies

180

15

240

240

-

-

240

Domestic Violence advice

21

21

-

-

21

Parkinson Nurse

50

50

50

30

30

24/7 urgent care services
Extended Practice Teams

30
780

780

End of Life Support
Cancer Support Macmillan
Cancer Additional Oncology
Consultant

60

-

60

390
60

7

7

-

7

36

36

-

36

Cancer End of Life

16

16

16

Inhaler Technique

36

36

36

Self-Care/Self-Management

15

15

15

136

2,401

Total Planned Expenditure

2,265
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1,595

99 of 302

Appendix 4

Risk

1

2

Value

Clinical
Commissioning
Group
Allocations

Public Health
Allocation

Risk Score Rating
Likelihood
Impact
Total

Mitigation

Actions undertaken

There are a number of
allocation issues which are
outstanding between the NHS
England and the CCG. These
allocation
issues
include
Specialised
Commissioning,
Primary
Care,
Pharmacy
Contract, Dental Services, and
the 2% national adjustment.
The public health allocation
has now been made.

£4m

3
(Moderate)

4
( high)

12
(Moderate
Risk)

The CCG is communicating with
NHS England to resolve these
allocations issues.

£0 £1m

3
(Moderate)

2
(Moderate)

6
(Moderate
Risk)

Nationally, high level guidance
has been published around
future allocations.

Recommendation

The value is still under review,
and some uncertainties still
remain with the identification
of Drug and Alcohol team
funding.
3

Specialised
Commissioning

£0-4m

4
(moderate)

4
(Moderate)
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16
(high Risk)

There is on-going work with-in
the CCG & NHS England to fully
understand the issues in relation
to Specialised Commissioning

The CCG had an initial
allocation adjustment for
Specialised commissioning of
£6.6million. The CCG has
included an additional pressure
of £8.239 million in its forecast
position. It is now expected that
there will be a further rebasing
by NHS England at Month 4 &
8, the financial impact of this
rebasing is unknown.
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Risk

Value

Risk Score Rating
Likelihood
Impact
Total

Mitigation

Actions undertaken

£0.m£5m

4
(Moderate)

4
(Moderate)

16
(High Risk)

Given the Trend in previous
years,
the
risk
of
over
performance is high; however
work will be undertaken to
manage risk.

The Contract for MCHT is
likely to settle at full PBR,
however dialogue continues
around methods of managing
the financial risks of the
demand for Non-Elective care
and additional resources to
achieve 4 hour A/E targets.
The implications of the Francis
and W interbourne Enquiries.
The delivery of the NHS
Constitution requirements in
particular the achievement of
18 weeks referral to treat at
specialty level.
New Relevant Processes and
systems are being developed
where
necessary
to
e n s u r e the smooth running
of the finance department.

4

Contract Over
performance in
year.

5

Financial
Ledger
readiness to
CCGs and
National
Commissioning
post April 2013.

3
(Possible)

2
(Moderate)

6
(Moderate
Risk)

The CCG now has a new
financial ledger for 2013/14.
There have been tight limits for
implementation
and
new
systems and processes are
being developed. MIAA will be
reviewing those systems and
processes in line with their
approved work Plan.

Quality,
Innovation,
Productivity
and Prevention
(QIPP)

3
(possible)

2
(moderate)

6
(moderate
Risk)

The PCT Plans for QIPP have
now been disaggregated to CCG
level.
The CCG has adopted
Quality, Innovation, Productivity
and
Prevention
Governance
Model from the Cluster to ensure
the delivery of the plans at a
local level, and to signal where
remedial action is required.

6

Delivery;
Co-ordination;
and
Quick Wins.

Recommendation

Although we have been
informed that the CCG is
progressing satisfactorily and
is meeting its QIPP targets,
progress is still being made to
introduce
the
Project
Management
Office
and
greater QIPP monitoring.

In addition to the above the CCG
is now undertaking a full refresh
of its QIPP processes following
the Authorisation visit.
Prepared By : Sue Lowe
NHS South Cheshire CCG Governing Body Finance Report – 2013-06-06

101 of 302

Risk

Value

Risk Score Rating
Likelihood
Impact
Total

Mitigation

Actions undertaken

Recommendation

This risk c an now
be removed.

A plan is now in place and was
taken to the G&A committee this
will be reviewed monthly.

1
(Low)

1
(Low)

1
(Low
Risk)

The finance functions have now
been moved into the PCT.

No further action required

3
(Moderate)

3
(Moderate

9
(Moderate
Risk)

The Claims will be assessed
through the coming months,
monitored
against
the
provision.

Mental Health

3
(moderate)

3
(Moderate)

9
(Moderate)

There are a number of CHC
applications that have yet to be
assessed. The CCG will receive
its share of the PCT provision for
these claims. However there
remains the risk that the
provision will not be sufficient to
cover the claims.
Work
to
ensure
provider
contracts have clear service
analysis.

Audlem,
Wrenbury
allocation

3
(Moderate)

2
(Moderate)

6
(Moderate)

The impact of the expenditure
will need to be monitored. Also a
running cost and share of growth
is expected in addition to the
original allocation.

The CCG is expecting a
recurrent
allocation
of
£8.4million. The expenditure
related to the additional
allocation is unclear in some
areas
leading
to
an
unspecified financial risk

7.

Financial
Reporting from
the CSS

8.

Continuing
Health
Care
(CHC) backlog
of applications

9.

10

£0.m£1m
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The future introduction of
Mental Health Payment by
Results, may cause a potential
financial pressure, or force
reduced services in future
years.
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM
th

NHS Reablement Funding 2013/14 & NHS Social
Care Allocations 2013/14

Thursday 6
June 2013, 14:00

PURPOSE OF REPORT

2.5.2

AUTHOR

The papers provide the governing body with:
Susan Ikin
1.0 The context to help explain how the funding transferred from the NHS Service Delivery Manager
to social care in 2013/14 will be utilised to support adult social care
services and the outcomes expected from this investment.
2.0 Outcomes of the 2012/13 NHS reablement projects
3.0 Recommendations for use of NHS reablement funding for 2013/14
4.0 Recommendations for NHS Social Care Allocations funding 2013/14
for Vale Royal CCG to negotiate with Cheshire West and Cheshire
Council
STATE HOW THIS PAPER LINKS TO THE NHS SCCCG VISION, AIMS & VALUES & GOALS

This paper directly relates to working with partners to ensure affordable
high quality healthcare. Ensuring patients are at the centre of everything
we do, by designing services to fit their healthcare needs.
STRATEGIC GOALS





Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between
 Health & Social Care
 Separate disease based health services
 Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.

For the South Cheshire CCG Governing Body to consider the
report and the budget and spending proposals for the NHS
Reablement funding and plan for working with Cheshire East
Council on the utilisation of the NHS transferred funding for
2013/14.

Fiona Field
Director of Governance and
Partnerships

VISION

Building Services around the needs of the patient;

RECOMMENDATIONS

GOVERNING BODY LEAD(s)

To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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REPORT TITLE

NHS Reablement Funding 2013/14 & NHS Social Care Allocations 2013/14
1.0 Overview Summary
Reablement Funding
• Since 2010, Primary Care Trusts were mandated to purchase services to support
patients during the first 30 days following discharge from hospital.
•

The Department of Health (in a letter to PCTs, October 2010) outlined the parameters in
which the reablement non-recurrent funding was to operate.
“A proportion of this funding should be used to develop current re-ablement capacity in
councils, community health services, the independent and voluntary sectors according
to local needs. Resources can be transferred to local partners, including whether a
pooled budget should be set up, wherever this make sense locally.”
Source: David Flory Letter, October 2010.

•

The reablement funding for South Cheshire CCG in 2012/13 was £1,057,000

•

The reablement funding for South Cheshire CCG in 2013/14 is £1,094,000

NHS Social Care Allocations
• In addition to non-recurrent reablement funding. The Department of Health also
provides local health and social care economies with the NHS Social Care
Allocations funding.
•

Appendix One is a letter from December 2012 outlining actions for local health and
wellbeing boards in relation to agreeing how NHS Social Care Allocations would be
spent across health and social care in 2013/14.

This funding is to be transferred directly from the National Commissioning Board to Cheshire East LA.
It is envisaged that Cheshire East LA will work with NHS Vale Royal CCG to confirm the proportion of
this funding that will be used to support health and social care services in South Cheshire area.

2.0 Reablement Funding 2012/13 Projects
In April 2012; South Cheshire CCG approved the following investment plan for 2012/13;
Reablement Projects
OOH Social Care and Intermediate Care Front Door A&E

GP Care Homes Scheme

Home IV Service

Lead Organisation
Cheshire East Council (on behalf
of Cheshire West and Chester)
NHS South Cheshire CCG

Mid Cheshire Hospitals NHS FT
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Integrated Discharge Team Community Nursing Post (inc
72 hours telephone follow-up to support readmission
avoidance)
Telehealth (renting equipment to support implementation
of service, which is in CECH CQUIN)
Dementia Support CNS (part of integrated discharge
team)
Total

Mid Cheshire Hospitals NHS FT
East Cheshire NHS Trust
Mid Cheshire Hospitals NHS FT

In December 2012, Business Cases for each of the projects listed above were submitted to the
Clinical Advisory Board outlining recommendations for 2013/14.
The table below summarises the projects and outcomes.
Reablement
Projects
OOH Social
Care and
Intermediate
Care Front
Door A&E

Lead Organisation

Project Summary

Outcomes

Cheshire East
Council

The project was designed to prevent
avoidable hospital admissions/ readmissions through pro-active, and
fully integrated health and social care
assessment in A&E.

• 80% of patients discharged
home from A&E with advice
and information

A Social Worker based in A&E, works
side by side in partnership with
nursing and medical staff to deliver a
multidisciplinary approach to crisis
intervention, and admission/readmission avoidance.

• 549 Bed Days Saved (based
on 9 day average length of
stay for admission from A&E)
• £139,995 savings based on
bed day cost of £255 (source:
NHS Institute)

The service responds to patients
medically assessed as not requiring
an acute hospital bed but who are
unable to be discharged without
support.
Hours covered 5pm -10pm Mon-Fri
9am – 5pm Sat Sun & bank holidays.
Locality based GP Care Homes
GP Care
NHS Vale Royal CCG Scheme to implement advanced
Homes Scheme
urgent care planning and mentoring
of care homes, to improve standards
and care patient’s experience.
GPs to deliver
1. An enhanced medical service
for permanent residents of
nursing and residential
homes (including care plan
completion, regular “ward
rounds”).
2. Mentoring Service to a care
home, provide support and
training to care homes staff.
Attendance at monthly
locality meetings. Monthly
joint review with care home of
Prepared By : Susan Ikin
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• 1% decrease in A&E
attendances from Care
Homes
• 15% decrease in Nonelective admissions from
Care Homes
• Appendix One demonstrates
improvements in quality of
service.
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any admissions or
attendances to A&E that
month, and identify plans to
stop inappropriate
attendances and/or
admissions.

Home IV
Service

Mid Cheshire
Hospitals NHS FT

The Home IV Service was designed
to reduce admissions for patients will
Cellulitis, and is now fully
implemented across the Urgent Care
Centre, Emergency Assessment Unit
and A&E.

• Reduction of 221 non-elective
admissions per annum for
this cohort.
• £332K cost savings (based
on an average tariff of £1500
for Cellulitis admissions)

The first stage included patients
presenting in the hours of 08:00 and
18:00 and streaming them to the UCC
for a clinical assessment of their
cellulitis and the suitability to be
treated at home. Patients then had a
home visit to administer their IV
antibiotic and return to the UCC for
follow up assessment on day 3 and 5
of their treatment plan. Therefore
avoiding an admission to hospital.
The pathway was reviewed to include
management of patients in the ED
and EAU areas so that they could be
treated and discharged with an
appointment to attend the UCC on the
next day for assessment.
Therefore reducing patient’s length of
stay.
Integrated
Discharge
Team
Community
Nursing Post
(inc 72 hours
telephone
follow-up to
support
readmission
avoidance)

Mid Cheshire
Hospitals NHS FT

The integrated discharge team
developed and commenced a
telephone consultation with patients
(classed as complex and at risk of
readmission) with 72 hours of
discharge from hospital.
The team have reported extremely
positive patient feedback. One
example of situations that have
avoided a readmission to hospital are:

•

Target 5% reduction in
readmissions at 30
days. IDT achieved
13.4%.

•

423 patients surveyed
97.6% happy with the
telephone service
provided.

Patient X was discharged with her
medications and a copy of her
discharge letter. She was very happy
with the care she had received during
her stay at MCHFT. Unfortunately
upon her discharge the care company
had not restarted her package of care
as arranged, and Patient X did not
know how to sort this problem she
had and was now 2 days later
beginning to struggle. The integrated
discharge team were able to establish
the company which was responsible
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via the social services team and then
able to contact them and organise a
visit a.s.a.p. to be followed up by her
normal visits. Patient X was contacted
and informed of what was happening
throughout, also her social worker
was informed and all the contact
numbers were sent out to Patient X
so that if she ever had a problem in
the future she would know whom to
ring.
Telehealth
(renting
equipment to
support
implementation
of service,
which is in
CECH CQUIN)

East Cheshire NHS
Trust

The roll out of telehealth in Vale
Royal was led by East Cheshire
Hospitals Trust and Cheshire East
Council working alongside CWaCC.
The roll out in Vale Royal was not
been successful (with 9 units across
all of South Cheshire and Vale
Royal). It appears that the
implementation was concentrated in
East Cheshire only.

No quantifiable improvements to
patient outcomes reported.

The business case was therefore not
supported for permanent funding.

Dementia
Support CNS
(part of
integrated
discharge team)

Mid Cheshire
Hospitals NHS FT

The CCG is now working alongside
other provides to define a self-care
self-management project that
supports the Integrated
Neighbourhood Teams.
The dementia care pathway is aimed
at providing support and advice to
professionals caring for patients with
Dementia. The assessments within
the dementia pathway include the
Confusion Assessment Method and
mini COG which would be included in
the Delirium Screening. The
Dementia service also supports the
completion of capacity assessments,
pharmacy review, stopping ward
moves and use the “me to you”
documentation, all of which are within
the dementia pathway. The design of
the pathway was undertaken by
MCHFT working with CWP.

• 0 readmissions within 30
days discharge from hospital
• Reduction of 12.88 bed days
• Improvement in “no ward
moves” from 58% to 97%
• 92% patients case managed

The Clinical Advisory Board approved the following projects for 2013/14 commissioning.
1. OOH Social Care and Intermediate Care Front Door A&E
2. GP Care Homes Scheme
3. Home IV Service
4. Integrated Discharge Team Community Nursing Post (inc 72 hours telephone follow-up to
support readmission avoidance)
5. Dementia Support CNS (part of integrated discharge team)
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The CCG Contracting Team is in negotiations with provider organisations to confirm funding
arrangements for this financial year.
The reablement funding for 2013/14 has not been identified to fund these projects.

3.0 Reablement Funding 2013/14
•

Winter 2012/13, evaluation of the daily winter conference call has shown the main reason for
delayed discharges was due to social care capacity.

•

GPs have reported a lack of step-up capacity for Intermediate Health and Social Care,
therefore a number of patients have been admitted to hospital for social reasons.

•

An external audit of hospital admissions that highlighted 32% admissions could be avoided if
alternative care pathways were in place. (Source: Utilisation Management Team, Review of
A&E Services MCHFT)

•

Point Prevelance review demonstrated 47% of patients were clinically stable to transfer from
hospital to an Intermediate Care Service. These patients continued to reside in Hospital until
safe to transfer to another provider service (Source: Utilisation Management Team, Point
Prevelance Review

•

NHS Vale Royal CCG is working alongside CWaCC, Cheshire East Trust, CWP and Mid
Cheshire Hospitals to undertake a capacity & demand analysis, service specification review
and access criteria review. This information will be used to develop a business case for
integrated model of health and social intermediate care services with a shared governance
policy and include primary care management of patients to support admission avoidance and
reduce delayed discharges from hospital.

Investment Plan 2013/14
It is proposed that Vale Royal CCG commissions the following outcomes:
1.
2.
3.
4.

More Reablement Services to help reduce hospital admissions
Reduced length of stay (“push and pull”)
Direct support to Carers
Reduced discharges to residential and nursing settings from hospital

The Governing Body is asked to support the following delivery plan for achieving these outcomes.
Service Provision
12 Social Transitional
Care Beds (Step-Down
Capacity) at Station
House and Lincoln

Description
GP led multi-disciplinary
team across health and
social care to reduce
delays in discharge from

Lead Provider
East Cheshire
Trust/Cheshire East
Council
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House

hospital. So far the
service has reduced
delayed discharges by
20% (April 2014 figures)
on same period last
year. Service has also
reduced the number of
patients going directly to
long term placements
on discharge from
hospital.
6 Intermediate Care Beds Identified through C&D
(3 IC and 3 non-weight
analysis that there is
bearing IC)
currently not the
required intermediate
care bed capacity within
current contract.
Additional 6 beds will
improve patient flow
through intermediate
care patients, ensuring
patients are cared for in
the right environment.
Community Intervention
Through locality groups,
Beds (Step-Up Capacity) GPs have identified a
need for additional
capacity to support
admission avoidance. A
group is currently
developing a model to
support introducing
Step-Up capacity for
GPs to access and
manage their own
patients in the
community. Aim for the
service to commence
November 2013. The
capacity will be
managed within budget
identified from
reablement monies. A
business case is
currently being
developed with full
costings.

East Cheshire Trust

£95,000

£374,138

The proposal is for these beds to be commissioned non-recurrently until April 2014.
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By using the reablement funding to support these services in year, the additional capacity used in an
integrated approach to case management will improve services provided to patients. The evaluation
of these short-term intermediate care services will also inform the Intermediate Care Services future
planning. A business case is currently being developed for long term model of integrated health and
social intermediate care services. A business case will be presented to Clinical Advisory Board in the
autumn 2013 with a proposal to tender for an integrated health and social intermediate care service
as envisaged in the summary below.

Bed based Community Services
Create two types of bed based support in the community.
1. Medical (Intermediate Care) with high rehabilitation input.
2. Social Care (Transitional Care) with moderate rehabilitation support.
Step Down Beds
The two services are to have space for patients to mobilise, have regular medical review for illness
and to maintain progress through the system. The services are to be integrated with the hospital
based colleagues and integrated into communities with support from Geriatricians and GP Practices.
Step Up Beds
Either type of bed could be appropriate for step up access from the community. Over time
Intermediate and Transitional beds would be increased and made available in more areas. It will then
be possible for patients to be admitted. However patients need to be suitable as there are few
investigation facilities and they need an exit strategy back to the community after a period of time.

4.0 NHS Social Care Allocations
Vale Royal CCG will work with Cheshire East Council to review their proposals for the NHS Social
Care Allocations. A meeting is taking place on the 18th June with South Cheshire CCG, Cheshire
East Council and East Cheshire Trust.
The detail of transfer of NHS Social Care Allocations is in appendix one of this paper.
It is important that NHS Social Care Allocations delivery plan is agreed between Health
Commissioning and Social Care Commissioning. The governing body is asked to support the position
that the NHS Social Care Allocations funding should be focused on delivering the following:
- More Reablement Services to help reduce hospital admissions;
- Reduced length of stay (“push and pull”)
- Direct support to Carers
- Reduced discharges to residential and nursing settings from hospital
The Governing Body is asked to support CEC and SC CCG working together to develop a joint
delivery plan (NHS Social Care Allocations 2013/14) with clear outcomes for improvements in care
delivered to patients, in addition to services currently provided.

Prepared By : Susan Ikin
NHS Vale Royal CCG : [NHS Social Care Allocations 2013/14 & NHS Reablement Funding 2013/14]

110 of 302

It is recommended that this delivery plan is discussed and agreed between CEC and SC CCG
through the Health and Wellbeing Board.

5.0 Recommendations
5.1 NHS South Cheshire to support using reablement funding for 2013/14 to fund additional
Health and Social Intermediate Care provision for step-up and step-down care;
5.1.1 Additional health and social intermediate care beds in Vale Royal
5.1.2 Commission GP, Community Nursing, OT and Physio to manage and support
these patients
5.1.3 Work with CEC to use NHS Social Care allocations to commission social care
aspects of this service
5.2 Additional bed capacity is purchased for step-up/step-down service to commence as soon
as possible in preparation for next winter.
5.3 NHS South Cheshire CCG and Cheshire East Council develop a joint delivery plan to
support;

5.3.1
5.3.2
5.3.3
5.3.4

More Reablement Services to help reduce hospital admissions
Reduced length of stay (“push and pull”)
Direct support to Carers
Reduced discharges to residential and nursing settings from hospital
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Appendix 1

19 December 2012
Paul Baumann
Chief Financial Officer
NHS Commissioning Board

Richmond House
79 Whitehall
London
SW1A 2NS

Gateway reference: 18568
Dear Paul,
Funding transfer from the NHS to social care in 2013/14 – what to expect
1. In the 2011/12 Operating Framework for the NHS in England, the
Department set out that PCTs would receive allocations totalling £648
million in 2011/12 and £622 million in 2012/13 to support adult social care.
This funding was in addition to the funding for reablement services that was
incorporated within recurrent PCT allocations of £150 million in 2011/12
rising to £300 million from 2012/13.
2. From 2013/14, the funding transfer to local authorities will be carried out by
the NHS Commissioning Board. This letter provides provisional information
on the transfer, how it should be made, and the allocations due to each local
authority. This is to help the Board and local authorities prepare for the
coming year.
3. In the New Year, the Department will make directions to the Board, under
Section 256 (5A)(5B) of the 2006 NHS Act, confirming the details in this
letter.
Amount to be transferred
4. For the 2013/14 financial year, the Board will transfer £859 million from its
global allocation to local authorities. The amounts to be paid to individual
local authorities are set out at Annex A. As per the current PCT-level
allocations, the Department has used the adult social care relative needs
formulae to determine local authority level amounts.
Legal basis for the transfer
5. The payments are to be made via an agreement under Section 256 of the
2006 NHS Act. The Board will enter into an agreement with each local
authority. However, before each agreement is made, certain conditions must
be satisfied. These conditions are set out below.
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Use of the funding
6. The funding must be used to support adult social care services in each local
authority, which also has a health benefit. However, beyond this broad
condition, the Department wants to provide flexibility for local areas to
determine how this investment in social care services is best used.
7. The Board must therefore make it a condition of the transfer that the local
authority agrees with its local health partners how the funding is best used
within social care, and the outcomes expected from this investment. Health
and wellbeing boards will be the natural place for discussions between the
Board, clinical commissioning groups and local authorities on how the
funding should be spent, as part of their wider discussions on the use of
their total health and care resources.
8. In line with their responsibilities under the Health and Social Care Act, the
Board must make it a condition of the transfer that local authorities and
clinical commissioning groups have regard to the Joint Strategic Needs
Assessment for their local population, and existing commissioning plans for
both health and social care, in how the funding is used.
9. The Board must also make it a condition of the transfer that local authorities
demonstrate how the funding transfer will make a positive difference to
social care services, and outcomes for service users, compared to service
plans in the absence of the funding transfer.
10. The Board may use the funding transfer to support existing services or
transformation programmes, where such services or programmes are of
benefit to the wider health and care system, provide good outcomes for
service users, and would be reduced due to budget pressures in local
authorities without this investment. The Board may also use the funding
transfer to support new services or transformation programmes, again where
joint benefit with the health system and positive outcomes for service users
have been identified.
11. The Caring for our future White Paper also set out that the transfer of
funding can be used to cover the small revenue costs to local authorities of
the White Paper commitments in 2013/14 (excluding the Guaranteed
Income Payments disregard, which is being funded through a grant from the
Department of Health). The Board should have regard to this when reaching
agreements with local authorities.
Reporting
12. As part of its agreement with local authorities, the Board must ensure that it
has access to timely information on how the funding is being used locally, in
order to assure itself that the conditions for each funding transfer are being
met.
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Further considerations
13. The Board must not place any other conditions on the funding transfers
without the written agreement of the Department.
14. The directions will be updated in November 2013, for the 2014/15 financial
year.
Next Steps
15. We will issue the Directions in the New Year, confirming the above details.
16. I am copying this letter to your Chief Executive, Sir David Nicholson, to Bill
McCarthy and to Helen Masding.

Yours sincerely,

Shaun Gallagher
Director General
Social Care, Local Government and Care Partnerships
Telephone number:
Email address:

020 7210 5727
shaun.gallagher@dh.gsi.gov.uk
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Annex A: amounts to be paid to individual authorities

Local authority

2013-14

Barking and Dagenham

£3,267,999

Barnet

£5,180,804

Barnsley

£4,432,443

Bath & North East Somerset

£2,611,907

Bedford

£2,221,990

Bexley

£3,322,808

Birmingham

£20,044,390

Blackburn with Darwen

£2,735,974

Blackpool

£3,234,438

Bolton

£4,975,408

Bournemouth

£3,163,676

Bracknell Forest

£1,295,071

Bradford

£8,222,095

Brent

£4,806,952

Brighton & Hove

£4,397,579

Bristol

£7,259,859

Bromley

£4,260,838

Buckinghamshire

£5,981,927

Bury

£2,923,145

Calderdale

£3,295,041

Cambridgeshire

£8,318,185

Camden

£4,601,957

Central Bedfordshire

£3,099,459

Cheshire East

£5,192,074

Cheshire West and Chester

£5,251,421

City of London

£174,630

Cornwall

£9,997,987

Coventry

£5,551,509

Croydon

£5,015,626

Cumbria

£8,973,765

Darlington

£1,793,778

Derby

£4,110,920
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Derbyshire

£12,982,732

Devon

£12,797,426

Doncaster

£5,404,111

Dorset

£6,926,360

Dudley

£5,589,300

Durham

£10,101,753

Ealing

£5,073,714

East Riding of Yorkshire

£5,175,361

East Sussex

£9,254,475

Enfield

£4,648,033

Essex

£21,186,856

Gateshead

£4,056,214

Gloucestershire

£9,055,236

Greenwich

£4,761,282

Hackney

£5,028,740

Halton

£2,287,560

Hammersmith and Fulham

£3,287,039

Hampshire

£17,017,137

Haringey

£4,109,607

Harrow

£3,471,178

Hartlepool

£1,793,604

Havering

£3,599,507

Herefordshire

£3,151,863

Hertfordshire

£14,797,761

Hillingdon

£3,726,297

Hounslow

£3,576,811

Isle of Wight Council

£2,743,128

Isles of Scilly

£45,316

Islington

£4,602,411

Kensington and Chelsea

£3,102,442

Kent

£22,063,537

Kingston upon Hull

£5,200,325

Kingston upon Thames

£2,051,503

Kirklees

£6,656,826

Knowsley

£3,497,046
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Lambeth

£5,400,663

Lancashire

£19,750,385

Leeds

£11,849,652

Leicester

£5,632,672

Leicestershire

£8,640,994

Lewisham

£4,895,878

Lincolnshire

£12,054,454

Liverpool

£10,583,981

Luton

£2,820,830

Manchester

£9,542,236

Medway

£3,571,548

Merton

£2,676,894

Middlesbrough

£2,712,784

Milton Keynes

£3,250,162

Newcastle upon Tyne

£5,371,723

Newham

£5,255,695

Norfolk

£14,956,185

North East Lincolnshire

£2,790,712

North Lincolnshire

£2,723,456

North Somerset

£3,306,955

North Tyneside

£3,690,396

North Yorkshire

£8,674,471

Northamptonshire

£9,724,981

Northumberland

£5,445,531

Nottingham

£5,547,807

Nottinghamshire

£12,623,972

Oldham

£4,017,093

Oxfordshire

£8,201,856

Peterborough

£2,840,646

Plymouth

£4,596,024

Poole

£2,281,887

Portsmouth

£3,186,951

Reading

£2,038,343

Redbridge

£3,994,265

Redcar and Cleveland

£2,577,805
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Richmond upon Thames

£2,365,264

Rochdale

£3,966,999

Rotherham

£4,815,007

Rutland

£485,765

Salford

£4,716,153

Sandwell

£6,614,042

Sefton

£5,457,818

Sheffield

£9,682,589

Shropshire

£4,988,726

Slough

£1,844,892

Solihull

£3,115,150

Somerset

£8,939,209

South Gloucestershire

£3,346,684

South Tyneside

£3,275,870

Southampton

£3,970,677

Southend-on-Sea

£2,949,235

Southwark

£5,621,610

St Helens

£3,446,221

Staffordshire

£12,677,280

Stockport

£4,592,842

Stockton-on-Tees

£3,025,250

Stoke-on-Trent

£4,767,077

Suffolk

£11,673,091

Sunderland

£5,611,337

Surrey

£14,297,472

Sutton

£2,638,857

Swindon

£2,753,293

Tameside

£4,130,488

Telford and the Wrekin

£2,771,315

Thurrock

£2,341,506

Torbay

£2,965,625

Tower Hamlets

£5,243,352

Trafford

£3,384,835

Wakefield

£5,901,600

Walsall

£5,124,740
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Waltham Forest

£3,896,610

Wandsworth

£4,643,811

Warrington

£2,948,293

Warwickshire

£7,997,949

West Berkshire

£1,792,796

West Sussex

£11,823,605

Westminster

£4,735,807

Wigan

£5,698,831

Wiltshire

£6,525,049

Windsor and Maidenhead

£1,705,319

Wirral

£6,443,824

Wokingham

£1,437,354

Wolverhampton

£4,926,642

Worcestershire

£8,534,970

York

£2,619,236

TOTAL

£859,000,000
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APPENDIX Two

Below are examples from local meetings of improvements made by care homes and practices working together;
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.
19.

Training to care homes on how to manage palliative care patients
Home staff receive end of life recognition training
Working with GP OOH service to improve home call outs and reduce patients attending A&E OOH
GPs and care homes staff develop and implement a local falls policy
Development and implementation of DNAR forms
Improved communication with ambulance staff and care homes
Training for care homes around end of life and verification of death
Group work with OOH and social services for their policies around how to deal with falls
GPs request that new patients transferred to a home on a pathway should fax at least the last discharge letter so have more info
Work with local hospice on blood transfusion service
Syringe driver training completed for some homes
Work to improve links with Macmillan teams
Development of questionnaires to capture the qualitative benefits of the scheme
Training to homes staff on Gluing and steri strips
Catheter training at care homes provided
Falls prevention training implemented
End of life training implemented
Block PEG training for homes being investigated
Improvement to head injuries cards
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REPORT
Reporting Period 2013-14

REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM
th

Thursday 6
June 2013, 14:00

Human Resources Policy Update

AUTHOR

PURPOSE OF REPORT

Central and Eastern Cheshire PCT (CECPCT) has a number of existing policies
and procedures in place. Staff who have been aligned to the Clinical
Commissioning Groups are already working to these policies as PCT
employees. From 1st April 2013 staff will formally transfer to South Cheshire
and Vale Royal Clinical Commissioning Groups under the Transfer of
Undertakings (Protection of Employment) Regulations (TUPE). Staff will take
these policies and procedures with them. A piece of work has been completed
to group the policies and procedures into the following three categories:
Category 1 - Policy has undergone review to agree minor changes, mainly
terminology, to meet CCG requirements.
Category 2 - Policy requires changes to scheme of delegation as well as
changes to terminology before adoption to ensure that it appropriately meets
CCG requirements. Staff and staff side colleagues will need to be engaged with
this process and in agreement with the changes. These Policies will be returned
to the Governing Body in due course.
Category 3 - Policy is contractual and impacts on employee's pay and benefits.
These policies cannot be changed without full consultation with staff and staff
side colleagues. A schedule for reviewing category 3 policies will be developed
and submitted to the Governing Body in due course.
STRATEGIC GOALS



Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between
 Health & Social Care
 Separate disease based health services
 Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The South Cheshire CCG Governing Body are asked to:
i)
Approve the attached HR policies:
•
•
•
•
•
•
•
•

Harassment and Bullying Policy
Disciplinary Policy
Family Leave Policy & Guidance
Grievance and Disputes Policy
Work Life Balance Policy & Guidance
Whistle Blowing Policy
Capability Policy
Equality and Human Rights Policy

•

Sickness Absence Policy
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Lisa Micklewright
HR

GOVERNING BODY LEAD(s)

Fiona Field
Director of Governance and
Partnerships

VISION

Building Services around the needs of the patient;




2.6.1

To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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Harassment & Bullying Policy

Harassment and Bullying Policy

Version No: 1 No of pages: 21

Date of issue: March 2013

Date of next review: March 2016

Distribution: All employees

Published: March 2013
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1. Introduction
Employees have the right to be treated with dignity and respect. Harassment and bullying is
harmful, it causes distress and can lead to accidents, illness and poor performance. No form
of harassment or bullying will be condoned at work or outside work if it has a bearing on a
working relationship. The CCG welcomes the support of the recognised trade union(s) in
seeking to eradicate bullying.
This policy will be applied equally to all staff covered by the policy and in accordance with
the CCG’s Equality and Human Rights Policy. The fair and equitable implementation of this
policy will be monitored by the CCG HR Business Partner.
2. Purpose
The aim of this procedure is to protect employees from harassment and bullying and to
enable staff, if necessary, to make a complaint or to assist in an investigation without fear of
reprisal.
When appropriate, every effort will be made to resolve the situation informally. Some
incidents, however, by virtue of their serious nature will need to be dealt with immediately
under the formal procedure.
Disciplinary action, including dismissal, will be taken against those failing to fulfil their
responsibilities under this policy.
The CCG’s believe that all staff should be treated with dignity and respect, and actively
encourages staff to behave in a manner that reflects and promotes this belief.
Harassment or bullying of any form undermines people at work and will not be tolerated. All
employees have a right to a working environment free of harassment in which each
individual’s dignity is respected.
Harassment and bullying affects not only the individual but the CCG’s as a whole. It can
have an impact on an individual’s health, welfare, personal confidence and effectiveness,
and job satisfaction. It can also reduce the quality of services through sickness, absence,
staff turnover, low morale, and poor work performance.
Behaviour that constitutes harassment or bullying may also be unlawful. The CCG’s are
committed to the elimination of unlawful discrimination on the grounds of age, sex, race,
disability, sexual orientation, religion and belief and any other form of discrimination. The
CCG’s are committed to promote equality of opportunity for all
If issues raised under this policy are not settled by informal action, any proven acts of
harassment or bullying will be treated as disciplinary offences.
All professional staff should refer to their relevant professional body and Code of Conduct
(e.g. NMC, GMS, GDC) regarding the withdrawal of care or services if faced with
harassment.
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3. Scope
This procedure applies to issues raised internally between our own employees.
It will be adapted to handle:
(a) Harassment against our employees, by users of the service, contractors and others.
The CCG’s will not tolerate harassment against its employees, by users of our services
or by contractors. Such acts will be investigated using this procedure and appropriate
remedial action taken, if harassment is proven. This may include the termination of
contracts or seeking disciplinary action against the perpetrator within the contractor’s
organisation.
If CCG staff are harassed by one of the users of our service, they should report this in
confidence to their line manager who in turn should report the matter to the Director of
Partnerships and Governance. The matter should be dealt with in line with the principles
of this policy. We will provide support for any of our employees in cases where they are
harassed by others, in line with this procedure.
(b) Complaints lodged by users of our service, (of harassment by our staff against
‘customers’ e.g. members of the public, patients, contractors) by CCG staff will be
considered as a disciplinary matter to be dealt with under our disciplinary procedure.
Apart from these specific adaptations, this procedure does not directly apply to
complaints made by third parties, or complaints about third parties. However, in these
instances, managers must be alerted to these, and consider the possible need for action
for example: through discussion with relevant complainants’ organisations or with our
own staff, further team building, training or one to ones, or on investigation, disciplinary
action, as appropriate.
4. Background and Context
4.1 What is harassment?
The definition of harassment is unwanted conduct, which has the purpose or effect of:
(a) Violating a person’s dignity or
(b) Creating an intimidating, hostile, degrading, humiliating or otherwise offensive
environment for another person.
Harassment can be on grounds including race, ethnic or national origin, colour, gender,
religion or belief, sexual orientation, disability or age.
Harassment can take many forms for example:
•
•
•
•
•

Leering, ridicule, jokes
Embarrassing remarks
Unwelcome comments about dress, appearance, beliefs or life-style choices
Offensive pictures
Inappropriate use of e-mail or internet sites
3
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•
•
•
•
•
•
•
•

Ignoring or excluding*
Demands for sexual favours/sexual innuendo*
Deliberate verbal threats and abuse*
Physically threatening a person*
Unwanted physical contact*
Invasion of personal space*
Aggression*
Physical assault*

