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Ref.

Discussion and Action Points

1.1
1.1.1

Committee Management
Welcome & Apologies for Absence
The Chair welcomed Governing Body members, presenters and the Public
to the meeting. He gave a brief outline for the afternoon’s proceedings in
terms of the meeting, question and answer session with the Public followed
by a closed Part 2 session.

Action

Apologies had been received from Diane Noble.
1.1.2

Minutes of meeting held 27th March 2014
The minutes from the last meeting were agreed and approved by the
Governing Body.
NHS South Cheshire CCG Governing Body:
• Approved the minutes from the NHS South Cheshire CCG
Extraordinary Formal Governing Body meeting held on 27 March
2014.

1.2

Patients Story
A short film was presented with interviews from members of the Ashfields
Practice ‘Patient’s Participation Group’ (PPG).
Each member wished to “give something back to the community and do
something positive”. Personal experience had also played a part in them
wanting to join the PPG. Members are from all walks of life with one
gentleman explaining how he liked to take part in research work.
All members agreed that the PPG would benefit from younger people being
part of their work.
The Governing Body reinforced the need for younger people to be a part of
the PPG group whether it is in person at the meetings or via social media
like ‘Twitter’.

1.3

Governance

1.3.1

Chair’s G&A Annual Report 2013-14

The Chair’s Governance and Audit Committee Annual Report 2013-14 had
been circulated with the agenda in advance of the meeting.
It is noted that there is a typing error on Page 6 of the report, third bullet
point says ‘Morality at MCHfT’ when it should read ‘Mortality at MCHfT’.
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FF stated that the report is required to give assurance regarding what has
been discussed and agreed at the Governance and Audit meetings over a
twelve month period.
The Governing Body recognised the success of staff attending the Prince 2
Foundation course which provides a more systematic approach to the
management of risks and project management.
The Governing Body agreed to:
• To note the contents of the NHS South Cheshire CCH Chair’s
Governance and Audit Committee Annual Report 2013-14.
1.3.2

NHS Constitution Outcomes Measures for Period : Feb. 2014

The NHS Constitution Outcomes Measures report had been circulated with
the agenda in advance of the meeting. The paper provides the Governing
Body with a summary against the key NHS performance measures for both
respective CCGs and the performance activity attributed by our main acute
provider Mid Cheshire Hospitals Foundation Trust (MCHfT) for the period
ending February 2014.
FF gave an overview of the report highlighting where MCHfT had not
achieved some of their targets, i.e. A&E waiting times, stroke services,
MRSA.
A quarterly assurance meeting had taken place earlier in the day with the
NHS England Team. They would like to see what plans MCHfT had to
mitigate un-achieved targets in the future.
•

A&E waiting times still remain an issue :

•

Work is ongoing to meet the Stroke TIA (Transient Ischaemic Attack)
target. AH wished to add that patients are well cared for whilst on the
Stroke Unit.

•

A ‘deep dive’ is taking place to look into Ambulance response targets
and the financial impact. SW reported that he had spoken with the Chief
Executive of the North-West Ambulance Service (NWAS) who had
explained that they are committed to delivering and achieving the
National target, which is different to the CCG target. NWAS
acknowledge the CCG concerns and gave a commitment to discuss this
issue further. A detailed report following the completion of the “deep
dive” will be presented in September/October 2014 to the Quality and
Performance Committee.

S E Cooke
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The Governing Body agreed that it would be useful to look at incidents and
complaints from patients and to look into whether some patients are taken to
North Staffordshire hospital (UHNS) as an alternative. This issue will
continue to be reviewed by the Quality and Performance Committee and the
Urgent Care Programme Board.
The Governing Body agreed:
• To note the contents of the report summarizing the validated NHS
performance measures for the reporting period ending February
2014; and
• To note any exception updates against those measures which are
experiencing adverse activity and the mitigating actions to resolve
the performance levels.
1.3.3

Standards of Business Conduct Declarations of Interest Policy

The Policy had been circulated with the agenda in advance of the meeting.
FF reported that the Standards of Business Conduct Declarations of Interest
Policy had also been discussed at the last Membership Council. This is an
important policy for all members and employees of the CCG to “own” at a
professional level.
Discussions ensued around gifts to GP’s at Practices with the reminder that
Practices are businesses in their own right. Suggestions of a register of
gifts to be kept by practices and to look at different ways for the Public to
show their thanks were well received.
FF asked that any further comments that the Governing Body may have be
sent to her.
The Governing Body agreed to the Hospitality Fund to be self-funding.
The Governing Body agreed to ratify the new policy
1.3.4

Annual Senior Information Risk Owner Report 2013-14

The paper that was distributed prior to the meeting provided the Governing
Body with a copy of the Senior Information Risk Owner (SIRO) Report
prepared by the Senior Information Governance Lead from Cheshire &
Merseyside Commissioning Support Unit. It summarises the work
undertaken during 2013-14 to ensure NHS South Cheshire Clinical
Commissioning Group (CCG) achieves its Information Governance Toolkit
Version 11 Level 2 requirement by 31 March 2014. It was noted that this
report had been accepted by the Governance and Audit Committee on 27
March 2014.
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It is the CCGs aspiration to continue at the Level 2 requirement whilst at the
same time, aiming for a higher level.
The Governing Body:
• received the Annual Senior Information Risk Owner Report 201314; and
• Approved the continued commitment to support the compliance
arrangements to attain at least a level 2 Information Governance
Toolkit requirements during 2014-15.
1.4

Business

1.4.1

Annual Report & Annual Accounts Approval

SW thanked Lynda Risk and the Finance Team, along with Jo Vitta, and
Rachel Smethurst, Business Manager with Vale Royal and Paul Basnett
from Grant Thornton for their effort and commitment in preparing the Annual
report and Annual Accounts for Approval.
Each Governing Body members agreed that:
‘As a Governing Body Member of NHS South Cheshire Clinical
Commissioning Group I am aware, there is no relevant audit
information of which the Clinical Commissioning Group’s external
auditor is unaware;
and
As a Governing Body Member I have taken all the steps that ought to
have been taken in order to make myself aware of any relevant audit
information and to establish that the Clinical Commissioning Group’s
auditor is aware of that information.
I approve the Annual Report and Accounts 2013-14’
The Governing Body:
• Noted the contents of the report and make a recommendation to
Membership Council approving the Annual Report and Accounts;
• Confirmed that the letter attached in appendix 1 was accurate and
authorised the Chair and Chief Officer to sign the letter on behalf of the
Governing Body.
1.4.2

Chief Officer’s report

The Chief Officer’s report had been circulated with the agenda in advance of
the meeting.
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SW highlighted the following:
•
•

Quarter 4 Assurance meeting had taken place today (5.6.14) with NHS
England.
As part of the 360 degree stakeholder survey, SW stated that he is
committed to visiting all Membership Practices to discuss issues and
concerns they may have over the summer period.
AW’s suggestion of an Action Plan following on from the ‘Key
Observations’ to be taken at the Informal Governing Body meeting in
July was a helpful suggestion.

S
Whitehouse
/ A Wilson

The Governing Body noted the contents of the paper.
1.4.3

Communication & Engagement Plan & Update
The Communication & Engagement Plan report had been circulated with the
agenda in advance of the meeting.
FF stated that the Communication & Engagement Plan would now be a
regular report to the Governing Body highlighting plenty of planned events
taking place between June to September 2014, including engaging with
young people – these are listed in the report.
FF brought to the attention of the Governing Body, Appendix 1 –
‘Engagement Strategy for public facing Operational Plan’. The appendix
outlines the approach adopted and recommendations concluded for the
marketing communications plan designed by JG Creative to be launched to
the public during June and July 2014.
The Governing Body agreed that the report covered all areas of
communication and engagement enabling a better understanding.

The Governing Body acknowledged the continued progress made
during April & May, particularly in respect to:
•
•
•
•
•

The development of the public facing operational plan (involving
public and patients to determine that they need to know);
The completion of the Commissioning Policy review,
The development of colleague training around engagement skills
and processes.
Progress made towards the summer public facing activity.
Increased public involvement, via a range of different methods.
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1.4.4

5-Year Connecting Care Strategy
The 5-Year Connecting Care Strategy report had been circulated with the
agenda in advance of the meeting and was seeking support regarding
developing Central Cheshire Connecting Care 5 Year Strategy across
Health and Social Care.
DE gave an appraisal of the report highlighting:
•

The strategy has been worked on since January 2014 and will provide
the vision for the next 5 years; it describes the challenges ahead and
outlines the progress of work.