Note: Aggression is to be distinguished from assertiveness, which does not result in
harassment.
4.2 What is bullying?
Harassment may also take the form of workplace bullying. This is often (but not always)
distinguished by the abuse of power or position. Some examples of workplace bullying
are:
• To persistently criticise and condemn
• To openly humiliate
• To professionally undermine an individual’s professional ability until they lose selfconfidence and self esteem
• To intimate by e-mail, mobile phone texting, or other forms of written communication,
known as ‘flaming’
• Shouting or using threatening language
• To intimate somebody in any way which leaves them feeling vulnerable, isolated and
angry
Note: Forms of harassment (see overleaf), marked with an asterisk (*) are also
examples of bullying.
The Trust’s view of harassment and bullying Harassment may take different forms. It
may be deliberate or unconscious, an isolated incident or repeated action. The same
applies to bullying, except that bullying is usually deliberate.
Regardless of the above distinctions, the Trust views harassment as any behaviour that
is:
•
•
•
•

Found objectionable
Unwanted
Causes offence
Results in the victim feeling threatened, uncomfortable, humiliated, patronised or
publicly embarrassed
• Undermines an individual’s competence, confidence and effectiveness
While harassment or bullying as viewed above includes words or conduct which is
perceived to be offensive by the recipient, this perception must be reasonable. For
example, it would be reasonable for a manager to be assertive in what they say,
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whereas it would not be reasonable for them to use any aggressive management style
in any situation.
Words or conduct which the perpetrator cannot reasonably be expected to know is
offensive to the recipient, will only be deemed to have the purpose or effect of
harassment or bullying if repeated, or persisted in, after the recipient objects and makes
it known that they find it offensive.
It should be noted that concerns raised by a manager over a member of staff’s
performance does not in itself constitute harassment or bullying.
5. Responsibilities
5.1 Responsibilities of the CCG Governing Body
As an employer the CCGs will:
• Treat all complaints of harassment and bullying seriously and sympathetically
• Deal with all complaints of harassment confidentially, protecting the harassed person
and all other staff involved where possible.
• Where-ever possible encourage an informal or mediated resolution of difficulties
without starting formal procedures
• Offer support and advice to staff that are being harassed or bullied at work, or
indirectly affected by the impact of such behaviour on other colleagues
• Use the disciplinary procedure to take action against perpetrators of harassment or
bullying where this is appropriate.
• Include information about this policy and related procedures in the induction process
for all new staff
• Provide specialist training for managers and staff
• Offer training to staff that have been found to be responsible for harassment or
bullying
• Monitor confidentially all reported incidents of harassment and bullying at work. This
will include number of cases; type of cases; duration of cases; decisions made and
follow up mechanisms used. We will report on unexplained increases in harassment
or bullying as appropriate
5.2 Managers
All managers have a responsibility for leading and setting standards of behaviour which
are appropriate for a healthy working environment and consistent with the CCG’s
policies and procedures. Managers have specific obligations to ensure that:
Staff are aware of this policy and reflect it in their behaviour.
• The workplace is kept free of any literature, posters, notices etc which may foster
discriminatory attitudes or behaviour
• They take action if they witness inappropriate incidents or behaviours whether or not
a complaint has been made
• They operate the procedure for dealing with complaints swiftly, fairly and
confidentially
5
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• Their own managerial style does not stray into bullying behaviour
• Ensure the CCG HR Business Partner is informed of all incidents, whether formal or
informal, for monitoring purposes
• Seek advice from the CCG HR Business Partner after receiving a formal complaint
• Consider an employee’s complaint in a fair and reasonable way
• Ensure documents are provided in a timely way
• Ensure notes are taken of any meeting relating to an incident
5.3 Staff
Employees are expected to foster a working environment in which every employee,
patient, and member of the public is treated with equal respect and dignity.
All employees are expected to contribute to dealing with and preventing harassment and
bullying through their own self-awareness, and through supporting colleagues who
suffer harassment. This can be achieved in a number of ways.
For example:
• Making it clear in all your contacts that you find all forms of discrimination and
harassment unacceptable.
• Challenging discriminatory behaviour and attitudes in others when it occurs.
• Challenging gossip and rumour that fuels discriminatory behaviour and attitudes.
• Informing managers confidentially when incidents occur which need managerial
intervention.
• Using language sensitively and appropriately in different situations. Ensuring you do
not offend others by the use of inappropriate or rude comments.
5.4 CCG Human Resources Business Partner
The CCG HR Business Partner has the responsibility to monitor the implementation of
the policy and to ensure that procedures are managed fairly and consistently across the
CCGs. The CCG HR Business Partner will provide training, guidance and support to line
managers on all the operation of this policy at all stages.
The CCG HR Business Partner will be likely to attend all formal meetings (given due
consideration to circumstances). An appropriate level of professional Human
Resources advice given the circumstances of each case.
6. Process
The CCG aims to try to resolve issues quickly and informally whenever possible. The three
stages to the process are:
a) informal action
b) investigation
c) formal action
See Appendix 1 and 2 for guidance for staff and managers at each stage of the process.
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6.1 Raising an Issue / Concern
The process that follows is to be used by the CCGs to support employees who are
facing harassment or bullying at work, it should not be used as a substitute for resolving
issues in the workplace through discussion.
For example concerns raised by a manager over a member of staff’s performance does
not in itself constitute harassment; a manager or colleague may need to be assertive in
what they say in certain situations, whereas aggression as a management style would
not be reasonable; moderate disagreements or differences in personality between staff
would not generally warrant use of these procedures.
Staff are advised to go through the informal stage before making a formal complaint,
unless the matter is particularly serious and there are strong reasons for going direct to
the formal stage at Stage Two.
First-time conduct which is perceived to be offensive by the recipient, may not always,
be itself, constitute harassment or bullying and may not need to be dealt with formally:
for example, where the perpetrator could not reasonably know that their conduct is
offensive to the recipient, they can be advised that conduct is not acceptable, and
should not be repeated, by pursuing one of the suggestions set out in the informal
stage.
6.2 Stage 1 Informal Action
An employee may raise a concern with their Manager, or with the CCG HR Business
Partner and if possible it should be dealt with using informal action. The manager needs
to act quickly and if necessary take advice from the CCG HR Business Partner. The
manager should assess the situation and ascertain what the circumstances of the
complaint are, who is involved and how serious the situation is. If the complaint of
harassment or bullying is against the line manager then an employee may contact the
CCG HR Business Partner Human or the next most senior manager.
Having established the facts, the relevant manager should decide whether to:
• Drop the matter but continue to monitor the situation
• Deal with it informally
• Proceed to Stage 2
If informal action is to be taken, the employee should be asked what informal action they
consider appropriate, for example, a request/instruction for certain language/behaviour
not to be repeated. Appendix 1 gives guidance for staff on types of informal action. A
written record of any requests/instructions should be retained as evidence, should the
behaviour not change and future action therefore required.
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6.3 Stage 2 - Investigation
This stage should only be implemented where all the action that can be taken in the
informal stage has been exhausted, is not appropriate/sufficient, or will not work in this
case. Employees wishing to proceed to this stage need to complete Form One
(Appendix 3).
If the complaint is sufficiently serious the manager, in conjunction with the CCG HR
Business Partner should make a decision about whether to suspend the alleged
perpetrator while the investigation is completed, in line with the Disciplinary Policy.
Stage Two is an investigation process where an independent, trained member of staff
(Investigating Officer) assesses the situation by talking to the complainant and any
others directly involved and makes recommendations about the next stage.
The Investigating Officer will meet with the member of staff and the alleged perpetrator,
as well as any other witnesses to investigate the complaint and Form 2 (appendix 4) is
an aid for this investigation. Prior to the formal meeting, the individuals concerned will be
provided with copies of all witness statements, letters or other documents concerning
the complaint. Written notes will be made at each meeting which will be sent to the
relevant parties for comments. Any comments made will be attached to the original
notes for reference.
The investigation should be completed without undue delay, to establish the facts,
interview those concerned and provide the relevant information to decide what action to
take.
They will then produce an investigation report (Appendix 5) which will recommend a
variety of actions, which could include:
• Support for those involved in the case, by providing coping techniques.
• Internal mediation – i.e. Getting both parties together with an internal independent
third party.
• Formal internal/external mediation. This would entail a commitment from those
involved to participate and work towards a resolution.
• Other work-place action.
• The instigation of formal action – Stage Three
A copy of the report will be given to the parties involved together with the outcome. The
aim will be to inform all parties to the complaint of the outcomes within 7 working days of
the end of the investigation reporting process.
6.4 Stage 3 – Formal Action
This stage will only be implemented following an investigation, on the recommendation
of the Investigating Officer
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At this stage the Disciplinary Policy should be referred to and the formal action stage of
this policy should be followed. If it is decided that the behaviour constituted
misconduct/gross misconduct under the CCG’s Disciplinary Policy then a disciplinary
hearing should be arranged.
6.5 Appeals
If disciplinary action is taken the Employee has the right of appeal against the formal
disciplinary action. Please refer to the Disciplinary Policy.
If any employee feels aggrieved the implementation of this policy they should refer to
the Grievance Procedure.
7. Further Information
7.1 Impact Assessment
The CCG’s recognise their responsibility to ensure that no-one is discriminated against,
disadvantaged or given preference, through membership of any particular group,
including people with disabilities, or from different ethnic backgrounds or religions, or on
the grounds of their gender, age or sexual orientation. This policy has undergone an
impact assessment to ensure that it does not discriminate any of the above groups
either directly or indirectly.
7.2 Internal and External Sources of Information and Advice
Internal Sources include Occupational Health and Staff Counselling Service. Please
contact the CCG HR Business Partner Human Resources for details of these support
services.
8. Monitoring
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an annual
basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring the
delivery of this policy.
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Appendix 1
Guidance for staff
What can you do if you are being harassed or bullied?
Dealing with unacceptable behaviour or incidents can be very difficult. In particular, if you are
the subject of harassment or bullying it can feel very frightening and humiliating. You may
also feel extremely isolated, and worried about making the situation even more difficult for
yourself. Remember that you have the right to feel comfortable at work and that the CCG will
take your complaint seriously, handle it sensitively and in a timely, confidential manner.
We have developed a three-stage approach for handling these incidents, outlined in the
above policy. Our aim is to try to resolve issues quickly and informally whenever possible.
The three stages are:
•
•
•

Informal action
Investigation
Formal action

Remember:
The CCGs will not tolerate bullying or harassment and you do not have to put up with it.
•
•
•
•

Deciding to do something is the first step.
If you decide to act on the situation, the aim is to resolve it fairly, easily and quickly.
No-one is guilty or should be considered at fault until a case is fully assessed and even
then the fault may not be in just one area.
Most cases can be resolved with the agreement of all parties

Stage 1 – informal action
This is the stage that an employee can instigate themselves. Before considering what action
to take at this stage, staff may wish to discuss the matter in confidence with another
colleague, the CCG HR Business Partner, and/or staff side representative, who may advise
them about taking the matter up under this policy.
Although this stage is informal, staff may choose to be accompanied by a staff side
representative or another member of staff when taking action at this stage.
Here are some suggestions for action you can take at this stage:
Talk to someone you can trust
There may be another colleague, your line manager, CCG HR Business Partner, Staff-side
representative, perhaps someone outside work or a family member or friend. The CCG HR
Business Partner can assist you in getting appropriate internal or external advice. The
process of talking through what has happened with someone else will often help you feel
more able to take some action to stop what is happening.
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Talk or write to the perpetrator
Sometimes you may feel able to tell the person who is harassing you to stop, either by
talking or by writing to them. Sometimes it is enough just to explain to the person who is
harassing you what is unwanted about their behaviour and why it is unacceptable, they may
not realise their behaviour is affecting you in this way. This is often very difficult to do, and
you may prefer to be accompanied by a colleague or friend
Ask someone else to speak to the perpetrator
Options may be that you decide to ask a work colleague, your line manager or staff side
representative to see the person you think is harassing you. This is one way of telling them
informally to stop their behaviour.
Keep a written record
It is a good idea to keep your own private written note of each incident of harassment; what
was said and done, your response etc. If you decide not to take anything further at this
stage, you still have the right in the future to raise the issue again, and a record will be
helpful.
Consider further action, to avoid the need for more formal action. You may wish to discuss
the matter with your own line manager and/or the perpetrator’s line manager and agree what
action would be appropriate, to avoid the need for formal action.
Confidentiality – You should make every effort to keep the matter confidential to those who
are directly involved.
Stage Two – Investigation
This stage should only be implemented if you feel that all action you can take in the informal
stage, as suggested above, has been exhausted, or will not work in your case.
To implement Stage Two you need to complete the Employee Harassment Complaints Form
(See Form 1, Appendix 3)
Once you have completed the form an appropriate member of staff will be appointed to act
as an Investigating Officer for the case. The appointed member of staff will then meet with
you to explain the process and interview you about your complaint. You have the right to be
accompanied by a staff side representative or colleague at this meeting. The Investigating
Officer will make notes at the meeting, copies of which will be made available to the member
of staff.
The Investigating Officer will then inform all employees involved in your case, provide them
with a summary of the complaint and arrange to interview them (and witnesses, if any) in
relation to your complaint. Written notes will be made by the Investigating Officer during any
interviews and a copy of those notes will be available to the parties concerned.
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For operational reasons, it will also be necessary to inform your line manager about the
complaint. If, because of the nature of your complaint you feel this is not appropriate, you
should explain this on the initial form.
The Investigating Officer’s role is to recommend the action to be taken, as agreed with the
member of staff making the complaint. Examples of recommendations include support,
training, mediation or disciplinary action.
A timescale for implementation should be set and progress and outcomes monitored.
Stage 3 – Formal Action
If the Investigating Officer recommends formal action after Stage 2, the process that will be
followed is the same as under the CCG’s Disciplinary Policy.
If the Disciplinary Policy is invoked you will probably be called as a witness at the disciplinary
hearing. All employees directly involved in a case may be accompanied at the hearing by a
colleague, or staff-side representative.
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Appendix 2
Guidance for Managers
Dealing with allegations of harassment can be very difficult and stressful for all involved. It is
crucial that all complaints are dealt with as speedily as possible, within the timescales set out
in the process and in absolute confidentiality.
In many cases of harassment there are no witnesses. Even when there have been
witnesses present the harassed person may not wish to use them. The lack of witnesses
should not deter full assessment of the case.
A proportion may relate to staff performance issues, clashes of personality or management
style. This does not preclude the potential for harassment to have taken place, but in
themselves these types of issues would not constitute harassment. One aim of the policy is
to ensure, wherever possible, that these cases, and other less serious harassment cases
are ‘filtered’ and resolved at an early stage through the informal stage (stage one).
To implement Stage Two the employee must complete the Employee Harassment
Complaints Form. Once the employee has completed the form the organisation will then
appoint an appropriate member of staff to act as an Investigating Officer for the case. The
appointed member of staff, with the CCG HR Business Partner or another Human
Resources representative, will then meet with the employee to explain the process and
interview them about the complaint. The Investigating Officer will make notes during this
interview which will be available to the employee. The Investigating Officer will then inform
all employees involved in the case, provide them with a summary of the complaint and
arrange to interview them (and witnesses, if any) in relation to the complaint.
For operational reasons, it will also be necessary to inform an employee’s line manager
about the complaint. If, because of the nature of the complaint an employee feels this is not
appropriate, they should explain this on the initial form.
At the end of the assessment process, the Investigating Officer will complete a formal
investigation report (Form 3, Appendix 5) recommending whatever follow-up action is
deemed appropriate to the case. The Investigating Officer will inform all parties to the case
of the agreed outcome(s) where possible, within 7 days.
A timescale for implementation should be set and progress and outcomes monitored.
If the Investigating Officer recommends that formal action should be taken the Disciplinary
Policy should be followed from this point.
Handling Complaints
It can be very difficult, distressing and humiliating for an employee to make a complaint of
harassment or bullying. The complainant may worry that the organisation will not take the
complaint seriously, or that they will be blamed for the incident, or that their complaint will not
be understood. Take time to listen carefully to the employee – this should happen in a
private and safe place.
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It is often equally distressing for the person having the allegations made against them. You
must ensure that this person has been given the opportunity to receive support through the
process and that they receive confirmation of the nature of the complaint as quickly as
possible. Throughout the process, the confidential nature of discussions should be stressed
to all parties.
There may be cases where somebody makes an unfounded allegation of
bullying/harassment for malicious reasons. These cases should also be investigated and
dealt with fairly and objectively under the CCG’s Disciplinary Procedure.
In many cases, staff involved in harassment cases, go on long term sick leave. Such
absence should be subjected to the usual checks through the sickness absence procedures.
Another approach to consider may be temporary re-deployment of a staff member whilst the
assessment or investigation is underway.
It may be necessary to consider the suspension of the alleged perpetrator under the
disciplinary procedure. This would be necessary to provide an opportunity for further or more
detailed investigations; or where it is clearly undesirable for the employee to remain on duty;
or where the alleged misconduct represents a potential risk to patients or staff. The CCG HR
Business Partner should be informed prior to action being taken.
The complaints interview
Be sure to set aside sufficient time for the interview (45 minutes to 1 hour as a guide) in a
safe place where you will be free from interruptions by visitors or the telephone.
People who have been subjected to harassment respond in a variety of ways. They may be
very obviously upset, tearful, angry, unusually quiet, show physical symptoms, some or none
of these. An absence of emotion should not be taken as an indication of there being no
substance to the complaint.
Sometimes there may have been a time lapse between an incident/s of harassment and the
reporting of it. This may be because of the complainant’s fears that they will not be treated
well or that further victimisation may result. These fears must be respected and not be
treated as signs that allegations may not be true.
At all stages, the parties involved must regard the case as highly confidential.
Asking Questions
It is crucial that the Investigating Officer asks questions supportively so that they do not add
to the distress of the complainant.
Open questions are much more helpful to a complainant, and allow them to discuss the
complaint fully. Questions that do this include:
•
•
•

Can you tell me what happened?
When and where did this happen?
How did you feel when this happened?
14
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•
•
•
•
•
•
•
•
•
•
•

How did you react?
Can you tell me what you did when this happened?
Has this person behaved like this before?
Have you told the person that you find their behaviour offensive?
If so, when did you tell them; what did they say; how did they behave afterwards?
Has anyone else been involved in these incidents?
Did anyone else see what happened?
Have you talked to anyone else about what happened?
Who and when?
What would you like to happen?
Is there anything else you would like to tell me?

Avoid questions that imply the complainant might be over-reacting, or lying, or somehow to
blame, and avoid comments that reinforce stereotypes.
Avoid these sorts of questions:
•
•
•

Did you do anything to provoke what happened?
Are you sure you are not mistaken?
Do you think they might have been joking?

At the end of the interview explain clearly to the complainant what will now happen. Check
again that they have access to appropriate support.
Interviewing other employees involved
Whatever the nature of the complaint you should neither assume any guilt nor trivialise the
complaint.
Avoid allowing your preconceptions or prejudices about an individual to get in the way of fair
questioning. However, serious or unpleasant the allegation is, it is important to distinguish
the alleged behaviour or incident from the person. There may be cases where behaviour,
which is one incident may not appear significant in its effect, has been repeated several
times and thereby the cumulative effect results in more serious harassment.
Those involved in a case of harassment will respond to complaints with a range of emotions.
They may be defensive or incredulous. They may show disbelief, anger, upset and tears.
The presence or absence of a particular emotion should not be taken as an indication of
responsibility.
Start off the interview by explaining clearly what the substance of the complaint is. Ask the
employee to tell you their version of events. Use the kinds of open questions suggested for
interviewing a complainant.
In cases where the employee broadly confirms the behaviour, you have a variety of
responses available. Your choice of the appropriate response will depend on the
seriousness of the behaviour, the wishes of the complainant, and the need to stop a
repetition of the incident and to return to a healthy, working relationship as quickly as
possible.
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Where someone accused of harassment accepts the accusation but says they did not intend
to cause offence it is important to point out that the issue is not their own intention but how
their behaviour has affected someone else.
When an employee understands their behaviour has caused offence or hurt they may be
deeply sorry that this has happened and be willing to apologise and to learn from their
mistakes. This is to be welcomed and respected. The process should be undertaken in a
safe formal setting.
Where the behaviour or incident has been serious and unacceptable it may be necessary to
instigate formal action under the Disciplinary Policy.
Where an incident is completely denied you will need to act with particular sensitivity with
both parties. You must continue to respect the seriousness of the complaint. You should also
reiterate the organisation’s position on harassment and bullying to all employees involved
and check that it is understood. You may still decide to pursue the complaint through the
disciplinary procedure, and this should be part of your final report.
Outcomes
Outcomes following a complaint of harassment or bullying are likely to differ dependent on
the nature and seriousness of the complaint, the wishes of the complainant, the needs of the
organisation and the stage of the procedure being undertaken.
Where their complaint has serious implications for the organisation, or in cases where
people are at physical risk, you may wish to instigate further action (such as a disciplinary
hearing). In this case the staff will need special support and you should explain carefully
what you are planning to do. The CCG HR Business Partner should be involved.
You will need to indicate on the Employee Harassment Investigation Form (form 2, Appendix
4) and in the report (Form 3, Appendix 5) the specific action you are intending at the end of
the assessment process. This may include:
•
•
•
•
•
•

Support
Training
Mediation
Workplace Action
Formal action
Other action

You will need to explain what specific outcomes entail and ideally try to gain the consent of
one or both parties to the recommended action. Whatever your recommendation(s), you
should explain carefully your conclusions with reasons.
You will need to ensure that all involved parties are fully informed about what will happen
next.
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Where formal disciplinary hearing is being implemented, in order to protect both complainant
and the alleged perpetrator, to ensure the minimum of distress to both parties and to avoid
further deterioration of the situation, the Trust may need to:
•
•
•
•
•

Separate the alleged perpetrator from the complainant
Voluntary transfer
Changing supervisory or line management arrangements
Changing project teams
In serious cases, suspending one or both parties on full pay while the investigation is
underway (but note that suspending the complainant could potentially be discrimination
or victimisation)

The perpetrator should normally be moved, not the complainant, unless the complainant
asks or agrees to move: moving the complainant without their consent could result in further
discrimination or victimisation. The same principle applies in the case of suspension.
General Workplace Action
These are some of the actions an Investigating Officer might recommend:
•
•
•
•
•
•

Checking that all employees have been told about the CCG’s policy on harassment and
bullying either through individual supervision or at team meetings
That managers ‘walk the job’ and check how relationships feel
That managers ask their staff how things feel without breaking any confidences
Training
Some follow-up work such as, checking with the complainant from time to time about
how things are going; asking if they want any further support or help
Re-deployment of a member of staff in cases where harassment had not been found but
the working relationship between parties has broken down irretrievably.
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Appendix 3 - Form One
Harassment or Bullying: Employee Complaints Form – Stage 2
To be completed by a member of staff requesting a Stage 2 Investigation

Name of complainant:
Workplace:
Telephone No:
Email Address:
Details of Complaint:

Describe briefly your complaint of harassment or bullying:

How have you fulfilled Stage One of the harassment process? (see harassment and bullying
procedures and guidance document). Please give details.

Any other details you wish to be considered at this stage?
Signature of Complainant:
…………………………………………….
Date:
…………………………………………………………………..
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Appendix 4 - Form Two
Harassment or Bullying: Investigation Form
Stage 2
This form should be completed by the Investigating Officer. It is used only as part of the
Stage 2 investigation process.
Case No:
Investigating Officer Post Title:
CCG HR Business Partner:
Name of complainant:
Contact Telephone Number:
Details of Incidents (S) Use the questions below to ask the complainant, and to detail the
complaint. (Use additional paper if required)
•
•
•
•
•
•

Please describe in your own words what your complaint is
Describe what has happened, when it happened, where it happened, and who has been
involved.
Did anyone witness what happened?
If another employee witnessed the complaint, are you willing, if necessary, for them to be
a witness?
Has this kind of incident (or another kind you think may be related to it) happened to you
before, in your work with the CCG’s? If so, describe what, when and where.
Have you taken all the informal action recommended as Stage One of the process, eg
talked to colleagues, talked to the person harassing you, taken advice? Give details.

Explain to the complainant that it will now be necessary to talk to other members of staff and
to summarise in writing to the person they are complaining about the detail of their
complaint.
•
•
•
•

Detail any support offered
Detail any support arrangements
Detail any problems
Details if all other informal discussion before the formal interview should be noted either
on this form or in the formal assessment report.

Interviews with other witnesses:
Give names and details of arrangements for interview. For all parties – detail any support
offered/detail any support arranged/detail any problems.
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Action Checklist
1.
2.
3.
4.
5.
6.

Complainant’s interview completed
Summarise complaint in writing and inform all
Parties directly concerned
Interview main parties involved
Offer and arrange support for all parties
Interview additional parties involved (these people
do not need full summary of complaint)
7. Complete investigation report
8. Follow up to main parties detailing outcome
Summary Recommendations
•
•
•

Outline details of recommendations in investigation report
Signature of Investigating Officer
Signature of CCG HR Business Partner
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Appendix 5 - Form Three
Harassment or Bullying Report
Case No:
Investigating Officer Job Title:
CCG HR Business Partner
Complainant Job Title:
Background
Give brief details of when the complaint was received and when the meeting was convened.
List and attach as appendices any background documents, signed statements etc.
Nature of Complaint
Briefly outline the issues that the complainant is concerned about and what forms the body
of the complaint
Investigation
Here detail the action you have taken in conducting this investigation – interviews that have
taken place with the people involved, the interviews that have taken place with staff to verify
elements of the complaint. Anyone you were unable to contact. Any paperwork you have
examined, for example timesheets, minutes of meetings etc.
Chronological Background
Here give full details of when and what happened, who was involved, any action that was
taken, what the outcome was, how the people involved felt and perceived the situation, etc.
Begin with the date and a brief sentence summary of what happened before, explaining the
situation more fully (if necessary)
Examination of the Complaint
Here use the information given in Section 2 (Nature of the Complaint) and examine each
point separately. Describe the ‘Evidence Presented by (name of complainant) Then give
your ‘comment’ on this using any appropriate information from your investigation.
Conclusion
Having conducted a full and independent assessment/investigation of the complaint I have
concluded that: Detail your conclusions from the results of your assessment/investigation.
Recommendations
Detail your recommendations for future action
Signatures
Signature of Investigating Officer
Signature of CCG HR Business Partner
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1

INTRODUCTION
The overall aim of this procedure is to help correct inappropriate behaviour or
conduct in a fair and consistent manner.
NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups (herein
known as the CCGs); expects all employees to meet high standards of behaviour.
It is important, therefore, that employees understand their obligations and rights
regarding this aspect of their employment.
This document sets out the general standards of conduct expected of all
employees (see Section 3), identifies the circumstances in which disciplinary
action may be taken and explains the sanctions available to Managers.
This procedure will apply where an employee’s conduct is considered to be
unsatisfactory. Where health and performance capability issues are identified,
please refer to the CCG Capability and Sickness Absence Policies.
Breaches of discipline should be handled constructively and disciplinary
decisions should be taken in a consistent, fair and reasonable manner. The aim
should always be to encourage improvements in conduct and performance.
This procedure will apply to all employees of the CCGs, including Medical and
Dental staff where a matter of personal conduct is concerned. Medical and
Dental professional misconduct/competency issues will be investigated
separately in line with Maintaining High Professional Standards.
This policy will be applied equally to all staff covered by the policy and in
accordance with the CCG’s Equality and Human Rights Policy. The fair and
equitable implementation of this policy will be monitored by the CCG HR
Business Partner.

2.

PRINCIPLES

2.1

The employee will have the right of representation by a recognised Trade Union
Representative or workplace colleague through all formal stages of the
disciplinary procedure.

2.2

Employees will not normally be dismissed for a first offence except in cases of
gross misconduct/negligence.

2.3

Employees will have the right of appeal against any disciplinary sanction applied.

2.4

The procedure may be implemented at any stage dependent upon the individual
circumstances of each case. Sanctions need not be applied sequentially.

2.5

This procedure is intended to be followed in every case although there may be
circumstances requiring an alternative approach.
2
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3

GENERAL STANDARDS OF CONDUCT
It is important that all employees are clear about the standards of conduct
expected by the CCGs. The following list, which is not intended to be exhaustive,
outlines some specific examples of the standards required:
•

Employees are representatives of the CCGs and, as such, it is important to
present patients, their relatives, friends and other visitors with a professional
and caring image that is reinforced with attitudes and behaviours
demonstrating courtesy, responsiveness, friendliness and appropriate work
attire.

•

Employees should attend work punctually and regularly.

•

Reasonable requests/instructions from the employee’s Line Manager should
be carried out promptly and efficiently to the required standard.

•

Employees must not absent themselves from duty without first gaining
appropriate authorisation from their Line Manager.

•

All types of leave must be approved in advance by the appropriate authority,
usually the employee’s Line Manager.

•

Regarding the notification of sickness absence, employees must comply with
the relevant Terms and Conditions of Service covering their particular staff
group and should follow the local arrangements. Breaches in sickness
reporting may result in payments being stopped and could lead to disciplinary
action being taken.

•

Employees must comply with all CCG policies and procedures, the principles of
the NHS Constitution and adhere to professional body guidelines and codes of
conduct, as appropriate. Senior managers should abide by the Code of
Conduct for NHS Managers (October 2002).

•

Health and Safety policies and guidelines must be observed at all times.

•

Use of telephones, mobile phones, email and internet must comply with the
CCG’s policies regarding the use of such equipment.

•

Employees must comply with the CCG Equality and Human Rights Policy and
must treat other workers, patients, their relatives, friends and other visitors with
dignity and respect, free from intimidation and harassment.

•

Employees must treat confidential information responsibly and with discretion.
This includes no misuse or inappropriate access of patient/confidential
information systems (such as records held on Contact Point and other patient
record keeping systems).

3
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•
4

Any work undertaken outside of the CCG’s employment must not adversely
affect, hinder or conflict with the interests of the CCG’s.

CCG HR Business Partner
The CCG HR Business Partner is responsible for ensuring that Managers are
provided with appropriate advice and guidance on the use of this procedure,
including training, and for the overall monitoring of disciplinary matters across the
CCG’s. A HR representative will therefore be involved in all formal stages of the
procedure.

5

RIGHT TO BE ACCOMPANIED
Employees have the right to be accompanied at any stage of the Formal
Procedure by either an accredited Staff Representative(s) or full-time official(s) of
a recognised staff organisation, or by a Fellow Worker who must be an employee
of the CCGs. Where reference is made in the procedure to an “accredited Staff
Representative” this should also be taken to mean full-time official as
appropriate.
However it would not normally be reasonable for employees to insist on being
accompanied by a companion whose presence would prejudice the hearing nor
would it be reasonable for an employee to ask to be accompanied by a
companion from a remote geographical location if someone suitable and willing
was available on site.
The companion should be allowed to address the hearing to put and sum up the
employee’s case, respond on their behalf to any views expressed at the hearing
and confer with them during the hearing. The companion does not however have
the right to answer questions on the employee’s behalf, address the hearing if the
employee does not wish it, or prevent the employee from explaining their case.
If an employee’s companion is unavailable, it is the responsibility of the
employee, so long as it is deemed reasonable to suggest another date which is
not more than 5 working days after the original date of the Hearing or Appeal
Hearing.
Employees have no right under this procedure to be accompanied by anyone
else (e.g. a spouse, partner, other family member, or legal representative) other
than those persons previously referred to.

6

ACCREDITED STAFF REPRESENTATIVES
Disciplinary action against an accredited Staff Representative can lead to a
serious dispute if it is seen as an attack on their functions. Whilst normal
disciplinary standards apply to their conduct as employees, the relevant full-time
official must be notified of any action (including suspension) which it is proposed
4
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to take. In any event, disciplinary action must not be taken against an accredited
Staff Representative until the relevant full-time official can be present at the
Disciplinary Hearing.
7

TIME LIMITS
It is acknowledged that all action outlined in this procedure should take place in a
prompt and timely manner without unreasonable delay. The time limits set out in
this procedure are based on working days and may only be varied by mutual
agreement. Any investigation and subsequent hearing or appeal should be
actioned as soon as is reasonably practicable to ensure the accurate recording of
events. Managers and employees should ensure that they take all reasonable
steps to ensure that time delays do not occur.

8

CRIMINAL OFFENCES

8.1

An employee who is charged with a criminal offence (including a receipt of a
summons) must inform their Line Manager as soon as possible. Notification
about criminal proceedings, or a conviction (including bound over and cautions),
will not be treated as automatic reasons for dismissal, or for any other form of
disciplinary action being taken. Following disclosure the CCG will determine
what action, if any, should be taken after the incident has been thoroughly
investigated and facts of the case established.
The main consideration should be whether the charge/conviction is one that
makes the employee unsuitable for their job. Similarly, an employee should not
be dismissed solely because they are absent from work as a result of being
remanded in custody.

8.2

If during an investigation, it becomes apparent that an incident needs reporting to
the police it is important to maintain confidentiality and ensure that any evidence
is made available to the relevant authority.

8.3

In situations where the police or any other regulatory body e.g. HSE, RCN, GMC
or GDC is investigating an event, it is important that any internal investigation or
disciplinary hearing should continue as another party’s evidence cannot be relied
upon. However, it is important that the Investigating Manager maintains regular
contact with the external body to prevent any conflict of interest or impairment of
the criminal investigation. The only exception would be if the police specifically
request that the CCG not follow this policy until their own investigation is
complete.

9

INFORMAL APPROACH (OUTSIDE OF FORMAL PROCEDURE)

9.1

Whenever possible, an informal approach should be the first step taken to help,
guide or advise employees in improving their conduct or performance. Dealing
with minor disciplinary breaches through the formal stages of the procedure should
only be considered if misconduct continues.

5
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9.2

When dealing with absence from work, it is important to determine the reasons
why the employee has not been at work. If there is no acceptable reason, the
matter should be treated as a conduct issue and dealt with as a disciplinary matter.

9.3

If the absence is due to genuine (including medically certified) illness, the issue
becomes one of incapacity and the Sickness Absence Policy should be followed.

9.4

Where levels of performance are unsatisfactory for example poor quality of work,
missed deadlines or low volume of work, this needs to be managed in a
constructive and supportive framework and the Capability Policy should be
followed.

9.5

Where managers are addressing minor conduct issues with employees, an
informal meeting should take place between an employee and Line Manager to
identify and examine the area(s) of concern, ensure future expectations are clearly
understood and, where appropriate, develop an action plan leading to
improvements.

9.6

Where conduct does not meet acceptable standards, the employee should be
given a Verbal Warning. The employee should be advised in writing of the
reason for the warning, the consequences of any repetition or failure to improve
which would include possible formal action which may lead to a written / final
written warning and ultimately dismissal, and of their right of appeal. Written
confirmation of the Verbal Warning will be provided within five working days of
the meeting. The Manager should keep a note of the warning and the employee
should be advised that the warning will be disregarded for disciplinary purposes
after six months from the date of issue but will remain on their personal file.

10

FRAUD

10.1

If a line manager suspects that fraudulent activity has taken place they should
contact one of the Director of Partnerships and Governance in the first instance,
who will be able to advise on the process for making contact with the Local
Counter Fraud Team. If the complaint concerns one of the Directors of
Partnerships and Governance the line manager / employee should contact the
Chief Officer in the first instance.

11

FORMAL STAGES OF THE DISCIPLINARY PROCEDURE

11.1

Investigation Process

11.1.1 The purpose of the investigation is to:
•
•
•
•
•

Ascertain the facts as far as is reasonably practicable
Give the employee an opportunity to offer an explanation
Enquire into the circumstances surrounding the alleged misconduct
Take a balanced view of the information that emerges
To prepare an investigation report dealing with the main findings

6
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11.1.2 It is important and in the interests of both employer and employee to keep written
records during the disciplinary process. These should include:
•
•
•
•
•

The complaint against the employee
The employee’s defence
Findings made and actions taken
The reason for actions taken
Whether an appeal was lodged

11.1.3 The manager leading an investigation will be referred to as the Investigating
Manager for the purposes of this procedure. The Investigating Manager can be a
line manager from within or outside the department or CCG, depending on
availability. The investigating manager should not be directly or personally
connected with the issues involved. The Investigating Manager will not sit on the
Disciplinary panel, but will be present at the Disciplinary Hearing to present the
management case.
11.1.4 A record should be kept of either the date of receipt of a complaint/allegation, or
the date when a complaint/allegation is identified as a potential breach of
conduct, capability issue or poor performance.
11.1.5 Confidentiality for all those involved must be respected at all times. However,
when conducting an investigation resulting in possible disciplinary action,
information must be provided to those involved (which might include non employees) and employees are obliged to co-operate with these procedures. The
investigation should only involve those people necessary in gathering sufficient
information to make a decision on the correct course of action, whilst making it
clear to those interviewed that a breach of the CCG’s principles on confidentiality
could be a disciplinary offence.
Copies of meeting records should be given to the employee including copies of
any formal minutes that may have been taken. In certain circumstances, it may
be permissible for the employer to withhold some information e.g. to protect a
witness.
The identity of the individual who has raised a concern will be protected upon
request and will not be disclosed without consent. However, the employee must
be made aware that they may be asked to present evidence to substantiate any
allegations made and/or to provide a written statement, without which
investigations may not be able to proceed.
Victimisation of staff who raise concerns reasonably and responsibly is prohibited
under the Public Interest Disclosure Act and the CCG’s will ensure that staff are
protected from victimisation in these circumstances. Please refer to the
Whistleblowing (Raising Concerns at Work) policy for further guidance.
Records should be kept no longer than is necessary in accordance with the Data
Protection Act 1998.

7
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11.1.6 The investigation should commence no later than five days after receipt of the
complaint/allegation and the reason for any delays documented.
11.1.7 Wherever possible, investigations should be completed, including the fact-finding
interview with the employee, within a span of twenty working days, unless
otherwise mutually agreed.
11.1.8 Statements from any witnesses and any other relevant documentary information
should be obtained by the Investigating Manager without delay. The Investigating
Manager should be given access via the CCG HR Business Partner, to the
Employees personal file. Adequate time and notice, however, should be given to
employees producing statements, which may include gaining any
support/guidance from their accredited Staff Representative, as appropriate.
11.1.9 It is the Investigating Manager’s responsibility to investigate and obtain all relevant
information and take all reasonable steps to determine the validity and accuracy of
the complaint/allegation made against the employee.
11.1.10The Investigating Manager will recommend if there is a case to answer within the
Management Report that will be given to the Employees Line Manager. The
Investigating Manager will clarify the allegations and present the case against the
employee at any disciplinary hearing.
11.1.11An employee who has had a complaint/allegation made against them will, as part
of the investigation, be invited to attend a fact-finding interview in order to clarify
the circumstances and facts relating to the complaint/allegation. A letter detailing
the complaint/allegation and the right to be accompanied should be sent to the
employee giving her/him a minimum of five days notice of the meeting. Where
known, this letter will be copied to the employees representative. It is important
to ensure that the employee understands the allegations made against them
particularly if there is a difficulty with reading or English is not their first language.
11.2

Suspension

11.2.1 The decision to suspend an employee from duty should not be taken lightly or
without careful consideration of all the circumstances and the nature of the
complaint/allegation made. Suspension is not a disciplinary measure; it is a
means of carrying out further enquiries.
11.2.2 During suspension the employee will receive their normal pay in accordance with
her/his planned working arrangement, providing they are otherwise available for
work.
11.2.3 The following list, whilst not exhaustive, provides an indication of the types of
situation when suspension may be appropriate:
•
•
•

where Gross Misconduct is suspected or alleged;
where it would not be possible to carry out a thorough investigation with the
employee still present; or
where there is a concern that further offences may occur.
8
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•
•

where there is a risk to life or limb
where a work permit has been suspended or expired

However, such actions should not be taken without HR advice or consideration of
alternative actions which may include:
•
•
•
•

assignment in a similar role in another service or location
restricted duties in existing role or location
assignment to a different role which is within the knowledge and skills of the
employee
supervised practice

Where alternative employment is suggested as a temporary measure, consider
any reasonable adjustments required under the Disability Discrimination Act 1995
to cater for employees with a disability.
11.2.4 The authority to suspend staff sits with any manager with line management
responsibility. Wherever possible, the employees’ immediate line manager
should inform the employee of the suspension. This authority, may however be
delegated, for example, to the senior manager on-call.
11.2.5 Whenever possible, a meeting should be held with the employee and her/his
accredited Staff Representative to advise her/him of the decision to suspend
her/him from duty. If the employee is not available and all reasonable enquiries
fail to contact them, then s/he should be informed, in writing, not to commence
duty but to contact a named Manager.
11.2.6 The Manager making the decision to suspend an employee must ensure the
following steps are taken:
•
•

the employee must be informed of the reason(s) why they are being
suspended from duty; and
the employee must be advised that her/his suspension from duty is not a form
of disciplinary action.

The employee should also be advised:
•

•
•
•
•

if s/he has not already done so, to contact an accredited Staff
Representative, if appropriate (the Manager should also ensure that any Staff
Representative identified by the employee is informed at the earliest
opportunity of the action taken);
that s/he must remain contactable and available during normal daytime hours
(i.e. 9.00 am to 5.00 pm) in order that they can attend meetings as required;
that s/he should not work for another employer during the working hours that
they would normally be required for the CCGs;
that changes of address/telephone number during the period of suspension
must be notified immediately;
that s/he must not under any circumstances have contact with, or seek to
influence, anyone associated with the complaint/allegation, or enter any of
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•
•
•

•
•
•

the CCG’s premises without having gained authorisation from the
Investigating Manager (unless the employee is attending as a patient or is
visiting a patient);
that s/he will receive a letter confirming and summarising the reason(s) for
the decision to suspend;
that timesheets will be completed on behalf of the employee during the period
of suspension;
that the need for the suspension will be reviewed every ten working days by
the Investigating Manager in conjunction with appropriate Human Resources
advice and that the outcome of the review will be confirmed in writing. The
Manager may consider, as an alternative to suspension, restricting the
employee’s duties, placing the employee under additional supervision, or
temporarily transferring the employee to another area of work, bearing in
mind the nature of the complaint/allegation made.
that s/he can contact a nominated HR representative (to be decided within
the HR team) for support and status updates as appropriate
Counselling services provided by Occupational Health will be offered for any
period of suspension which exceeds five working days.
If a period of suspension lasts for eight weeks and it has not been possible
to communicate in writing the result of the investigation and therefore
formal allegations during this period, there is a right of appeal to the
CCG’s against continuation of suspension. In cases involving police enquiries
or legal proceedings, this right of appeal does not apply.

11.2.7 Suspension will cease in the following circumstances:
•
•
•
11.3

where the Investigating Manager has decided that there is no case to answer
and no requirement for the employee to attend a Disciplinary Hearing;
where the investigation has been concluded and dismissal is not a possible
outcome;
where the Disciplinary Procedure has been completed.

Arranging Disciplinary Hearings
In order to ensure that meetings do not have to be delayed or postponed at the
last minute, the Manager hearing the case should agree a mutually convenient
time and date for the Hearing with the employee(s) and their accredited Staff
Representative or workplace colleague in accordance with the time limits set out
in this procedure.
Where the accredited Staff Representative or workplace colleague cannot attend
on the date proposed, the employee(s) can offer an alternative time and date so
long as it is reasonable and falls before the end of a period of five days beginning
with the first working day after the date proposed by the Manager. In proposing
an alternative date the employee(s) should have regard to the availability of the
Manager. For instance it would not normally be reasonable to ask for a new date
for the meeting where it was known the Manager was going to be absent on
business or on leave.

10
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11.4

Preparation for the Disciplinary Hearing
If the Investigating Manager has recommended that there is a case to answer,
the employee will be required to attend a Disciplinary Hearing.
A letter containing details of the complaint/allegation, enclosing copies of all
statements and/or written material gathered during the investigation, should be
sent to the employee at least five working days in advance of the date set for the
Disciplinary Hearing, unless otherwise mutually agreed. The letter should also
disclose the name of the Manager(s) who will be hearing the case and details of
any witnesses who will be present to give evidence at the Hearing. It should also
inform the employee that they have the right to be accompanied at the meeting
by an accredited Staff Representative or Workplace Colleague and that a
possible outcome of the meeting, after due consideration of all the facts and
circumstances, may be disciplinary action. The employee should also make
available copies of any statements and/or written material which s/he intends to
refer to, along with details of any witnesses who will be present to give evidence,
no later than 3 working days prior to the Hearing.

11.4.1 Failure by either party to disclose written material in accordance with the above
guidelines may result in this information being inadmissible at the Disciplinary
Hearing. The Manager hearing the presentations will decide whether to admit
information following discussion with the individuals present and having assessed
the reason(s) for the late disclosure, including the possible significance of the
information.
11.5

Conduct of Disciplinary Hearings

11.5.1 The Manager(s) hearing the presentations at the Disciplinary Hearing ideally
should not have had any prior involvement in the investigation.
11.5.2 The Hearing should be conducted in accordance with the following procedure:
•

Introductions
The Manager hearing the case should introduce all present, explain the
purpose of the meeting (i.e. to consider whether disciplinary action is
necessary) and explain how the hearing will be conducted. If the employee is
accompanied by a staff side representatives or workplace colleague it should
be noted that they will be able to present and sum up the employees case but
cannot answer direct questions made to the employee.

•

Statement Of Complaint/Allegation
The Manager hearing the case should establish precisely what the
complaint/allegation is and invite the Investigating Manager to present her/his
findings, including the tabling of all previously circulated statements and/or
written material gathered during the investigation and the calling of any
witnesses.
11
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•

Employee’s Reply
The employee should be given the opportunity to state their case and present
evidence, including the tabling of all previously circulated statements and/or
written material and the calling of any witnesses.

•

Civility
The Hearing should be conducted courteously and fairly, with the emphasis
being to establish the facts. To this end, all parties should be free to ask
questions politely and comment appropriately.

•

Summing Up
After general questioning and discussion, both parties should be given the
opportunity to summarise their main points, with the employee having the
right to go last.

•

Adjournment
The Manager(s) hearing the case should consider their decision in private. If
it is necessary to recall one of the parties to clear any points of uncertainty on
evidence already given, then both parties should be invited to return
notwithstanding only one is concerned with the point giving rise to doubt.

•

The Decision
All appropriate parties should be recalled and the Manager(s) hearing the
case inform them of their decision. This will be confirmed in writing within five
working days of the hearing.
Should a decision not be made on the day, the panel will recall and inform all
appropriate parties that a decision has not been made, but will confirm the
outcome in writing within five working days of the hearing.

11.5.3 The employee should be given a written copy of the notes of the hearing for
information purposes only.
11.6

Departure from CCG employment Mid-Proceedings

11.6.1 Should the employee being investigated leave the CCG’s employment midway
through the process (either during or pending a full investigation or hearing),
depending on the nature of the allegations, the investigation or hearing may be
conducted in their absence and the outcome confirmed to the individual in
writing.
11.7

Grievances raised during the Disciplinary Process

12
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11.7.1 Where an employee raises a Grievance during any stage of the formal
Disciplinary Process, the disciplinary process may be temporarily suspended and
the Grievance should be investigated in line with the CCG’s Grievance
Procedure. Where there is clear evidence to suggest that the Disciplinary and
Grievance cases are related, it may be appropriate to deal with both issues
concurrently.
12

DISCIPLINARY ACTION

12.1

General Considerations

Decisions relating to the level of disciplinary action to be taken, if any, will be a matter
of judgement for the Manager(s) who has listened to the information presented during
the Disciplinary Hearing. Managers will, however, need to consider:

12.2

•

the seriousness of the disciplinary breach in question;

•

the relevance and context of facts/information presented;

•

the employee’s previous employment record;

•

issues relating to fairness, consistency and the substantial merits of the
information presented; and

•

whether any relevant disciplinary warnings are currently in existence.

Scheme of Delegation

DISCIPLINARY
SANCTION:

TYPE OF
MEETING:

SANCTION ISSUED
BY:

WHO TO APPEAL
TO:

WRITTEN
WARNING

Disciplinary interview
followed by warning

1ST line manager or
above

Director of
Partnerships and
Governance

FINAL WARNING/
SINGLE STAGE
FINAL WARNING

Disciplinary interview
followed by written
warning

Manager at least two
levels higher than
the employee
wherever possible

Director of
Partnerships and
Governance

DOWNGRADING

Disciplinary hearing
followed by written
confirmation

Director of
Partnerships and
Governance or
above

Accountable Officer

DISMISSAL

Disciplinary hearing
followed by written
statement of
dismissal

Director of
Partnerships and
Governance or
above

Accountable Officer
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12.2.1 The term ‘manager’ refers to any grade of staff carrying responsibility for the
performance and actions of others. Precise arrangements will differ across the
CCG’s, but the ‘1st line manager’ is likely to include Team Leaders, Departmental
Managers or Office Managers.
12.2.2 It may be necessary for other managers to be present at disciplinary interviews in
addition to the above. Individual members of staff and their representatives will be
informed of this in the "Notification of Disciplinary Hearing" letter as appropriate.
12.3

Written Warning
Where an informal approach or Verbal Warning has failed to have the desired
affect, or if the infringement is of a more serious nature, the employee should be
given a Written Warning. The employee should be advised, in writing within five
working days of the hearing, of the reason for the warning, the improvement or
change in behaviour required, the consequences of any repetition or failure to
improve and of their right of appeal. A copy of the Written Warning should be
kept on file but should be disregarded for disciplinary purposes after twelve
months from the date of issue.

12.4

Final Written Warning
Where a Written Warning has failed to have the desired effect, or where the
infringement is sufficiently serious, the employee should be given a Final Written
Warning. The employee should be advised, in writing within five working days of
the date of the hearing, of the reason for the warning, the improvement or change
in behaviour required, that any repetition or failure to improve or modify their
behaviour may lead to dismissal and of their right of appeal. A copy of the Final
Written Warning should be kept on file but should be disregarded for disciplinary
purposes after two years from the date of issue.

12.5

Dismissal

12.5.1 The decision to dismiss will only be taken by Director level or above. Notification
of dismissal will be confirmed within five working days of the Disciplinary Hearing.
Dismissal on the grounds of lack of capability through ill health can be agreed
with line managers as per the Sickness Absence Policy.
12.5.2 Dismissal is the ultimate sanction against employees and will only be invoked
where an employee’s record does not improve after reasonable warnings, in
accordance with the disciplinary policy. Where a single offence warrants
dismissal, this may be immediate with no entitlement to notice. Incorporated in
this procedure at Appendix 1 is a list of offences which could, in certain
circumstances, lead to dismissal. It is not a fully comprehensive or exhaustive list
but is provided as a guide for staff and managers.
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12.5.3 Following a Final Written Warning, no employee will be dismissed for disciplinary
reasons unless:
•
•

a full investigation into the latest alleged incident(s) has been carried out
the employee has been given the opportunity of stating their case at a
disciplinary hearing.

Where the Final Written Warning has failed to have the desired effect, or where
the infringement constitutes a breach of the CCG’s Disciplinary Rules (see
Appendix 1), then the employee should be dismissed with appropriate notice and
advised whether or not they are required to work their notice.
12.5.4 Where an employee is accused of an act of Gross Misconduct s/he may be
suspended (see Section 11.2) while the alleged offence is investigated (see
Section 11.1). If, on completion of the investigation and the full disciplinary
procedure, Management is satisfied that Gross Misconduct has occurred, the
result will normally be summary dismissal without notice or payment in lieu of
notice. Previous stages need not necessarily have been followed.
12.6

Alternative Sanctions to Dismissal
In exceptional circumstances and as an alternative to dismissal under this
procedure, Managers may (depending on the offence) consider the following
options:
•
•
•

transfer to another available post within the CCG’s;
demotion to another available post within the CCG’s; and/or
downgrading

These sanctions would not attract any form of pay protection and each of these
measures would be accompanied with a Final Written Warning. The demotion /
downgrading will last for a period of 2 years, during which time the employee will
not be eligible to apply for any post at the CCG’s above the pay banding of the
post they are in. After this period the employee will be eligible to apply for any
post they choose to.
The Final Written Warning should advise the employee of the reason for the
warning, the improvement or change in behaviour required, that any repetition or
failure to improve or modify their behaviour may lead to dismissal and of their
right of appeal. A copy of the Final Written Warning should be kept on file but
should be disregarded for disciplinary purposes after two years from the date of
issue.
The proposal to transfer the employee to another available post within the CCG’s
when demotion or downgrading is involved must be with the full agreement of the
employee. Employees should be placed on the redeployment register by the
CCG HR Business Partner for a period of 12 weeks and if no suitable alternative
employment is found during this time period, the Employee will be dismissed from
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the CCG. The Manager cannot impose this decision on the employee. Where
the employee does not wish to consider an alternative sanction to dismissal then
the Manager hearing the case should confirm the dismissal decision.
13

RIGHT OF APPEAL
An employee may choose to appeal because:
•
•
•

they think a finding or penalty is unfair
new evidence comes to light
they believe the process was not followed correctly

Appeals should be made to the Director of Partnerships and Governance or
Accountable Officer (see table at 12.2) within ten working days of the date on the
letter confirming the disciplinary action clearly stating the grounds for appeal.
13.1

Verbal or Written Warnings
Appeals against Verbal or Written Warnings should be made, in writing (or other
appropriate means in the case of employees who are unable, because of a
disability, to do so), to the Director of Partnerships and Governance within ten
working days, either from the date the Verbal Warning was given, or from receipt
of the letter confirming the Written Warning.

13.2

Dismissal

13.2.1 Appeals against Dismissal should be made, in writing, (or other appropriate
means in the case of employees who are unable, because of a disability, to do
so) to the Accountable Officer clearly identifying the reason(s) for the appeal.
Appeals should be made within ten working days from receipt of the letter
confirming the dismissal.
13.3

Appeal Process

13.3.1 A CCG Appeal Hearing will convene, comprising a HR Representative, a Director
and a Lay Member, none of whom should have prior involvement in the case.
13.3.2 As far as is reasonably practicable, the appeal will be heard within twenty
working days of receipt of the request for an appeal.
13.3.3 The employee will be given ten working days notice of the date of the hearing.
13.3.4 Details of any witnesses the employee may wish to call and any documentation
relating to the allegations that they would like the panel to consider should be
forwarded at least five working days before the date of the Appeal Hearing.
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13.3.5 The CCG Appeal Hearing will follow the procedure set out in Appendix 2.
13.3.6 The decision of the CCG Appeal Hearing will be final. Any sanction or penalty
applied as a result of the outcome of the disciplinary hearing can be reviewed by
the Appeal Panel but the sanctions cannot be increased by the Appeal Panel.

14

Monitoring
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an
annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring the
delivery of this policy.
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APPENDIX 1
GROSS MISCONDUCT
The list below, which is not exhaustive, gives examples of the types of offences regarded
as Gross Misconduct by the CCG’s.
1

ABUSE OR PHYSICAL HARM TO A PATIENT
Physical, verbal, sexual abuse or harm (e.g. ill-treatment, mishandling) to a patient
being cared for by the CCGs.

2

THEFT/FRAUD
Theft, unauthorised removal with intent to steal, dishonest handling, dishonest
appropriation, obtaining by deception, money or property belonging to the CCGs or
involving money or property belonging to other employees, patients or visitors on
CCG premises.

3

ASSAULT
Physical, verbal, sexual assault or harm to another employee or another person on
CCG premises.

4

SUBSTANCE ABUSE
Being rendered incapable of working normally or causing an incident at work due
to the influence of alcohol, or drugs or other similar substances (not medically
prescribed).

5

DISCLOSURE OF CONFIDENTIAL INFORMATION
Disclosure of privileged or confidential information relating to employees, patients,
or other CCG information designated as confidential. This includes abuse/misuse
of patient information systems such as Contact Point or PAS.

6

HEALTH AND SAFETY AT WORK
Disregarding safety rules, regulations and/or procedures, or serious negligence
that endangers self or other people on CCG premises.

7

SLEEPING
Sleeping on duty, except when authorised.

8

ABUSIVE OR VIOLENT BEHAVIOUR
The use of abusive or violent behaviour, including threatening/abusive language, to
other employees, visitors or patients.

9

DISCRIMINATION
Actions or language of a discriminatory nature that infringe the Trust policies.

10

HARASSMENT/BULLYING
Actions or behaviour perpetrated against other employees, patients, visitors or
members of the public in contravention of the CCG policies.

11

CRIMINAL CONVICTIONS OUTSIDE WORK
18
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Convictions relating to activities outside work but which have a direct bearing on a
person's employment and duties with the CCGs
12

DESTRUCTION OF TRUST OR PCT PROPERTY
Deliberate destruction of, or damage to CCG property/equipment

13

CONTRAVENTION OF STATUTORY REGULATIONS
Working while contravening an enactment, or breach of rules laid down by
statutory bodies such as erasure from the General Medical Council register, or
the United Kingdom Central Council register, or loss of driving licence where
driving is an essential component of the duties of the post.

14

REASONABLE INSTRUCTIONS
Serious insubordination or unjustified refusal of a lawful and reasonable
instruction which is within the employee’s capabilities.

15

COMPUTERS AND OTHER ELECTRONIC EQUIPMENT
Inappropriate access, interference with and/or use of computer, word processing
and any other similar electronic equipment which is designed to store and
transmit information.

16

PORNOGRAPHIC, INDECENT OR OFFENSIVE MATERIAL
The copying or distribution, by paper or electronic means, of pornographic,
indecent or offensive material.

17

UNAUTHORISED USE OF TRUST OR PCT PROPERTY/EQUIPMENT
Unauthorised use of CCG property, equipment or resources, including the
unauthorised use of a CCG vehicle, or the consumption of food and beverages
intended for patients/visitors.

18

STANDARDS OF BUSINESS CONDUCT
Contravention of the Trust Standards of Business Conduct including failure to give
notice of financial interest in a contract entered into by the CCG’s.

19

DECEPTION
Misrepresentation at any time, including at the time of appointment, of previous
positions held, qualifications held, date of birth, declaration of health, or failure to
disclose a criminal offence or pending criminal action in accordance with the
provisions of the Rehabilitation of Offenders Act 1974.

20

ANY OTHER ACT OF GROSS NEGLIGENCE
A failure to exercise a duty of care which adversely affects the safety or wellbeing of patients, staff or visitors; or the perpetration of a hoax, or practical joke,
or any other negligent act which results in serious disruption of the service.
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APPENDIX 2
CCG APPEAL HEARING
PROCEDURE TO BE FOLLOWED AT DISCIPLINARY APPEALS
At the hearing of an appeal against dismissal the following procedure shall be observed:
All appeal hearings will be heard by a CCG Appeal Panel as detailed below.
1

Appellant's Case
The Appellant or the Appellant's Representative will put their case in the presence
of the Management Representative and may call witnesses.
The Management Representative will have the opportunity to ask questions of the
Appellant and the Appellant's Representative and witnesses.
The members of the Appeal Panel will have the opportunity to ask questions of the
Appellant and the Appellant's Representative and witnesses.
The Appellant or the Appellant's Representative will have the opportunity to reexamine witnesses on any matter referred to in their examination by members of
the Appeal Panel or the Management Representative.

2

Management's Case
The Management Representative will state Management's case in the presence of
the Appellant and the Appellant's Representative and may call witnesses.
The Appellant or Appellant's Representative will have the opportunity to ask
questions of the Management Representative and witnesses.
The members of the Appeal Panel will have the opportunity to ask questions of the
Management Representative and witnesses.
The Management Representative will have the opportunity to re-examine witnesses
on any matter referred to in their examination by members of the Appeal Panel, the
Appellant or the Appellant's Representative.

3

Summing-Up
Both parties will have the opportunity to sum up their respective cases, with the
Appellant having the right to go last. No new information may be introduced or
referred to at this point in the appeal procedure.

4

General
Notwithstanding the above procedure, members of the Appeal Panel may at
anytime invite either party or a representative to elucidate or amplify any statement
20
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they may have made, or may ask questions to ascertain whether or not they
propose to call any evidence in respect of any part of their statement. Alternatively,
if the parties concerned are in fact claiming that the matters are within their own
knowledge, they will be subject to examination as witnesses as described above.
The Panel may, at its discretion, adjourn the appeal in order that further evidence
may be produced by either party to the grievance/dispute or for any other reason.
5

Adjournment
The Management Representative, the Appellant, the Appellant's Representative
and witnesses will withdraw.
The Appeal Panel will consider their decision in private only recalling both parties to
clear points of uncertainty on evidence already given. If recall is necessary both
parties shall return even if only one party is concerned with the point giving
rise to doubt.

6

The Decision
When the Appeal Panel has reached its decision both parties will be recalled and
the Chair of the Panel will inform them of their decision.
The Chair to the Appeal Panel will write to both parties to confirm the Panel’s
decision within five working days of the Appeal Hearing including a copy of the
notes of the meeting for information purposes.
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FAMILY LEAVE POLICY

1. Introduction
NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups (hereafter known as
the “CCGs”) will comply with both the spirit and the letter of the law in ensuring that all employees
have a robust system to assist them in achieving a work/life balance. It is recognised that the
provision of maternity, paternity and adoption leave is key to being able to demonstrate this
commitment.
2. Purpose
The purpose of this policy is to provide managers and employees with information and guidance
about entitlements to maternity, paternity, parental and adoption leave relating to conditions of
service, and to provide the basis for a clear understanding of the nature and period of leave, paid
and unpaid, that will apply in particular circumstances.
This policy will be applied equally to all staff covered by the policy and in accordance with the
CCGs’ Equality and Human Rights Policy. The fair and equitable implementation of this policy will
be monitored by the CCG HR Business Partner.
3.

Policy Statement
The CCG’s will ensure that all employees are assisted in achieving a work/life balance and have
provided the following leave arrangements for employees to ensure that they are fully able to
manage their family lives outside of work and are committed to promoting fair and equal treatment
inside the workplace.

4.

Scope
The policy applies to all employees subject to any service requirements that may apply and are set
out below.

5.

Ante-Natal Care
All pregnant employees are entitled to paid time off to attend ante-natal clinic on the advice of a
registered midwife, health visitor or doctor. Employees must provide evidence (record card or
certificate of pregnancy) of ante-natal appointment if requested. The employee should provide as
much notice as practically possible of attending the appointment.

6. Health and Safety Considerations
Managers are responsible once they are aware an employee is pregnant, has recently given birth
or is breastfeeding to identify potential health and safety risks. A risk assessment should be
carried out to assess the risks in line with the CCGs’ Health and Safety Policy.
If a risk is identified in the workplace or where a medical practitioner considers the employee at
risk to continue with her normal duties, the following should apply (this also applies to night
working):• Remove the cause of the health risk or change the employee’s duties so the risk does not arise.
This should be monitored and reviewed on a regular basis.
2
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• Discuss and agree with the employee concerned, suitable alternative work (for which the
employee will receive her normal rate of pay) that may be undertaken for a specified period of
time;
•

Suspend the employee from work on maternity grounds where there is no other reasonable or
practicable alternative. Maternity suspension will be on normal pay and will not be counted as
maternity leave or sickness leave.

7.

Notification of Maternity Leave
All pregnant employees are required to provide notification in writing of their intention to take
maternity leave before the end of the 15th week before the expected week of childbirth by
completing the Maternity Leave Application Form. The completed form must be forwarded to the
HR Workforce Information Team within 7 days of receipt by the manager. On receipt of this form
the Workforce Team will inform Payroll.

8. Change of Maternity Leave Start Date
The employee may later change her mind about the date on which she intends to start her
maternity leave. She must notify her manager of the revised start date at least 28 days before the
earlier of the new date and the original date, by completing the Request to Change the Start Date
of Maternity Leave Form.
9. Commencement of Maternity Leave
An employee’s Ordinary Maternity Leave period begins on the day (falling on or after the beginning
of the 11th week before her expected week of childbirth) that she has notified her manager as
being the day on which she intends to begin her maternity leave. If however, the employee gives
birth prematurely, her Ordinary Maternity Leave begins on the day following the one on which
childbirth occurred.
An employee whose maternity leave commences because she gives birth prematurely must inform
her manager, that she has given birth and of the date on which the birth occurred. The employee
will be entitled to the same amount of maternity leave and pay as if the baby was born at full term.
An employee’s maternity leave will also be triggered if she is absent from work for a pregnancyrelated reason, such as a pregnancy-related illness or suspension on maternity grounds, in the
four-week period before the expected week of childbirth. In this case, her maternity leave will
commence on the day following the first day after the beginning of the fourth week before the
expected week of childbirth on which she is absent for this reason.
In the event of a stillbirth after the 24th week of pregnancy an employee will be entitled to the same
amount of maternity leave and pay as if the circumstances had not changed.
Where an employee has a miscarriage before the 25th week of pregnancy normal sick leave
provisions will apply as necessary.
10. Maternity Leave and Pay
10.1 Statutory Maternity Leave
All employees have a statutory entitlement to 52 weeks maternity leave (26 weeks ordinary
maternity leave plus 26 weeks additional maternity leave) regardless of length of service.
3
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There is no requirement for the employee to give advance notification of their return unless they
wish to return before the end of their maternity leave and then they must give a minimum of 56
days’ notice.
10.2 Statutory Maternity Pay (SMP)
Women employed for a minimum of 26 weeks continuous service prior to the end of the

15th week before the week of expected childbirth (WEC) are entitled to 39 weeks paid
statutory maternity leave and 13 weeks unpaid leave (provided the conditions 1-4 below
are met).
1. Have average weekly earnings of not less than the lower earnings limit for the
payment of National Insurance contributions, which is in force during your qualifying
week calculated over the period of 8 weeks leading up 15 weeks before the
expected date of childbirth.
2. Continues to be employed and pregnant (or to have given birth) by the 11th week
before the expected week of childbirth.
3. Provides a MAT B1 form (from a midwife or GP) stating the expected week of
childbirth.
4. Gives proper notification of pregnancy in writing, stating the intention to take
maternity leave, including the start date.
Statutory Maternity
Pay

First 6 weeks
Followed by 33 weeks

At least 26 weeks
continuous service as
at 15th weeks before
the WEC

Remaining 13 weeks

90% of average weekly
earnings
SMP rate (or 9/10ths of a
week’s pay if this is less).
Unpaid

10.3 Occupational Maternity Pay
Employees will be entitled to both paid and/or unpaid Occupational Maternity leave/pay
providing they fulfil the following criteria:•
•
•

•

Have 12 months continuous service with one or more NHS Employer at the beginning of
the 11th week before the expected week of childbirth
Be employed on a whole or part-time basis with an entitlement to paid sick leave
Notifies the CCGs in writing before the end of 15th week before the expected date of
childbirth, or if this is not possible, as soon as is reasonably practicable thereafter as point
4 above, including informing that she intends to return to work with the same or another
NHS organisation for a minimum of three months after her maternity leave has ended.
An employee who satisfies the conditions above and intends to return to work will be
entitled to receive:
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Occupational
Maternity Pay
12 months
continuous service
at the beginning of
the 11th week before
EWC.

First 8 weeks

8 weeks Full Pay

Followed by 18 weeks

Half full pay plus SMP,
providing the total amount
does not exceed full pay

Followed by 13 weeks

SMP ( Statutory Maternity
Pay)

Remaining 13 weeks

Unpaid

Employees will be given the option of having their occupational maternity pay paid as
either:
•
•

8 weeks full pay, 18 weeks half pay + 13 weeks SMP paid over 39 weeks
A fixed amount spread evenly over 39 weeks

Average Maternity Pay

You may request that your Occupational Maternity Pay (OMP) is paid as an average payment
across your period of maternity leave.
Your Maternity Leave entitlement is:·
·
·
·

8 weeks Maternity Leave with full OMP
18 weeks Maternity Leave with half OMP plus Statutory Maternity Pay (SMP)
13 weeks SMP
13 weeks Unpaid Maternity Leave

To calculate the average payment of your OMP, the payroll team will total your OMP payments for
the 26 weeks and divide this amount by the number of days you have requested as Maternity
Leave. This is then paid on a monthly basis determined by the number of days within the calendar
month.
Please note that Statutory Maternity Pay cannot be averaged across your maternity leave period
and therefore is still payable 8 weeks following the commencement of your maternity leave for a
period of 31 weeks

10.4 Employees who are not intending to return to work
An employee who satisfies the conditions above but does not intend to return to work with
5
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the same or another NHS organisation for a minimum period of three months after her
maternity leave
has ended will be entitled to:First 6 weeks

90% of average weekly
earnings
SMP rate (or 9/10ths of a
week’s pay if this is less).
Unpaid

Followed by 33 weeks
Remaining 13 weeks

Where an employee has made an informed decision not to return to work prior to
commencing maternity leave then the employee should provide in writing that they intend
to resign with effect from the date on which she goes on maternity leave. This will enable
the employee to receive statutory maternity pay but not the enhanced occupational pay
that would be required to be paid back at the end of the maternity leave period.
The manager must notify the appropriate the HR Workforce Information team immediately
and forward a copy of the employee’s letter of resignation, including a leaver notice to
Payroll.
10.5 Maternity Allowance
If an employee does not meet the qualifying conditions for SMP they will receive an SMP1
stating the reasons for not meeting the qualifying conditions and may be eligible to receive
Maternity Allowance. Maternity Allowance pays a standard weekly rate or 90 per cent of
average gross weekly earnings (before tax), whichever is the smaller.
Employees can claim Maternity Allowance when you reach the 14th week before the week
in which the baby is due.
10.6 Compulsory Leave
All women must take the compulsory 2 weeks maternity leave immediately after childbirth.
11. Adoption Leave
Employees on additional or adoption leave are entitled, like employees taking Ordinary
Adoption Leave, to the benefit of all the non-remuneration (contractual benefits) terms and
conditions of employment that would have applied if they had not been absent.
11.1 Eligibility for Adoption Leave
An employee who has adopted a child, or who is one of a couple who have jointly adopted
a child (where both adoptive parents are employed by the CCGs, only one, to be agreed
by the couple, will be eligible for adoption leave), has the qualified right to take up to 26
weeks ordinary adoption leave, followed immediately (unless the child’s placement has already
been disrupted (see below)) by up to 26 weeks’ additional adoption leave. To qualify an
employee must:
6
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•
•
•

have worked continuously for the CCGs for 26 weeks ending with the week in which they
are notified of being matched with a child for adoption, and
be “newly” matched with a child for adoption by an approved adoption agency
have notified the approved adoption agency that he or she agrees that the child should be
placed with him or her for adoption and on the date of placement.
Adoption leave is not available in circumstances where a child is not newly matched for
adoption, for example where fostering prior to adoption or a stepparent is adopting a
partner’s child. The partner of an individual who adopts, or the other member of a couple
who are adopting jointly may be entitled to paternity leave and pay.

11.2 Adoption Leave Entitlement
Statutory Adoption Pay and leave and Occupational Adoption Pay and leave will be in
accordance with the maternity leave and pay provisions of this policy, if employees meet
the criteria.
11.3 Notification and Application
An employee who intends to apply for adoption leave must notify their manager and
complete the Adoption Leave Application Form within 7 days of being notified by an
approved adoption agency that they have been newly matched with a child for adoption.
The completed form must be forwarded to the HR Workforce Information Team within 7
days of receipt, by the manager.
The completed form must be accompanied by a copy of a “matching certificate” from the
approved adoption agency or any other form of official documentation to include (must not
include the name and date of birth of the child):
•
•
•

the name and address of the agency
the date on which the employee was notified that he or she had been matched with the
child
the date on which the agency expects to place the child with the employee.

11.4 Timing of adoption leave
The period of adoption leave may begin from the date on which the child is placed with the
employee for adoption or from a fixed date up to 14 days beforehand.
11.5 Pre-Adoption Visits
An employee is entitled to reasonable paid time off to attend meetings about the child to
be adopted (the manager will require advance notice and evidence of appointments i.e.
appointment card or letter).
11.6 Disrupted adoption
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If the employee has begun his or her adoption leave and the expected placement does not
occur, or once the child has been placed, it dies or is returned to the adoption agency, the
employee’s adoption leave will end eight weeks after the end of the week in which:

•
•
•

the adopter is notified that the placement will not be made
the child dies; or
the child is returned.

12. Terms and Conditions during Maternity/Adoption Leave
12.1 Annual Leave
Employees will continue to accrue both statutory and any additional contractual holiday
entitlement during both the ordinary maternity/adoption leave and additional
maternity/adoption leave period.
Where the amount of accrued annual leave would exceed normal carry over provisions, it
may be mutually beneficial for the employee to take the annual leave before and /or after
the formal (paid and unpaid) maternity/adoption leave period. The amount of annual
leave to be taken in this way, or carried over, should be discussed and agreed between
the manager and the employee, taking into consideration service requirements.
12.2 Pensions
Pension rights and contributions are provided in accordance with the NHS
Superannuation Regulations. Further information can be found on the NHS Pensions
Agency Website:
www.nhsbsa.nhs.uk/pensions.
12.3 Sickness following the end of Maternity/Adoption Leave
In the event of illness following the date the employee was due to return to work normal
sick leave provisions will apply. The employee must contact her manager and submit a
medical certificate to cover the absence.
12.4 Increments
Maternity/Adoption leave, whether paid or unpaid, shall count as service for annual
increments and for the purposes of any service qualification for additional annual leave.
13. Early return to Work following Maternity/Adoption Leave
There is no requirement for an employee to give advance notification of their return unless
they wish to return before the end of their maternity leave and then they must give a
minimum of 56 days notice, in writing to their manager.
14. Keep in Touch Scheme for employees of Maternity/Adoption Leave (KIT)
An employee on maternity or adoption leave will be eligible to work for up to a maximum of
8
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10 days (in agreement with their manager) during the maternity leave period without losing
their entitlement to maternity pay or bringing it to an end. This may include attendance at
training days or any other activity undertaken for the purpose of the employee keeping in
touch with the workplace. Any work undertaken on a day during the maternity leave period
will count as a whole keeping-in-touch day. As a result if an employee goes into work for a
one-hour training session but does no other work that day, she will have used one of her
keeping-in-touch days. Any such work must be by agreement and neither can insist upon
it. KIT days are intended to facilitate a smooth return to work. The employee will be paid at
their basic daily rate, for the hours worked less appropriate maternity leave payment for
the KIT days worked.
Once the 10 keeping-in-touch days have been used, an employee will lose a week’s SMP
/SAP for any week in which she does any work, even if it is only one day or less than a
day. Any work undertaken must not extend the maternity leave period.
15. Paternity Leave and Pay
Employees are eligible for paternity leave if they have or expect to share responsibility for
the baby’s upbringing as husband or partner to the mother of the baby i.e. biological or
adoptive parent. Paternity leave can also apply to nominated carers, same sex partners
and adoptive parent partners.
An employee who qualifies for paternity leave may elect to take either one week leave or
two consecutive weeks leave and will be paid at full pay if they:
•

•

•

have been continuously employed for 26 weeks or more by the end of the 15th week
before the mother’s expected week of childbirth (or would have satisfied that condition but
for the fact that the child was born before the end of that 15th week, was stillborn after 24
weeks of pregnancy or has died);
is the child’s biological father and has responsibility for the child’s upbringing, or is the
mother’s husband, civil partner or partner (but not the child’s biological father) and has the
main responsibility (apart from any responsibility of the mother) for the child’s upbringing);
and
has formally notified their manager of the date on which he/she intends to take
paternity leave and, has produced evidence supporting their claim for paternity
leave (for example, copy of the MATB1 form/Adoption Matching Certificate).
Employees with less than 26 weeks continuous employment will be granted unpaid
paternity leave.