•

As a working document, the Governing Body were asked to offer
feedback to support the direction of travel and support the themes
throughout the document. Comments are to be sent directly to Diane
Eden, Programme Director.

•

DE stated that all eight partners are committed to this strategy with
much work already completed, reiterating the need to understand the
end point of “what does it mean for patients – the aspiration of patients”.

•

NHS England have re-opened the 2-Year Plan, which had been signed
off by the Governing Body previously, asking for more clarity/detail. Resubmission dates are throughout June 2014.

•

HG was concerned that with a shift in resource, there may be a risk to
quality and there needs to be some reassurance around this.

•

PG stated that he would like to see Palliative Care mentioned in the
document, this was noted.

•

AW suggested that a member of the Governing Body should be
available to sign off the 5-Year Central Cheshire Connecting Care
Strategy submission to NHS England on 20 June 2014.

D Eden

The Governing Body agreed to the way forward.
The Governing Body:
•

•

Will continue to review and provide feedback on the draft 5 year
Central Cheshire Connecting Care Strategy to D Eden, Programme
Director.
Supported the direction of travel and key themes outlined within
the document.
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•

•

1.4.5

Noted that the Central Cheshire Connecting Care Board will
approve the submission to NHS England on 20 June 2014 and
agreed that a member of the Governing Body also takes part in the
signing off.
Agreed to proceed with further key stakeholder engagement and
involvement to shape this initial draft into a final strategy.

Integrated Urgent Care Services
The Integrated Urgent Care report had been circulated with the agenda in
advance of the meeting and presented the outline business case for the
integration of urgent and emergency care services
L Banner-Parry reported that the next stage would involve work with health
economists to strengthen the outline business case.
The report explains the vision, proposed service outcomes, impact for
patients and providers, expected benefits and the engagement with Partners
and Stakeholders. A budget of £30K has been agreed for communication
and engagement.
The Governing Body agreed that the outline business case needed to reflect
the fact that patients should have ownership of their own records, have
hospital passports where appropriate and the approach should encompass
the Compassion in Practice 6Cs. Hard to reach groups needed to be
consulted. J Thorley explained that the Practice Nurses were currently
piloting the Friends and Family Test, which may be of relevance to the
project.
There was discussion around Winter Planning and how there is a need for
preparation to commence early in preparing for next winter. Although it is
not known yet what winter funding will be available, it is anticipated that
notification will be received from NHS England around the end of quarter
one. The Urgent Care Working Group has commenced developing the
winter funding application process and notification will be cascaded shortly
encouraging partners, GP Practices (or Federations) and community and
voluntary groups to draft bids for consideration from the winter funding
allocation.
The Governing Body asked that an update be brought to track the progress
of Winter Planning in September.

L BannerParry

The Governing Body:
1. Approved progress of integrating urgent care services into a virtual
front door.
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2. Endorsed the development of a detailed work plan in conjunction
with partners over the next quarter.
3. Authorised the 12 week consultation period with all stakeholders,
agreeing a £30K budget for communication and engagement.
1.4.6

Non-medical Prescribing Policy
The Non-medical Prescribing Policy had been circulated with the agenda in
advance of the meeting and had been received by the Quality and
Performance Committee in April, who in turn, have recommended approval
by the Governing Body.
JT confirmed that funding for training in this Policy is available to Practices if
the Practice is a training practice.
AW stated that the Policy states that it covers CCG staff and asked the
question, does it cover staff in Provider organisations? This is to be looked
into and will be reviewed at the forthcoming Practice Nurse Council.

J Thorley

The Governing Body:
• Approved and ratified the policy .
1.4.7

Becoming a Dementia Friendly CCG
The ‘Becoming a Dementia Friendly CCG’ paper had been circulated with
the agenda in advance of the meeting and provides the Governing Body
with information about a recent initiative to promote NHS South Cheshire
CCG as a Dementia Friendly CCG.
This will be achieved by carrying out the following actions:
• Raising awareness amongst our staff, partners and communities
• Supporting our staff
• Supporting local GP practices to become Dementia Friendly
• Supporting Dementia Friendly Communities
The Governing Body noted the contents of the report and gave their
support to the Dementia Friendly initiative.

1.4.8

Locality Report
The Locality report was circulated with the Agenda in advance of the
meeting.
On behalf of the Governing Body, A Hudson thanked Dr Mike Tate, who had
recently stepped down from the role of SMASH Locality Lead for his
valuable input to the Governing Body and Membership Council.
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The Governing Body were pleased to welcome Dr Philip Goodwin in his
elected role as the new SMASH Locality lead. Dr Goodwin informed the
Governing Body that he will be tendering his resignation to the
Remuneration Committee as this could be a Declaration of Interest issue.
This is to be confirmed by the Terms of Reference for the Remuneration
Committee. A new nominated GP could take on the role as Remuneration
Committee member.
The Governing Body:
• Noted the content of the report
• Accepted the status update.
1.4.9

Co-Commissioning of Primary Care
The Co-Commissioning of Primary Care report was circulated with the
Agenda in advance of the meeting and provides the Governing Body with a
summary of the recent request to CCGs for the co-commissioning of
Primary care in alliance with NHS England.
A Best reported that an ‘Expression of Interest’ is to be submitted to NHS
England by 20 June 2014 confirming that the NHS South Cheshire Clinical
Commissioning Group wishes to propose co-commissioning arrangements
to cover their combined localities.
The Governing Body queried whether this should be in collaboration with
Vale Royal CCG and also asked how we as a CCG contribute and work with
Cheshire East and Cheshire West local authorities to look at this more
coherently to add value.
The Governing Body:
1. Noted the content of the report and the timeline detailed here.
2. Supported a recommendation for the CCG to submit an expression
of interest for co-commissioning of Primary Care.
3. Recognised that an expression of interest does not commit the
CCG to a pre-determinable decision.
4. Supported the wider engagement of the membership and the LMC
to support the development of the proposals and submission.

1.4.10

National Nursing & Care Strategy – 6Cs Update
The National Nursing & Care Strategy – 6Cs Update paper was circulated
with the agenda in advance of the meeting and provides a narrative and
practical example of localised implementation of 6Cs as our underpinning
values ensuring best practice can be realised throughout the commissioning
and wider healthcare service delivery.
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JT reported that the paper demonstrates the suggested framework, using
the 6Cs values. She proposed it would be beneficial to test this out within
the Programme Boards and sought Governing Body approval to take
forward as a pilot scheme. It was agreed by the Governing Body that the
Pilot scheme would be taken forward within Ageing Well.
The Governing Body:
•
•

•

noted the contents of the report seeking to adopt and promote the
National Nursing Strategy 6Cs into our commissioning work; and
noted a practical example of localised implementation of the 6Cs
applied to one of the risk entries held in the assurance framework
2014-15 relating to Learning Disability.
Agreed that the Pilot Scheme would take place within the Ageing
Well programme board.

1.5

Quality & Performance

1.5.1

Quality Report
The Quality Report was circulated with the agenda in advance of the
meeting and 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 requirement for the period ending
March 2014.
S Cooke reported that dashboards previously requested by the Governing
Body are provided within the report, with the exception of East Cheshire
Trust for Community services, as Quality meetings have just commenced.
SC went on to highlight the following:
•

the Advancing Quality CQUIN for Hip and Knee replacement surgery
had not been achieved by MCHfT and thus a payment will not be made;

•

Hearth Failure CQUIN is on track to be achieved in July 2014;

•

Stroke CQUIN is still a concern with the Quality and Performance
Committee asking for this to be discussed at the Governing Body
meeting. It was stressed that good care is given by the Stroke Service
at MCHfT with no incidents or complaints and no pressure sores graded
at 2 or 3.
HG reported that there are clusters of hospitals not achieving good
practice and suggested taking a closer look at what hospitals are
achieving what.
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SC stated that it is the CCGs responsibility to monitor services she will
bring an update paper on Stroke (thrombolysis) to the next Formal
Governing Body meeting.
•

Cheshire & Wirral Partnership: it was reported that there had been a
positive incident reporting meeting with CWP, these meetings will
continue.

S Cooke

The Governing Body:
•

1.5.2

Noted 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 Trust Community Services and BMI South Cheshire
Hospital.