15.1 Notification and Application
Employees will be required to inform their manager of their intention to take paternity
leave at least 28 days prior to commencing the leave (or 7 days for adoption), and
complete the Paternity Leave Application Form. Paternity leave must be taken in full within
the period of 56 days beginning with the date of the child’s birth or placement with its
adoptive parent.

9
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Only one period of leave will be available to employees irrespective of whether more than
one child is born as a result of the pregnancy or the number of children placed under the
same adoption arrangement.

15.2 Entitlement
Full pay will be calculated on the basis of the average weekly earnings rules for
calculating occupational maternity/adoption pay entitlements. The employee will receive
full pay less any Statutory Paternity Pay (SPP) receivable.
16. Parental Leave
Parental leave is available to employees who have, or expect to have responsibility for a
child and who has at least 12 months continuous service in the CCGs. Outstanding leave
will transfer from previous employers, but the individual will have to re-qualify with a year
of employment within the CCGs.
During parental leave the employee retains all their contractual rights, except
remuneration and should return to the same job role. Pension rights and contributions
shall be dealt with in accordance with the NHS Superannuation Regulations. Periods of
parental leave should be regarded as continuous service.
16.1 Entitlement
Employees are entitled to 13 weeks unpaid parental leave in the first five years of the
child’s life (13 weeks per child, or if the child is disabled, the entitlement is 18 weeks
during the first 18 years of the child’s life). The entitlement to parental leave within
adoption lasts for five years from the date on which the child is placed for adoption or until
the child’s 18th birthday – whichever is the first.
16.2 Conditions
Parental leave has to be taken in periods of one week; however parents of disabled
children may take leave in one-day periods. No more than 4 weeks parental leave may be
taken in any 12 month period.
Applications for parental leave must give at least 28 days notice.
17. Flexible Working – Work life Balance Policy
The Work Life Balance Policy which gives detailed information about flexible working
arrangements available for staff.
18. Further Guidance
Further information and the relevant forms can be found in the Family Leave Guidance
Notes for Managers and Staff.
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19. Monitoring
The CCG HR Business Partner will;
•

Have responsibility to monitor the effectiveness of this policy on an annual basis.

•

Make recommendations to the Governing Body.

•

CCG HR Business Partner will have overall responsibility for monitoring the delivery of this
policy.
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FAMILY LEAVE GUIDANCE NOTES
FOR MANAGERS AND STAFF

1
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1.

Introduction

NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups (hereafter known
as the CCGs) will comply with both the spirit and the letter of the law in ensuring that all
employees have a robust system to assist them in achieving a work/life balance. It is
recognised that the provision of maternity, paternity and adoption leave is key to being able
to demonstrate this commitment.
2.

Purpose

The purpose of these Guidance Notes is to provide managers and employees with
information and guidance about entitlements to maternity, paternity, parental and adoption
leave in addition to the Family Leave Policy. These guidance notes should be read in
conjunction with the Family Leave Policy.
3.

Maternity Leave Frequently Asked Questions

Am I entitled to Maternity Leave?
All employees have a statutory entitlement to 52 weeks maternity leave (26 weeks’ ordinary
maternity leave plus 26 weeks’ additional maternity leave) regardless of length of service.
Leave entitlements, including eligibility for Occupational Maternity Pay can be found in the
Family Leave Policy.
How do I apply for Maternity Leave?
You need to complete the Maternity Leave Application Form with your Line Manager before
the end of the 15th week before the expected week of childbirth. You will need to give your
Line Manager the MatB1 form that you receive from your GP / Midwife.
How will I be paid whilst on Maternity Leave?
You will be paid directly into your bank account at the same time you would be paid if you
were at work. Arrangements will be made to ensure that your payslip is sent to you at your
home address
If you qualify for occupational maternity pay you can decide if you want to be paid 8 weeks
full pay, 18 weeks half pay and then 13 weeks SMP or have fixed amount paid over a 39
week period.
You may request that your Occupational Maternity Pay (OMP) is paid as an average
payment across your period of maternity leave.
Your Maternity Leave entitlement is:·
·
·
·

8 weeks Maternity Leave with full OMP
18 weeks Maternity Leave with half OMP plus Statutory Maternity Pay (SMP)
13 weeks SMP
13 weeks Unpaid Maternity Leave

To calculate the average payment of your OMP, the payroll team will total your OMP
payments for the 26 weeks and divide this amount by the number of days you have
requested as Maternity Leave. This is then paid on a monthly basis determined by the
number of days within the calendar month.
Please note that Statutory Maternity Pay cannot be averaged across your maternity leave
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period and therefore is still payable 8 weeks following the commencement of your maternity
leave for a period of 31 weeks.
How is Maternity Pay paid?
Maternity pay is paid by the CCGs in the same way and at the same time, as your salary
would be paid if you were not on Maternity Leave on a monthly basis.
Do I get Statutory Maternity Pay if I had more than one job?
If you have more than one job, you may be able to get SMP from each employer. You will
be required to submit your MAT B1 Form to both employers.
What am I entitled to if I take two consecutive periods of maternity leave?
Any consecutive period of maternity will be calculated in the same way as the first and is
subject to the same provisions.
What am I entitled to if I have a still-born baby?
In the event of a stillbirth after the 24th week of pregnancy an employee will be entitled to the
same amount of maternity leave and pay as if the circumstances had not changed. Where
an employee has a miscarriage before the 25th week of pregnancy normal sick leave
provisions will apply as necessary.
What happens if my fixed term contract expires before the end of my maternity leave?
You will continue to be paid throughout your period of statutory maternity leave and pay. At
the end of this period your contract will have expired and you will no longer be employed by
the CCGs.
What should I do if I want to come back to work part–time or change my work pattern?
The CCGs have an obligation to consider all requests for flexible working hours. Further
details on flexible working can be found in the CCGs’ Work Life Balance Policy. You should
discuss the nature of your request with your Line Manager at the earliest available
opportunity.
What if I decide not to return to my job?
If you have been paid Occupational Maternity Pay, you will be required to repay this amount
if you do not return to work for the CCGs or another NHS organisation for a period of 3
months at the end of your maternity leave.
What if I need more time off?
All working parents are entitled to Parental Leave further details can be found in the Family
Leave Policy. In addition other arrangements can be put in place e.g. Part Time working.
What if my doctor says I am unfit to return to work at the end of my Maternity Leave?
In the event of illness following the date you are due to return to work normal sick leave
provisions will apply. You must contact your line manager and submit a medical certificate
to cover the absence.
What happens if I am sick prior to going on maternity leave?
An employee’s maternity leave will be triggered if she is absent from work for a pregnancyrelated reason, such as a pregnancy-related illness or suspension on maternity grounds, in
the four-week period before the expected week of childbirth. In this case, her maternity
leave will commence on the day following the first day after the beginning of the fourth week
before the expected week of childbirth on which she is absent for this reason
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What if my baby is born early?
If you give birth prematurely, your ordinary maternity leave begins on the day following the
one on which childbirth occurred.
An employee whose maternity leave commences because she gives birth prematurely must
inform her manager, that she has given birth and of the date on which the birth occurred.
The employee will be entitled to the same amount of maternity leave and pay as if the baby
was born at full term.
What happens to my pension contributions whilst I am on Unpaid Maternity Leave?
Contributions are still accrued on your behalf, which you will be required to pay on your
return. This could mean that on your return you will have your Pension deducted as normal
from your monthly salary plus deductions for the contributions outstanding from you as a
result of your absence. As a general rule, you will have the same amount of time for which
you were absent, in which to repay the outstanding contributions, i.e. if you were absent for
three months, after returning to work, you would then have a further three months in which to
repay the outstanding contributions.
If I terminate my employment, will I be eligible for Statutory Maternity Pay?
If you have worked up to the 15th week before childbirth, you are entitled to Statutory
Maternity Pay which will be paid by the CCGs.
What do I do if I want to return from Maternity Leave earlier than planned?
You need to write to your Line Manager outlining when you plan to return to work giving a
minimum of 56 days notice.
What happens to my annual leave whilst I am on Maternity Leave?
You will accrue annual leave as normal whilst you are on Maternity Leave (including the
unpaid element) which you can either take before you commence or after you return from
Maternity Leave by agreement with your manager. There is no entitlement to accrue leave
for bank holidays during your maternity leave. Your bank holiday entitlement will be
calculated on your return to work.
In accordance with the CCGs policy, you are only allowed to carry over 5 days annual leave
from one leave year to the next unless special circumstances apply, but must be authorised
by the Accountable Officer.
What happens to my Child Care Vouchers whilst I am on Maternity Leave?
If you receive childcare vouchers and want further information about how the scheme works
if you are taking any type of Family Leave, please contact the Provider on
enquiries@fideliti.co.uk or freephone 0800 288 8727
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MATERNTIY LEAVE APPLICATION FORM
Please read the Family Leave Policy and complete the appropriate section of the form (signing as
appropriate) and return to your manager at least 28 days prior to your commencement of Maternity
Leave. Your manager will check this form, and sign off your application before sending directly to
HR for processing. On receipt of this completed form your manager will write to you to confirm
details of your maternity leave and pay.
SECTION A – PERSONAL DETAILS
Full Name:
Post held:
Hours worked:
Base:
Assignment Number:
Home address:
Date of commencement of employment at CCGs
Do you have previous NHS Service
YES/NO

/

/

Years: _____

SECTION B – MATERNITY LEAVE
I wish to inform you that I am pregnant and I intend to take maternity leave as follows:
My expected date of childbirth is*:
Risk Assessment undertaken

Date:____________________

*I enclose herewith my MAT B1/medical certificate issued (after the 20th week of pregnancy) by my
doctor/midwife/recognised medical practitioner confirming the date my baby is due.
I intend to commence maternity leave on: __________________
26 wks (Ordinary Maternity Leave)
only

+ 26 wks (Additional Maternity Leave) up to 39 weeks

Taking 52 weeks maternity leave in total

Working up to the _________ week before the expected date of birth.
Your maternity leave cannot begin prior to the eleventh week before your expected week of
childbirth.
I intend to return to work:

Yes/No

I have at least 26 weeks continuous service as at 15th week before EWC:

I have at least 1 year’s continuous service and intend to return to work:
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I would like my Occupational Maternity Pay to be paid:
•
•

8 Weeks full pay, 18 weeks half pay paid + 13 weeks SMP paid over 39 weeks
A fixed amount spread over 39 weeks, excluding SMP

( Please refer to section 10.3 of the policy)
*I do not intend returning to work with the CCGs or another NHS organisation for a
minimum period of three months after my maternity leave has ended.:
I will therefore receive materntiy leave and pay in accordance with Section 10.4 of the Policy.
I may be eligible for Maternity Allowance and will claim in accordance with Section 10.5 of the
Policy and I note that I will receive a completed SMP1
I have agreed with my manager to take accrued annual leave prior to commencing my maternity
leave. We have agreed to take (please indentify in hours/days/weeks):
I have agreed with my manager to take annual leave at the end of my maternity leave. We have
agreed I will take (please identify in hours/days/weeks):
My actual return to work date, following annual leave will be :
Employee’s Declaration
I agree that I have read and understood the Family Leave Policy, and my entitlements under
the policy. I am aware that if I wish to return early from maternity leave, I undertake to
provide at least 56 days notice to my manager. I further undertake to return for a minimum
of 3 months with the CCGs or with another NHS organisation (providing a copy of my
appointment letter).
*I enclose a copy of my resignation letter, in accordance with notice within my terms and
conditions of employment: Yes/No
Signed:
Print Name:
Date:
Manager’s Declaration
Signed:

MATB1 included Yes/No

Print Name:

Payroll documentation complete Yes/No

Position:
Date:
HR Office Use Only:
Date form received: _____________________ Date letter sent: _________________________
HR Signature:____________________________
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REQUEST TO CHANGE THE START DATE OF MATERNITY LEAVE/ADOPTION LEAVE
Full Name:
Post held:
Base:
Date of commencement of employment
I previously notified you that I wished to
start my maternity leave/adoption leave
on:
I now wish to vary this date. Instead of
starting my maternity leave/adoption
leave on the above date, I would like to
start my leave on:
My expected date of childbirth/placement
is:
Signed (Employee)
Date:
Signed: (Manager)
Date:
If you have applied to bring forward your maternity leave/adoption leave start date, please
return to your manager ( who will forward to the Workforce Information Team )at least 28
days prior to the new date on which you wish your maternity leave/adoption leave to
commence.
OR
If you have applied to postpone your maternity leave/adoption leave start date, please return
to your manager (who will forward to the Workforce Information Team) at least 28 days
before your original proposed start date.
If the ESR Team do not receive this form within the notified date the delay will affect your
maternity leave/adoption leave and pay (if applicable).
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MATERNITY LEAVE CHECKLIST FOR MANAGERS
When

On receipt of
notification of
pregnancy

Action

Undertake Risk Assessment and make any
required modifications to the post.

Insert Dates

……../……./……

Arrange to meet with employee to discuss
entitlements and forward documentation to
Workforce Information Team (within 7 days)
Meeting with
employee

Maternity application
received

Discuss leave arrangements, return to work
options etc.
Manager to complete application form and
write to employee to confirm entitlements
and pay.
Forward completed application form to
Workforce Information Team (within 14
days)
Complete Payroll documentation and
forward to Workforce Information Team

MatB1 received

……../……./……

……../……./……

Forward to Workforce Information Team
……../……./……

Employee Leaves
Complete Payroll documentation and
CCGs to Commence forward to the Workforce Information Team
Maternity Leave

……../……./……

If employee intends
to return to work
earlier than planned
(56 days notice from
employee)
Employee returns to
work

Acknowledge receipt of letter and make
arrangements for employees return.

If the employee
decides not to return
to work

Attach resignation letter to termination notice
and forward to workforce information. Retain ……/……./…….
one copy for the personnel file.

……../……./……

Complete appropriate Payroll documentation
and forward to the Workforce Information
Team.
……../……./……

Complete the Staff Termination Form
forward to the Workforce Information Team.

……../……./……

Complete Exit Interview (If appropriate)

……/……./……
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4.

Adoption Leave Frequently Asked Questions

Am I entitled to Adoption Leave?
All employees with 26 weeks continuous service with the CCGs are entitled to 52 weeks
adoption leave (26 weeks’ ordinary adoption leave plus 26 weeks’ additional adoption leave).
Leave entitlements, including eligibility for Occupational Adoption Pay can be found in the
Family Leave Policy.
How do I apply for Adoption Leave?
You need to complete the Adoption Leave Application Form with your Line Manager within 7
days of being notified by an approved adoption agency that you have been newly matched
with a child for adoption. You will need to give your Line Manager the Matching Certificate.
How will I be paid whilst on Adoption Leave?
You will be paid directly into your bank account at the same time you would be paid if you
were at work. Arrangements will be made to ensure that your payslip is sent to you at your
home address
If you qualify for occupational adoption pay you can decide if you want to be paid 8 weeks
full pay, 18 weeks half pay and then 13 weeks SAP or have fixed amount paid over a 39
week period.
You may request that your Occupational Adoption Pay (OAP) is paid as an average payment
across your period of Adoption leave.
Your Adoption Leave entitlement is:·
·
·
·

8 weeks Adoption Leave with full SAP
18 weeks Adoption Leave with half SAP plus Statutory Adoption Pay (SAP)
13 weeks SAP
13 weeks Unpaid Adoption Leave

To calculate the average payment of your OAP, the payroll team will total your OAP
payments for the 26 weeks and divide this amount by the number of days you have
requested as Adoption Leave. This is then paid on a monthly basis determined by the
number of days within the calendar month.
Please note that Statutory Adoption Pay cannot be averaged across your adoption leave
period and therefore is still payable 8 weeks following the commencement of your adoption
leave for a period of 31 weeks.
How is Adoption Pay paid?
Adoption pay is paid by the CCGs in the same way and at the same time, as your salary
would paid if you were not on Adoption Leave on a monthly basis.
Do I get Statutory Adoption Pay if I had more than one Job?
If you have more than one job, you may be able to get SAP from each employer. You will be
required to submit your Matching Certificate to both employers.

9

183 of 302

What happens if my fixed term contract expires before the end of my Adoption Leave?
You will continue to be paid throughout your period of statutory adoption leave and pay. At
the end of this period your contract will have expired and you will no longer be employed by
the CCGs.
What should I do if I want to come back to work part–time or change my work pattern?
The CCGs has an obligation to consider all requests for flexible working hours. Further
details on Flexible working can be found in the CCGs Work Life Balance Policy. You should
discuss the nature of your request with your Line Manager at the earliest available
opportunity.
What if I decide not to return to my job?
If you have been paid Occupational Adoption Pay, you will be required to repay this amount
if you do not return to work for the CCGs or another NHS organisation for a period of 3
months at the end of your adoption leave.
What if I need more time off?
All working parents are entitled to Parental Leave further details can be found in the Family
Leave Policy. In addition other arrangements can be put in place e.g. Part Time working.
What happens to my pension contributions whilst I am on Unpaid Adoption Leave?
Contributions are still accrued on your behalf which you will be required to pay on your
return. This could mean that on your return you will have your Pension deducted as normal
from your monthly salary plus deductions for the contributions outstanding from you as a
result of your absence. As a general rule, you will have the same amount of time for which
you were absent, in which to repay the outstanding contributions, i.e. if you were absent for
three months, after returning to work, you would then have a further three months in which to
repay the outstanding contributions.
If I terminate my employment, will I be eligible for Statutory Adoption Pay?
If you have worked for the CCGs continuously for 26 weeks including the Matching Week,
you are eligible for SAP even if you leave the CCGs (including dismissal). The Trust is liable
to pay SAP for up to 39 weeks after you have left and you must still give 28 days notice to
the CCGs.
However, if you start work for a different employer (one that you weren’t employed by in the
matching week) you won’t be able to receive SAP for any week you do any work for that new
employer.
If you change employment between receipt of the official notification and the time of the
child’s entry into Great Britain, and you accumulate 26 weeks continuous employment with
your new employer, your new employer will be liable to pay you SAP and you must give
them 28 days’ notice.
What do I do if I want to return from Adoption Leave earlier than planned?
You need to write to your Line Manager outlining when you plan to return to work giving a
minimum of 56 days notice.
What happens if my placement is disrupted during the Adoption Leave?
If you begin a period of adoption leave before the placement of the child and are then told
that the placement will not be made, or during adoption leave the placement is terminated
then your leave will normally finish eight weeks after the end of the week in which the
disruption took place.
Payment of SAP continues for eight weeks after the end of the week in which the disruption
took place or until the end of your 39 week Ordinary Adoption period if that is sooner. You
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must give 8 weeks notice if you are returning to work earlier than expected because of a
disruption.
What happens to my annual leave whilst I am on Adoption Leave?
You will accrue annual leave as normal whilst you are on Adoption Leave (including the
unpaid element) which you can either take before you commence or after you return from
Adoption Leave by agreement with your manager.
In accordance with the CCGs’ policy, you are only allowed to carry over 5 days annual leave
from one leave year to the next unless special circumstances apply, but must be authorised
by the Accountable Officer.
What happens to my Child Care Vouchers whilst I am on Adoption Leave?
If you receive childcare vouchers and want further information about how the scheme works
if you are taking any type of Family Leave, please contact the Provider on
enquiries@fideliti.co.uk or freephone 0800 288 8727
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ADOPTION LEAVE APPLICATION FORM
Please read the Family Leave Policy and complete the appropriate section of the form (signing as
appropriate) and return to your manager within 7 days of being notified by an approved Adoption
Agency that you have been newly matched for adoption. Your manager will check this form, and sign
off your application before sending directly to the Workforce Information Team for processing. On
receipt of this completed form your manager will write to you to confirm details of your Adoption leave
and pay.
SECTION A – PERSONAL DETAILS
Full Name:
Post held:
Hours worked:
Base:
Assignment Number:
Home address:
Date of commencement of employment at the CCGs
Do you have previous NHS Service
YES/NO

/

/

Years: _____

SECTION B – ADOPTION LEAVE
I wish apply for adoption leave in accordance Section 11.1 of the Family Leave Policy, I am newly
matched, and eligible with the conditions of service below:
Expected date of placement of child/children*:
*I enclose a copy of a “matching certificate” or any other form of official documentation from the
approved adoption agency
I intend to commence adoption leave on: __________________ and I am giving 28 days notice.
26 wks (Ordinary Adoption Leave)
+ 26 wks (Additional Adoption Leave) up to 39 weeks only
Taking 52 weeks statutory adoption leave in total

Working up to the _________ week before the expected date of placement.
The period of adoption leave may begin from the date on which the child is placed with the employee
for adoption or from a fixed date up to 14 days beforehand.

I intend to return to work:

Yes/No

I have at least 26 weeks continuous service ending with the week in which I was notified of being
matched with a child for adoption
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I have at least 1 year’s continuous service and intend to return to work:
I would like my Occupational Adoption Pay to be paid:
•
•

8 weeks full pay, 18 weeks half pay paid + 13 weeks SAP paid over 39 weeks
A fixed amount spread over 39 weeks, excluding SAP

( Please refer to section 10.3 of the Policy)
*I do not intend returning to work with the CCGs or another NHS organisation for a minimum period of
three months after my adoption leave has ended. I will therefore receive adoption leave and pay in
accordance with Section 10.4 of the Family LeavePolicy.
I am not eligible for adoption pay and will receive a completed SAP 1, which I will forward and contact
Job Centreplus, information available on www.jobcentreplus.gov.uk
I have agreed with my manager to take accrued annual leave prior to commencing my adoption leave.
We have agreed to take (please indentify in hours/days/weeks):
I have agreed with my manager to take annual leave at the end of my adoption leave. We have
agreed I will take (please identify in hours/days/weeks):
My actual return to work date, following annual leave will be :
Employee’s Declaration
I agree that I have read and understood the Family Leave Policy, and my entitlements under
the policy. I am aware that if I wish to return early from adoption leave, I undertake to
provide at least 8 weeks notice to my manager. I further undertake to return for a minimum
of 3 months with the CCGs or with another NHS organisation (providing a copy of my
appointment letter).
*I enclose a copy of my resignation letter, in accordance with notice within my terms and
conditions of employment: Yes/No
Signed:
Print Name:
Date:
Manager’s Declaration
Signed:

Evidential documentation included Yes/No

Print Name:

Payroll documentation complete Yes/No

Position:
Date:
HR Office Use Only:
Date form received: _____________________ Date letter sent: _________________________
HR Signature:___________________________________
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REQUEST TO CHANGE THE START DATE OF MATERNITY LEAVE/ADOPTION LEAVE
Full Name:
Post held:
Base:
Date of commencement of employment
I previously notified you that I wished to
start my maternity leave/adoption leave
on:
I now wish to vary this date. Instead of
starting my maternity leave/adoption
leave on the above date, I would like to
start my leave on:
My expected date of childbirth/placement
is:
Signed (Employee)
Date:
Signed: (Manager)
Date:
If you have applied to bring forward your maternity leave/adoption leave start date, please
return to your manager who will forward to the Workforce Information Team at least 28 days
prior to the new date on which you wish your maternity leave/adoption leave to commence.
OR
If you have applied to postpone your maternity leave/adoption leave start date, please return
to your manager who will forward to the Workforce Information Team at least 28 days
before your original proposed start date.
If the Workforce Information Team do not receive this form within the notified date the delay
will affect your maternity leave/adoption leave and pay (if applicable).
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ADOPTION LEAVE CHECKLIST FOR MANAGERS
When

Action

On receipt of
Adoption

Arrange to meet with employee to discuss
entitlements and forward documentation to
the Workforce Information Team (within 7
days)

Meeting with
employee

Discuss leave arrangements, return to work
options etc.

Adoption application
received

……../……./……

……../……./……

Complete application form and confirm in
writing to employee leave entitlements and
pay.
Forward completed application form to the
Workforce Information Team (within 14
days)
Complete Payroll documentation and
forward to Workforce Information Team

Matching Certificate
received

Insert Dates

……../……./……

Forward to the Workforce Information Team
……../……./……

Employee Leaves
Complete Payroll documentation and
CCGs to Commence forward to the Workforce Information Team
Adoption Leave
If employee intends
to return to work
earlier than planned
(56 days notice from
employee)
Employee returns to
work

Acknowledge receipt of letter and make
arrangements for employees return.

If the employee
decides not to return
to work

Forward a copy of the resignation letter
attached to termination notice to workforce
information team. Copy retained on
personnel file.

……../……./……

……../……./……

Complete appropriate Payroll documentation
and forward to the Workforce Information
Team.
……../……./……

……/……/……

……../……./……
Complete the Staff Termination Form
forward to the Workforce Information Team.
…../……/……..
Complete Exit Interview (If appropriate)
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5.

Paternity Leave Frequently Asked Questions

Am I entitled to Paternity Leave?
You are entitled to Paternity Leave if you have or expect to share responsibility for a baby’s
upbringing and have 26 weeks continuous service (or more) by the end of the 15th week
before the mothers expected week of childbirth. Further information can be found in section
15 of the Family Leave Policy.
How much Paternity Leave can I take?
You can take either one or two consecutive weeks' Paternity Leave (7 or 14 calendar days)
but you cannot take odd days. Leave can only be taken as a single period of either one or
two weeks' leave i.e. if you decide to take one week of leave, you cannot then later take a
further week's paid paternity leave in respect of the same child.
What if it is a Multiple Birth?
Only one period of paid leave is available, regardless of the number of children born as a
result of the same pregnancy.
I do not have 26 weeks service with the CCGs, can I take unpaid leave instead?
In line with the Family Leave Policy, you can apply for up to 2 weeks unpaid leave by
completing the Paternity Leave Application Form with your Line Manager.
How Often Can I Apply for Paternity Leave
Providing you meet the criteria, and each application is for a birth or births resulting from a
different pregnancy in each case, you may apply as many times as you need to during the
course of your employment.
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PATERNITY LEAVE APPLICATION FORM
Please read the Family Leave Policy and complete the appropriate section of the form (signing as
appropriate) and return to your manager at least 28 days prior to your commencement of Paternity
Leave (or 7 days for adoption). Your manager will check this form, and sign off your application
before sending directly to the Workforce Information Team and Payroll (SBS).
SECTION A – PERSONAL DETAILS
Full Name:
Post held:
Hours worked:
Base:
Assignment Number:
Home address:
Date of commencement of employment at the
CCGs
Do you have previous NHS Service
YES/NO

/

/

Years: _____

SECTION B – PATERNITY LEAVE
Date of Birth of child:
(Please enclose copy of birth certificate as
proof, not applicable for paternity leave adoption)
Relationship to child:
Date of placement for adoption:
(Please enclose copy of matching certificate or
appropriate documentation from approved
adoption agency)
I am applying and agree in accordance with the conditions of service in Section 15.0 of the
Family Leave Policy. I request approval to commence paternity leave (no later than 56 days
after the baby(s) birth.
I wish to apply for 1 week/2 weeks paternity leave (please delete as applicable)
From:
To:
I wish to apply for 1 week/2weeks unpaid leave (please delete as applicable)
From:
To:
My last working day will be :
Employee Signature:
Date:
I agree to the above employee receiving the stated paternity leave and that they meet the
criteria specified in the Family Leave Policy:
Manager’s Signature:
Date:
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6.

Parental Leave Frequently Asked Questions

Am I entitled to Parental Leave?
Parental Leave is available to employees who have or expect to have responsibility for a
child and have at least 12 months continuous service with the CCGs.
How much Parental Leave can I take?
Details of how much leave you can take in total and conditions in relation to how leave can
be taken can be found in section 16 of the Family Leave Policy.
I took some Parental Leave whilst with a previous employer, can I still apply for
Parental Leave?
As long as you have 12 months continuous service and have not exceed the total amount of
Parental Leave you have not used your full entitlement, you can apply for Parental Leave.
Outstanding leave will transfer from previous employment.
How do I apply for Parental Leave?
You need to complete the Unpaid Parental Leave Application Form with your Line Manager
giving at least 28 days notice of your intention to take leave.
Will I be paid whilst on Parental Leave?
Parental Leave is unpaid leave but you retain all other contractual terms except those
relating to remuneration (pay).
Does taking Parental Leave count as a break in NHS Service?
No, periods of Parental Leave should be regarded as continuous service.
What happens to my Child Care Vouchers whilst I am on Parental Leave?
If you receive childcare vouchers and want further information about how the scheme works
if you are taking any type of Family Leave, please contact the provider on
enquiries@fideliti.co.uk or freephone 0800 288 8727
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UNPAID PARENTAL LEAVE APPLICATION FORM
Please read the Family Leave Policy and complete the appropriate section of the form (signing as appropriate)
and return to your manager at least 28 days prior to your commencement of Parental Leave (or 7 days for
adoption). Your manager will check this form, and sign off your application before sending directly to the
Workforce Information Team and Payroll (SBS).
SECTION A – PERSONAL DETAILS
Full Name:
Post held:
Hours worked:
Base:
Assignment Number:
Home address:
Date of commencement of employment at the CCGs

/

/

SECTION B – UNPAID PARENTAL LEAVE
I am applying and agree in accordance with the conditions of service in Section 16 of the Family Leave
Policy. Please note the maximum entitlement for unpaid parental leave is 13 weeks for every child up to the age
of 5. The maximum entitlement for a parent of a disabled child is 18 weeks. No more than 4 weeks unpaid
parental leave may be taken in any 12 month period.
Date of birth of child(ren):
(please enclose a copy of your child’s birth certificate,
not applicable to parental leave – adoption)
Date of placement of adopted child (please enclose a
copy of adoption certificate or approved
documentation from the adoption agency)
Please indicate if your child is registered disabled.

Yes/No

If applicable, please declare below how much Parental Leave you have already taken (previous employers will
need to be taken into consideration*)
No. of days taken_______________

No. of weeks taken_________ Year: _______

I wish to apply for { } weeks unpaid parental leave
From:

To:

I wish to apply for { } days or { } weeks unpaid parental leave (applies only if the child in question is
disabled).
My last working day will be :
Employee Signature:
Date:
I agree to the above employee receiving the stated time off with/without pay and that they meet the criteria
specified in the Family Leave Policy:
Manager’s Signature:
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GRIEVANCE AND DISPUTES POLICY

Grievance and Disputes Policy

Version No: 1 No of pages: 13
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1.

INTRODUCTION

NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups (hereinafter
known as “the CCGs”) recognise that an agreed and practical procedure for the settling
of grievances and disputes can contribute significantly to promoting and maintaining
good employment relations.
This policy will be applied equally to all staff covered by the policy and in accordance
with the CCG’s Equality and Human Rights Policy.
The fair and equitable
implementation of this policy will be monitored by the CCG HR Business Partner.
2.

AIM

The aim of this Policy and Procedure is to promote a working environment that is
harmonious with the best possible relations between management and staff by providing
an opportunity for the consistent, fair and efficient resolution of grievances as they affect
members of staff. This policy will provide a framework which will allow employees,
individually or collectively, to raise concerns in an open and fair way, ensuring they can
be resolved as quickly as possible and at the lowest possible level.
3.

POLICY STATEMENT

The objective of this policy is to provide a fair and equitable process for employees to
raise their grievances and have them resolved in a timely manner without the fear of
recrimination.
The policy applies to all staff employed by the CCGs.
Principles:
• The CCGs will listen to, and investigate grievance issues raised by its employees
•

It is expected that most grievances will be resolved satisfactorily through informal
discussions between the employee(s) and their manager

•

In some circumstances it may not be appropriate for the line manager to be involved
in dealing with the grievance, and another manager from within the CCGs may be
required in order to assist resolution

•

All grievances will be dealt with as promptly as is reasonably possible and within
agreed timescales

•

Line managers should be fully conversant with the Grievance and Disputes Policy
and Procedure and the CCGs will provide training as appropriate

•

Where a grievance is against another member of staff, the CCGs will support both
the employee(s) raising the grievance and the employee(s) against which the
grievance has been taken
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•

It is recognised that any action taken against an individual or group of staff because
they have brought a complaint under the grievance procedure, may amount to
victimisation. Any proven action of this nature will be considered a disciplinary
matter

•

Similarly, failure to take an individual or collective grievance seriously may in itself
amount to discrimination and if proven will be considered a disciplinary matter

•

It is recognised that in resolving grievances, it may be necessary for either
management or staff side to seek expert advice and provision can be made for this
where exceptional circumstances deem it is sensible and reasonable.

Definitions:
Grievances are concerns, problems or complaints that an employee may raise
with the CCGs.
Disputes are concerns, problems or complaints where more than one employee
within the CCGs is aggrieved about the same matter.
4.

SCOPE

This Policy applies to all members of staff, and can be used to raise grievances
concerning terms and conditions of employment, health & safety; employee relations;
bullying & harassment (although a separate process is followed in most cases); new
working practices; working environment; organisational change and equal opportunities
of an employee or a group of employees.
This procedure should be instigated at the lowest appropriate stage depending on the
circumstances of the grievance, and resolved informally where possible.
Although formal grievances from staff should be lodged on the Grievance Report Form
(Appendix 1), it is acknowledged that grievances can sometimes be raised via letter or
exit interview form, as has been highlighted in case law. Therefore any comments made
via these methods that could be any way construed as a grievance should be discussed
with the CCG HR Business Partner.
This policy excludes the resolution of the following issues:
•
•

Disciplinary Issues for which a separate procedure exists
Statutory and Governmental Policy Decisions, for which the Trust has no control
(e.g. Income Tax, National Insurance, Pension).

Other policies may need to be referred to in light of the grievance being raised:
•
•
•
•
•

Disciplinary
Whistleblowing (Raising Concerns at Work)
Equality and Human Rights
Bullying and Harassment
Work-Life Balance
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5.

RESPONSIBILITIES

5.1

Responsibility of the CCG
The responsibility for the provision of an agreed Grievance and Disputes Policy
lies with the Governing body of the CCGs.
The CCGs accept that they will have responsibility for the smooth running of the
organisation and to ensure that any such disputes are settled in a fair and
consistent manner.

5.2

Responsibility of the CCG HR Business Partner
To provide advice and support to managers when an employee or group of
employees raises a grievance.
To ensure that the Grievance Procedure is applied fairly, equitably and
consistently throughout the CCGs. The CCG HR Business Partner will monitor
all grievances across the CCGs and provide training sessions for managers on
the handling of a grievance.
To provide advice and support at all stages of the formal grievance process, and
encourage resolution of grievances via informal routes where possible.

5.3

Responsibility of Managers
It is the responsibility of all managers employed within the CCGs to make sure
they are aware of the Grievance and Disputes Policy and how to begin to resolve
employee’s grievances, both informally and through a formal procedure.
Managers should ensure that they follow the guidelines of this policy, paying
specific attention to the timescales set out under each stage.
Managers should ensure that a copy of the Grievance Report Form is sent to the
CCG HR Business Partner, when the grievance is first raised and again when it
has been resolved.

5.4

Responsibility of Employees
It is the responsibility of each employee to make their manager (or manager
above their line manager) aware of their grievance as soon as possible. The
CCGs do not believe that it is in anyone’s interest to delay when an individual
believes that there is an issue that requires resolution.
Employees should outline the nature of the grievance and expected outcome.
Employees should seek to resolve grievances informally in the first instance.

5.5

Responsibilities of Accredited Trade Union Representatives
Trade Union representatives have a duty to advise and represent their members,
both when they are instigating a grievance or dispute, or when they are the object
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of one. This might include guidance on procedure, advice on how or whether to
proceed with a case.
6.

POLICY IN PRACTICE: PROCEDURE

6.1

Informal Resolution of a Grievance
Most routine complaints and grievances are best resolved informally in
discussion with the employee(s) concerned and the line manager, or another
appropriate manager. Dealing with grievances in this way can usually lead to a
speedy resolution as it enables the manager to make decisions on those issues
he/she manages. Both manager and employee(s) should keep an agreed written
note of the informal meeting, including details of any action to be taken in
resolving the grievance.

6.2

Right to be accompanied by a Trade Union representative, or work
colleague
Employees have the right to be accompanied at any stage of the Formal
Procedure by either an accredited Staff Representative or full-time official of a
recognised staff organisation, or by a Fellow Worker who must be an employee
of the CCGs. Where reference is made in the procedure to an “accredited Staff
Representative” this should also be taken to mean full-time official as
appropriate.
However it would not normally be reasonable for an employee to insist on being
accompanied by a companion whose presence would prejudice the hearing.
The companion should be allowed to address the hearing to put and sum up the
employee’s case, respond on their behalf to any views expressed at the hearing
and confer with them during the hearing. The companion does not however have
the right to answer questions on the employee’s behalf, address the hearing if the
employee does not wish it, or prevent the employee from explaining their case.
If an employee’s companion is unavailable, it is the responsibility of the
employee, so long as it is deemed reasonable to suggest another date which is
not more than 5 working days after the original date of the Hearing.
Employees have no right under this procedure to be accompanied by anyone
else (e.g. a spouse, partner, other family member, or legal representative) other
than those persons previously referred to.
Fellow workers or trade union officials do not have to accept a request to
accompany the employee and they should not be pressurized to do so.

6.3

Formal Procedure
It is expected that all grievances will be dealt with speedily, and that the
timescales stated in this Policy will generally be held as maxima. However, it is
recognised that circumstances may arise where both sides agree to extend the
timescales as appropriate.
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STAGE 1
•

All stages of the formal grievance procedure shall commence with the
presentation of a completed Grievance Report Form (Appendix 1) by the
employee(s) to their Line Manager. Where the Line Manager is the subject of the
grievance, the Grievance Report Form should be submitted to the CCG HR
Business Partner. The employee must ensure that they fully explain the nature
of the grievance and the reasons they are dissatisfied as well as how they think
the grievance can be resolved.

•

Receipt of this form should be acknowledged in writing within 2 working days by
the Manager who should seek HR advice.

•

The Line Manager should arrange a meeting with the employee(s) to hear the
grievance within 5 working days, supported by HR as appropriate. This should
be confirmed in writing (Appendix 2) and should notify the employee of his/her
right to be accompanied at the meeting.

•

Wherever possible it is expected that resolutions will be presented by the Line
Manager at this meeting, however, where further investigation is required, this
will be conducted as quickly as practicable, and another meeting arranged.

•

The hearing should begin with the employee(s) and/or their representative stating
their reasons for lodging the grievance and how they think it can be resolved.
The Line Manager will then respond verbally with their decision

•

A written record of the meeting will be kept and a copy given to the employee(s)
within 3 working days of the meeting (Appendix 3)

•

The timescale for resolution at this stage is 10 working days commencing with
the receipt of the Grievance Report Form. If there are exceptional reasons why
this cannot be achieved, then these should be presented to the employee(s) and
a revised timescale agreed

•

If the employee(s) finds the outcome of this meeting unacceptable, they have 10
working days from the receipt of the written record to refer the matter to STAGE
2. If the appeal is not lodged within 10 working days it will be assumed that the
employee(s) does not wish to appeal against the STAGE 1 decision and that the
matter is closed.

•

STAGE 2 - APPEAL
If an employee(s) remains dissatisfied by the action taken at STAGE 1, they
should present a copy of their original grievance form, the record of the meeting
and their reasons, in writing, for considering the matter unresolved to the
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Accountable Officer (or nominated deputy). Following which, a STAGE 2 hearing
should take place within 5 working days.
•

The Accountable Officer (or nominated deputy) will acknowledge receipt in
writing within 2 working days.

•

The Accountable Officer (or nominated deputy) should arrange to meet with the
employee(s) within 10 working days of receipt of the grievance, supported by HR
as appropriate. This should be in writing and should notify the employee(s) of
their right to be accompanied at the meeting

•

The Line Manager who dealt with the grievance at STAGE 1 should be invited to
attend to give his/her reasons for the outcome

•

The hearing should begin with the employee(s) and/or their representative stating
their reasons for lodging the grievance and how they think it can be resolved

•

The Line Manager will respond with their views of the employee’s grievance and
why they made their original decision, ending with how they feel the matter can
be best resolved

•

The Accountable Officer (or nominated deputy) will then respond verbally with
his/her decision and confirm this in writing within 3 working days of the meeting.
A written record of the meeting will be made and a copy will be given to the
employee(s), within 5 working days of the meeting.

•

At this point the CCG’s internal processes have been exhausted. It is recognised
that for certain matters where an employee remains dissatisfied, they may refer
the matter to an Employment Tribunal. Their employment arrangements will not
be changed, nor will they be disadvantaged if they wish to do so.

6.4

Disputes (or collective grievances)
At each formal stage of the procedure, the group of employees may nominate
two of their group to represent them in the appropriate meeting (i.e. in addition to
their accredited Staff Representative if appropriate).
Where several Trade Unions are involved in the same dispute within the CCG,
they will be expected to co-ordinate their views, and nominate one
representative, in addition to two employees involved, to present the case. Other
representatives may attend a hearing as witnesses, if desired.
The CCGs will attempt to resolve disputes within a maximum of two months of
the date when it was first brought to the attention of the immediate line manager.

6.5

Status Quo
The term “status quo” shall mean the working arrangements or practices which
applied immediately prior to the grievance first being raised under this procedure.
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Under normal circumstances, no action shall be taken that will affect the status
quo until the issue has either been resolved, or the formal stages of the
procedure has been completed, however, there will be occasions when the status
quo provisions will not apply. These occasions will include circumstances when
the CCG may be in breach of its statutory, mandatory or regulatory obligations.
If the time limits for exhausting the procedure are exceeded, the status quo
position will be jointly reviewed by the management and staff sides.
7.

EMPLOYEES WHO HAVE LEFT THE ORGANISATION
Where ever possible a grievance should be dealt with before an employee leaves
the CCG. However where an employee has left the CCG and if the grievance
procedure has not commenced or been completed prior to the employee’s
departure, it must be agreed that the grievance be dealt with through following the
procedure detailed below:
Step 1
The employee should write to the CCG HR Business Partner setting out the
grievance as soon as possible after leaving employment.
Step 2
The Line Manager will formally respond to the employee’s grievance setting out
their response within 10 working days.

8.

GENERAL CONDUCT OF MEETINGS
Meetings convened under the Formal Procedure should be conducted in
accordance with the following guidelines:
• Introductions
The Panel hearing the grievance/dispute should introduce all present, explain the
purpose of the meeting (i.e. to consider whether the grievance/dispute can be
resolved) and explain how the meeting will be conducted.
• Statement Of The Grievance/Dispute
The Panel hearing the case should establish precisely what the grievance/dispute
is and invite the employee(s) and/or their representative to present their case and
any relevant supporting information.
• Manager’s Reply
Where the grievance/dispute has previously been heard by a Manager at an earlier
stage in the procedure, then that Manager should be given the opportunity to
present her/his case and any relevant supporting information.
• Civility

Page 8

201 of 302

The meeting should be conducted courteously and fairly, with the emphasis being
to establish the facts. To this end, all parties should be free to ask questions
politely and comment appropriately.
• Summing Up
After general questioning and discussion, both parties should be given the
opportunity to summarise their main points, with the employee having the right to
go last.
• Adjournment
The Panel hearing the case should consider their decision in private. If it is
necessary to recall one of the parties to clear any points of uncertainty on evidence
already given, then both parties should be invited to return notwithstanding only
one is concerned with the point giving rise to doubt.
• The Decision
All appropriate parties should be recalled and the Panel hearing the case should
inform them of their decision.
9.

MONITORING
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an
annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring the
delivery of this policy.
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APPENDIX 1
GRIEVANCE REPORT FORM

The individual raising the grievance should complete this page.
You may wish to seek assistance from your Trade Union when completing this form.
Once completed, the form should be passed to your Line Manager who will arrange to
hear your grievance within 5 working days.
PERSONAL DETAILS
Name _________________________________

Grade __________________

Job Title _______________________________

Location ________________

Contact Number _________________________
Address for Correspondence _______________________________________________
______________________________________________________________________

DESCRIPTION OF GRIEVANCE
I wish to raise a grievance for the following reasons: -

I seek the following solution to the grievance: -

My Trade Union Representative is ________________________ of ________________

Signed _____________________________________

Date ___________________
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GRIEVANCE REPORT FORM /continued
STAGE 1
Grievance Heard by _________________________________

on ______________.

I am ________________________’s Line Manager
Grievance Resolved? YES/NO. If no, please state Reason below and attach a copy of
the correspondence:

Signature _________________________________________

Date ____________

STAGE 2
Grievance Heard by _________________________________

on ______________.

Job Title __________________________________________
Grievance Resolved? YES/NO. If no, please state Reason below and attach a copy of
the correspondence:

Signature _________________________________________

Date ____________
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APPENDIX 2

Date:
«Title» «FirstName» «LastName»
«Address1»
«Address2»
«City»
«State»
«PostalCode»
Dear «Title» «LastName»;
Grievance Hearing – dd Month Year
I am in receipt of your Grievance report form. As you are aware the Grievance policy
states that your Grievance should be heard within 5/10 ∗ working days. I have therefore
arranged for the hearing to take place as follows:
Date:

dd Month Year

Time:

Time a/pm

Venue:

Venue address (include map if appropriate)

At this hearing, I would like you to state your grievance and explain why it remains
unresolved. You should also indicate how you feel the issue can be resolved. I will
consider what you have said and offer you my decision. I will confirm this decision in
writing within 3 working days of the hearing.
You have the right to be accompanied by your Trade Union Representative or a
workplace colleague at this hearing.
Would you please confirm that you are able to attend the meeting, by telephoning me on
number.
Yours sincerely,

Name
Job Title
*Delete as appropriate
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APPENDIX 3
Contact:
Ref.:
Direct Dial:

Date:
«Title» «FirstName» «LastName»
«Address1»
«Address2»
«City»
«State»
«PostalCode»
Dear «Title» «LastName»;
Grievance Hearing – dd Month Year
Further to our meeting to discuss your grievance I am writing to confirm my decision.
I have read your Grievance Report Form and listened to your statements regarding your
grievance and how you felt it should be resolved. It is my opinion that your grievance
concerns outline basis of grievance.
At the close of the hearing I stated that my decision was state decision.
You have the right to appeal against my decision. If you intend to appeal, you should
write to Name, post, and contact address. If you have not lodged your appeal within 10
working days, it will be assumed that you do not wish to take the Grievance any further
and that the matter is closed.
Yours sincerely,

Name
Job Title
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1.

Policy Statement
NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups,
hereafter known as the “CCGs” are committed to offering flexible, modern
employment practices which recognise that all our staff want to strike a sensible
balance between their work and home life. The CCGs also recognise that
different balances may be needed at different times during an employee’s
working life.
The purpose of this policy is to highlight the options available for managers and
staff to consider when trying to achieve the right work life balance for a staff
member. Consideration must always be given to the service needs and those of
colleagues so that we achieve a solution which works for all parties.
This policy has been based on a number of guidelines including: relevant
employment legislation, Agenda for Change terms and conditions of service,
good employment practice and the Improving Working Lives standards.
Flexible working options should be included in an advertisement and /or
discussed at interview if appropriate for the advertised job.
Guidance notes and forms have been developed to accompany this policy and
they should be referred to alongside the policy.
This policy will be applied equally to all staff covered by the policy and in
accordance with the CCG’s Equality and Human Rights Policy. The fair and
equitable implementation of this policy will be monitored by the CCG HR
Business Partner.

2.

Organisational Responsibilities

2.1

Manager Responsibilities:
• Ensuring that they are aware of the content of this policy and its
implementation.
• Ensure all staff are aware of this policy and procedures contained within.
• Follow procedures and treat each request that arises under this policy
fairly.

2.2

Employee Responsibilities:
• Be aware of and follow the procedures in this policy.

2.3

Human Resources Responsibilities:
• Provide initial training and on-going support in the application of this
policy.

2.4

Staff Representatives Responsibilities:
• Provide advice and support to staff on work life balance related
concerns/queries.
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3.

Flexible Working

3.1

Access to Flexible Working
Flexible working may be requested for any personal or service reason. A
manager may suggest flexible working patterns to their team or possibly to an
individual with a particular need. An employee may also approach their manager
to discuss flexible working. Managers and employees should discuss the options
recognising the potential impact on colleagues and services but with a genuine
desire to find a satisfactory solution to meet all needs. Undertaking trial periods
could determine if a different working pattern would suit both the service and the
employee. There should be feedback to an individual if flexible working is not
appropriate due to operational demands.
Any refusal of a request for flexible working must be brought to the attention of
the CCG HR Business Partner.
From April 2009, parents of a child aged 16 or under, or a child with a disability
up to the age of 18 who receives Disability Living Allowance (DLA), have a legal
right to request a variation in their contract terms to enable them to cope more
easily with childcare responsibilities. The right to request a variation in contract
terms (according to April 2007 regulation) is also available to staff with caring
responsibilities. In such cases the laid down procedure and timescales must be
followed.

3.2

Types of Flexible Working
Managers are encouraged to consider flexible working in its widest sense as it is
often the best way to meet short or long term needs. Flexible working patterns
can be considered for an individual or for a team. It may address the difficult
balance of meeting service demands and employees needs. Not all options are
suitable for all situations but some formal or informal patterns are considered
below.
•

Job Share (Time Share) - Job sharing provides opportunities for staff who
cannot work full time but who are employed in a post that needs full or
near full time cover. The whole job is split into two. The job share partners
accept the full responsibilities of the whole job and share its rewards. It
may be an option to pair up staff who wish to work part time into job
shares rather than have lots of part-time posts.

•

Part Time Working - The Trust provides many opportunities for part time
working for all grades of staff. Part time hours may vary from just a few
hours to over 30 hours per week. Similarly, patterns of work vary
tremendously. Some members of staff just work weekends, others work
evenings, mornings, and afternoons, a few days a week or a combination
to fit in with personal circumstances. Part time staff receive pro-rata
benefits such as salary and holidays. There is no restriction on the
number of hours you need to work to join the NHS Pension scheme.
Managers and employees need to be flexible in thinking about how part
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time working may suit the post in question – if in doubt, a trial period
could be undertaken.
•

Annual Hours - Annualised hours is a system whereby staff are
contracted to work a certain number of hours per year. This suits posts
where the workload has peaks and troughs. It can also enable staff to
work fewer hours at certain times during the year when they have greater
demands from home. The system can be linked to self-rostering and as
such hours would be agreed with the manager at least one to three
weeks in advance.

•

Compressed Working Week/Fortnight - This is a system where full time
hours are worked over 4 days a week instead of 5 or worked 9 days over
a fortnight instead of 10. This does involve long days, and should initially
start on a trial period to ensure no ill effects to the employee or work. The
extra day taken off will need to be agreed with the manager in advance,
and could vary from week to week.

•

Term Time Only Working - Staff who work in term time only do not work
at all during the school holidays, but get paid all the year round at a pro
rata rate. The salary is divided into twelve and paid monthly.
Demand for health services does not tend to diminish significantly during
the school holidays, and people do still need care all year round. There is
a limit, therefore, to the number of posts that each department or
directorate can accommodate on term time only contracts.
A term time only contract will not exceed 38/39 weeks of the year and
salary payments will be pro rata for these 38/39 weeks, thus allowing for
at least 13 weeks of school holidays each year. Contracts are restricted to
38/39 weeks on the following basis:
•

The school term will be deemed to be 38 weeks, unless otherwise
stated, that being the number of pupil contact weeks. An
employee is not expected to work on days when pupils do not
attend school unless otherwise specified.

•

The school term will be deemed to be 39 weeks, unless otherwise
stated, that being the number of teacher contact weeks. An
employee is not expected to work on days when teaching staff do
not attend school unless otherwise specified.

Employees on term time only contracts are not allowed to take annual
leave during term time, but managers, can authorise unpaid leave in
exceptional circumstances.
•

Time off in Lieu - The CCGs encourage the promotion of flexible working
in the interest of the service, and in certain circumstances this may mean
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an employee needs to work extra hours in a day which may give
entitlement to Time off in Lieu.
•

Flexible Working Day/Pattern - Flexible working could include altering
start and/or finish times, lunch times or days, to suit an individual’s needs
on an occasional basis, or for a period of time to cover a particular home
life situation, bearing in mind the needs of the service.

•

3.3

Working from Home - Some posts may be suitable for working from home
on a full time, part time or ad hoc basis for example to complete a
particular piece of work. This enables employees to work flexibly, for
example, in the evenings or at weekends – to allow for time off during the
week. Working from home could make one feel very isolated but if it is the
right job to enable working from home and the time is used wisely, it can
be beneficial to the employee and the organisation. Points to consider
include:
- The nature of the work that may be done at home.
- Equipment that can be used at home, such as a computer,
whether equipment can be borrowed.
- Security, confidentiality and safety issues connected with using IT
equipment off site.
- Contact arrangements e.g. attending team briefing and statutory
training, and for regular meetings with their manager.
- Health and Safety issues
Flexibility Scheme
Staff may if they wish take advantage of one the schemes below which allows
them to have flexibility in taking extended leave from the workplace. There are
two options to consider:
•

Unpaid Leave – Staff may wish to consider taking a period of unpaid
leave of no less than 1 week and no more than 12 weeks break (breaks
over 12 weeks fall under the Career Break Scheme) during the annual
leave year April to March. The rules regarding the taking of leave remain
the same and must be approved and agreed by your line manager.
Employees opting for this arrangement will pay for the leave on a monthly
basis therefore spreading the cost over the 12 month period. In the
eventuality that you leave during this period, arrangements will be made
to recover any outstanding amount from salary.

•

Purchase Additional Annual Leave – Staff may consider purchasing
additional annual leave on a pro rata basis, via deduction from salary over
the 12 month leave year period (Apr to Mar), up to a maximum of 2
contractual weeks leave per annual leave year. Please Note - This will
reduce your current whole time equivalent and will therefore have a small
impact on your NHS Pension. In the eventuality that you leave during this
period, arrangements will be made to recover any outstanding amount
from salary.
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Staff who wish to apply for one of the above options must discuss their case with
their line manager It will initially be the employees’ responsibility to consider ways
in which workloads can be managed in order to support the taking of unpaid
leave/additional annual leave and to discuss these with their line manager. It will
be at line manager’s discretion as to whether applications are approved or not,
taking into account service demands and whether the staff member has
submitted any previous applications.
Application forms for the above schemes can be located in the work life balance
guidance notes. However line managers must also complete a change form to
authorise the change with payroll.

4.

Time Off To Deal With Emergencies Involving Dependents and Domestic
Responsibilities
All employees have the legal right to a reasonable amount of time off to deal with
an emergency involving a dependent. Managers should therefore, wherever
possible and within service needs, allow staff reasonable time off to attend to
emergencies involving dependents, such as a child being ill whilst at school.
A dependent is a spouse, partner, child or parent, or a person who lives with the
employee but not as a lodger. A dependent could also be someone who
reasonably relies on the employee for care, e.g. an elderly neighbour.
Staff can also request time off to deal with domestic emergencies at home such
as a boiler breakdown
For guidance purposes, reasonable time off would usually be a few days (1-3)
per rolling 12 month period, not regular days off or long periods off. If longer time
off is needed, other arrangements will be considered, such as:
•
•
•

Reducing working hours on a permanent or temporary basis
Altering working patterns to allow great flexibility
Career break

Time off for dependents and domestic responsibilities is intended to support
employees in times of urgent and unforeseen need (normally 1 day with pay in
order to enable staff to deal with the crisis and make arrangements to manage
their situation. In exceptional circumstances up to 3 days depending on the
severity of the situation.) Examples of appropriate situations:
•
•
•

If a dependent relative is injured or taken ill, it will allow time to care for
them and make arrangements for longer-term care.
If normal care arrangements breakdown, such as a child minder being ill,
or an elderly parent goes into hospital and the other parent cannot look
after themselves.
If you are called to school for an urgent meeting regarding an incident
involving a child (e.g. suspension from school, child is being bullied at
school, in a fight etc.)
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•

A tree falls on the house or the house is flooded.

The granting of paid leave for time off to deal with dependents and domestic
responsibilities will be at line manager’s discretion. Depending on the situation
managers could ask staff to take annual leave or time off in lieu, they could also
allow a combination of paid leave and annual/unpaid leave or time off in lieu.
Further guidance to help managers determine whether/how much time off for
dependents is appropriate is in the work life balance guidance notes.
5.

Compassionate leave
Some situations whether planned or unplanned require a supportive approach
from the CCGs, therefore for times of great distress staff can apply for
compassionate leave. Between 1 to 5 days with pay could be granted depending
on the severity of the situation.
Examples of appropriate situations where compassionate leave may be granted
are outlined below:
•
•

6.

Death of a close relative/dependent, it will allow time to make funeral
arrangements and/or attend the funeral.
If a dependent comes out of hospital following major surgery it will allow
time to settle them in at home and ensure planned long term care
arrangements are working.

Time Off For Appointments
This is for staff or for them to accompany a dependent. Examples as follows:

7.

•

Routine appointments for example to a GP, dentist, clinic or regular
hospital appointment should wherever possible be made in one’s own
time. Working arrangements may be changed to allow the member of
staff to make these hours up, however, if this is not possible time off
without pay or annual leave will be given.

•

Consultant appointments are more difficult to arrange and indicate that a
more serious health problem exists; therefore these may be taken in
works time with pay within reason and with the manager’s consent.

•

Non–routine appointments concerning the welfare and care of a
dependant (e.g. for a doctors or hospital appointment, making
arrangements for resettlement of people in long-term sheltered
accommodation/nursing home/psychiatric care etc.) where the situation is
stressful and the dependant cannot go alone, may be with pay.

Applying for Time Off For Dependents/Compassionate Leave/Appointments
In the first instant the employee should contact their Line Manager to inform them
of their situation and request time off. On return to work the relevant application
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form must be completed. The manager must record time given on the weekly
notification of other absence form B.
When deciding what type of leave to grant for situations arising under
points 4, 5 and 6, the advice of the CCG HR Business Partner is always
available to staff and managers, often a third party point of view is
valuable, but staff should not approach the CCG HR Business Partner in
preference to approaching their manager. The CCG HR Business Partner in
turn will always discuss with a manager any approaches made.
8.

Absence Caused by Bad Weather
There will be a few occasions during the year when some staff can either not get
to work on time, need to go home early, are unable to travel, or cannot come into
work as their child’s school has shut due to snow or other severe weather
conditions.
Whilst the CCGs will make every effort to assist staff and be sympathetic to their
circumstances, it is unreasonable to expect these employees to be treated more
favourably than those who attend for work despite the difficulties caused by the
weather. The following leave will be available for absences in these exceptional
circumstances:
•

Annual Leave - Although the normal policy is for this to be agreed in
advance, in the exceptional circumstances of heavy snow etc., it is
acceptable for staff to take a day’s annual leave from their existing
entitlement.

•

Unpaid Leave - A weekly notification of other absence (form B) must be
completed. Refer to the guidance notes. Unpaid absence due to bad
weather will not be regarded as a disciplinary offence as long as correct
reporting procedures are followed.

•

Flexible Hours - A manager may agree revised working hours in order to
enable the employee to fulfill their contracted hours, e.g. a missed or
short day one week can be made up over the next week(s).

During periods of bad weather, staff may also request to work at other NHS
bases that are closer and easier to get to if it is appropriate and with their line
manager’s permission.

9.

Time Off for Public Duties
This policy reflects the CCGs recognition of its role in the community by
supporting staff to undertake essential civic and public duties. The CCGs will
allow reasonable time off for such activities and may contribute by giving some of
that time off with pay.
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To request time off for public duties staff must put requests in writing to their
manager, see guidance notes for further information.
Other types of duties – reasonable time off will also be allowed for other duties
such as jury service, trade union activities and for employees who are members
of organisations such as the special constabulary and the Territorial Army.
Employees should in the first instance discuss their requests with their manager.
10.

Maternity Leave, Adoption Leave, Paternity Leave and Parental Leave
Please see the Family Leave Policy which includes details on Maternity,
Adoption, Paternity and Parental Leave Pay and Regulations.
To request flexible working after Maternity/Adoption Leave, see the section
above on Requests for Flexible Working.

11.

Employment Break Scheme
An employment break allows an employee to leave their employment on a
temporary basis. It could be used to bring up children, eldercare, care for a
dependent person, undertake research, sabbaticals, re-enter full time education,
travel, or just refresh the batteries!
Applications will be considered on their individual merit, the interests of the
service and the ability to offer suitable employment after the break.
Please refer to section 36 of the Agenda for Change Terms and Conditions of
Service Handbook for more information and guidance relating to taking an
Employment Break. In brief:
•
•
•
•
•

Applications should be submitted in writing
All breaks should be subject to an agreement between the employer and
employee before the break begins.
Open to all employees who have a minimum of twelve months’ service.
Maximum length of break is 5 years; minimum length of break is 3
months.
If the break is longer than one year, there will be a return to as similar a
job as possible.

If a member of staff chooses to take an employment break at any stage during
their career their pay progression will be ‘frozen’ at the pay point they have
achieved at their last working day. The member of staff therefore returns to work
at the same pay point they left on including any cost of living increase awarded
during the employment break period. This incremental credit must be stopped
and restarted by the employees’ line manager via change notices at the start and
end of the employment break period.
12.

Secondments
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The CCGs support and encourage staff to be given the opportunity to take up
another post within the CCGs or the NHS for an agreed, limited period and then
return to their post or a similar one after the secondment. This allows staff to
develop skills and expertise in other areas and should be considered in the
context of staff’s personal development plans.
For more information refer to the secondment policy.
13.

Flexible Retirement Options
This gives an opportunity for members of the CCG’s staff to work flexibly,
balancing work and home life more effectively. It may be that a member of staff
approaching retirement wants to spend more time with family members, to
pursue other leisure activities or, quite simply, wants to spend less time at work
and more time at home.
There are a number of flexible retirement options available but some are
dependent on whether staff are in the 1995 section or the 2008 section. Further
information is available from the Pension’s Agency website – www.nhspa.gov.uk

14.

Time off to Train
From 6th April 2010 employees have the legal right to request time off from work
to undertake training or study. Staff must have at least 26 weeks continuous
service to be able to make the request and all requests must be in writing. If
approved time off would be taken as unpaid leave.
Manager’s must respond to requests within 28 days, inform the employee in
writing of their decision and give a clear business reason if the application is
declined.
The full process is outlined in the guidance notes.

15.

Further Guidance
Further information and the relevant forms can be found in the Work Life Balance
Guidance Notes for Managers and Staff.

16.

Monitor and Review
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an
annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring the
delivery of this policy.
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WORK LIFE BALANCE GUIDANCE NOTES
FOR MANAGERS AND STAFF
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1.

Introduction

NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups hereafter known
as the “CCGs” will comply with both the spirit and the letter of the law in ensuring that all
employees have a robust system to assist them in achieving a work/life balance. It is
recognised that the provision of the different types of leave within the work life balance policy
is key to being able to demonstrate this commitment.
2.

Purpose

The purpose of these Guidance Notes is to provide managers and employees with
information and guidance about entitlements to the different types of leave arrangements as
specified in the Work Life Balance policy. These guidance notes should be read in
conjunction with the Work Life Balance Policy. Copies of the forms outlined in these guidance
notes are also available on the intranet.
3.

Flexible Working

3.1

Right to Request Flexible Working

From April 2009, parents of a child aged 16 or under, or a child with a disability up to the age
of 18 who receives Disability Living Allowance (DLA), have a legal right to request a variation
in their contract terms to enable them to cope more easily with childcare responsibilities.
Requests can be to change hours of work, days of work or place of work.
In line with the regulation of April 2007, the right to request a variation in contract terms is also
available to carers. The definition of “carer” includes an employee who is, or expects to be,
caring for an adult who:
(i) is married to, or the partner or civil partner of the employee; or
(ii) is a *relative of the employee; or
(iii) falls into neither category (i) nor (ii), but lives at the same address as the employee
*A relative for this purpose is a partner, spouse, civil partner or relative -mother, father,
adopter, guardian, special guardian, parent-in-law, son, son-in-law, daughter,
daughter-in-law, brother, brother-in-law, sister, sister-in-law, uncle, aunt or
grandparent. Step-relatives and half-blood relatives are also included, as are adoptive
relationships and relationships which would have existed but for an adoption, i.e. an
employee’s natural relatives.
Managers will need to give serious consideration to such requests and will therefore need to
reconsider ways in which work is organised to allow for more flexible arrangements.
The CCGs would wish to accommodate flexible working where possible in support of the
Improving Working Lives initiative and therefore flexible working is available to all staff not just
those with caring/parental responsibilities.
If a change is agreed, it will be permanent and therefore constitute a change in terms and
conditions of employment.
2
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3.2

Eligibility
•
•

3.3

Employees must have 26 weeks continuous employment with the CCG’s and:
Must not have made another application to work flexibly under the right during
the past 12 months

The Application Process
•
•
•
•

Requests must be in writing to the manager using the attached form. It must
identify the change requested and indicate how the CCG’s could cope with it.
The Manager must hold a meeting with the employee within 28 days of receiving
the request, at which they have the right to be accompanied by a union rep or
workplace colleague.
A decision must be given in writing within 14 days. If the request is turned down,
the reasons must be given.
The employee can appeal using the Grievance and Disputes Policy. If a request
is turned down the employee cannot make another application for a year.

All of the above time limits may be extended by agreement.
3.4

Reasons for Turning down Requests

A request may be refused on the grounds of:
•
•
•
•
•
•

detrimental affect on the service
extra cost
inability to reorganise work amongst existing staff
inability to recruit replacement staff
a lack of work during the employees proposed working periods
planned structural changes

A refusal must be for genuine and justifiable reasons.
The flow chart below also outlines the process
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GUIDANCE ON PROCEDURE FOR REQUESTS TO WORK FLEXIBLY
Member of staff approaches manager to work
flexibly, reasons could be:
•
Caring responsibilities/Childcare responsibilities
•
Want a better work/life balance – more time at
home for other things

Is the request in writing?
Follow the time-scales and
process above

Has the staff member considered a
compromise between their needs and
service needs? Do they have good
reason, e.g. caring responsibilities?

No
No
Use attached form
Need to go away and do that
first, taking into consideration:
•
Benefits for service
•
Impact on them as an
individual and on the service
•
How can get round the
change

No

Is the proposal workable?
Meet to discuss it within 28 days.
Employee can bring union rep or
workplace colleague

Reasons for turning down a
request:
•
Detrimental effect on the
service
•
Extra cost
•
Inability to reorganise work
•
Inability to recruit
replacement
•
Lack of work during
proposed working periods

Is there a workable compromise?
A decision must be given in writing
within 14 days after this period

Set a trial period date, i.e. 3mths,
6mths etc…/Fill in change notice
and confirm in writing.
Be clear if this is a temporary
change or permanent change

No
Employee has the right to an
appeal, and both manager and
employee can seek advice from
the CCG HR Business Partner.
An appeal will be dealt with
through the Grievance and
Disputes Policy.

Review
Both parties need to be honest – is it working
for the service and the individual?

No

Formalise in writing and fill in a change note

4
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FORM TO REQUEST FLEXIBLE WORKING
TO BE COMPLETED BY EMPLOYEE
Name:
Post:
Name and DOB of
child or adult with
caring needs:
Give details of the
flexible arrangements
you are requesting:
What difficulties might
this cause at work?
How might these
difficulties be
overcome?
Signature
Date
TO BE COMPLETED BY MANAGER
Date request received:
Date of meeting (must
be within 4 weeks of
request):
Decision (must be
within 2 weeks) – if
application turned
down, state reasons:
Manager’s name:
Post:
Signature:
Date:

Copies to:

Employee
Employee’s personal file
CCG HR Business Partner
5
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SECTION 4 - REQUESTS FOR TIME OFF FOR DEPENDENTS/COMPASSIONATE LEAVE
What is the member of staff asking for?

Emergency time off?
For example:
•
Childminder is ill;
•
Child is ill, cannot go to school,
carer, ect…
•
Dependent relative is injured or
taken ill.

Flexibility to cope with a domestic
situation?
For example:
•
Death of a close relative or
dependent;
•
If a dependent comes out of
hospital;
•
Appointment of a dependent /
relative with a consultant
•
Bullying of a child at school

Consider what is the appropriate action?
• Paid leave, annual leave, or unpaid leave
• Parental leave
• Flexible working
• Reduced hours

Paid Leave (1-3 days for emergencies) (1-5 for
compassionate leave)
Is it a relevant reason? Is it justifiable?
Has the member of staff had regular time off
for similar reasons, if so, how much? (If not had
any previous time off could consider giving most
of request, otherwise could consider 50/50, or
giving some time and the rest they make up
themselves

NO

Parental leave – see
Family Leave policy

Flexible Working –
see overleaf

Consider alternatives e.g.
•
Annual leave,
•
Unpaid leave,
•
Swapping shifts, ect…
Both manager and employee
can seek advice from the CCG
HR Business Partner.

Is there anyone else that can share the caring
time, i.e. partner, family member, friend, ect

Definition of a Carer
“A carer is anyone, irrespective of
age, whose life is in some way
restricted because of the need to
take responsibility for the care of
a person who has a mental health
problem, a learning disability, is
physically disabled , is elderly
and frail or whose health is
impaired”

Is it going to be an ongoing problem?
Will they need to meet regular appointments,
consultations, hospital visits ect.

Agreeing a compromise – how much of the time
is it reasonable to give as Paid leave and how
much can be met by swapping shifts, working
flexibly, agreements with colleagues ect …

Report via weekly other absence
return using appropriate code to
record type of leave granted

Review
Both parties need to be honest – is it working for
the service and the individual
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RECORD OF TIME OFF FOR DEPENDENTS, DOMESTIC RESPONSIBILITIES AND
COMPASSIONATE LEAVE
TO BE COMPLETED UPON RETURN TO WORK
Name:

Post:

Department:

Base:

Reason for leave:

Details of leave granted e.g. paid/unpaid/annual leave/TOIL/flexible hours (indicate numbers of
days/hours where appropriate)

Manager’s Authorisation

Signed: ..............……………………......... Name: .....………………………...............
Position: .............……………………......... Date: ...........……………………………......

NB.
1 Completed form retained on individual’s file
2 Necessary details notified to Workforce Information Team via weekly notification of other
absence
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5.

Time Off for Public Duties

This policy reflects the CCG’s recognition of its role in the community by supporting staff to
undertake essential civic and public duties. The CCGs will allow reasonable time off for such
activities and may contribute by giving some of that time off with pay. The policy meets all
legal and Agenda for Change terms and conditions obligations through the provision of paid
or unpaid leave.
The amount of leave granted to a member of staff is at the discretion of the line manager.
He/she must decide what is reasonable in the circumstances having regard for:
- The amount of time required to perform such duties
- The amount of time previously permitted to that individual and whether it was paid or
unpaid
- The effect on the service provision
In order to do this, members of staff should produce in advance where possible written
information outlining dates and times and frequency of meetings/training commitments etc. for
the year. This will assist the line manager in deciding how much time off is reasonable and
how much of that time off will be paid and unpaid.
Leave is applicable to both full and part time members of staff, although it may be appropriate
for part timers to be granted leave pro rata. Types of public duties:
•
•
•
•
•
•
•
•
•
•
•
•
•

Serving as a justice of the peace
Attendance at court as a witness or on jury service *
Membership of a Local Authority
Membership of the Broads Authority
Membership of the National Rivers Authority
Membership of a NHS Trust, a Regional or District Health Authority or Family Health
Services Authority
Attendance as a member at meetings of Community Health Councils
Membership of any statutory tribunal
Membership of a Board of Prison Visitors
Membership of the managing or governing body of an educational establishment
maintained by a Local Education Authority.
Membership of a governing body of a grant-maintained school, further or higher
education corporation or of a school board or board of management of a college of
further education or self governing school.
Training with the reserve or cadet forces
Attendance as a witness at appeal hearings

* Courts will reimburse wages to the CCGs on application. Also, applications can be made to
the courts to excuse staff from jury service in exceptional circumstances where they cannot
be spared.

8
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6.