Mortality Update
The Mortality report was circulated with the agenda in advance of the
meeting which provides the Governing Body with an overview of the current
performance of Mid Cheshire Hospitals NHS Foundation Trust (MCHfT)
against published mortality measures and the actions taken.
The Advancing Quality Alliance Mortality Review was undertaken as part of
a tri-partite agreement between MCHfT, NHS South Cheshire CCG, NHS
Vale Royal CCG and Advancing Quality Alliance (AQuA). The report was
published in March 2014 and is in the public domain. It was emphasised
that it was extremely important that any concerns or issues on the changes
recommended in the report be escalated to the Governing Body. It was
recommended that the Mortality Report remain on the Governing Body
agenda to note progress. It was reported that a Joint Scrutiny Committee
Meeting with Cheshire East and Cheshire West and Chester Local
Authorities would be taking place during July 2014.
HG stressed the need to review the Draft paper from NHS England for joint
understanding and coherence around single issue.
The Governing Body:
1. Noted the summary update on Mortality measures at Mid Cheshire
Hospitals NHS Foundation Trust.
2. Noted the update on the single item quality review meeting held in
May 2014.
3. Commented on the Advancing Quality Alliance (AQuA) Mortality
Review.
4. Requested the Mortality Report be a standing agenda item.
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1.5.3

Falls Update Report
The Falls Update Report was circulated with the agenda in advance of the
meeting to update the Governing Body with a progress report around
inpatient falls within Mid Cheshire Hospital NHS Foundation Trust (MCHfT).
S Forrester-O’Neil gave an overview of the report informing the Governing
Body that there had been a reduction in falls at the Trust in the last twelve
months but the severity of the falls had increased. A ‘Falls Prevention
Group’ has been established to develop an Action plan to deal with this
issue. The action plan from the Falls Prevention Group will be reported on
at future Governing Body meetings.
The Governing Body:
•

•

Noted the update of the report relating to the clinical actions and
interventions to date, by the ‘Falls Prevention group’ in the
reduction of inpatient falls MCHfT.
Noted the actions relating to the ‘FallSafe’ project along with the
continuing action plan for MCHfT.

1.6

Financial & Contract Management

1.6.1

Finance Report
The Finance Report was circulated with the agenda in advance of the
meeting, which provides the Governing Body with the financial position for
Month 1, 2014-15. The report is based on the current financial information
available to the CCG and reports the required financial targets specified by
the NHS England and the CCG Constitution.
LR reported that South Cheshire CCG have no reserves, it is early in the
financial year and there is a need to constantly review spending and elective
activity at MCHfT (high risk).
SW highlighted the need for system changes and for a focus on the
transformation agenda to direct activity away from MCHfT.
The Governing Body suggested it may be prudent for the CCG Executive to
write an early ‘recovery plan’.
The Governing Body:
a. noted that the CCG is forecasting a surplus of £1.020 million,
being 0.5% of resource and in line with the plan; and
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b. noted the budgetary shortfall of £0.714 million (previously
reported plan £0.953 million), the budgetary shortfall will be
reviewed again when the provider contracts are finalised,
although we do not expect this to cause significant movement;
and
c. noted that the CCG’s reported surplus is based on the
assumption that other budgets will underspend to cover the
budgetary shortfall. With little data available at month 1 it is too
early to test this assumption, however this will be reviewed over
the coming months; and
d. noted the notified transfer to the CCG for primary care IT of
£0.446 million, which is circa £0.250 million below the costs of
the current service. Although transitional funding has been
applied for, any funds received will only be a short term solution;
and
e. noted the requirement to contribute £0.767 million to the
National Risk Pool, the contribution being calculated on a
capitation basis. This contribution is to be utilised in the
settlement of predecessor PCT claims. This is a real concern to
all CCGs, as this means that CCGs are picking up the legacy
debt from their predecessor organisations, despite the CCG
being told, and assured this would not happen; and
f. noted that there is nil uncommitted resource held in the risk
reserve to manage the financial risks to the CCG in 2014/15.

1.7

Operational Management & Regulatory Updates

1.7.1

Quality & Performance Committee Minutes from 24 April 2014
&
G&A Committee from 30 January 2014
The Governing Body were formally asked to approve the ‘Commissioned
Services Safeguarding Standards’ as recommended by the G&A
Committee in January 2014.
The SCCCG Governing Body:
i)
Noted the Quality and Performance Committee minutes from 24 April
2014.
ii)
Approved as recommended by G&A committee of the
‘Commissioned Services Safeguarding Standards’.
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1.8

Any Other Business

1.8.1

There being no further business the Formal Governing Body meeting
closed.
As part of the Formal Governing Body meeting, opportunity was then given
for the Public attendees to voice any questions, concerns or issues.
There were two Public attendees in attendance, Mr. Bill Brookes and Mrs.
Christine Stewart both from Cedars Patient Participation Group and they
were asked to join the Governing Body in discussion around the table.
Both Mr. Brookes and Mrs. Stewart were pleased to hear how the
Governing Body are looking after the health care of the local community and
had the following key points to make:
•

Suggested having an Executive Summary to understand the reports
more easily.

•

Suggested having a précis of reports to mitigate the amount of
paperwork.

•

Voiced their support to the CCG and all the work being done.

S
Whitehouse
/ A Wilson
W Jeffries

SW suggested that for future meetings all the report cover sheets could be
collated together as one document, with a summary of topics.
The Governing Body thanked Mr. Brookes and Mrs. Stewart for their
attendance and support.
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Report
Reporting Group: NHS South Cheshire Clinical Commissioning Group Governing Body
Report Title: Risk Assurance – July 2014
Date/Time: 7 August 2014 / 14:00-17:00
Author: Lisa Carr, Performance & Risk
Manager

Reporting Period: Q2
Governing Body Lead: Lynda Risk, Chief Finance
Director

Purpose of Report

Agenda Item No.

This paper provides the Governing Body members with a progress report on
the risk entries graded 12 and above stemming from the Corporate Risk
Register. It provides details on new risks identified during the last reporting
period, those risks being recommended for closure or score readjustment,
together with comprehensive details of the controls and assurances and
mitigating actions.

2.3.1

This report follows the guidance stemming from the NHS Audit Committee
Handbook 2011 published by the Healthcare Financial Management
Association (HFMA) in association with the Department of Health. It is a
mandatory requirement that NHS organisations have in place mechanisms for
the management of strategic and operational risks.
Contents of the report will be reviewed by Governance & Audit Committee
scheduled on 29 July 2014, in order to take assurance that the mitigating
actions are sufficient to address the potential risk triggers.
State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives

Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities
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•

Parity of esteem

Recommendations
The Governing Body are asked:
i)

To note the contents of the Corporate Risk Register as at 21 July 2014 detailing 22 live
risk entries; and

ii)

To note that risk CR 2014-16 to be retired, CR2014-01 risk to be escalated to risk score
16 and two new risk entries namely CR2014-22 & CR2014-23.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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##

2014-15

Prevent
Premature
Dying

Enhance
quality of Life
Long Term
Conditions

Ensure
positive
patient
experience

Objectives

Strategic

Help recovery
from ill health
/ injury

Treat & Care
in safe
environment

Corporate Risk
Register 2014-15
This document provides a means of identifying and quantifying
risks which may occur and potentially jeopardise the realisation of
the principal aims/objectives of the Operating Plan 2014-16 for
NHS SCCCG & NHS VRCCG
Briefing Update as @ 21 July 2014

Everyone

Good
Governance &
Value for
Money

Counts

The full Corporate Risk Register is being presented in order to outline thoses risks that have been transferred from
the 2013-14 register and indicated by the brought forward entry date.

Produced by : Performance & Risk Manager
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1.0 OVERVIEW / KEY SUMMARY POINTS
It is a mandatory requirement that NHS organisations have in place a mechanism for the management
of risk and are expected to have in place a framework that provides assurance about the stewardship
and management of major risks to organisational success and the delivery of improved, cost effective
services detailed in its Strategic Plan.
The Governing Body Assurance Framework defines those high level, long term risk triggers that may
jeopardise the strategic objectives being realised. This framework will be reviewed periodically
throughout the year and helps to inform the contents of the annual Governance Statement. Attached is
a copy of the dashboard providing the top 10 high level risks for this organisations.
The Corporate Risk Register provides a system to record medium/short term risks associated with
ongoing business activity during a reporting year associated with governance, clinical quality, financial,
operational, performance, customer needs. Each year risk entries from previous reporting period will be
reviewed and either retired or transferred to the renewed Corporate Risk Register.
The Programme Boards namely, Starting Well, Living Well and Ageing Well manage Risk Logs these
are monitored and updated on a monthly basis. Risks ranked 12 and above from these logs will be
escalated to the Corporate Risk Register and presented to the Governance & Audit Committee. Risk
Owners will be required to complete a ‘Risk Return Form’ as stated in the Risk Management Policy as
this will provide a comprehensive overview on the progress being made against the mitigating actions
identified.