TIME OFF TO TRAIN

From 6th April 2010, employees have the legal right to request time off from work to undertake
training or study.
This request covers training or study that will “help the employee to be more productive and
effective at work and that helps their employer improve productivity and business
performance”. If approved, time off would be taken as unpaid leave.
To make an application, the employee must write to their line manager and include the
following details:
•
•
•
•
•
•
•

Outline the subject matter of the training
When and where the training will take place
Who will provide or supervise it
The name of the qualification (if any) to which the training will lead
An explanation of how it will help the organisation
The date of the application
Where the employee has made a previous request and, if so, the date of that request

Line manager’s must respond within 28 days and inform the employee in writing of their
decision. It is however, good practice to meet with the employee to discuss the request and
respond in writing informing the employee of the final decision.
There is not a right that all requests must be approved but, like flexible working legislation,
there must be a genuine business reason for declining the request. Genuine business
reasons are as follows:
•
•
•
•
•
•
•

The proposed training would not improve the employee’s effectiveness within the
workplace or lead to an improvement in performance of the organisation
The burden of additional costs would be too great e.g. temporary cover for a business
critical role
There will be a detrimental effect on your ability to meet customer demand / deliver
patient care
You would be unable to re-organise work amongst existing staff or recruit additional
staff
There will be a detrimental effect on quality or performance
There will be insufficient work during the periods the employee purposes to work
There are planned structural changes to the organisation.

A refusal needs to be in writing and include the following:
•
•
•

The reason for refusing the request
Why this reason applies
The appeals procedure

An agreed request needs to be in writing and include:
9
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•
•
•
•
•

The subject of the training
When and where it will take place and the timetable for its delivery
What qualifications (if any) the training will lead to
How the cost of the training will be met
How the time will be taken and whether it is paid or unpaid

Employees can appeal against a decision to refuse an application for time off for training by
writing to their line manager within 14 days of receiving the written refusal.
Under the legislation only one request can be considered in any 12 month period. Managers
should however discuss ongoing training and development needs with employees during the
appraisal and six month review and also as part of one to one’s throughout the year.

10
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FLEXIBILITY SCHEME APPLICATION FORM
Assignment No: …………………………
Department: ……………………………………….……………………………………..
Surname: ………….………………………………
Forename(s):……………………………………..
Title:………………………………………………...
Job Title:…………………………………………..
Nature of Changes
CHANGING FROM:
(insert details of current work
pattern)

TICK
CHANGE
REQ’D

CHANGING TO:

UNPAID LEAVE (this can be
anything between a minimum
of 1 week and a maximum of
12 weeks and this must be
taken between April and March
of the following year (annual
leave year) in agreement with
your line manager).

PURCHASING OF
ADDITIONAL ANNUAL LEAVE
(up to a maximum of 2 weeks
contractual, per leave year)

11

……… weeks unpaid leave
during the year holiday year
– April to March. This will
be considered as unpaid
leave with permission and
as such pension
contributions will be
required to be paid on this
service. I agree for my
salary to be amended
accordingly and for the
monies relating to the
unpaid leave to be deducted
from my salary over the
appropriate 12-month leave
period. If I leave the
employment of the CCG
within the 12-month leave
period I specifically
authorise the CCG to
recover outstanding monies
from my salary.
Purchase ……… weeks
additional annual leave
during the leave year April
to March.
I agree for my salary to be
amended accordingly and
for the monies relating to
the purchased annual leave
to be deducted from my
salary over the appropriate
12-month leave period. If I
leave the employment of the
CCG within the 12-month
leave period I specifically
authorise the CCG to
recover outstanding monies
from my salary.
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I understand that by completing and submitting this for I am committing to a
change in my Terms & Conditions of Employment as detailed above.
Signed
(employee):……………………………………………………………………………………………………
Date:……………………………………………………………………………………………………………………
…
To Be Completed by Authorised Signatory/ Budget Holder – (you will need to complete a Change Note as
well as this form).
I confirm that the changes detailed above have been discussed and agreed with myself and confirm that
the business needs of the organisation can continue to be met.
Line Manager/Authorised Signature

…………………………………

Print Name

…………………………………

Date

……………………………

12
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INTRODUCTION
NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups
(hereafter known as the ‘CCGs’) are committed to ensuring the highest possible
standards of service and the highest possible ethical standards in delivering this
service. It is the responsibility of all staff to ensure that if they become aware
that the actions of other employees or officers of the CCGs or anyone working
for, with or connected to it might compromise this objective, they will be expected
to raise the matter.
The Public Interest Disclosure Act 1998 encourages employers to establish
procedures that protect staff who disclose information about the CCGs and its
activities. This policy and procedure have been developed to support and assist
staff to bring genuine concerns to the attention of appropriate people within the
CCGs who can take the relevant action.
This policy applies to all Trust employees, contractors and volunteers.
This policy will be applied equally to all staff covered by the policy and in
accordance with the CCGs’ Equality and Human Rights Policy. The fair and
equitable implementation of this policy will be monitored by the CCG HR
Business Partner.
PURPOSE
The CCGs have a responsibility as an employer to ensure that staff are aware of
their right to raise concerns about potential poor practices or wrong-doing within
their organisation ~ this is often referred to as “Whistle-blowing”.
Staff have protection under the Public Interest Disclosure Act 1998.

RESPONSIBILITIES
THE GOVERNING BODY is responsible for monitoring this procedure and the
concerns/issues that are raised as a result.
THE DIRECTORS OF PARTNERSHIPS AND GOVERNANCE will provide a
point of contact for staff who wish to raise concerns under the provision of this
policy and who feel it is inappropriate to raise the matter through their Line
Manager.
MANAGERS in the CCGs have the responsibility to:
•
•
•

Consider staff concerns carefully and (where necessary) to undertake an
investigation
Understand the difficult position that the individual staff member may be
in.
Seek appropriate advice from one of the Directors of Partnerships and
Governance
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•
•
•
•

Take prompt action to resolve the concern or refer it on to one of the
Directors of Partnerships and Governance.
Keep the member of staff informed about the ongoing processes and/or
proposed solution.
Regularly review situations that have been reported to them.
Ensure individuals who genuinely report concerns are not penalised or
discriminated against in any way.

EMPLOYEES will be responsible for:
•
•

•

Ensuring that the best standards of care are achieved.
Reporting their concerns to a member of CCG staff as outlined in this
procedure (particularly if they consider that something is happening which
might compromise the above mentioned standards of care).
Raising concerns in good faith with a true belief that poor standards of
practice have occurred.

POLICY IN PRACTICE
Confidentiality
The CCGs recognise the difficulty staff may face in raising their concerns, and
assures them support and confidentiality during the initial investigation process.
The CCGs will seek to protect the confidentiality of members of staff who raise
matters of concern where possible unless required to provide evidence as part of
an official or external investigation.
It will be the responsibility of the investigating manager to determine (along with
the person raising the issue) the degree of confidentiality under which the
investigation will take place i.e. the subject of the complaint may not be aware of
the issues raised.
Employees are reminded that disclosure, even where warranted, does not give
an employee the right to disclose confidential information of the employer e.g.
patient records/information, personal details etc.
The employee must have a reasonable belief in a relevant failure having
occurred and the disclosure must be made in good faith to the CCGs’
management. They must also reasonably believe that the disclosure and any
associated allegations are substantially true and must not be motivated by
personal gain.
Raising a Concern
All staff who reasonably believe they have a concern(s) that relates to one of the
following areas:
-

Malpractice/ill treatment of patients/clients
Endangering the Health & Safety of any individual
Damage to the environment
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-

A failure to comply with a legal obligation
A criminal offence
A miscarriage of justice
Exposing fraud
Concealment of any of the above

Are encouraged to use the internal procedures laid out in this policy document,
prior to reporting the issue to any external routes that may be available.
In certain cases, it is recognised that individuals may be reluctant to raise their
concerns, particularly if the conduct or action of a colleague is involved.
This
may be true particularly where the concern is about a member of staff in a senior
position or from a different discipline or profession.
The CCGs are keen to ensure that staff feel able to raise such concerns
confidentially and without fear of any subsequent action being taken against
them.
If however, a member of staff feels that they have been discriminated
against as a direct result of raising their concern, they should report the
discrimination to the CCG HR Business Partner as soon as possible, who will
nominate an independent HR professional or staff-side representative to support
the individual in resolving such an issue.
If a member of staff raises an issue/concern and asks the CCGs to protect their
identity by keeping confidence, the CCGs will not disclose it without their
consent.
If the situation arises where the CCGs are unable to resolve the
concern without revealing the staff members identity (for instance because
evidence is needed in court), the CCGs will discuss with the member of staff
whether they can proceed.
Any potential issues/concerns relating to fraud or corruption allegations must be
raised in line with any CCG guidelines around fraud and corruption. This may
require any potential cases of fraud and corruption to be referred to the CCGs’
contact in the Local Counter Fraud Team. In the first instance, staff should raise
any concern with one of the Directors of Partnerships and Governance who will
make a decision on whether to contact the Local Counter Fraud Team.
Under no circumstances should individual managers investigate any fraud or
corruption issues.
The options available to staff are as follows:
(a)
An informal approach.
(b)
Reference to the Directors of Partnerships and Governance who are
outside the formal line management structure.
(c)
Reference to Staff-side/Union Representatives.
In all cases, members of staff have the right to discuss their concerns with the
Accountable Officer. However, staff are encouraged to use the internal
procedures (informal and formal) as laid out within this policy, in the first instance.
Whilst pursuing the aim of openness, it is imperative that patient confidentiality is
maintained and that confidence in the services provided by the CCGs is not
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unreasonably undermined.
Similarly, as members of staff have certain
obligations and loyalties to the CCGs as their employer; it is important that the
employer/employee relationship is not compromised.
Employees may contact their staff side representative for confidential advice
about how and when to raise concerns at work.
Informal Procedure
Wherever possible, concerns about health service issues should be resolved
informally i.e. between the member of staff and his/her line manager. With this
in mind, managers will:
-

Take the concern seriously
Consider the issues fully and sympathetically
Recognise that raising a concern can be a difficult experience for some
staff.
Seek advice from appropriate health care professionals where necessary.

The line manager should investigate the allegations thoroughly. The member of
staff will receive an initial verbal response within 7-10 working days and a
subsequent written response.
In the event that the member of staff is not satisfied with the outcome they will
have the right to raise the issue with one of the Director of Partnerships and
Governance.
Formal Procedure
The Director of Partnerships and Governance will begin the appropriate
investigations (the Director may appoint an investigating officer). In the event of
the concern being related to one of the Director of Partnerships and Governance,
the issue should be raised directly with the Accountable Officer.
The Director of Partnerships and Governance will provide a formal written
response regarding the outcome of the investigation to the member of staff within
10 working days.
In the event of the issue not being resolved the issue will be referred to the
Accountable Officer for resolution within 1 month.
Role of the Director of Partnerships and Governance
The Director of Partnerships and Governance will be an alternative point of
contact for staff who wish to raise concerns under the provision of this policy or
where there has been a failure to resolve the issue through the informal route.
S/he will arrange an initial interview which will be strictly confidential and will
ascertain the area of concern. At this stage, the member of staff will be reassured about protection of confidentiality and possible reprisals. S/he will also
be asked whether or not he wishes to make a written or verbal statement. In
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either case the Director of Partnerships and Governance will write a brief
summary of the interview, which will be agreed by both parties.
Role of the Staff Side/Professional Organisations
All staff have the right to belong to and, therefore, to consult and seek guidance
from their Staff-Side Representative or Professional Organisation or from a
statutory body such as the Health & Safety Executive, the Nursing & Midwifery
Council or the General Medical Council.
Raising Concerns Outside the Organisation
An employee who, having exhausted all of the internal procedures, remains
dissatisfied with the outcome of the investigation, has the right to pursue the
matter in the public arena.
Under the Public Interest Disclosure Act (1998), an external disclosure may only
be justified if, the staff member has a genuine and reasonable belief that the
concern amounts to:
•
•
•
•
•

A criminal offence
Failure to comply with a legal obligation
A miscarriage of justice
Danger to health, safety or the environment
The concealment or cover-up of information relating to any of the above

Wider disclosures, to the media or MPs, would not be justifiable unless the
member of staff could also show that:
•
•
•

an exceptionally serious issue had been previously raised with the
employer or prescribed regulator and had not been resolved; or
he/she reasonably believes that they will be subjected to a detriment if the
concern is raised directly with the CCGs or with a regulator; or
He/she believes that the CCGs will cover up the failure or destroy the
evidence if a disclosure is made directly to the employer.

MONITORING
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an
annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring the
delivery of this policy.
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ENSURING EQUALITY OF OPPORTUNITY
-

-

-

Staff, whose first language is not English, will have access to interpreters,
should they require the service, when reporting their concerns.
Staff with mobility impairments will be able to request to meet in a ground
floor, or other mutually agreed accessible room.
Staff with hearing impairments, may request the attendance of a sign
language interpreter and/or a loop system. Alternatively, they may submit
their concern in writing.
Staff with visual impairments, may request that written responses are
recorded on to audio tape or CD.
Staff who require any adjustments not indicated in the above list should
ensure that the person they are reporting their concern to, is aware of the
adjustments that they require.
Requesting an adjustment within the guidelines of the Equal Opportunity
legislation and/or good practice, should not preclude an individual from
raising their concern.

APPENDICES
(a)
Guidelines for Initial Discussion (for use by Line Managers and Directors of
Partnerships and Governance)
(b)
Policy Flow Chart
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Appendix A
Guidelines for Initial Discussion
(For use by Line Managers and Director of Partnerships and Governance)
This sheet is a suggested structure to support Line Managers and Directors of
Partnerships and Governance in gaining the relevant and appropriate information to
enable them to make a decision about how to proceed with the concern.
1.

Thank the staff member for telling you about their concern, even if they appear to
be mistaken

2.

Respect and heed legitimate staff concerns about their own position/career

3.

Manage expectations and respect promises of confidentiality

4.

Remember there are different perspectives to every story

5.

Determine whether there are grounds for concern and investigate if necessary in
line with the timescales outlined in the policy

6.

Record the details of concern
What has happened?
When did it occur?
Where did it occur?
Who was involved?
How long has this been happening?

7.

Are there any other witnesses?

8.

Is there any supporting information?

9.

How did the member of staff become aware of incident/occurrence?

10.

Has the matter been raised with anyone else, if so whom?

11.

Name of persons to whom disclosure made.

12.

Any actions agreed and anticipated timescales.

Directors of Partnerships and Governance are encouraged to take full notes of their
discussion with the member of staff. However, the notes should not make reference to
the individual reporting the concern, in order to protect and maintain their confidentiality.
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Appendix B

Member of staff wishes to raise a concern

Line Manager

Director of Partnerships &
Governance

Manager will listen to all the
facts presented and will
undertake a full investigation
of the concerns raised and
will respond to the member
of staff within 3 working
days

Director of Partnerships and Governance will
conduct an initial interview with the member of staff.
Obtain a written or verbal statement and write a brief
summary which will be agreed by both parties. A
response will be sent to the member of staff within
10 working days.

Staff-side
Representative

Staff/Union rep will listen
to the concern and agree
the facts with the staff
member before liaising
with a designated officer
within 2 working days

Resolved?

Ye

No Further
Action
Required

Raise concern
with
Accountable
Officer

N

Ye

Resolved?

Highlighted Boxes Indicate the Informal procedures within the Policy

No

No

Resolved?

Employee has right
to raise matter in
public arena in
accordance with the
Act

Ye

No Further
Action
Required

* All cases involving fraud and corruption must be investigated by the Local Counter Fraud Service
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1.

INTRODUCTION

NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups
(hereinafter known as the "CCGs" is committed to delivering a high quality service
and therefore recognises the importance of managing unsatisfactory performance in
a positive and supportive manner.
In managing unsatisfactory performance it is important to differentiate between
unsatisfactory performance due to a lack of ability, skill, knowledge, experience or
aptitude, ill-health/disability and unsatisfactory performance due to conduct or
negligence.
Where ill health/disability is the reason for unsatisfactory work performance, the
CCG’s Sickness Absence Policy should be used.
Unsatisfactory performance due to conduct or negligence, where the employee is
capable of carrying out their role but their performance is inadequate due to lack of
attention, motivation, or misconduct the CCG’s Disciplinary Procedure should be
used.
This policy will be applied equally to all staff covered by the policy and in accordance
with the CCG’s Equality and Human Rights Policy. The fair and equitable
implementation of this policy will be monitored by the CCG HR Business Partner.
2.

AIM

The aim of this Policy and Procedure is to provide a framework which will enable
managers to identify and address issues of unsatisfactory performance in a fair and
consistent manner and to enable the employee to reach the required standard of
performance.
To identify constructive action which can be taken to resolve capability problems and
through this supportive action enable employees to reach an acceptable standard of
work, where possible
To provide a fair and consistent procedure leading to redeployment or termination of
employment where remedial action has been ineffective
3.

POLICY STATEMENT

The objective of this policy is to ensure that matters of unsatisfactory performance
are subject to fair and consistent treatment.
4.

SCOPE

This policy applies to all staff employed by the CCGs with the exception of Medical
and Dental Staff.
This policy does not cover the following:
 Poor performance due to ill-health (Sickness Absence Policy)
 Poor performance as defined in the Disciplinary Policy
 Poor performance connected to a disability
2
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5.

RESPONSIBILITIES

This policy and related procedures have been written through a partnership of
managers, staff side representatives and HR staff.
Responsibility of the CCGs
The responsibility of the provision of an agreed Capability Policy and Procedure lies
initially with the CCGs.
The CCGs will ensure through the line management structure that staff are
appropriately trained for the positions they hold.
Responsibility of the CCG HR Business Partner
To provide training, advice and support to managers/supervisors dealing with matters
of unsatisfactory performance
To provide advice/support to an employee whose performance is giving cause for
concern.
To provide advice and support at all stages of the formal procedure
To monitor the use of the policy
Responsibility of Managers
To ensure that they are aware of the policy and how to begin to resolve matters of
poor performance in a fair and consistent manner
To ensure that all employees are made aware of this policy
It is the responsibility of all managers and supervisors employed within the CCGs to
ensure that the standards of performance expected of the employee is fully explained
so they know what is expected of them.
To ensure that all employees receive performance reviews.
Where it is identified that an employee is not performing to the required standard
agree measurable objectives with the employee.
Responsibility of Employees
Employees must inform their manager should they feel there are certain
competencies within their job that they are not fulfilling.
Where it has been identified that an employee is not performing to the required level
it is their responsibility to agree measurable objectives with their manager.
Employees must participate in performance reviews with their manager

6.
SETTING STANDARDS
On commencement of employment the standards of performance expected of the
employee should be fully explained so they know what is expected of them.
This should be
3
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Clear job descriptions, person specifications
Clear explanation of standards required at induction
Careful monitoring of workplace induction
Professional codes of conduct/practice
Fair and objective assessment interviews together with the identification of
relevant training needs
Regular discussions between supervisors/managers and employees to ensure
that standards are being accurately communicated and maintained.

7.
FACTORS THAT COULD CAUSE POOR PERFORMANCE
The following are examples and are not intended as an exhaustive list
Inadequate Selection Methods
When filling a vacancy it is important to ensure that the successful candidate has the
ability to carry out the duties of the post. It is therefore important to follow the correct
selection procedures as stated in the Recruitment & Selection Policy.
Inadequate Training
This could occur, when a Manager fails to provide adequate induction or ongoing
training as required. It could also occur when an employee transfers to another post,
and often is not trained to carry out the duties of that post. Particular care is required
for employees who lack experience of working life and for disabled employees or
employees who become disabled during their employment.
Working Conditions
The environment in which an individual carries out their duties may be responsible,
wholly or in part for an unsatisfactory level of performance.
Lack of Understanding of Job Role
Whilst an employee may otherwise be competent, they may fail to fulfil the
requirements of the job, if these have not been properly communicated to them.
Work Standards
The standards required of employees should be appropriate and relevant to the post.
Relationships with Colleagues
Difficult relationships with other colleagues could have a detrimental effect on
performance.
Domestic Circumstances
Factors not directly concerned with work may never the less have a detrimental effect
on performance.
Health Problems/Alcohol & Substance Abuse
This can cause inadequate performance and should be dealt with in the CCG’s
Policies specifically dealing with these circumstances, e.g. Sickness Absence Policy
and Alcohol & Substance Misuse Policy
Inability
The employee may not possess the necessary competence and may not be retrainable
Failure to Adequately Fulfil their Duties
Wilful refusal of a reasonable management instruction or negligence. These should
4
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be regarded as misconduct and be dealt with under the CCG’s Disciplinary
Procedure.

8.

SUPPORTING STAFF WITH DISABILITIES

The Equality Act 2010 provides that employers have a statutory requirement to give
consideration to making a reasonable adjustment to any aspect of work
arrangements, or of the premises which have a substantially disadvantageous effect
on the disabled person’s performance.
Examples of Reasonable Adjustments:
• Make adjustments to premises
• Allocate some of the disabled person’s duties to another person
• Transfer to fill an existing vacancy
• Alter working hours
• Assign to a different place of work
• Allow to be absent during working hours for rehabilitation,
assessment or treatment
• Arrange for employee to receive training/retraining
• Acquire or modify equipment
While disability is in no way routinely associated with performance problems,
managers must consider the possibility that under-performance is the result
of a disability. If this is the case, there is a statutory duty to make
reasonable adjustments to the working arrangements to help reduce the
disadvantage the staff member might otherwise experience. For example, it
may be reasonable to provide specialist equipment to assist the staff
member or to re-organise work allocation within a team.
Should the manager believe that the underperformance is associated with a
suspected disability, they must refer the member of staff to Occupational
Health as soon as possible for further support and guidance.

9.

PERFORMANCE APPRAISAL PROCESS

The appraisal process is a system for regularly reviewing and recording the
performance, potential and development needs of an employee. The PDR will
ensure that employees are clear about what is expected of them and how they will
be supported. The process is two-way and provides an opportunity to help identify
and reveal problems which may be restricting progress and causing poor work
performance.
It is a continuous process and not limited to a formal review once a year. It is
essential where work performance problems arise they are addressed at the time,
rather than waiting for the annual review.

5
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10.

PERSONAL DEVELOPMENT

The key to longer-term improvement in performance is personal development.
The performance appraisal process identifies these needs but Line Managers must
formalise and agree a development plan, which may include formal and/or informal
development activities.
11.

RIGHT TO BE ACCOMPANIED

Each employee has the right to ask for assistance and support from the Trade Union
to which they are a member. Employees have the right to be accompanied at any
stage of the formal procedure by a staff side representative. If an employee is not a
member of a Trade Union they also have the right to be accompanied by a work
place colleague, not acting in a professional capacity.
However it would not normally be reasonable for an employee to insist on being
accompanied by a companion whose presence would prejudice the hearing nor
would it be reasonable for an employee to ask to be accompanied by a companion
from a remote geographical location if someone suitable and willing is available
locally.
The companion should be allowed to address the hearing to put and sum up the
employees case, respond on their behalf to any views expressed at the hearing and
confer with them during the hearing. The companion does not have the right to
answer any questions on the employees behalf, address the hearing if the employee
does not wish it, or prevent the employee from explaining their case.
If an employee’s companion is unavailable, it is the responsibility of the employee, so
long as it is deemed reasonable, to suggest another date which is not more than 5
working days after the original date of the meeting or appeal hearing.
Employees have no right to under this procedure to be accompanied by anyone else
(e.g. a spouse, partner, other family member or legal representative) other than those
persons previously referred to.

12.

POLICY IN PRACTICE: PROCEDURE

The following procedure is intended as a framework to ensure consistent and fair
treatment for all staff.
12.1 INFORMAL PROCEDURE
Monitoring, Coaching, Counselling
Most matters of unsatisfactory performance can be resolved through a combination
of monitoring, coaching and counselling. The initial counselling will not constitute
formal action under the capability procedure however the employee should be fully
aware that counselling is taking place and clear about the nature of the perceived
shortfall in their performance.
Where a shortfall in an employee’s performance is identified an initial meeting should
be arranged between the supervisor/manager and the employee. The discussions
should include:


a clear explanation of the area/s of weakness causing concern
6
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identification of any underlying causes



a clear statement of the standards being set



timescales for the achievement of the standards



an explanation of the consequences of failure to achieve standards



encouragement and assistance to improve



date for review

Particular attention should be given to the provision of constructive support e.g.:

adequate training



additional supervision



coaching or appropriate intervention

Where new tasks are being introduced and are causing difficulties, particular
attention should be paid to further training and development needs.
Managers/supervisors should keep records of any occasions when discussions have
taken place, of all the issues raised, agreed actions and timescales and provide a
copy for the employee.
During the period of time given to achieve the required level of performance it is
important to agree regular reviews to keep the employee informed of their progress.
This informal process must be followed at least once before invoking the formal
Capability Procedure. If the CCG HR Business Partner has not already been involved
they must be consulted prior to taking the formal action outlined below.
12.2 FORMAL PROCEDURE
Where after reasonable opportunity for improvement, performance remains below the
required standards, the manager will consider formal action. The employee should be
informed of the managers continued concern. Example letters for each stage of the
process below can be found at Appendix 1 to Appendix 5.
Stage 1
 The manager will write to the employee, identifying the area/s of weakness
causing concern, giving reasonable notice of a formal capability meeting in the
presence of a Human Resources representative. This should notify the employee
of their right to be accompanied at the meeting.


At the meeting the manager identifies the area/s of weakness causing concern



At the meeting the employee will have the opportunity to state their views and
explain any mitigating circumstances



The reasons for the shortfall are explored and any remedial action to be taken is
identified and an action plan is agreed by both parties that details the
improvements required, the targets and timescales, together with a review date
7
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The plan should be monitored in line with the timescales agreed (ranging from 13 months but not normally exceeding 3 months) However timescales may be
longer or shorter depending on the nature of the employees duties



A written record of the meeting will be kept and given to the employee.



It should not be assumed that the first formal meeting will automatically result in
the employee being issued with a ‘notification of unsatisfactory performance‘.



Any action taken will be confirmed to the employee within ten working days,
setting out the nature of the unsatisfactory performance, any steps necessary to
remedy the situation and the timescale for review. If appropriate the letter must
state that a ‘first notification of unsatisfactory performance’ has been issued and
describe the likely consequence of a failure to improve performance by the review
date.



The written record will remain on the employees file for 12 months after which it
will be removed provided the employee reaches the level of performance required
by the review date.



Any reoccurrence of poor performance during the 12 months, which becomes
apparent following monitoring, coaching, counselling, may result in further formal
action.



If the employee is aggrieved by the issuing of the ‘first notification of
unsatisfactory performance’ they may raise the matter through the CCGs’
Grievance Procedure.



If poor performance reoccurs after the 12 month period the full procedure will
normally be reapplied.



At the end of the review period a formal capability review meeting will be
arranged between the manager and the employee, in the presence of a Human
Resources Representative. The employee will be notified of his/her right to be
accompanied at this meeting.



Where the employee has reached the required levels of performance they should
be informed that their current performance has reached the required standard.
Support and encouragement should continue to be offered.



If the employee has failed to reach the required levels of performance within the
agreed timescales then the manager should move to stage 2.

Stage 2.
If the employee has failed to reach the required levels of performance the employee
will be invited to attend a formal capability meeting which will be chaired by the
manager who is the next level above the direct line manager (where possible)


The manager will write to the employee, identifying the area/s of weakness that
are continuing to cause concern, giving reasonable notice of a formal capability
hearing in the presence of a Human Resources representative. This should notify
the employee of their right to be accompanied at the meeting.



At the meeting the employee will have the opportunity to state their views and
8
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explain any mitigating circumstances


The reasons for the shortfall are explored and any remedial action to be taken by
the employee is identified



The manager will consider whether further support and training should be
provided.



The manager will discuss with the employee the possibility of:
~ revised duties/hours of work (if available)
~ suitable alternative employment (if available)
~ work at a lower grade for which they are competent (by agreement)



The CCGs are not obliged to create an alternative post. If it is agreed that the
employee is to move into a post that attracts a lower salary, protection of pay and
conditions of service will not apply.



If it is considered that the level of performance is still unsatisfactory the manager
will issue a 'final notification of unsatisfactory performance'



A review date will be set to assess whether or not the required improvement in
performance has taken place within 1 - 3 months depending on the
circumstances and availability of training.



Any action taken will be confirmed to the employee within ten working days,
setting out the nature of the unsatisfactory performance, any steps necessary to
remedy the situation and the timescale for review. If appropriate the letter must
state that a ‘final notification of unsatisfactory performance’ has been issued and
describe the likely consequence of a failure to improve performance by the review
date.



If the employee is aggrieved by the issuing of the ‘final notification of
unsatisfactory performance’ they may raise the matter through the CCGs’
Grievance Procedure.



If the employee has failed to reach the required levels of performance within the
agreed timescales then the manager should move to stage 3.

Stage 3
If the employee does not make satisfactory progress by the review date they will be
invited to attend a formal capability hearing to consider the continued employment of
the employee.


At this stage a panel consisting of the Director of Partnerships and Governance
(who has not previously been involved in the process) and Human Resources
representative shall be convened.



The employee will be notified of the hearing in writing. The letter will detail the
purpose of the hearing; identify the area/s of poor performance and the possible
outcome.



The employee will be notified of their right to be accompanied at the meeting.



In addition, the employee should be advised in the letter that the manager
responsible for monitoring their work performance will attend to give an account
9
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of the review process followed, calling witnesses where appropriate and
presenting any relevant documentation. Copies should be provided to the
employee, prior to the meeting.


The employee should be advised that they will have the opportunity to present
any factors in mitigation.



The panel will hear from the manager responsible for monitoring their work
performance first. The employee will then have an opportunity to put forward any
factors in mitigation. The panel will then adjourn to make their decision.



If no exceptional circumstances are put forward to explain the work performance,
the panel should consider whether the employee’s employment should be
terminated on the grounds of capability.



If there is an opportunity at this stage which would allow the employee to transfer
to an alternative post the panel may wish to consider offering this as an
alternative to dismissal on the grounds of capability. The employee should be
placed on the redeployment register for a period of 12 weeks.



The CCGs are not obliged to create an alternative post. If it is agreed that the
employee is to move into a post that attracts a lower salary, protection of pay and
conditions of service will not apply.



If no alternative post is to be offered or the employee refuses any offer of
alternative employment, then the employee will be advised that their employment
will be terminated on the grounds of capability.



The decision of the panel will be confirmed to the employee, in writing, together
with the reasons for the dismissal and advising them of their right to appeal
against the decision, within ten working days.



The employee will be advised that they have ten working days from the date of
the dismissal letter to appeal against the decision. The appeal must be lodged, in
writing, to the Accountable Officer.

12.3 SERIOUS/GROSS INCOMPETENCE
Where an employee’s performance is regarded as serious/gross incompetence it
would be inappropriate to take them through a staged procedure, particularly if the
health or safety of patients or other staff is in serious jeopardy or there are serious
consequences for the CCG’s.
In such cases the employee may be suspended pending a thorough and impartial
investigation. Employees should be made aware that their incompetence may lead
to their dismissal on grounds of gross incompetence without notice. If serious/gross
misconduct is considered then the CCG’s Disciplinary Procedure should be followed.
The advice of the CCG HR Business Partner must be sought in such circumstances.
13.

APPEAL PROCESS

At each stage of the procedure the employee has the right of appeal against any
decisions made. Their appeal should be lodged in writing within ten working days of
receipt of the confirmation of the action taken to the next appropriate line manager.
10
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14.

MONITORING
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an
annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring
the delivery of this policy.

11
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(Appendix 1)

Example of a letter sent to Employees to arrange a 1st/2nd/3rd/ Formal Review
Meeting

Date
PRIVATE & CONFIDENTIAL
Name
Address
Postcode
Dear
You will recall on (date) we met informally/formally to discuss your performance and
we agreed the following measurable objectives: Time scale:
•
•
•
•
It was agreed that your progress would be monitored over (a number) month(s)
period and I now wish to meet with you formally/again to discuss your performance.
The meeting has been arranged for (date) at (time) in (place). You are entitled to be
accompanied by a Trade Union Representative, or work Colleague.
Please contact me on (extension/phone number) to confirm your attendance by
(date). If you cannot attend the meeting, please state the reasons why so that
alternative arrangements can be made. The meeting will be conducted by myself
together with (name) from the Human Resources Department.

Yours sincerely

(Name)
(Job Title)

cc.

Human Resources
Staff Side Representative
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(Appendix 2)
Example of a Letter Confirming First Stage Review of Unsatisfactory Performance
Date
PRIVATE & CONFIDENTIAL
Name
Address
Postcode
Dear
I refer to the meeting/meetings held on (date/dates) in the presence of (name) from
the Human Resources Department, at which you were accompanied by (name).
The meeting was arranged to formally discuss your performance. At the counselling
interview the following measurable objectives were set for you over a period of
(number) months: Time scale:
•
•
•
•
I feel that despite receiving adequate training and support, you have failed to meet
these objectives. In view of the fact that you have not demonstrated a significant
improvement over the review period, I am writing to formally confirm your
unsatisfactory performance.
As discussed, I shall ensure that you receive appropriate support and training as
follows: •
•
•
As agreed, I shall monitor your performance over the next (number) months when we
shall meet again formally to review your progress. If there has not been any
significant improvement in this period further formal action may be taken.
If, in the meantime, you experience any difficulties or need any help and advice,
please do not hesitate to contact me.
Yours sincerely

(Name)
(Job Title)
cc.
Human Resources
Staff Side Representative

13

251 of 302

(Appendix 3)
Example of a Letter Confirming Second Stage Review of Unsatisfactory Performance
Date
PRIVATE & CONFIDENTIAL
Name
Address
Postcode
Dear
I refer to our meeting/meetings held on (date/dates), in the presence of (name) from
the Human Resources Department, at which you were accompanied by (name).
The meeting was arranged to formally discuss your performance. At the first formal
interview the following measurable objectives were agreed for you over a period of
(number) months.
Time scale:
•
•
•
•
I felt that despite receiving adequate training and support, you have been unable to
meet these objectives. In view of the fact that you have not demonstrated a
significant improvement over the review period, I am writing to formally confirm your
final notification of unsatisfactory performance.
As agreed, I shall monitor your performance over the next (number) months when we
shall meet again formally to review your progress. I shall ensure that you receive
appropriate support and training as follows: •
•
•
As this is the second time that I have had to formally write to confirm your
unsatisfactory performance, I have to inform you that if performance does not
significantly improve during this period further formal action may be taken.
If, in the meantime, you experience any difficulties or need any help and advice,
please do not hesitate to contact me.

Yours sincerely
(Name)
(Job Title)
cc.
Human Resources
Staff Side Representative
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(Appendix 4)
Example of a Letter Confirming Third Stage Review of Unsatisfactory Performance
Date
PRIVATE & CONFIDENTIAL
Name
Address
Postcode
Dear
I refer to our meeting/meetings held on (date/dates), in the presence of (name) from
the Human Resources Department, at which you were accompanied by (name).
The meeting was arranged to formally discuss your performance. At the second
formal interview the following measurable objectives were agreed for you over a
period of (number) months.
Time scale:
•
•
•
•
I felt that despite receiving adequate training and support, you have been unable to
meet these objectives. In view of the fact that you have not demonstrated a
significant improvement over the review period, I am writing to formally confirm your
final notification of unsatisfactory performance.
As agreed, I shall monitor your performance over the next (number) months when we
shall meet again formally to review your progress. I shall ensure that you receive
appropriate support and training as follows: •
•
•
As this is the third time I have had to write to you regarding unsatisfactory
performance I have to inform you that if performance does not significantly improve
during this period further formal action may be taken, which could include dismissal.

If, in the meantime, you experience any difficulties or need any help and advice,
please do not hesitate to contact me.

Yours sincerely
(Name)
(Job Title)
dd.
Human Resources
Staff Side Representative
15
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(Appendix 5)
Example of a letter sent to an Employee confirming Dismissal after Third Stage
Review
PRIVATE & CONFIDENTIAL
Name
Address
Postcode

Dear
I am writing to confirm the outcome of the meeting held on (date) in the presence of
(name), at which you were accompanied by (name).
The meeting had been arranged to discuss your capabilities as (job title). A number
of measurable objectives had been set for you over the past (number) months as
follows: •
•
•
•
•

We discussed your performance in depth and I am satisfied that you have been given
ample and reasonable opportunity to improve your performance to the required
standard. I am also satisfied that you have been given adequate training and support
to enable you to meet the requirements of the post.
You have been counselled on a number of occasions regarding your performance
and you were seen formally on (date), (date) and (date). At the last meeting, it was
made quite clear that if there was no improvement in your performance your contract
may be terminated.
We discussed alternative employment and you were not willing to consider any of the
opportunities currently available/there are no vacancies at present.
Having considered the position fully, it has been decided to terminate your
employment with immediate effect on the grounds of your incapability to undertake
the duties and responsibilities of your post.
You will receive (number) week’s pay in lieu plus any outstanding annual leave due
to you.
In view of the fact that this is a termination of employment on the grounds of
capability, I am obliged to inform you that you have the right to appeal against the
decision. Appeals should be made to the accountable Officer within ten working days
of the date on the letter confirming the dismissal clearly stating the grounds for
appeal.
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Yours sincerely

(Name)
(Job Title)
cc.

Human Resources
Staff Side Representative
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1.

Introduction
Equality of opportunity means that an individual’s diversity is viewed
positively and in recognising that everyone is different, valuing equally the
contribution that individual’s experience, knowledge and skills can make.
NHS South Cheshire and NHS Vale Royal Clinical Commissioning
Groups, hereafter known as the CCGs; recognise that everyone is
different, valuing and respecting the uniqueness that an individual's
experience, knowledge and skills can contribute to the organisation is
central to this commitment.
The CCGs are committed to creating a culture in which diversity and
equality of opportunity are promoted actively and in which unlawful
discrimination is not tolerated. The CCGs accept that, to accommodate
the needs of the diverse community it serves, it must develop a greater
awareness and understanding of equality and human rights amongst its
workforce.

2.

Policy Statement

2.1

The CCGs commitment to equality and diversity extends to its function as:
• A fair employer
• A commissioner and provider of services
• A community partner, including engaging with patients, carers and
the public.

2.2

As CCGs we must ensure that we do not discriminate against any
individual in the areas of recruitment & selection, employment,
commissioning, service delivery, patient and public engagement, access
to services relating to the six equality strands:
• age
• disability
• gender
• race, nationality or ethnic origin
• religion and beliefs
• sexual orientation
And:
• caring responsibilities
• social and economic background
• HIV status
• gender reassignment
• political affiliation or trade union membership
• mental health matters
2
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2.3

The Policy provides protection against all four forms of discrimination:
Direct Discrimination – occurs when one person is treated less favourably
than another when in a comparable situation.
Indirect Discrimination – occurs when a requirement or condition which if
applied to everyone has the effect of discriminating unfairly or unjustifiably
between one group or an individual and another.
Victimisation – occurs if an individual receives less favourable treatment
than others because they have exercised their rights under the policy or
relevant legislation (e.g. by making a complaint or providing information on
discrimination or has supported someone else who has made a complaint
of discrimination).
Harassment and Bullying – undermines people’s dignity and effectiveness
at work. It may involve action, behaviour, comment or physical contact,
which is unwanted, not reciprocated, and which causes offence.
This Policy builds upon the current legal framework and takes account of
impending legislation through the establishment of good practice and
effective communication. Information on this legal framework is found in
Appendix 1.

2.4

Equality of Opportunity Statement:
Equality promotes the philosophy that all individuals should experience the
same level of dignity, value, respect and opportunities. The CCGs are fully
committed to providing equality of opportunity in employment,
commissioning, service delivery and when engaging with its local
community, including patients, carers and the public. The CCGs will aim to
ensure that its job applicants, employees, service users and carers do not
experience any form of discrimination.

2.5

Diversity Statement:
The concept of diversity encompasses the acceptance and respect of
difference. It is about recognising, respecting and valuing differences
between individuals whether they are job applicants, our workforce,
service users, carers and the public. In contrast to the old concepts of
“treating everyone the same”, diversity requires individualised treatment
whilst accounting for inequalities and disadvantages.
Valuing and promoting workforce diversity represents a step forward from
just preventing discrimination. It means encouraging and valuing diversity
3
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and recognising that different perspectives, experiences and approaches
can assist the CCG’s in meeting the diverse needs of the people living in
its local community.
2.6

Human Rights
The Human Rights Act which was introduced in 1998 states that people in
the UK have fundamental human rights, which the Government and public
authorities are legally obliged to respect. A list of all the human rights is at
Appendix 2. As the NHS is defined as a public authority, the CCG’s have a
duty to not commit human rights abuses, and to take proactive steps in
order to ensure that human rights are respected, protected and fulfilled.

3.

Equality and Diversity in Recruitment and Selection
The overriding principle in relation to decisions concerning recruitment and
selection is that they must be based solely on objective and job related
criteria, which should be applied fairly and consistently for everyone.
The CCGs will ensure that job applicants and prospective and current
employees are treated solely on the basis of their merits, abilities and
potential without any unjustified discrimination on grounds of age, gender,
disability, family circumstances, race, nationality, ethnic origin, social and
economic status.
The CCGs will continue to develop fair and open recruitment procedures
and will ensure that those staff who have a responsibility for recruitment
will be trained in the role. Recruitment and promotion procedures will be
regularly monitored to identify areas for improvement.

3.1

Advertising
All applicants for employment with the CCGs shall be given clear and
accurate information about the post in advertisements, job descriptions,
and associated literature as is necessary for them to gauge their suitability
for a post. This literature will be made available in alternative formats upon
request i.e. different languages, large print, Braille, audiocassette, different
coloured paper etc.
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The CCGs will ensure that any requests to assist applicants during the
recruitment phase will be treated on an individual basis and
accommodated wherever possible. This would include the use of
accessible venues, arrangements to use interpreters, providing an
induction loop system or the involvement of support worker.
All applicants shall be informed that the CCGs encourage equal
opportunities and operates an Equality and Human Rights Policy at
application stage.
3.2

Selection Criteria
Selection criteria for all posts will be clearly defined in the job description
and person specification for the post. These will be available to candidates
as part of the application pack. Selection criteria will be objective, jobrelated and carefully assessed.
The CCGs will value skills gained through non-traditional or informal work,
such as voluntary work or caring responsibilities. The competencies
gained from this kind of experience will be balanced against those gained
through more formal methods.

3.3

Selection Methods and Interviewing
All individuals handling applications and conducting interviews will be
aware of the principles of relevant Equality and Diversity legislation. The
CCGs will ensure that training and advice are available in furtherance of
this requirement. All candidates shall be compared objectively with the
selection criteria, and all applications will be processed consistently for all
jobs at all levels within the CCGs to ensure fairness and prevent
discrimination
Before entering the short-listing process, the Equality & Diversity
monitoring form will be removed from the application form so that
candidate’s personal details cannot consciously or sub-consciously
influence decisions.
Interviewing will be conducted by suitably trained interviewing panels
responsible for short listing, interviewing or making recommendations for
appointment.
Interview questions shall only relate to the selection criteria as oppose to
private personal relationships, marital status, children and domestic
obligations.
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In the case of disabled applicants, appropriate interview arrangements will
be offered to enable candidates to complete on an equal basis e.g.
accessible interview rooms, assistance of a sign interpreter, induction loop
system, a buddy or support worker, etc. All other requests for
communication and access needs will be met wherever reasonably
possible.
4.

Discipline, Grievance, Bullying & Harassment
An employee who believes that they have been the subject of harassment,
victimisation or discrimination on grounds contained within this Policy
should raise their concerns informally or formally following either the
CCG’s Grievance or Bullying and Harassment policies.
The CCGs will regard any action or behaviour found to be in breach of
these Policies as serious, this may result in action being taken in
accordance with the CCG’s Disciplinary Procedure.
An employee who has in good faith taken action under these policies
should not be victimised or receive less favourable treatment than any
other employee.
In applying the disciplinary procedure, managers must ensure that
disciplinary sanctions are consistently applied and that members of one
group are not disciplined for performance or behaviour, which would be
overlooked or condoned in other groups.

5.

Equality and Diversity for All Staff

5.1

Creating a Non-Discriminatory Environment
The CCGs recognise that all its employees have the right to be treated
with courtesy, dignity and respect. The CCGs wish to promote a culture
where employees are able to fulfill employment in an environment without
discrimination and harassment.
Central to creating this vision is the CCG’s commitment to challenge
discriminatory attitudes and deal effectively and consistently with any
harassment, violence and discrimination through its Grievance and
Bullying and Harassment Policies.
Through the CCG’s mandatory Equality and Diversity training programme,
it will ensure that staff are aware of the impact of discrimination and their
responsibilities both individually and organisationally. Staff will be
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encouraged to feel confident in addressing situations where discrimination
has occurred.
Article 14 of the Human Rights Act stipulates that the rights and the
freedoms set forth in the convention shall be secured without
discrimination on any ground such as sex, race, colour, language, religion,
political, or other opinion, national or social origin, association with a
national minority, birth or other status (The British Institute of Human
Rights).
The Human Rights Act does not automatically give protection from
discrimination. The discrimination must be attached to a complaint relating
to the enjoyment of one or more of the substantive rights of the convention
– see Appendix 2.
5.2

Working Together to Support Individual Needs
The CCGs will consider any reasonable requests for adjustments required
by staff that will enable them to fulfill their role with greater ability or
confidence. A few examples of such initiatives and adjustments are
detailed below;
•

The CCGs will develop systems that ensure a confidential arena for
staff to raise issues of concern in respect of their individual or
collective experiences whilst employed by the CCGs.
• Where a member of staff becomes disabled whilst in employment
with the CCGs, it will aim to retain the individual in consultation with
their manager, CCG HR Business Partner and occupational health.
Adjustments could include reduced working hours, alternative
pattern of working; reasonable individualised modifications & aids
or retraining leading to redeployment. Wherever necessary the
CCGs will engage with Job Centre Plus to access additional
funding from the National Access to Work Scheme.
• The CCGs will promote an atmosphere where staff can worship and
express their religious beliefs without fear of intimidation. The
CCGs will support the practice of these beliefs by arranging areas
for prayer and contemplation. However, the CCGs will not permit
its employees to impose their beliefs on others or condone views
that limit the dignity or rights of others or incite racial hatred whilst in
the workplace.
• Where a member of staff has caring responsibilities such as
childcare or supporting a disabled or elderly relative, the CCGs will
ensure that all options are considered to assist the employee to
remain at work. Flexible working, reduced hours and/or career
breaks could be considered.
7
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5.3

•

Where employees have particular cultural and religious needs that
conflict with existing work arrangements, the CCGs will consider
whether it is reasonably practical to vary or adapt these

•

arrangements to enable such needs to be met e.g. members of
certain faiths may request flexible breaks in order to observe prayer
times or when celebrating religious festivals.

Learning, Training and Development
The CCGs are committed to enabling each member of staff to achieve
their full potential in an environment characterised by dignity and shared
respect. Information on learning, training and development opportunities
will be widely publicised throughout the CCGs and all employees will be
encouraged to access learning, training and development opportunities
which will enable them to progress within the CCGs and the wider NHS.
General areas for training will include:
• Mandatory training that focuses on the six strands of equality and
aspects of diversity, which supports staff to explore attitudes, their
own liability and the nature of discrimination and dispel myths.
• Training for senior managers to increase their awareness of their
role and responsibilities in the implementation of the policy;
• Training for staff involved in recruitment and selection in
appropriate techniques and their role and responsibilities;
• Training and guidance in the law.
Through the appraisal process, all employees will have their individual
development needs assessed. From this process, Personal Development
Plans will be jointly agreed and reviewed regularly.
Age limits for entry to training shall not be unnecessarily restrictive.
Opportunities for promotion will be advertised as widely as possible and all
employees will be eligible to seek promotion based solely on individual
merit, ability, experience and possession of appropriate and required
qualifications.

6.

Roles and Responsibilities

6.1.

As a Clinical Commissioning Group:
The CCGs will comply with and implement current legislative
requirements.
8
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As a provider of health care in a diverse community the CCGs are
committed to encouraging and supporting contributions from all parts of
this community through its Public and Patient Involvement processes.
The CCGs will seek to remove barriers that prevent equality of access to
employment, promotion and development for all its employees.
6.2

As Employees
All employees have a responsibility to:
•
•
•
•
•
•
•

6.3.

Act as ‘champions’ for equality and diversity when undertaking their
duties.
Refrain from any form of harassment and discrimination and ensure
that their own behaviour does not cause offence.
Co-operate with measures introduced by management to ensure
equality of opportunity and non-discriminatory practice.
Avoid inducing, attempting to induce or instructing other employees
or unions or Management to practice unlawful or unreasonable
discrimination.
Avoid victimising or attempting to victimise individuals on the
grounds that they have made complaints or provided information on
discriminatory practice.
Avoid harassing, bullying or intimidating other employees, including
their peers subordinates or seniors. This includes sexual or racial
harassment.
Inform management if they suspect or are aware that discrimination
of any kind is taking place and support colleagues suffering from
such treatment.

As Managers
All managers have a responsibility to:
•
•
•

Promote the CCG’s policy on equality, diversity and human rights
and ensure that all staff are aware of it.
Act as ‘champions’ for equality and diversity when undertaking their
duties. Lead by example; promote equality and diversity by their
behaviours and actions.
Endeavour to prevent all forms of discrimination in their workplace
and take action promptly and fairly, in confidence to eliminate such
behaviour should it occur.
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•
•
•

7.

Ensure that decisions in recruitment, promotion, transfer or training
etc. or those responsible for the provision of services comply with
this policy.
Ensure that complaints under this policy are dealt with in a fair and
consistent manner.
Ensure that contractors and others working on CCG sites adhere to
the principles of this Policy.

Training Implications
To ensure that managers and staff can implement this Policy they will
require a level of understanding of equality, diversity and inclusion.
The CCGs have made Equality and Diversity training statutory for all staff.

8.

Impact Assessment
The CCGs recognise their responsibility to ensure no one is discriminated
against, disadvantaged or given preference, through membership of any
particular group, particularly including people with disabilities, people
from different ethnic backgrounds or religions, or on the grounds of their
gender, age, or sexual orientation. This policy has undergone an impact
assessment to ensure that it does not discriminate on any of the above
groups either directly or indirectly.
Under employee responsibilities under the NHS constitution the following
duty / responsibility states:
"You have a duty not to discriminate against patients or staff and to
adhere to equal opportunities and equality and human rights legislation"

9.

Monitoring
This policy and procedure will be monitored and reviewed in line with
legislative changes and best practice guidelines.
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on
an annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for
monitoring the delivery of this policy.
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Appendix One
Summary of the Key Legislative Provision relating to
Equality and Human Rights
This section sets out the legal obligations placed upon the CCGs as a Public Authority.
1.

RACE

The Race Relations Act 1976 as amended (Race Relations (Amendment) Act 2000
(RRA)) imposes a general statutory duty, known as the race equality duty, on the public
authorities specified or described in schedule 1A of the RRA.
Since April 2001, when carrying out their functions, public authorities have been required
to have due regard to the need to:



Eliminate unlawful racial discrimination;
Promote equality of opportunity and good relations between people of
different racial groups.

In addition to the general duties outlined above, specific duties are imposed on listed
public authorities to ensure better performance. The specific duties cover obligations in
respect of policy and service delivery and employment. Since December 2001 public
authorities have been obliged to prepare and publish a Race Equality Scheme (RES) and
conduct ethnic monitoring of our workforce.
2.

DISABILITY

The Disability Discrimination Act 1995 has been amended by the Disability Discrimination
Act 2005 and imposes a positive duty to promote disability equality on public authorities
which are similar to those imposed by the RR(A)A. These new duties came into effect on 5
December 2006.
A public authority, when carrying out its functions, will have to have due regard to the need
to:







Eliminate unlawful discrimination against disabled people;
Eliminate disability-related harassment of disabled people;
Improve equality of opportunity for disabled people;
Promote positive attitudes towards disabled people;
Encourage participation by disabled people in public life;
Take steps to take account of disabled people’s disabilities, even where that
involves treating disabled people more favourably than others.

In addition to the general duties outlined above, regulations exist that impose specific
duties on listed public authorities, to ensure better performance. Such duties will involve
public authorities having to publish, review and implement a disability equality scheme,
and to report on its implementation.
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3.

GENDER

The Equality Act 2006 amends the Sex Discrimination Act 1975 to place a statutory duty
on all public authorities to promote gender equality when carrying out their functions. The
gender equality duty came into effect on 6th April 2007.
A public authority, when carrying out their functions, will have due regard to the need to:
 Eliminate unlawful discrimination and harassment;
 Promote equality of opportunity between men and women.
This general duty is complemented by specific duties, which will be set out in secondary
legislation, to assist public authorities in complying with the general duty.
4.

AGE

The Employment Equality (Age) Regulations 2006 came into effect on 1 October 2006 and
applies to all staff employed by the CCG’s and all recruitment policies and procedures.
This legislation makes it unlawful to discriminate on grounds of age in the area of
employment.
5.

RELIGION OR BELIEF

The Employment Equality (Religion or Belief) Regulations 2003 came into force on 2nd
December 2003. The Regulations outlaw discrimination on the grounds of religion or
religious or similar philosophical belief in employment and vocational training.
The Equality Act 2006 prohibits discrimination on the grounds of religion or belief in the
provision of goods, facilities and services, in education and in the exercise of public
functions. These provisions came into force on 30th April 2007. (The Equality Act 2006,
Commencement No 2, Order 2007).
6.

SEXUAL ORIENTATION

The Employment Equality (Sexual Orientation) Regulations 2003 came into force on 1
December 2003. The Regulations outlaw discrimination on the grounds of sexual
orientation in employment and vocational training.
The Equality Act 2006 included a power that allows the Government to prohibit
discrimination on the grounds of sexual orientation in the provision of goods, facilities and
services, in education and in the exercise of public functions. These came into force on
30th April 2007
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•
•
•

•

•
•
•
•
•
•
•

Summary of the Key Legislative Provision relating to Equality and Human Rights
Race
Sexual Orientation
Race Relations Act 1976
• Article 8, European Convention on Human Rights
The Race Relations (Amendment) Act 2000
• Employment Equality (Sexual Orientation)
Regulations 2003.
• General duty to promote race equality
• Civil Partnerships Act 2004
• Specific duty to promote race equality
• Equality Act 2006 - Gives power to outlaw further aspects
The Race Relations Act 1976 (Amendment) Regulations
of discrimination by statutory instrument (goods and
2003
services, education, exercise of public functions, disposal
and management of premises)
• The Equality Act (Sexual Orientation) Regulations 2007
Disability
Gender
Disability Discrimination Act 1995 as amended by
• The Equal Pay Act 1970
o The Disability Rights Commission Act 1999
• The Sex Discrimination Act 1975
o The Special Educational Needs and Disability Act
• Sex Discrimination (Gender Reassignment) Regulations
2001.
1999
Disability Discrimination Act 1995 (Amendment)
• Equal Pay Act 1970 (Amendment) Regulations 2003.
Regulations 2003
• The Sex Discrimination Act 1975 (Amendment)
The Disability Discrimination Act 1995 (Pensions)
Regulations 2003.
Regulations 2003
• Gender Recognition Act 2004
Disability Discrimination Act 2005.
• Equality Act 2006 - Duty on public authorities to promote
• Duty on Public Authorities to promote disability
gender equality – 6th April 2007
th
equality – 4 December 2006
Mental Capacity Act 2005
Mental Health Act 2007 – to be implemented in 2008
Religion or Belief
Employment Equality (Religion or Belief) Regulations
2003.
Equality Act 2006 - outlaws discrimination in provision of
services, exercise of public functions etc. on grounds of
religious belief



Age
Employment Equality (Age) Regulations 2006 – 1st
October 2006
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Appendix Two
The Human Rights Act 1998
The rights contained in the Human Rights Act:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

The right to life
The right not to be tortured or treated in an inhuman or degrading way
The right to be free from slavery or forced labour
The right to liberty
The right to a fair trial
The right to no punishment without law
The right to respect for private and family life, home and correspondence
The right to freedom of thought, conscience and religion
The right to freedom of expression
The right to freedom of assembly and association
The right to marry and found a family
The right not to be discriminated against in relation to any of the rights contained in
the European Convention on Human Rights
The right to education
The right to peaceful enjoyment of possessions
The right to free elections
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1

INTRODUCTION
NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups (hereafter referred
to as CCGs) as commissioners of Health Services are committed to developing a high quality
and locally accessible service to the local population. In order to achieve this objective, the
CCGs recognise the importance of retaining a stable workforce and that regular attendance at
work is vital in maintaining a quality service.
This Policy and Procedure aims to provide a systematic, fair and consistent method of
managing sickness absence and will be applied to all employees irrespective of their, race,
sex, age, religion, beliefs, disability or sexual orientation.

2

PURPOSE
The purpose of this Policy is to provide Managers and employees with a procedure to be
followed when dealing with both long term and frequent persistent short-term employee
sickness absence.

3

POLICY STATEMENT
The CCGs recognise the importance of a positive approach to the management of sickness
absence to enable them to operate effectively. The CCGs are committed to providing the
necessary support to employees for them to attend work regularly and to ensure that all
employees are treated in a consistent, fair and sympathetic manner.
The CCGs are committed to providing high quality health care services and Managers
therefore have a responsibility to secure regular attendance at work of all their employees.
The CCGs recognise that a level of absence due to sickness does occur and is inevitable but
aims to minimise the level and promote a healthy workplace.
The CCGs commitment to the welfare of employees includes the following initiatives:
counselling, redeployment where appropriate and training for all new employees on health
and safety issues. Employees are also encouraged to use the confidential services of the
Occupational Health Department that can be accessed directly.
In cases where the employee is disabled within the meaning of the Disability Discrimination
Act 1995 or where employees become disabled and wish to remain in employment, every
effort will be made to make reasonable adjustments or find an alternative post. Employees
should refer to the Equality and Human Rights Policy for further information.
The employee may be referred to the Occupational Health Department to enable a report to
be prepared for the CCGs. The CCGs may consider making reasonable adjustments to the
particular job to accommodate the employee’s short term or long term requirements and
consider offering alternative employment or a shorter working week or other adjustments to
the employee’s job as may be reasonable.
All employees who suffer from ill health or have sustained an injury will be treated
sympathetically and any employee who becomes aware that they have an illness is
encouraged to inform their Manager at the earliest opportunity.
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4
4.1

RESPONSIBILITIES
Governing Body of the CCGs
The responsibility for the provision of this policy initially rests with the Governing Body of the
CCGs.

4.2

CCG HR Business Partner
The CCG HR Business Partner will provide initial training and on-going support in the
application of this Policy.
The HR Workforce Team will provide reports and analyses of employee’s sickness absence
on a quarterly basis in the report to the board.
A HR Representative will be present at all formal stages of this procedure or at the specific
request of the Manager.

4.3

Managers
Managers will ensure that this policy is applied fairly to all employees.
Managers will ensure that their employees have regular attendance at work and will monitor
the attendance accurately and report weekly.
It is the responsibility of all Managers to ensure that information on all sickness absence for
every employee is given to the HR Workforce Team and that back to work interviews are
conducted after each episode of sickness absence and these interviews are conducted in a
supportive environment.
Managers will ensure that an adequate risk assessment is undertaken where appropriate in
conjunction with the Occupational Health Department to facilitate an employee’s return to
work in a safe environment.

4.4

Employee
All employees have the responsibility to follow the notification procedures in all cases.
All employees have a responsibility to inform their Manager of any condition or illness which
may affect their ability to do their job safely.
All employees must maintain regular contact as mutually agreed with their Manager during
any period of sickness absence.
Employees must inform their manager of any illness or condition to which they are suffering
from or have been exposed to which may present a risk to themselves or others.
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4.5

Occupational Health
The Occupational Health Department have a responsibility to provide a report to Managers
when requested giving full impartial advice on the health of the employee and long term
prognosis of the condition which is affecting the employee’s ability to undertake current
duties.
The Occupational Health Department will advise Managers on possible or suitable alternative
or modified work activities either temporarily or permanently.
The Occupational Health Department will assist in an employee’s application for early
retirement due to ill health.
The Occupational Health Department will follow all legislation concerning access to medical
reports / records on behalf of the CCGs.

5. ABSENCE PROCEDURES
Employees who are absent from work for any reason due to sickness or injury must comply
with the following procedure.
5.1

Notification Procedure
Except in special circumstances, (for example, rush hospitalisation) or unless previously
agreed by your Manager, all absence from work must be notified to the CCGs, through your
Manager, prior to your normal starting time, on the first day of absence, together with reason
and likely date of return to work. Contact with your Manager should be made at regular
intervals throughout your absence. Anyone not able to telephone personally should ensure
that a relative or friend does so on their behalf. Any other arrangements for notifying your
absence must be made by mutual agreement with your Manager. Employees should contact
their Manager with their date of return as soon as possible.
Managers must ensure that all full days of absence, due to sickness, is recorded on the
weekly notification of absence form and sent to the Workforce Information Team on a weekly
basis.

5.2

Certification of Sick Leave
Self certified sick leave is permitted for a maximum of seven consecutive days on any one
occasion. On calculating length of sick leave intervening Saturdays, Sundays and public
holidays count. For absences of between 3 – 7 days you must complete a self certification
form and forward to the Workforce Information Team for SSP purposes.
When returning to work you are required to notify your Manager of your fitness to return and
attend a ‘return to work’ interview with your Manager where you will complete a ‘Return to
Work Form’, as shown in Appendix one, agreeing the details of your absence and any action
to be taken if appropriate. Any statement made by you and recorded on this Certification
Form must be true and accurate. Any details given, which are subsequently found to have
been false will be dealt with under the disciplinary procedure. The completed form will be
kept on the employee’s file for a period not exceeding 12 months and will be kept in
accordance with Data Protection Principles.
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It may be appropriate in certain circumstances for this interview to be conducted over the
telephone.
Any sickness/injury absence that lasts beyond the seventh consecutive calendar day must be
covered by a medical certificate issued by an appropriate medical practitioner. Thereafter you
must provide the CCG’s with consecutive medical certificates. All medical certificates should
be sent immediately to the appropriate management office who will notify the Human
Resources Team immediately upon receipt.
Failure to provide consecutive medical certificates may result in loss of payment as any
absences not covered by current self-certificates and/or medical certificates may be treated
as unauthorised absence and will be unpaid.
An employee who fails to comply with notification or certification procedures or who otherwise
abuses the CCG’s rules on sickness absence will be dealt with under the CCG’s disciplinary
procedures.
5.3

Occupational Sick Pay
Provided you comply with the notification and certification procedures above, the CCG will
pay Occupational Sick Pay at your basic rate of pay during periods of absence due to
sickness according to length of service.
An Employee’s entitlement to Occupational Sick Pay is based on completed months / years of
service including continuous NHS Service with a break of less than 12 months.
The following table sets out the maximum entitlement to occupational sick pay.
Period of Service
0 – 12 months
1 – 2 years
2 – 3 years
3 – 5 years
Over 5 years

Period of Full Pay
1 month
2 months
4 months
5 months
6 months

Period of Half Pay
2 months
2 months
4 months
5 months
6 months

Entitlement to Occupational Sick Pay will be calculated on the first day of any absence due to
sickness or injury. Any days of absence due to sickness or injury in the 12 months prior to the
first day of absence shall be deducted from the relevant maximum entitlement above.
The CCG’s reserve the right to withhold payment of Occupational Sick Pay where, an
employee has been found in breach of these procedures under the CCG’s disciplinary
procedure where abuse of the scheme is suspected.
5.4

Statutory Sick Pay
Provided you comply with the notification and certification procedures above and subject to
the current statutory provisions, after a period of three days illness you will be entitled to
receive Statutory Sick Pay (“SSP”). However, any payment of Occupational Sick Pay will
offset any entitlement to Statutory Sick Pay due for the same period. Further details on your
individual entitlement to Statutory Sick Pay is available from the CCG HR Business Partner.
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6.

MANAGING ABSENCE DUE TO SICKNESS
The aim of these procedures is to ensure fair and effective management of absence due to
sickness or injury. Absence management is necessary to ensure that full support is provided
by the CCGs, together with monitoring and control where necessary.
An employee is entitled to have a Staff Side Representative or work colleague not acting in a
professional capacity to accompany them to each of the stages of this procedure if they so
wish. A HR Representative will be present at each stage of this procedure.
Levels of absence become a cause for concern when the total numbers of days rise sharply,
are maintained at a high level, or where there are regular intermittent absences.
Prolonged absence due to serious illness, injury or operation will be dealt with on an
individual basis. Managers should exercise discretion to manage situations sensitively when
there is an understandable reason for the absence or a defined end to the absence period. It
is important for managers to ensure that employees do not feel compelled to attend work
when they are unwell and must on no account allow employees to work who are obviously in
an unfit state of health.
This procedure will be used where an employee’s attendance record is giving cause for
concern. Letters and documents to support the process below can be found at appendix 1 to
appendix 6.

6.1

Stage 1
Line managers are required to monitor sickness levels of individuals in their team and take
action where the level or pattern of absence of any of their employees has become a matter
for concern. This will normally be where an employee has taken in excess of 12 days in any
rolling 12 month period, this should be pro rated for part-time workers, or where there has
been a regular pattern of absence, especially intermittent periods of absence for unconnected
reasons, even when there is less than 12 days in any 12 month period, this should be pro
rated for part-time workers, or where the employee has had more than 3 occasions of
absence in the previous 3 months, whichever is the greater.
At this stage the manager should interview the individual as shown in Appendix three. At this
interview the Manager will discuss the employee’s absence and their concerns and provide
counselling and support where appropriate. The interview will aim to identify the frequency
and reason for the absences ensuring that the employee is aware that their absence record is
giving cause for concern.
At this stage it may be appropriate to agree a ‘timescale’ for improvement and to inform the
employee that their attendance is to be monitored. Usually the employee will be given a First
Caution that if they have in excess of 6 days absence, this should be pro rated for part-time
workers, or more than 2 occasions of absence in the next 6 months, they will be moved onto
the second stage of monitoring.
Where there is excessive absence giving rise to cause for concern over general well-being of
an individual, the workload of the individual should be examined and regard given to any
personal or domestic problems from which the individual may be suffering. At this stage the
Manager should seek to assist the employee in helping to resolve any problems of this nature
by referral to the Occupational Health Department. It may be appropriate at this stage to
advise the employees to seek proper medical attention to find out if there is an underlying
-6-
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medical problem. This interview will be followed up in writing confirming the action to be
taken and specifying what the next stage will be if attendance does not improve as shown in
Appendix four.

6.2

Stage 2
If the employee does not achieve the attendance requirements, the Manager will hold a
meeting with the employee to discuss the absences. At this meeting, the employee will be
given a Second Caution that if they have in excess of 6 days absence, this should be pro
rated for part-time workers, or more than two occasions of absence in the next 6 months, they
will be moved on to the third stage of monitoring.
At this Stage, an individual’s permission will be sought for a medical report from their GP to
check whether there is a single underlying reason for the employee’s absences. This will be
managed through a referral to the Occupational Health Department as shown in Appendix
five. If such consent is withheld and as a consequence an informed decision as to the
reasons for the sickness absence cannot be made, the inference will be drawn that there is
no underlying medical reason for the sickness absence.
This interview will be followed up in writing confirming the action to be taken and specifying
what the next stage will be if attendance does not improve.

6.3

Stage 3
If the employee fails to meet the attendance requirements of the Second Caution, and if the
absence level continues or worsens, the Manager will again be advised and the individual will
be subject to the third stage of this procedure. At this stage the Manager’s next-in-line should
formally review the case and chair the stage 3 meeting.
At this point any of the following solutions may be sought:
♦
♦
♦
♦

Professional counselling.
Further medical advice to be arranged as appropriate
Consideration for transfer to more suitable duties.
Any course of action deemed appropriate in the circumstances, where there is a clear
prognosis that the individual will recover and return to work.

A meeting will be held with the employee to consider all the matters above. At this meeting,
the individual will be given a Final Caution that if they have in excess of 6 days absence, this
should be pro rated for part-time workers, or more than two occasions of absence in the next
6 months, they may be dismissed. This interview will be followed up in writing confirming the
action to be taken and specifying what the next stage will be if attendance does not improve.
6.4

Stage 4
If the employee fails to meet the requirements of the Final Caution, the employee will be liable
to dismissal.
Prior to dismissal, the CCGs may at its discretion ask the employee to consent to it obtaining
another detailed and updated report from the Occupational Health Department.
At this stage the employee will be invited to attend an interview in the presence of a manager
with delegated authority to dismiss. A decision will be taken at this meeting on the continued
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employment of the employee concerned, after hearing any representations from the
employee. The meeting will be attended by a Human Resources Representative.
If at any stage in this procedure, the employee achieves a better attendance record than is
required by a Caution, that employee shall return to the next lower level of Caution in which
the line manager will monitor the level or pattern of absence and take no action unless an
employee’s absence has become a matter for concern, normally in excess of 12 days in any
12 month period, this should be pro rated for part-time workers, or 3 occasions in previous 3
months whichever is the greater, or where there has been a regular pattern of absence.
6.5

Attendance During Review Periods
The key outcome of informal counselling and formal interviews will be an improvement in
attendance.
Wherever possible Managers should facilitate flexible solutions to achieve regular attendance.
Managers may proceed to the next stage of the procedure before the review period is
completed if it becomes apparent that the employees attendance has deteriorated further.

7.

PHASED RETURN TO WORK
The CCGs will support staff in a phased return to work following a prolonged period of illhealth, where the Occupational Health Team advise that a “phased” return is likely to aid
rehabilitation and a return to full hours and duties.
To aid rehabilitation Managers have discretion to allow employees to return to work on
reduced hours or to be encouraged to work from home without loss of pay to aid
rehabilitation. Any such arrangements need to be consistent with statutory sick pay rules
The Manager and the CCG HR Business Partner will discuss the basis of the return on
reduced hours and / or working from home with the employee, as appropriate. At this
meeting the employee may be accompanied by their staff-side representative or colleague not
acting in a professional capacity.
The timescale and basis of a phased return without loss of pay will be determined, in
partnership, between the manager and the employee, taking into account the circumstances
of the individual case and Occupational Health advice. A phased return to work will not
exceed four weeks.
During a phased return, regular discussion will take place to monitor progress. Further
referral to Occupational Health will be made where appropriate. It is expected that phased
return will involve a progressive increase to full hours and duties, consistent with the
circumstances of the individual case.
If, at the end of the period determined for phased return without loss of pay, the employee
remains unfit to resume full contractual hours and duties, Managers may use their discretion,
subject to the needs of the service to agree a further period of reduced hours, with the
employee being paid for the hours they work. It is acceptable for employees to request paid
annual leave within their entitlement to offset, or partially offset, the reduction in pay.
Where it becomes apparent that there are doubts about the employee’s continuing to
progress to full hours/duties within this further period, Occupational Health advice will be
sought and further discussion will take place involving the manager, a HR representative and
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the employee, where alternative positions or reduced hours on a permanent basis may be
considered. The employee may if they wish be accompanied at this meeting by their staffside representative or colleague not acting in a professional capacity.
8.

LONG TERM ILL HEALTH
Long-term sickness absence is normally defined as a period in excess of four weeks and all
absences in excess of 4 weeks will normally result in a referral to Occupational Health,
however Managers need to take an informed decision as to the value of Occupational Health
referrals during the period of long-term sickness absence.
Following receipt of the Medical Report the employee and their Manager will meet to discuss
its content. At this meeting and subsequent meetings, employees may if they wish to be
accompanied by their staff-side representative or colleague not acting in a professional
capacity. A representative from Human Resources will also be present.
At this meeting the Manager and the employee should discuss the reasons for the absence
and ultimately how the Manager can support the employee back to work. At this stage
arrangements should be made for a further meeting to discuss the employee’s progress and
return to work. The Manager will continue to monitor the situation, and arrange further
meetings as necessary with the employee and their representative as appropriate.
It may be necessary for the Manager to continue to refer the employee to Occupational Health
in order to gain continuing Occupational Health advice for appropriate management of a
particular case.
A meeting between the employee, Manager and Occupational Health may be arranged if
thought helpful.
Throughout the period of long-term sickness Managers will ensure that they maintain regular
contact with employees via telephone, letter or home visits by agreement. Employees on long
term sick leave must be kept informed of any department or service developments and should
continue to receive any newsletters or briefings as appropriate.
Employees who fail to attend sickness absence review meetings may be subject to the
various sanctions within the Policy including dismissal. Decisions will be taken in the absence
of the employee on the basis of the medical evidence available at that time.

9.

LONG-TERM SICKNESS ABSENCE MANAGEMENT OPTIONS
Throughout this procedure, it will be necessary for the Manager to consider appropriate
options. Following appropriate advice from the Occupational Health Department the
employee together with their manager and staff-side representative may agree on one of the
following options:

9.1

Redeployment
Following appropriate Occupational Health advice, consideration may need to be given to
redeploying the employee on a temporary/permanent basis to an alternative post.
The redeployment register is held by the Human Resources team.
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9.2

Reasonable Adjustments
Following Occupational Health advice, it may be possible for the employee to return to their
original post with some temporary/permanent adjustments.
Examples of these restrictions could include reduced hours, lighter duties or alternative shift
patterns.
It may be necessary at this stage to consider the purchase of any specialised equipment that
would help the employee to return to their work. In cases where the employee has become
disabled during their employment help may be available through ‘access to work’. Further
details are available from the CCG HR Business Partner.

9.3

Dismissal
Where all possible stages of this policy have been exhausted and there is no
likelihood of the employee maintaining regular attendance at work it may be
necessary for the Manager to consider dismissing the employee on grounds of
incapacity/incapability due to ill health.

10.