For completeness, the attached summary relating to the Corporate Risk Register 2013-14 entries has
been plotted onto the 'scoring heat map' to represent the net risk scores. During the year there were 37
risk entries of which 11 were brought forward to the 2014-15 register as ongoing issues and the
remaining 26 risks were retired from the register or de-escalated back to the Programme Risk logs. To
improve the monitoring arrangements all risk owners must identify Gross, Net and Target risk ratings
and explain which control type is being applied.
As at 21 July 2014 there are a total of 42 live risk entries of which 22 risks have a net score of 12 and
above. Below provides a summary indicated which risk entries are new, to be escalated, descalated or
retired.
A dashboard will be developed to provide 'at a glance' an overview on all risk entries as future reports to
the Governance & Audit Committee will only receive those risks ranked 12 & above.
Corporate Risk Register as @ 21 July 2014
Total Risk
Entries

Risks
b/f

Risk
Retired

Corporate

23

11

CR2014-16

Finance : VR

10

3

10

Finance - SC

10

3

10

Total

43

17

1

Risk Score Deescalated

0

Risk Score
Escalated

Risk Entries
New

Total Live Risks

CR2014-01

CR2014-22
CR2014-23

22

1

2

42
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Corporate Risk Register 2013-14
Ref No.
31

Almost Certain 5

01

18

33

36

Likely 4

02

12

Possible 3

09

11

14

20

26

28

17

21

16
29

15

22

24

25

30

13

19

32

23

Jul-14

05

35

Unlikely 2

03

04

07

08

06

27

34

10

37

3

4

5

Moderate

Severe

Catastrophic

2
Minor

Likelihood x Impact = Score
Very Low
Low
Medium
High

1
Negligible

Rare 1

Impact / Consequences
NB:
* Any risk rated 12 & above from Programme Risk Logs are escalated to the Corporate Risk Register.
* Risks recommended for de-escalation are retired from this register and returned to Programme Risks logs if appropriate.
* Risk Owners are required to demonstrate the controls/assurance & mitigating actions to reduce risk ratings
* Consistency over risk ratings need rigourous application i.e. Gross / Net / Target risk ratings to be identified
* A number of risks retired were not regraded but commentary on the register supports the reasons and the date retired

Risk Descriptors

Qtr 4
Status

Year
End

CR 2013 - 01
CR 2013 -02
CR 2013 -03
CR 2013 -04
CR 2013 -05
CR 2013 -06
CR 2013 -07
CR 2013 -08
CR 2013 -09
CR 2013 -10
CR 2013 -11
CR 2013 -12
CR 2013 -13
CR 2013 -14
CR 2013 -15
CR 2013 -16
CR 2013 -17
CR 2013 -18
CR 2013 -19
CR 2013 -20

ECT Community Business Unit
Continuing Healthcare
Risk Management
Clinical Risk
EMIS Integration
CCG Authorisation
Communication
Altogether Better
Neighbourhood Teams
Bespoke Care
Professional Concerns
IVF Treatment
Personal Confidential Data
111
Mortality at MCHfT
Out of Hours OOHs
Ageing Well Workforce
Integrated Health & Social Care Teams
NHS Social Care Allocations
Integrated Neighbourhood Teams

12
6
4
4
12
6
4
4
9
10
9
6
12
9
16
9
6
12
12
9

C/f
C/f
Retired
Retired
Retired
Retired
Retired
Retired
Retired
Retired
Retired
Retired
C/f
Retired
C/f
Retired
Retired
Retired
Retired
Retired

CR 2013 -21
CR 2013 -22
CR 2013 -23
CR 2013 -24
CR 2013 -25
CR 2013 -26
CR 2013 -27
CR 2013 -28
CR 2013 -29
CR 2013 -30
CR 2013 -31
CR 2013 -32
CR 2013 -33
CR 2013 -34
CR 2013 -35
CR 2013 -36
CR 2013 -37

Integrated Team Project Group
Northwich 3 Engagement
Business Case - Investment & Savings
CSU SLA Management
Personal Health Budgets
Transitional Care / Community Beds
Local Enhanced Services
MCHfT A&E 4 Hrs Target
Performance & Contract Management
Vascular Service Changes
ICT Security Risk
Serious Concerns & Safeguarding - CHC
NICE TA 236 - Acute Coronary Syndrome
CWP Contract
MCHfT Never Events
Learning Disabilities - Winterbourne View
Conflict of Interest

6
16
16
16
16
9
6
9
9
16
20
12
12
8
9
12
8

Retired
Retired
Retired
C/f
C/f
Retired
Retired
Retired
Retired
Retired
C/f
Retired
C/f
Retired
C/f
C/f
C/f
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Corporate Risk Register 2014-15
5

10

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Rare 1

1

2

3

4

5

1

2

3

4

5

Moderate

Severe

Catastrophic

* Prevent Premature Dying
* Enhance Quality of Life - Long Term Conditions
* Help Recovery from illy health / injury
* Ensure Positive Patient Experience
* Treat & Care in Safe Environment
* Organisational Effectiveness

Almost Certain 5

Li kel i hood x
Impa ct = Score
Very Low
Low
Medi um
Hi gh

Negligible

Objective : Everyone Counts 5 Domains & Organisation
Effectiveness

LIKELIHOOD

Critical Success Factor Date Jul-14

Minor

Control Types

Risk Types

Avoid

Political / Legal

Clinical Lead

Reduce

Clinical / Social

Executive Lead

Simon Whitehouse / Lynda Risk

Eliminate

Financial

SIRO Lead

Fiona Field / Tracy Parker-Priest

Transfer

Operational

Caldicott

Judith Thorley / Dr Nicola Bishop

Accept

Customer Need

Lisa Carr

* CSU SLA for CHC Service
* CHC Meeting Group Terms of Reference /
Minutes
* Quality & Performance Committee TOR /
Minutes
* Monthly Performance Report to Q&P
Committee

* Performance Report issued to Q&P
Committee held 29-05-14
* Pan Cheshire work commenced to transfer
CHC/Complex Care Service to CCG hosted
arrangements
* Jul-14 t back logs in review for CHC/FNC
patients now in escalation with CCG Leads
score rating from 3 x 2 = 6 to 4 x 4 = 16.
* CHC have devised action plan to mitigate
the back logs of reviews.

4

4 16

* CHC team capacity
* Pending merger changes to CSU
* CHC/Complex Care teams to be
transferred to CCG hosting arrangements
for pan Cheshire & Wirral CCG's.
* SCCCG & ECCCG to appoint temporary
CHC LD specialist nurse to assess backlog of
assessment over 12 month period.
* Additional staffing in CHC being recruited
currently skill shortage.
* Action Plan in place but not yet delivering
improvements.
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Updated

Gaps In Controls or Assurance
Risk

Management Assurance / Actions

Impact

Controls In Place

Likelihood

Risk Level

Risk

9

Current

Jul-14

3

Medium

3

Impact

Likelihood

Risk Owner

Fiona Field

Entry Date

b/f 01/03/2011

Risk Type

Clinical Quality / Operational

Ref No.
CR 2014 - 1

Failure of commissioned provider to
provide safe Continuing Health Care
Services due to SCCCG & VRCCG
having the fastest growing elderly
population in the North West and an
increase in care homes.