ILL HEALTH RETIREMENT APPLICATIONS
Employees who are members of the NHS Pension Scheme may decide to apply for ill health
retirement benefits. Such applications will be facilitated by Occupational Health.
There are two tiers of Ill Health benefits.
Tier 1: is entitlement to the retirement to the retirement benefits you have earned to date paid
without any actuarial reduction for early payment. This level of benefit is payable if you are:
- A scheme member accepted by our medical advisers as permanently incapable of doing
your current NHS Job; or
- A former scheme member accepted by our medical advisers as permanently incapable of
earning an income by doing regular work
Tier 2: is entitlement to the retirement benefits you have earned to date enhanced by two
thirds of your prospective membership up to reaching your normal retirement age. This level
of benefit is payable to you only if you are a scheme member accepted by our medical
advisers as permanently incapable of both doing your current NHS job AND permanently
incapable of regular employment of like duration to your NHS job, taking into account of your:
- Mental Capacity
- Physical Capacity
- Previous training, and
- Previous practical. Professional and vocational experience
The application form once completed must then be sent directly to the Pensions Agency
together with details of the employee’s current job role by either the employee or their medical
representative.
The Pensions Agency will contact the employee directly and will ask for permission to get
further medical advice as to the employee’s condition from their doctors or consultants where
necessary.
The decision whether to permit the employee to retire on the grounds of ill-health
rests entirely with the Pensions Agency Medical Advisors.
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Any application for retirement on the grounds of ill-health is conducted separately to the
managing absence process.
11. TEMPORARY INJURY ALLOWANCE/ INDUSTRIAL INJURY
Temporary Injury allowance is paid by employers to staff on authorised absence with reduced
pay or no pay because of an injury or disease wholly or mainly attributable to their
employment. TIA tops up the employee’s income to 85% of the average they were getting
before their pay was reduced as a result of the injury or disease. It is not payable if the
employees income is more than 85% of their average pay, and it stops when they return to
work or leave employment. TIA is subject to income tax deductions but not National Insurance
or Pension contribution deductions.
To qualify for TIA, an employee covered by the scheme must be on leave of absence and be
suffering a reduction in their NHS pensionable pay as a result of an injury or disease that is
wholly or mainly attributable to their actual NHS duties.
12.

APPEAL PROCEDURE
Employees may appeal against any decision made under this procedure by writing to the
CCG HR Business Partner giving the reasons for appeal, within 10 working days of any action
being taken who will forward the details of the appeal to the appropriate manager. Depending
on the level of sanction an appeal hearing will be arranged.
Where the appeal is against dismissal employees should address their appeal to the
Accountable Officer outlining the reasons for the appeal within 10 working days.
The appeal hearing will take place within 20 days of the lodged appeal. At the appeal hearing
the employee has the right to be accompanied by a staff side representative or colleague not
acting in a professional capacity
In the event that sick pay is withheld for whatever reason and a dispute ensues the employee
should pursue the case through the CCG’s Internal Grievance Procedure.

13.

MONITORING
The CCG HR Business Partner will;
•
•
•

Have responsibility to monitor the effectiveness of this policy on an annual basis.
Make recommendations to the Governing Body.
CCG HR Business Partner will have overall responsibility for monitoring the delivery of
this policy.

- 11 -

280 of 302

Appendix 1
RETURN TO WORK FOLLOWING A PERIOD OF SICKNESS ABSENCE FORM
(THIS FORM SHOULD BE COMPLETED DURING A BACK TO WORK INTERVIEW FOLLOWING EVERY PERIOD OF
SICKNESS ABSENCE)

Name
Department:

Interviewing Manager

First Notified to Manager

First Day of Absence

Last Day of Absence
Total number of days of sickness (including non-working days)
Total number of days off work
Total number of days absent in previous 12 months
Number of occasions absent in previous 12 months
Is absence due to an injury at work

YES / NO

IR1 Form completed? YES / NO

Have you seen a doctor YES / NO?
Self Certified
Reason

for

absence

Medically Certified
(Please

give

brief

description

Uncertified
of

illness

or

other

reason

for

absence………………………………………………………………………………………………………
Action Taken (please give brief description of any action taken to date) Explain sickness absence
procedure………………………………,………………………………
Proposed Course of Action – Managers Comments. Please comment on employee’s state of health of
return from absence and ability to resume full duties:…………………………………………………………………………………………………………………
……………………………………………………………………………………………………..
Occupational Health Referral Required

Yes / No

I understand that if I knowingly provide inaccurate or false information regarding my absence it
may result in disciplinary action:- (Employees Signature)…………………………………………….
Managers Signature:………………………………………………………………………………………
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APPENDIX 2

SHORT TERM SICKNESS ABSENCE POLICY PROCESS
Is the Sickness
Absence
Short Term?

Yes

No – Refer to Long
Term Sickness Absence
Policy Process

Manager takes action when level or
Pattern of absence is a matter of concern

Manager invites employee to meeting to
discuss reasons/pattern of absence

If appropriate an Action Plan for
Improvement is agreed

If relevant workload and
Individual/domestic
problems
OCCUPATIONAL HEALTH
ENGAGED

FIRST CAUTION GIVEN
Employee achieves Action Plan
and advised by manager
That caution no longer
Applies after 6 months

Manager reviews action plan
With employee
Employee does not achieve
Action Plan Requirements

Employees permission for medical
Report from GP/Occupational Health

Manager invites employee to meeting
To discuss sickness/absence
SECOND CAUTION GIVEN AND
ACTION PLAN

Employee achieved Action Plan.
Manager advises that lower
Level of caution applies

Employee does not achieve Action
Plan requirement
Manager Invites employee to meeting
To discuss sickness/absence

Employee achieves Action Plan.
Manager advises that lower
Of caution applies

At the meeting consider Professional Counselling&
Further medical advice. A transfer of job role and
Any other course of action

FINAL CAUTION GIVEN PLUS ACTION
PLAN
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Employee fails to achieve Action
Plan

CCG’s, may at their discretion ask
for
Further report from

Employee invited to attend interviews
With delegated manager and HR
Representative
Dismissal Outcome

Employee appeals within 10 working
Days of any action

Appeal to take place within 20 days
Of logged appeal
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APPENDIX 3

Contact:
Ref:
Direct Dial:
Direct Fax:
E-mail:
Date:
Private & Confidential
Name
Address

Dear
RE: Stage

Sickness Absence Meeting

As you are aware the CCG’s have a Sickness Absence Policy in place and this explains the way the CCG’s
handles all sickness absences. A copy of the policy is enclosed for your information.
It has been noted that you have now taken in excess of 12 days in the last 12 months / had intermittent periods
of absence for unconnected reasons / had more than 3 occasions of absence in the last 3 months (select the
appropriate situation) and your records show the following:
Specify the details of absence here:
As a result of the above I would now like the opportunity to discuss the reasons for your absence, and any
steps we can take to support an improvement in your attendance as your sickness absence record is giving us
some cause for concern.
The meeting will take place in Room (XX), (Location), at (xx am/pm) on (Date).
You are entitled to be accompanied by a recognised Staff Side Representative or work colleague not acting in a
professional capacity to attend the meeting with you.
If you do wish to be accompanied please let me know their details together with confirmation of your
attendance by telephoning me on (Telephone Number) by (Date).

Yours sincerely

Manager
Job Title
Enc – Sickness Absence Policy
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APPENDIX 4

Contact:
Ref:
Direct Dial:
Direct Fax:
E-mail:
Date:
Private & Confidential
Name
Address

Dear
Sickness Absence Stage

Meeting

Further to our meeting on (Date) I am writing to clarify the outcome of our discussion
We confirmed that you had received a copy of the revised Sickness Absence Policy and understood the reason
why you had been asked to attend the meeting
We discussed the reasons for your absence and also the periods ( Insert the reason and record). At this
meeting you said
Confirm reasons for the absence
Following this we established an action plan for improvement which will be reviewed on a monthly basis. We
agreed that
Specify the Action Plan
In accordance with the Sickness Absence Policy this is to confirm that you have been issued with a first stage
caution that should you not achieve the Action Plan objectives with (the required timescale) then you will be
invited to attend a further meeting under Stage 2 of the sickness absence policy which may result in a further
caution.
Please do not hesitate to contact me should you have any questions or concerns regarding the contents of this
letter.
You have the right to appeal against this first stage caution, should you wish to exercise this right please write
to (next in line manager) outlining the reasons for your appeal with 5 days of receipt of this letter.
Yours Sincerely

Manager’s Name
Job Title
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APPENDIX 5

Contact:
Ref:
Direct Dial:
Direct Fax:
E-mail:
Date:
Private & Confidential
Name
Address

Dear
RE: (Name of employee)

Please find enclosed with this letter a referral form for Occupational Health Advice for the above named
employee.
You will see from the enclosed form that (name)
has suffered from repeated sickness
absence. Their sickness absence began on
(date) and since that date, (name)
has been
referred to occupational health on (date), (date) and again on (date). At that time you explained that
(name) was
Details of report

.

We are obviously keen to support (name) back to work and would be very grateful if you could provide a report
on (name’s) condition. Please find enclosed a job description for (name’s) post of (job title) .
Please pay particular attention to the following questions regarding

(name’s) condition.

Please explain how (name’s) condition affects the following:
 Mobility
 Manual dexterity
 Physical co-ordination
 Continence
 Ability to lift, carry or otherwise move everyday objects
 Speech, hearing or eyesight
 Memory or ability to concentrate, learn or understand
 Perception of the risk of physical danger.
Please explain how long you believe the (name’s) condition will last and what you believe the long term
prognosis to be. If possible please give an approximate date when you believe (name) will be fit to return to
work.
When (name) is fit to return to work please explain whether you believe we need to make any of the following
adjustments:
 Re-designing duties or transferring the individual to another vacancy, this may involve altering the hours of

work, particularly reducing hours. Please also outline the length of any proposed phased return to work.
 Providing special arrangements for training.
 Modifying equipment, procedures or reference manuals
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 Providing a reader or interpreter or extra supervision.

 Any other reasonable adjustments you may think are necessary in order to support (name) back to work.

We obviously need to gather as much information as possible about (name’s) condition in order to make a
decision regarding their future employment with the Trust and would ask that you give as much information as
possible in order that a balanced view may be made.
Thank you for your assistance in this matter and I look forward to hearing form you shortly.
Yours sincerely

Manager
JOB TITLE
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APPENDIX 6

LONG TERM SICKNESS ABSENCE POLICY PROCESS
Has the sickness lasted
for more than 4
weeks?

No - Refer to
Short Term
Sickness
Absence Policy

Yes - the Sickness
/ Absence is long
term
Meeting between Manager and
employee to discuss referral to
Occupational Health.

On receipt of Occupational
Health Report, Manager /
Employee meet to discuss
content together with employee
representative and HR
representative where appropriate

Possible return to work
to discuss timescales
and adjustments if
required, phased return,
redeployment.
Manager maintains
contact with employee
during sickness / absence

Further meetings with
Manager and employee to
discuss progress of
sickness condition.
Further referral to Occupational Health
via letter outlining full reasons plus
suggestion for adjustments for a return
to work.

On receipt of Occupational
Health Report, Manager /
employee to meet to discuss
content (plus employee
representative & HR
representative where
appropriate)

Possible return to work to
discuss timescales,
adjustments if required,
phased return /
redeployment

Possible return to work to
discuss timescales,
adjustments if required,
phased return /
redeployment

If helpful, a meeting between Manager, Occupational Health and employee
may be arranged to clarify matters
All the above stages are exhausted, no plan for a return
to work.
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Re-deployment
on
temp/permanent

Dismissal only where
all other options are
exhausted. Reason
would be incapacity /
incapability due to ill
health

Return to original
post with some
temp/permanent
adjustments

Ill Health
Retirement if
employee in
Pension Fund

Employee appeals within 10 working days of any action
taken
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REPORT
Reporting Period 2013-14

REPORTING GROUP TITLE

NHS South Cheshire CCG Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM
th

Thursday 6
June 2013, 14:00

Committee Minutes

2.6.2

PURPOSE OF REPORT

To provide the Governing Body with the following minutes of CCG sub
committees
•
•

Quality and Performance Committee 25-04-2013
Governance and Audit Committee 25-04-2013

STRATEGIC GOALS



VISION

Building Services around the needs of the patient;




Building Services based on the needs of the patient’s community;
Using the patient’s registered practice as the hub for service delivery and
the monitoring of patient health and health journeys;
 Breaking down barriers between
 Health & Social Care
 Separate disease based health services
 Primary and Secondary Care
 Use of education and constructive profession challenge to improve quality;
Use patients to inform and introduce challenge at all levels of service
provision.
RECOMMENDATIONS

The South Cheshire CCG Governing Body are asked to:
i)

Note the minutes of
•
•

Quality and Performance Committee 25-04-2013
Governance and Audit Committee 25-04-2013

Prepared By : Jenny Underwood
NHS South Cheshire CCG Governing Body

To maximise health and
wellbeing and minimise
health inequalities
informed by local voices
and delivered in
partnership

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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CHAIR : Teresa Strefford
Deputy : Diane Noble

MINUTES

Date/Time

Venue

25-04-13 @ 09.00am

Board room
Bevan House
Barony

REPORTING GROUP TITLE

NHS SC CCG & NHS VR CCG: Quality & Performance Committee
Meeting No:

REPORTING PERIOD 2013-14
Present








Name
Teresa Strefford (NHS VRCCG)
Andrew Hudson (NHS SCCG)
Terry Savage Lay Member (NHS VRCCG)
Tracy Parker-Priest (NHS VRCCG)
Fiona Field (NHS SCCCG)
Moira McGrath (NHS SCCCG)
Helen Wormald (NHS VR & NHS WCCCG)

Present










Judi Thorley (NHS SCCCG & NHSVRCCG)




Name
Lisa Carr (NHS SCCCG & NHS VRCCG)
Sue Cooke (NHS SCCCG & NHS VRCCG)
Cathy Fulham (NHS SCCCG & NHS VRCCG)
Katie Riley (NHS SCCCG & NHS VRCCG)
Linda Dodd (NHS CSU)
Debbie Lowe (NHS CSU)
Andrea Lunt (NHS SCCCG & NHS VRCCG)
Lauren Connah (NHS SCCCG & NHS
VRCCG)
Guests
Suzanne Horrill, Governance & Audit Lay
Member (NHS VRCCG)

Minute Taker: Wendy Jeffries
Ref

Discussion & Action Points

1

Committee Management

1.1

Apologies for Absence
Apologies were received from Diane Noble, Anne Eccles and Lindsay Ratapana.
Substitutes were: Andrea Lunt, Senior Pharmacist for Mark Dickinson, Linda Dodds for
Phil Meakin and Katie Riley for Steve Evans

1.2

Declaration of Interest

Whom

When

There were no declarations of interest today.
1.3

Minutes of the Meeting and Action Log from 28.3.13
The minutes of the last meeting held on 28 March 2013 were circulated with the agenda
prior to the meeting and were agreed and signed off today with the exception of page 6
under 3.4 – ‘…… AH asked who should hold for GP’s the request for level 3 training 16hr
training’ – should actually read ‘12 hours training over 5 years’…..
The current Action Log was updated to reflect current progress made.

1.4

Forward Committee Planner
Not discussed can be taken off Agenda for subsequent meetings.

2

Clinical Effectiveness

2.1

Patient Engagement Report
Lauren Connah, Public Engagement Manager for both NHS SCCCG and NHS VRCCG
gave an update of the engagement work that has been undertaken so far.
The Committee were asked to note the contents of the report. The statement of principle
for patient and public engagement is: we will actively seek the views and insights of
patients and local communities and use multiple methods to achieve this. The outcome
will influence the decision making of the group in relation to commissioning.

Prepared By: W Jeffries
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Lauren listed the broad selection of groups in the Community she has met along with
public engagement events and road show events that have already happened back in
2012 that explained what ‘NHS Reform means to them’. The VR Health Forum was held
on 24 April which was well attended with a very positive response from the attendees,
worth noting is that 10 out of the 12 practices were represented.
AH was pleased that Lauren had already engaged with lots of different groups but asked
if there were still some gaps; to which Lauren explained that it is hoped that an ‘Insights’
database can be established and a visit to Stoke on Trent CCG is planned to view this
database to see how it works and if it will be fit for purpose.
AH asked if there was a database that GP Practices can refer to with reference to “who
can I ask” as this would be very beneficial. Lauren confirmed that this will happen in the
future.
AH stressed that his particular Practice has some great ideas but due to out of date IT
architecture finds this frustrating as there is a real need for better IT structure. The
Committee took AH’s comments on board and recognise this problem with IT structure,
TPP reported that a vacancy for an IT Manager has been approved and will be advertised
shortly.
TPP stated that the Vale Royal Locality board would be interested in getting all the
collated information that is available. Lauren said that links have been established along
with an engagement plan for functions such as the Health Forum and Federation.
2.2

Risk Assurance – Clinical (not discussed this month)

2.3

NHS Targets 2012/13 – Reporting Period March 2013
LC gave an appraisal of the report, highlighting the following:
•
•
•
•

Ambulance Category A – target is 8 Minutes : still under achieving on this indicator,
may be due to geographical area that the CCG’s cover.
Cancer 62 day waits : Invalidated data shows not achieved target for February, target
should be achieved for March.
Stroke : Achievement of target is not consistent due to capacity issues within Stroke
Unit. Sue Cooke is lead for pathway review along with TIA’s.
MSA : still seeing breaches but it is hoped that this will improve once the new build at
the hospital has been completed within the Critical Care Unit.

DrTS was keen to understand more about ‘validated’ data and the tight timescale in
obtaining this data for reporting on to the Committee. LC explained that the data is
extracted from the data warehouse but technical problems have occurred resulting in only
invalidated data being available. At present the data received is six weeks in arrears, with
the warehouse looking at raw data on the 15 -19 day of the month for onward reporting to
the CCG. It was agreed by the Committee that the Performance Report could be tabled
due to the timing of the data coming though.
AH stated that it would be worth having better understanding of all the sources of
information that come out in different reports that then come to the Committee as it can
be extremely hard to understand. He added that it may be worth having a short meeting
outside the Committee to understand the data in reports and indicator reports as it would
be best if everyone heard the same information at the same time in the one report. The
Committee thought this a good way forward. LC agreed to present at future meeting an
overview of data and the information flow to the committee.
Action 1/WJ/LC: WJ to organise an ‘Information briefing’ to the Committee. LC to
present at a future meeting.
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2.4

North of England Dashboard
It was thought by Committee members that the information within this document was
confusing.
SEC reported that a meeting had been arranged with Dr Dodds at MCHfT to discuss
mortality, this was an action from the Quality Surveillance Group. Discussions ensued on
this subject.
TPP agreed to raise this issue with the Trust team at the Contract meeting and asked for
a brief summary to take forward.
Action 2/SEC: A brief summary with regards to issues with the North of England
Dashboard to be given to TPP for onward reporting at the Contract meeting.
Issues raised from the Quality Dashboard and refer to ‘living well’ are MSA, length of stay
as well as mortality.
Action 3/DL: Charles Millar (CSU, BI) to carry out some analysis work around LOS, DL to
discuss with PM to take forward.

SEC

DL/PM

LC highlighted that information in this report was significantly out of date with figures
pertaining to 2012.
AH and DrTS stressed that MCHfT are taking these issues seriously and are working
hard on getting better control of their data with RAMI showing a downward trend.
Action 4/SEC: SEC to email glossary of terms (ie RAMI/SHIMI) to members for better
understanding of terminology.

SEC

The Committee agreed that the CCG have a challenging system in place.
2.5

NHS Outcomes Framework 2013-14 (Performance Activity (this is a quarterly topic and
will be discussed at the June meeting)

2.6

Medicines Management Update
Nothing reported for this month.

3
3.1

Patient Safety & Experience
Integrated Governance Report
Please refer to the report:
Complaints/PALs/Professional Concerns: SEC referred to the table on page 32 and
reported that there were no complaints received for this period. All professional concerns
are being addressed and an update report will be brought to the Committee in June.
Both SEC and DL will be attending the Membership Assembly along with the GP’s to give
an update on where they are up to with regards to complaints/PALs/professional
concerns.
TS asked how a complaint could be viewed by the CCG if the complaint referred to
another provider outside the SC/VR CCG remit, ie: Wythenshawe. In answer Dr TS said
that if the complaint does not come through the CCG’s then they will not necessarily be
aware of it.
Discussions ensued. It was commented that it was important to know if ‘our’ patients are
seen at other hospitals/centres, what issues they have, if any as CCG do not see their
complaints. SEC agreed to look into this with other providers.
Action 5/SEC: SEC to liaise with other providers on how they share information to
CCG’s.
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SEC reported that she had asked to see ‘pressure ulcer’ statistics as it appeared that
there were no common themes to these. She added that there is a need to go through
Root Cause Analysis (RCA’s) for a more in-depth investigation to find if there are any
common factors. There is a CQUIN around this and confirmed that this triangulated
around safeguarding.
SEC went through the report highlighting:
• First Quality meeting with CWP took place 11 April and it appears that there RCA
process is different to our providers. AH commented that the three CCG’s were in
attendance at this meeting and it was good to have a separate quality meeting in
order to discuss issues.
HW stated that there was no consistency in how the RCA process is run.
Action 6/HW: HW to send Cheshire West RCA information to TPP.
TPP gave a brief update on Eastway and asked if we have view of CQC actions plans
and external assessments. HW stated that out of 54 actions 48 have been
completed, a team is going in to check completed actions. TPP queried if Paula
Wedd from West could share this information. HW stated that Eastway are on the
Risk Register in East
Action 7/HW : HW to liaise with Paula Wedd re sharing of action plan findings
Action 8/SEC: SEC to bring back to the Committee updates on action plans, external
assessments from CQC via CWP.
•

•
•
•
•
•

HW

HW
SEC

CAF gave an update on the ‘Friends & Family Test’, reporting that MCHfT had
achieved 35% feedback from wards all of which were good. MCHfT had reported a
poor response rate of 3.1% in A&E and have been looking at different initiatives to try
and improve on this by using a Kiosk system.
MCHfT have carried out an Integrated Governance Staff Survey and this had been
discussed at the Joint Clinical & Performance Review in April.
Both CWPFT and BMI have both reported that they are also implementing the
Friends & Family Test.
Patient feedback via NHS Choices: MCHfT have achieved 4.5 star rating based on
128 ratings for the hospital, these ratings related to cleanliness, staff cooperation,
dignity and respect, involvement in decisions and same sex accommodation.
Feedback from the Patient Experience Committee including issues around delays
around ‘medication on discharge’ – initiatives are in hand to rectify this issue.
A ‘Patient Led Assessments of the Care Environment’ (PLACE) visit took place
beginning of April at MCHfT and both SEC and CAF attended in a patient role rather
than a CCG role covering two different areas of the hospital. Completed assessment
forms from the visits will be uploaded onto a National database and results will be
made available.

JT asked with regards to the Friends and family test, how do we know that MCHfT are
using the data received.
SEC replied that the data is put in their report that is taken at the Joint Clinical &
Performance review meeting with MCHfT
3.2

Safeguarding Adults – please see report (p41)
HW reported the following for SC & VR CCG
•
•

Winterbourne Action plan has been circulated to all key leads across Cheshire for
actions to be completed. A conference is being held in May and this will cover
Quality.
Serious Cases: A professionals meeting was held on 23 April following a call from a
GP regarding one of their registered patients who is 19 and has borderline learning
disabilities, there is a potential that she is missing key services. Discussions were
held prior to the meeting to ensure key personnel attended as the patient has already
sustained a serious assault.
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•

Currently looking into the costings for leaflets or booklets covering all areas of
safeguarding and will being details to the next committee meeting.

JT highlighted that there are key concerns over care homes so it is important to make
sure this is covered with information shared.
3.3

Nursing Homes Update (this is a quarterly topic and will be discussed at the June
meeting)

3.4

Safeguarding Children – please see report (p40)
Moira went through her report, highlighting that there were no serious case reviews for
this period.
AH asked for a guidance list to be sent out to GP’s as a quick reference guide on ‘where
to get help’ with regards to safeguarding children.
Action 9/MM: MM agreed to send ‘where to get help’ with regards to safeguarding
children information in an email to GP’s.
•
•

MM

Unannounced Inspections: with 4 areas looked at, 3 reported as adequate, 1
regarding the quality ranged from very good to poor.
New referral service went ‘live’ on Monday 22 April.

TS asked ‘what is bench-marking target for inspections, for instance where is adequate
on the scale. MM explained that the bar had been moved and has become very
challenging with the main focus being on the Child’s journey and asks ‘have things
changed for the child?’
4

Operational Management & Regulatory Updates

4.1

Policy / Protocol Updates Complaints & PALs leaflets
•

•

DL reported that draft leaflets were sent out and comments had been received
back. Sally Clarke will also be taking the leaflets to the ‘Readers Panel’ to get
their views on them. The leaflets are to be taken to the Governing Body meeting
in June for signing off, before going to print.
Dr TS asked that the leaflets also go to the Membership Group in May.
Action 8/DL: DL to manage timescale of leaflets going to the Membership Group
and Governing Body meeting for sign off before printing.
DL confirmed that she will be producing leaflets for children and will be looking at
a flow chart version for all groups.

DL

HW asked if the CSU staff dealing with PALs/complaints issues have had mandatory
safeguarding training and need to know how to deal with safeguarding issue. DL
confirmed that staff have undergone or are undergoing their mandatory training and
agreed on the importance of staff knowing how to deal with safeguarding issues.
DL informed the Committee that her next piece of work would be to update the website
and she is hoping that she can bring information pertaining to this to the next meeting in
May.
4.2

SUI Policy for ratification for VR & SC
DL confirmed that she had received comments back from both VR and SC and asked for
approval of the Committee before the policy goes to the Governing Body.
DrTS reported that she had made a few comments. DL said she would include these into
the policy and forward the completed policy on to SEC to forward onto the Governing
Body.
Action 10/DL: DL to send revised policy to SEC early May in order for it to be presented
at Governing Body for ratification.
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4.3

Committee/Partnership Minutes
All relevant minutes from the partnership meetings were added to the agenda papers
prior to the Committee meeting for perusal by members.
SEC explained that the Quality Surveillance Group was a regional group which includes
CCG’s, CQC, Monitor Deanery and local Councils etc.
Main issues raised were with regards to learning disabilities and nursing homes where
more detailed work will be take place.

4.4
5

External Assessment Publications
None for this period
Any other Business
•

AH was concerned over the medicines management data for ‘Eclipse life’ that
had been shared with GP Practices and has taken direct action to highlight that
the data sharing agreement is not appropriate.
Andrea Lunt responded saying that J Kenyon is the lead on this and is aware of
the issue but she will take this concern from AH back to JK.

•

SEC asked for comments from the Quality account from Cheshire and Wirral
Partnership must be back by the 6 May.

•

SEC reported that she had taken a telephone call from a representative of Public
Health England on 24 April with regards to CCG responsibility for responding to
MRSA bacteremia and investigating if the blood culture was obtained within 48
hours.

Next Meeting
Next meeting on Thursday 30 May 2013 to be held at the Bevan House Boardroom,
(Ground Floor) – please note the START TIME of 0900.
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MINUTES
Reporting Period 2013-14
REPORTING GROUP

DATE/TIME

VENUE
th

Thursday 25
April 2013, 13:00

Governance & Audit Committee

Bevan House,
Nantwich

MEMBERSHIP
Present









Membership Category

Committee
Quorum

NHS SC CCG
NHS SC CCG
NHS SC/VR CCGs
NHS SC CCG
Grant Thornton
MIAA
NHS SC/VR CCGs

Lay Member – Audit
Lay Member – Audit
Chief Finance Officer
Director of Partnerships & Governance (SIRO)
External Auditor
Internal Auditor
Performance & Risk Manager

A meeting will
be quorate if,
one lay member
& two Clinical/
Executive
representatives
are present.

NHS SC/VR CCGs
Grant Thornton
Grant Thornton
MIAA
CWW CSU
MIAA
NHS SCCCG
NHS SC/VR CCGs

Alternate for Lynda Risk
Alternate for Robin Baker and Andrea Castling
External Auditor
Internal Auditor
Information Governance Officer
Counter Fraud (ToR - NHS Protect)
South Cheshire CCG Chair
Chief Officer

Periodic Attendee
Periodic Attendee
Annual Attendee
Annual Attendee

Name

Graham Bruce
John Clough
Lynda Risk
Fiona Field
Robin Baker
Linda Elliott
Lisa Carr

Organisation

Periodic Attendees






n/a
n/a
n/a

Sue Lowe
Alan Rawlinson
Andrea Castling
Anne-Marie Harrop
Suzanne Crutchley
Roger Causer
Dr. Andrew Wilson
Simon Whitehouse

Minute Taker

Jenny Underwood

NHS SC/VR CCGs

Ref

Discussion & Action Points

Apologies For Absence

Apologies were received and are indicated as above.
1.1.1

It was noted that Dr Lalit Gurnani had tendered his resignation from the committee. This had
been accepted by the committee chair. A new clinical member would be sought at the next
Membership Council meeting.
Minutes of Meeting

The minutes of South Cheshire CCG’s Governance & Audit Committee held on Thursday 28th
March 2013 had been circulated with the agenda.
The Chair took members through the contents of the minutes seeking clarification on accuracy
and an update on the actions identified.
1.1.2

It was noted that Anne-Marie Harrop had attended the meeting on behalf of MIAA, not Linda
Elliott.
The committee discussed the frequency of meetings and the ‘best value’ time for annual
attendees to attend the meeting. Whilst there is an open invitation for them to attend, certain
meetings might be more relevant for them to be present at.
Discussion of the actions and matters arising is included in the attached action log.
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It was Agreed:
•

•

Whom

When

To approve the minutes of the South Cheshire CCG Governance
and Audit Committee held on 28th March 2013 with the amendment
noted above.
To review the frequency of committee meetings at the June
meeting.

June
2013

Terms of Reference
1.1.3

The terms of reference are scheduled for review in December 2013

Committee Forward Planner
1.1.4

The committee forward planner is scheduled for review in December 2013

Information Governance Update
1.2.1

The next information governance update is scheduled for June 2013.

Risk Management Update

Copies of a paper entitled ‘Risk Assurance – Update March 2013’ together with a report entitled
‘Draft Risk Management Strategy 2013-14’ had been circulated with the agenda.
L Carr explained that the Risk Assurance paper aimed to provide the Governance & Audit
Committee with a progress report on the key risks being addressed by the organisation. It
included details of new risks, risks due to be closed and headline risks rated 12 or above.
She talked the committee through the report and highlighted in particular that three new risks
had been reported on the corporate risk register during March.
F Field explained to the committee the background to the NHS 111 service being placed on the
risk register. She noted that work was taking place nationally to resolve the issues and risks
around the service. She anticipated 3-6 months before the service was functioning as it should.
It was noted that the local out of hours provider had stepped in and worked hard to ensure
1.2.2
patient care had not been compromised during this time.
L Carr went on to introduce the report on the Draft Risk Management Strategy for 2013-14. She
explained that the report provided a progress update on the work to refresh of the Risk
Management Strategy which had originally been adapted from the Central & Eastern Cheshire
Primary Care Trust documents.
She asked for comments and feedback to shape the strategy. G Bruce and J Clough requested
to see the document again before it was taken to the Governing Body meeting in July for further
development.
It was Agreed:

•
•
•

Whom

To note the contents of the Risk Assurance report.
To note the contents of the Draft Risk Management Strategy report.
To note the requirement for the Governing Body to schedule a Governing
Body
workshop to develop the Board Assurance Framework.
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Counter Fraud Update
1.2.3

No Counter Fraud Update was provided at this meeting.
Strategic Prioritisation Updates

F Field provided a verbal update on Strategic Prioritisation. It was noted that the shared
management team would be aligning to three programme areas, corresponding with the
Health & Wellbeing Board life themes of Starting Well, Living Well and Ageing Well.
South Cheshire CCG and Vale Royal CCG Governing Bodies would be meeting together at
the beginning of May to discuss funding and priorities.
1.2.4

Work is ongoing to refresh South Cheshire’s Strategic Plan, including shaping priorities
through the three programmes. The Governance & Audit Committee asked for assurance
around how the programmes will work. FF agreed to update further at the next meeting.
It was Agreed:

•

To give an update on progress with implementing the programmes
into the shared management structure, including governance
arrangements.

Whom

When

F Field

May
2013

External Assessment Publications

F Field provided a verbal update on the recent Ofsted Inspection at Cheshire East Council.
She explained that this had taken place over the Cheshire East footprint, but did not only
involve the local authority, a large number or organisations had been involved.
The outcome of the report, published the previous day, was an ‘inadequate’ rating. F Field
explained that over four areas assessed, only one (delivery of services) had been rated
1.2.5 inadequate, however this means the overall outcome is also inadequate. Child Protection,
Leadership and Early Prevention were all classed as adequate.
Reports and an action plan will be presented at the next formal Governing Body.
It was Agreed:

•

To present report and action plan on the Ofsted outcome to the
next formal Governing Body Meeting.

Whom

When

F Field

May
2013

Internal Audit Plan 2013-13 – Progress Update

The Internal Audit Progress Report (April 2013) had been circulated with the agenda in
advance of the meeting.
L Elliott talked through the report highlighting the reports issued and work in progress.
1.3.1

G Bruce noted that the report seemed to repeat information unnecessarily. L Elliott agreed to
feed this back to colleagues, however noted that this was a standard corporate style of
reporting.
It was Agreed:
•

Whom

When

To note the contents of the report.
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Internal Audit Plan 2013-14 – Revised Proposals

Copies of a paper entitled ‘Internal Audit Draft Plan 2013/14’ had been circulated with the
agenda.
L Elliott talked through the report. It was noted that the new payroll provider reviews were in
the plan for next year.
1.3.2

The committee discussed adding the Membership Council to the section under transparency
and Governance alongside Governing Body reporting.
The committee was happy in general with the proposed plan, however felt that stated
timescales would be a helpful reference.
It was Agreed:
•
•

To note the contents of the report.
To make the amendment noted above.

Whom

When

L Elliott

May
2013

Audit Tracker – EMIS Integration

Copies of a paper entitled ‘Audit Tracker’ had been tabled at the meeting.
L Carr took members through the report outlining the management responses relating to the
internal audit reviews held on the Audit Tracker legacy tool. It was noted that the internal
1.3.3
audits undertaken during 2012-13 would need to be included.
It was Agreed:
•

To note the contents of the paper and to include the internal audit
recommendations for 2012-13

Whom

When

L Carr

May
2013

External Audit Report

The Grant Thornton External Audit Report had been circulated with the agenda in advance of
the meeting.
1.4.1

Alan Rawling presented the report on behalf of Robin Baker and Andrea Castling.
It was Agreed:
•

Whom

When

To note the contents of the report.

Finance Report – April 2013

Copies of a report entitled ‘South Cheshire Finance Report April 2013’ had been circulated
with the agenda.
1.5.1

S Lowe talked through the report. The committee was asked to note the risk in respect of the
Specialist Commissioning baseline changes and associated risk to contract sign off. It was
also noted that there were continuing demands on CCG money wherever a gap appeared.
The final month 12 PCT accounts had been submitted to the Cluster Audit Committee and
would be reviewed at the May meeting. The PCT hit its control total and came in as planned.
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The CHC provision will be inherited by CCGs. This provision has been built into projections
throughout the year.
The finance team are now in-house with the CCG, rather than bought in from the CSU. This
represents cost and efficiency savings.
The committee requested monthly finance reports and that a month one report be provided,
even with caveats.
It was Agreed:
•
•

To note the contents of the report
To discuss the possibility of producing finance report for the
Governance & Audit Committee on a monthly basis.

Whom

When

S Lowe

May
2013

NHS Litigation Authority: Indemnity Scheme Cover

1.5.2

Copies of the ‘NHS Litigation Authority Indemnity Scheme’ policy cover had been circulated
with the agenda in advance of the meeting.
It was Agreed:
•

Whom

When

To note the indemnity cover.

External Audit Appointment

Copies of the Audit Commission letter dated 3rd April 2013 confirming the appointment of the
external auditor as Grant Thornton UK LLP for NHS South Cheshire CCG had been
1.5.3 circulated.
It was Agreed:
•

Whom

When

To note the appointment of Grant Thornton UK LLP letter.

Policy/Protocol Updates
1.6.1

There were no policy or protocol updates to be reviewed by the committee at this meeting.
CSU Service Level Activity

It was requested that regular quality meetings take place with the CSU to challenge as
necessary on the KPIs and to include the CSU within the audit plans. Discussion would take
place outside this meeting around the scope of this.
1.6.2
It was Agreed:
•

To ensure the CSU is included within audit plans for the coming
year.

Whom

When

L Risk

May
2013

Committee/Partnership Minutes
1.6.3

The minutes of the NHS South Cheshire CCG and NHS Vale Royal CCG Joint Quality and
Performance Committee meeting of 28th March 2013 had been circulated with the agenda in
advance of the meeting.
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It was Agreed:
•

Whom

When

To note the contents of the Quality & Performance Committee
minutes.

Any Other Business

G Bruce raised the possibility of holding Governance & Audit Committee meetings jointly with
Vale Royal. He had raised this with S Horrill the Chair of Vale Royal’s committee and it was
felt that it would be a better use of time and resources, both internally and externally if this
could be achieved. He asked the auditors present for advice on which parts of the meeting
could be shared and which could not.
1.7.1

He requested that they give some thought to this and report back.
It was Agreed:

•

To consider the logistics and any confidentiality considerations of
merging, or part merging the Governance and Audit Committees of
South Cheshire and Vale Royal CCGs.
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