Risk Manager

Dr Andrew Wilson / Dr Jonathan Griffiths

IMPACT / CONSEQUENCE

Initial Score

Potential Risk

Strategic Risk Ownership

4 16

• 13-06-13 Publications Gateway Reference
Number 168 letter issued to all CCGs
confirming the current situation
• 13-06-13 CCG assigned Contract Lead
• 14-06-13 CCG Contract Lead attended a
national workshop In Leeds
• 20-06-13 Emails issued to all departments
requesting current data flows
• CSU & DMIC issued a data mapping
template to the CCG which is partially
completed for submission end of July 2013
• Letters drafted to inform all providers of
the situation
• Assessment of current access to systems

3

2

6

4 12

* As @ Jan-14 the scope of the section 251
support has not changed and only covers
specific commissioning data flowing from
the HSCIC and its Data Services For
Commissioning Regional Offices (DSCROs,)
to commissioning organisations who have
obtained Stage 1 Accredited Safe Haven
(ASH) status.
* As @ Feb-14 the scope of the section 251
support has not changed from Jan 14
update.
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Jul-14

* A spreadsheet collated responses from the
emails that have been sent out regarding
data flows.
* An area on the shared drive has been
collated where all emails and documents will
be saved.
* Secretary of State for Health, received
advise from Confidentiality Advisory Group
(CAG), has now approved NHS England's
application for a continuation of Section 251
support for the transfer of data from the
Health and Social Care Information Centre
(HSCIC) to commissioning organisation
Accredited Safe Havens (CAG 2-03(a)/2013)
until October 2014.
* Jun-14 CCG has registered with HSCIC to
complete the Accreditated Safe Haven
application.

3

* Apr-13 awaiting to appoint Project Team
* Apr-13 Economic Review accepted by the
CCG awaiting contract to enact.

Jun-14

4

5 20

High

4

High

Fiona Field
Kevin Highfield

Clinical Quality / Operational

b/f 01/03/2011
b/f 26-05-13

Failure to process service redesign and
commissioning information due to
restrictions in the Health & Social Care
Act 2010 Section 251 for CCGs to hold
and process patient identifable data
unless explicit consent retrieved from
the patient.

Operational / Financial

CR 2014 - 2
CR 2014 - 3

Failure of ECT to provide the contract
requirements of quality and
sustainable Business Community
Services given wider financial
implications being experienced by the
Trust.

* Community services to include community
service models in areas that have already
implemented neighbourhood/practice
teams; Quality indicators for community
services.
* Jul-13 Quality Board 'Star Chamber' held
* Contract / Schedules
with Trust and Lay Members to review QIPP
* Contract Review Meetings TOR/Minutes
plans of Trust.
* ECCCG Lead Commissioner
* Aug-13 Executive meeting held to discuss
* SCCCG/VRCCG Associate Commissioners
future of Trust and plans in respect of
* Quality & Performance Committee TOR
District Nursing in particular.
* Agreement between ECT & CCGs for
* Oct-13 Letter sent to ECT indicating CCG
Economic Review of Community Services
* CSU commissioned to conduct review June intentions regarding Neighbourhood
teams/Extended Practice Teams.
2012
* Nov-13 discussed Nursing changes at ECT.
* National Best Practice Guidance
* Oct-13 meeting held with core staff tasked
*Project & Resource Plan (Starting Well)
with the delivery of the community review.
* Feb-14 agreement made and co-ordinating
contract across South Cheshire & Vale Royal.
* Jul-14 reassigned risk to SCCCG
Partnerships & Governance Director.

4 20

* Service Level Agreement with CSU
* Executive Review Meeting TOR/Minutes
* Assigned CSU Locality Lead
* Business support meetings Minutes
* Corporate Risk Register Entries
* Internal Audit Review Findings 2014

4

4 16

4 16

* Need for robust performance metrics to
demonstrate value added.
* Improvement in service capacity and
capability relating to BI, CHC, HR, IFR
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Jul-14

* Internal Audit Review findings 2013-14
relating to CSU performance outputs
* Internal Audit Review Legacy Findings on
Personal Health Budgets
* Rapid Development Events staged for BI,
HR, CHC, IFR
* CCG commissioned Independent review
started in March 2014
* Jul-14 fieldwork findings have been shared
with the Governing Bodies and the CSU
Executive.
* Integral Health Solution has been
commissioned to lead on a number of
Project Reviews to support the development
of service outputs from the CSU to the CCG.

4

* Awaiting receipt of action plan from
CWW Area team following May 2014
meeting.
* Jul-14 awaiting publication of national
Mortality Rate SHIMI data between JulSept-14
* Awaiting outcome of the Scrutiny
Committee discussions scheduled in Jul-14.

Jul-14

5

4 16

High

4

High

Sue Cooke
Lynda Risk

Clinical Quality

b/f 14-06-13
b/f 15-08-13

Failure of Cheshire & Mersey Clinical
Commissioning Unit to effectively
deliver commissioning support
services in line with the Service Level
Agreement that provides the CCGs
with the required standards of
information and intelligence.

Operational

CR 2014 - 4
CR 2014 - 5

Failure of MCHfT to manage Mortality
Rates as worse than expected on
national mortality measures published
in 2013.

* AQuA Mortality Review findings submitted
to Governing Body meetings scheduled in
June 2014.
* Management Action Plan being monitored
* NHS Standard Contract
by Clinical Quality & Patient Safety Review
* Contract Review Meeting TOR & Minutes meeting on monthly basis.
* Clinical Quality & Patient Safety Review
* Escalation reports will be presented to
Meeting TOR & Minutes
Quality & Performance Committee
* Quality & Performance Committee TOR & * NHS England CWW Area Team held single
Minutes
item quality review meeting with
* Mortality Data Performance Reports
commissioners and MCHFT in May 2014.
* AQuA Mortalilty Review Findings issued
* Jun-14 VRCCG Lay Member & Executive
April 2014
Nurse attended weekly Mortality Case Note
* Management Action Plan developed May Review at MCHfT in Jun-14.
2014
* MCHFT standard item in QUEST committee
* Regular telephone conversations with CQC relating to Mortality Rates.
& Monitor
* MCHfT Clincians present exception reports
* NHS England Area Team Meetings /
when specialist areas mortality rate is higher
Minutes
than expected.
* NHS ENgland Quality Survileance group
* Jul-14 receipt of Action Plan from single
TOR / Minutes
item quality review and monitoring occuring
* Licence to NHS England for University of
at Quality Review meeting monthly.
Birmingham HED DATA published monthly
Mortality Reduction Plan also part of the
monitoring arrangements.
* CEC & CWaC Scrutiny Committee meeting
scheduled in July with CCGs & MCHfT to take
assurance on position.

4 20

* CSU Service Level Agreement
* Contract Review meeting TOR/Minutes
* CSU Upgrade Solutions Proposal/Plan
* Agreement between NHS England &
Microsoft for 1 year extension.

3

* CSU progressing upgrades across the CCG's
computer systems envisage completion by
July-14
* CSU supporting upgrades for Primary Care
envisaged completion Oct-14.

5

4 20

9

* Awaiting Update from Risk Owner

27 of 304

Jul-14

3

* Awaiting assurance levels on quality
impact of CSU service.
* Awaiting clarity on governance relating to
safeguarding and financial impacts

Jun-14

5

4 16

High

4

High

Tracy Parker-Priest
Kevin Highfield

Technology / Financial

b/f 15-08-2013

Technology / Financial

CR 2014 - 7

Failure to convert current computer
operating systems within the CCGs
and GP Practices from Windows XP &
Office 2003 to Windows 7 as Microsoft
terminating security patches from
April 2014 could have adverse impact
to ICT security.

b/f 16-09-2013

CR 2014 - 6

Failure of CSU to implement the 5
recommendations set out in the
Internal Audit Review Legacy Tracker
(CEC048 to CEC052) providing
adequate workforce capacity to
support Personal Health Budgets.

* MIAA Internal Audit Legacy Tracker
* CSU Service Level Agreement
* CSU Review meeting TOR/Minutes
* CHC Governance Arrangements
* Performance report presented to G&A
* Corporate Risk Register Entry CR2014-15

* 15-08-13 CCG Excutives and VRCCG Audit
Chair meet to review detail of legacy tracker.
* 17-08-13 VRCCG Audit Chair sent email to
CSU requesting a performance report on
PHBs to the G&A meeting in Sept-13 to
present performance information associated
with number of PHBs, assurances, outline
safeguarding and financial details
* 17-09-13 updated statement on PHB
received for G&A Committees to review.
* 28-01-14 additional update report
presented to G&A Committee
* As @ Feb-14 no updates to report
* Jul-14 Both CCGs are currently reviewing
how the organisations commission CHC
services and PHB forms part of the service
specification under development which is
scheduled to be delivered by Dec 2014.
* Recommend to de-escalate risk from 4 x 4
= 16 to 3 x 3 = 9.

4 12

3 12

* MIAA Internal Audit Findings 2014
* Standards of Business Conduct and
Declaration of Interest Policy
* Local Counter Fraud Specialist Report
March 2014
* Conflict of Interest Register Refresh March
2014
* Website
* Governance & Audit TOR/Minutes

2

4

* Draft Policy reviewed By G&A committee
in Jan-14
* Draft Policy agreed by Membership Council
/ Assembly - Mar-14
* Draft Policy ratificated by Governing Body
in June 2014
* Performance update scheduled for Sept-14
to report to G&A Committee

8

* Training on COI to be arranged with
independent provider
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Jun-14

4

• To see compliant pathway along with
audit that demonstrated implementation.
• This does not mean that the drug should
be used but it is available should it be
appropriate and if it is not used there
should be a documented rationale why it
was not clinically appropriate.
* It was agreed that (PM) would inform
JMMC of the final wording prior to the next
JMMC on 15.1.14. Note developments with
JMMC and SIG
* Dr Mark Dickinson (MD) has informed the
Contracting teams covering both MCHfT
and UHNS regarding this item on the risk
register. MD contacting Stoke CCG
regarding their local position.

Jul-14

3

3 12

Medium

4

Medium

Mark Dickinson
J Vitta / R Smethurst

Clinical / Political

b/f 28-10-13
b/f 13/03/2014

Failure to attain significant assurance
relating to the arrangements for
Conflict of Interest reporting based on
the internal audit findings in March
2014 for both CCGs

Performance

CR 2014 - 8
CR 2014 -9

Failure (MCHfT) and Tertiary (UHNS)
Acute Trust Providers to comply with
NICE TA 236, Acute Coronary
Syndromes issued in October 2011
and expectation this intervention is
made available to CCG residents
within 3 months of issue.

* JMMC (18.12.13) issue discussed with Dr
Paul Mann (PM) Cardiologist at MCHfT
present. PM stated that Ticagrelor was on
MCHfT formulary and available should it be
requested. On-going discussions within
Cardiology regarding its position in
treatment and when it might be used. PM
accepted that the current ACS care pathway
needed to be modified and suggested a form
* Contract Review Meetings TOR/Minutes
of words.
* Quality & Performance TOR/Minutes
* JMMC (15.1.14) informed that the MCHfT
* Joint Primary & Secondary Care Medicines
Cardiology dept wished to discuss the
Committee (JMMC) TOR/Minutes
wording further on 17.1.14 and JMMC would
* MCHfT SIG meeting TOR/Minutes
be informed in due course. Current status is
* Pathway assessed by CCG Prescribing Leads
on-formulary but is not clear to all clinicians
as non-NICE compliant
on the current ACS pathway when it may be
appropriate to offer it.
* May-14 issue raised at Q&P Committee
noting comfortable if the drug was available
in Pharmacy should a clinician wish to use it.
MMT to discuss with Stoke CCG their
position regarding Ticagrelor NICE TA and
that of UHNS. MMT unaware if trhe matter
has been raised formally with UHNS as a
contracting matter. SC and VR are Associates
to their contract.

3

3

9

9

* Governing Body Constitution
* Quality & Performance TOR/Minutes
* CSU SLA for BI Services
* MIAA Internal Audit Findings 2014
* Integral Project Mandate
* BI Steering Group Project TORs

* Reviewing current Terms of Reference for
Q&P Committee
* Drafted Terms of Reference for a Contract
& Performance sub group reporting to the
Q&P Committee being consulted on via SMT
and to be presented to Q&P Committee in
Jul-14
* Jul-14 Independent Consultants (Integral)
co-ordinating BI Steering Project Group to
review performance information provided
by the CSU BI team to support the
monitoring arrangements for the CCG.

3

3

3

3

9

9

* Awaiting evidence that Lesson Learnt
have been disseminated throughout the
organisation.
* Awaiting action plans to be updated to
the the Quality and Performance
Committee.
* Plans underway for external review of
theatre practice and culture.
• Staff culture surveys completed and
awaiting analysis

* Awaiting comments on draft Terms of
Reference for proposed new Contract &
Performance sub group.
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Jun-14

Medium

4 12

Jul-14

3

* Contract Schedules
* Contract Review Meetings TOR/Minutes
* Quality & Performance TOR/Minutes
* Clinical Quality & Patient Safety Meetings
TOR/Minutes
* CSU SLA
* Root Cause Analysis (RCA) Process
* RCA Review findings on Theatre Practice
* Briefings notices issued to Theatre &
Maternity staff on change of practice
* NHS England national reports

Reviewed by the Clinical Quality & Patient
Safety meeting specific to the retained
foreign objects never events:
* Removal of catheterisation packs from
theatres.
* Updating of standard operating procedure
for swab, instrument and needle counts.
* Inclusion of sections on the use of x-ray
detectable swabs.
* Overarching swab count when more than
one procedure is undertaken on the same
patient .
• Report including action plan prepared for
Governance and Audit Committee 29/7
• Report & Action Plan scheduled for SCCCG
& VRCCG Governing Body Aug-14
• MCHfT action plan shared with SCCCG and
VRCCG

3

* Work with partners to commission
alternative models of care is still at an early
stage and timescales, financial implications
etc have not yet been fully explored. More
detailed plans will be developed over the
next 3 - 6 months and reported to CCGs.
* Limited information about the number of
young people approaching transition who
may fall into this category and their specific
needs. This is being addressed through the
joint work with local authorities.

Jul-14

3

4 12

Medium

3

Medium

Julia Burgess
Sue Cooke
Lynda Risk

Clinical Quality / Performance/ Political

b/f 01-02-14
b/f 30/01/2014
01/04/14

Failure to attain significant assurance
relating to the arrangements of
Performance Management reporting
based on the internal audit findings in
March 2014 for both CCGs

Clinical

Failure of MCHfT to eliminate
occurrences of 'Never Events' which
has seen an increase of incidents
occurring during Q4 of 2013-14 with
potentially adverse impacts to service
quality and patient safety.

Performance / Operational

CR 2014 - 10
CR 2014 - 11
CR 2014 - 12

Failure to achieve full compliance set
out in the Transforming Care guidance
by June 2014 whereby Learning
Disability patients are moved into
community based provision within
local area.

* Provider Discharge Policy/Planning
* Contract Review Meetings TOR/Minutes
* Provider Contract / Schedules
* Health & Wellbeing TOR/Minutes
* LD Partnership Board TOR/Minutes
* Living Well Programme Board TOR/
Minutes
* Qrtly Data Submissions to Winterbourne
Joint Improvement Programme

* Meetings held with CEC & CWAC to map
current and future need, design services and
commission.
* Progress reports to Health and Wellbeing
Board via LD Partnership Board.
* 3 people from each CCG currently in
inpatient settings. 1 in each locality not
expected to be discharged within the next
12 months. Numbers and progress towards
discharge are monitored and reported
regularly.
* Area Team "Safe and Responsive Services"
has been set up to consider commissioning
on a wider footprint for this cohort of
patients.
* Development of alternative models of
provision being reported periodically
* All existing placements to be reviewed by
independent assessor.

3 15

* NHS Property Company Contract
* Sub contractor Safety Notices
* Incident Report Log
* Poster Notices in Offices/Meeting Rooms
* Health & Safety Email Notices

• Memorandum of Understanding signed by
pan Cheshire & Wirral CCGs to transfer
services to CCG hosted arrangements.
• Notification of Intent issued to C&W CSU
• Pan Cheshire & Wirral Steering Group –
Terms of Reference & Minutes
• Project Sponsor and Project Manager
appointed
• HR leading TUPE arrangements and exit
plan
• HR consultation with staff and Trade Union
• Project Plan, Action Plan and weekly
Highlight report schedule
• Monthly Steering Group TOR / Minutes

• Project fortnightly meetings established
between CCGs & CSU
• Progress reports through the Pan Cheshire
& Wirral Steering Group
• Ops Risk Meeting held 08-07-14 to review
the paper the CSU had produced, to
understand issues and how these can be
resolved

2

5

9

5 10

3 15

* Health & Safety Officer Incident Report
for 14-05-14
* Health & Safety Policy to be refreshed &
published to staff
* CCG to a appoint Health & Safety Lead

* Project Plan to be completed and signed
off with all CCGs.
* Consultation with CHC/Complex Care
Staff (not started - 3 month period)
* Consultation with relevant Union
Representatives on TUPE arrangements.
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Jul-14

3

Jul-14

* Staff Briefing in Mar-14 regarding
commencement of construction work and
need for safety vigilance with Windows due
to scaffolding
* Email from CSU Locality Lead regarding
H&S incident on 14-05-14 where workman
fell through ceiling into 2nd floor of the
Safeguarding room.
* NHS Ppoperty Service coordinate building
work and risk evaluation on Health & Safety.

3

* Full implementation will be by November
2014.
* Action Plan being developed to address
finding from MCN peer Support review.
* Commencing in Jul-14 Quality Review
fieldwork of Acute Stroke Service at MCHfT
which will link to the implementation of the
community stroke rehabilitation service to
commence in Dec-14.
* Awaiting improvement measures to be
realised from the Action Plan Peer Visit.

Jul-14

5

4 16

Medium

4

4 12

High

3

High

Sue Cooke
Lynda Risk
Fiona Field

Performance / Clinical Quality

04/04/14
14/05/14
02/06/14

Failure to manage the transfer of
CHC/Complex Care Service team to
CCG hosted arrangements for pan
Cheshire & Wirral whilst ensuring
service and resource capacity are
maintained.

Operational

Failure to uphold Health & Safety
measures protecting staff and visitors
to Bevan House during the period of
construction work being undertaken
on the roof and installation of a lift for
both CCGs

Clinical Quality / Operational / People

CR 2014 - 13
CR 2014 -14
CR 2014 - 15

Failure of commissioned provider to
deliver Stroke Services that improve
rate of recovery for patients.

* New contractual arrangements for a
Specialist Stroke Community Rehabilitation
* Provider Contract / Schedules
Team will be announced by June 2014.
* Contract Performance Review Meeting TOR
* MCHFT connected with UHNS for Out of
& Minutes
Hours Service to ensure patients who are
* Transitional Care Pilot Guidance
high risk are seen within 24 hours associated
* Intermediate Care Pilot Guidance
with 24/7 thrombolysis service.
* Community Services Review Action Plan
* Role of Stroke Specialist Nurses hold
* Stroke Service Network Group TOR &
expert skills
Minutes
* 7 day TIA service links with UHNS out of
* Merseyside Clinical Network (MCN)Peer
hours
support visit findings published in April 2014.
* Jul-14 Action Plan received from the
* Monthly Stroke Performance Dashboard
Merseyside Clinical Network Peers Support
Visit

4

4 16

4 16

* Health & Wellbeing Board TOR / Minutes
* Governing Body TOR/Minutes
* Better Care Funding Submission
* Provider Board TOR/Minutes
* Cheshire Integrated Care Pioneer
Submission
* Alliance Contract

* CSU Service Level Agreement
* CSU Contract Reviews TOR /Minutes
* Joint Quality & Performance TOR/Minutes
* Joint Incidents & Complaints Sub Group
TOR/Minutes
* Monthly Performance Reports
* Root Cause Analysis Procedure
* Serious Untowards Incidents Procedure

* Jul-14 - The CCG received notification of
funding on 11-07-14 . The CCG’s did not
receive the full allocation leaving a gap for
both SC & VR. Discussions to be held with
the CSU on how to realign the current
service against current costs to mitigate this.

4

4 16

* NHS England confirmation on funding
applications expected June 2014.
* Governance model required for CCG
Primary Care IT budget payments to CSU.
* CSU to develop new technical network
solutions to drive down costs to reduce
predicted funding gap.
* Transitional funding only provided for 2
years by NHSE i.e 14/15 & 15/16)
thereafter NHSE expect CSU & CCGs to
have reduced costs to cover gaps in
funding through new technical solutions.
* Jul-14 awaiting information from NHSE
over Capital Bids.

TBC

4

4 16

TBC

3 12

* Defined process map of reporting cycle
* Calendar of meeting frequency to be
reviewed
* CSU Follow-up performance checks

* Communication has been held with the
CSU at executive level
* Follow up meeting with CSU scheduled at
senior executive level.
* Request for Root Cause Analysis in light of
incidents of processes.
* Jul-14 CSU draft procedural guidance out
for consultation with CCG and findings to be
reported back to Q&P in Aug-14.

4

Jul-14 Recommend

6

Jul-14

Medium

2

Jun-14

3 12

* NHS England Transitional Funding
Application
* Finance Report detailing cost models

3

* Investigation report findings to be
presented to executive leads in June 2014
and to Q&P Committee in July 2014.
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Jul-14

4

9

Medium

4

3

High

3

High

Fiona Field
Kevin Highfield

02/06/14

Clinical Quality
Financial / Technology

11/06/14
16/06/14

Diane Eden
Sue Cooke

Failure of CSU to provide timely and
accurate Professional Concerns
information that can be processed
effectively by CCG Clinical Leads; also
unclear trend analysis issued on
where incidents are occurring with
potential impact to patient safety.

16/06/14

Failure due to operational pressures
restricting workforce capacity to
deliver the required investment and
associated projects to make the vision
of care outlined in our Better Care
Fund submission

Financial / Political

Failure to secure full Primary Care IT
funding allocation as per 2013/14,
reduced allocation impacting SC&VR
advised by NHSE for 2014/15 after
move of budget from CSU to CCG’s
from April 2014.

Operational / Clinical

CR 2014 -16
CR 2014 - 17
CR 2014 - 18
CR 2014 - 19

Failure of MCHfT & ECT to manage
Safeguarding Referrals as trend for
past 12 months indicate increase in
numbers when benchmarked with
COCH.

*Safeguarding Policy & Strategy
* NHS Standard Contract - Safeguarding
Schedule
* Safeguarding Contract Review Meeting
TOR & Minutes
* CCG Designated Nurse Appointments
* Quality & Performance Committee TOR &
Minutes
* Safeguarding Referrals Performance
Reports

* Qtrly Safeguarding Contract Review
meetings monitoring performance data.
* Investigation commissioned for CCG
Designated Nurses & Local Authority Leads
to review reporting process by respective
hospitals.
* Jul-14 Investigation findings concluded
that the issue was a misunderstanding of
safeguardomg referrals between processes
at MCHfT & COCH. Referrals at MCHfT were
safeguarding alerts as patients came into
hospital, not created "in-house".
* Recommend to Retire risk

3

4 12

* NHS England Assurance Meeting - Terms of
Reference / Minutes
* Formation of 2 GP Federations locally to
help sustain Primary Care
* NHS England HR Agency - 24 hour
Retirement & Pension Policy
* Sustainable Workforce Guideline
* Deanery Educational Recruitment Policy &
Training Programmes

* Budget Management Guidelines
* Budget Holder Training Literature
* Implementation Plan
* SDM Job Descriptions
* Finance team Job Descriptions
* Senior Management Team Minutes
* Senior Finance Team Minutes

* Senior Management approved in Mar-14
to resource temporary Project Manager
appointment.
* Interviews held in May-14
* Appointee did not commence in Jun-14
and being re-advertised for internal
candidates.
* Qtr 3/4 Internal Audit to review approach
of Programme Management apprangements

* Discussions held with NHS England
Assurance Leads raising concerns about the
sustainable Primary Care workforce.
* Working with the Deanary to influence
recruitment and training

* Briefing presented to Senior Management
Team Jun-14 outlining proposals of budget
management.
*
*

3

3

3

4 12

* Awaiting appointment of temporary
Project Manager
* To develop a system wide project
management methodology
* To reconfigure VERTO system to agreed
methodology
* Prince 2 Practitioner Level Qualifications
for Executives, SDMs, CQMs

4 12

3

9

* Confirmation on data collection and
analysis by NHS England rgard Primary Care
Support on GP Workforce numbers is not
avilable and no plans in place to deliver this
to-date.
* Secondary Care Doctor recruitment is
managed by the acute provide and note
yet part of Integrated Community
Services/Social Care recruitment.
* Workforce management plan to deliver
Connecting Care to be developed.

* Need to complete Budget Holder Training
by August 2014
* Need to establish Budget Management
templates
* Need to embed accountability for budget
allocation monitoring
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Jul-14

Medium

4 12

Jul-14

• NHS England Authorisation Findings 201213
• TMI Systems Licence Agreement for VERTO
• ILX training course for Prince2
Foundation/Practitioners
• Job Description for Project Manager
• Project Sponsor Chief Finance Officer
• Internal Audit Plan 2014-15 reviewing
Programme Management in Qtr 4

3

* Ability to recruit nationally as skills
shortage post
* Discussions with provider Trusts locally
taking place
* Jul-14 permanent position still needs to
be filled.

Jul-14

4 12

* Governing Body Constitution
* Governing Body Minutes
* Membership Council TOR/Minutes
* Job Description
* CCG letter to NHS England alert issue

Jul-14

3

4 16

High

4

4 12

Medium

3

Medium

Fiona Field
Kevin Highfield
Fiona Field
Andrew Whittingham

16/06/14

Operational
Operational

01/06/14
02/07/14
02/07/14

Failure to manage the implementation
of the new budget management
approach, assigning responisbility to
designated budget holders to oversee
the performance management of
programme budget allocations by
quarter 4.

Operational / Resources

Failure to take assurance from local
health economy on recruitment
initiatives contributing to a
Sustainable Primary & Secondary
Workforce to enable CCGs to
commission healthcare services for
the benefit of the local population.

Operational Resources

CR 2014 - 20
CR 2014 - 22

Failure to manage the implementation
of an agreed project management
methodolody, trained workforce to
practitioner level and configuration of
electronic project management
system called 'VERTO'

CR 2014 - 23

CR 2014 - 21

Failure of two national advertisements
to successfully recruit and fill vacancy
of a Designated Doctor supporting
Safeguarding

* Advertised twice in national press with no
applications received.
* Discussions with ECT and MCHFT to
combine the sessions to create targeted
post
* Highlighted to NHS England as a risk
* Jul-14 temporary recruitment of previous
postholder for 6 months starting in July-14
whilst further discussions with ECT/MCHfT
are concluded for permanent appointment

Corporate Risk Register 2014-15
5

10

15
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Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Rare 1

1

2

3

4

5

1

2

3

4

5

Moderate

Severe

Catastrophic

* Prevent Premature Dying
* Enhance Quality of Life - Long Term Conditions
* Help Recovery from illy health / injury
* Ensure Positive Patient Experience
* Treat & Care in Safe Environment
* Organisational Effectiveness

Almost Certain 5

Li kel i hood x
Impa ct = Score
Very Low
Low
Medi um
Hi gh

Negligible

Objective : Everyone Counts 5 Domains & Organisation
Effectiveness

LIKELIHOOD

Critical Success Factor Date Jul-14

Minor

Control Types

Risk Types

Avoid

Political / Legal

Clinical Lead

Reduce

Clinical / Social

Executive Lead

Simon Whitehouse / Lynda Risk

Eliminate

Financial

SIRO Lead

Fiona Field / Tracy Parker-Priest

Transfer

Operational

Caldicott

Judith Thorley / Dr Nicola Bishop

Accept

Customer Need

Lisa Carr

* Discussions are held as required between
the CCG and the NHS England to resolve/
settle allocations issues

* It is not expected that there will be any
* Discussions are being held with Public
further adjustments, however, a small risk
Health to understand these allocation issues.
remains in the system

3

3

Updated

Risk

Impact

Gaps In Controls or Assurance

4 12

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service. Other
issues will be communicated/notified to
the CCG on an individual basis. The
planning assumption is that resource is
equal to expenditure. There is a risk that
Resource allocated is insufficient to cover
required expenditure.

Jul-14

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service. Other issues
will be communicated/notified to the CCG
on an individual basis. The planning
assumption is that resource is equal to
expenditure.

Likelihood

Risk Level

Risk

6

Management Assurance / Actions

2

* Nationally, high level guidance has been
published around future allocations.
Dialogue will continue into 2014/15.

Jul-14

2

Controls In Place

Medium

3

4 12

Current

Low

3

Impact

Likelihood

Risk Owner

Sue Lowe
Sue Lowe

Entry Date

01/04/14
01/04/2014 b/f 13/14

Risk Type

Financial

Failure to manage the financial impact
for NHS VRCCG relating to Public
Health Allocation of Value
=£0-1m. The value of the Public
Health allocation is under review and
some uncertainies still remain with
the identification of Drug and Alcohol
team funding.

Financial

Ref No.
VR 2014 - 01
VR 2014 - 02

Failure to manage the financial impact
for NHS VRCCG relating to the Clinical
Commissioning Group Allocations
of Value =0- £2m due to a number of
potential allocation issues which are
outstanding between the NHS England
and the CCG. Known allocation issues
include Primary Care IT, Primary Care,
NHS property services, National risk
pool, Quality premium.

Risk Manager

Dr Andrew Wilson / Dr Jonathan Griffiths

IMPACT / CONSEQUENCE

Initial Score

Potential Risk

Strategic Risk Ownership

6
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2

6

* The Internal Audit Plan includes a review
of the CCG financial systems.

3

9

Jul-14

* New Relevant Processes and
systems are being developed where
necessary to ensure the smooth running of
the finances for the CCG.

4

3

4 16

* We will continue working with NHS
England in order to manage the current
overall position and remaining risks.

Jul-14

4 16

* Where overperformance is indicated,
these will be considered through the
* Given the Trend in previous years, the risk
Programme Boards, and action plans
of over performance is high; however work
developed where appropriate. Steps to
will be undertaken to manage risk.
manage the finance risks are presented to
the Governing Body for approval.

3

* Discussions will continue to be held
between the CCG and the NHS England to
resolve the issues in relation to Specialised
Commissioning during 2014/15.

2

* The Internal Audit reports will be
reported in due course in accordance with
the Audit Plan.

Jul-14

3

9

Medium

4

3

High

3

* Specialised Commissioning, although
operated by the Area Team (NHS England)
* Discussions continue to be held between
continues to cause risks to the CCG. These
the CCG and the NHS England to resolve the
risks may be further baseline/new rules that
issues in relation to Specialised
may require adjustment to the CCGs
Commissioning.
Resource, planning assumes that any such
adjustments will be cost neutral.

Low

Sue Lowe
Sue Lowe
Sue Lowe

Financial

01/04/14
01/04/14
01/04/14

Failure to manage the financial impact
for NHS VRCCG relating to Financial
Ledger Readiness, systems and
processes. The CCG is now in its
financial second year, processses and
systems will continue to be
developed/refined as appropriate.
MIAA will be reviewing those systems
and processes in line with their
approved work Plan.

Financial

Failure to manage the financial impact
for NHS VRCCG relating to Contract
Settlement and Over Performance in
year of Value = £0-2m. The Contract
for MCHT has settled at full PBR for
Elective admissions and a block
element for Non elective admissions.
Methods of managing the financial
risks ,the implications of the Francis
and Winterbourne Enquiries,the
delivery of the NHS Constitution
requirements in particular the
achievement of 18 weeks referral to
treat at specialty level will be risks to
monitor.

Financial

VR 2014 - 03
VR 2014 - 04
VR 2014 - 05

Failure to manage the financial impact
for NHS VRCCG relating to Specialised
Commissioning of Value = £0-1m.
Although operated by the Area Team
(NHS England) risks may be further
baseline/new rules that may require
adjustment to the CCGs Resource.
The impact of overperformance may
impact in other areas of the CCG eg
return of prior year surpluses.

6
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3

9

6

* The financial risks of Personal Health
Budgets will need to be managed. The
oustanding assessements(including learning
disability assessments from Cheshire West &
Chester) will be worked through by the CSU
over
the coming months and monitored against
budgets. For claims; guidance has now been
issued, however it is unclear where the
statutory responsibility lies for old PCT
claims, national discussions continue and we
await clarity from NHS England.

* On going work to ensure provider
contracts have clear service analysis.

* There was no known claims against the
CCG in 2013/14. In 2014/15 the CCG will be
required to contribute to the National risk
pool for the Legacy PCT claims, in addition to
providing for new claims against the CCG.

* National Guidance will dictate the
introduction and timing the introduction of
Mental Health Payment by Results.

3

3

2

3

3

3

9

* Progress is still being made to introduce
the Project Management Office and greater
QIPP monitoring, MIAA has producing a
report on the QIPP process at the end of
the previous year.Work to ensure the
report recommendations are followed wil
be monitored via the Audit Tracker.

9

* The time line for the settlement of the
legacy claims will be driven by the legal
process. Guidance was issued in 2013/14
that indicated the legacy provisions would
be accounted for by NHS England in
2013/14; however it is unclear where the
statutory responsibility lies, national
discussions continue and we await clarity
from NHS England.

6

* Provider contracts have clear service
analysis, which will lessen the future
impact of tariff changes. This risk will
continue and is dictated by National
guidance.
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Jul-14

Medium

* The current year QIPP Plan is monitored by
NHS England, and the current plan is
expected to deliver. MIAA produced a QIPP
report at the end of the previous year. Work
to ensure the report recommendations are
followed will be monitored via the Audit
Tracker.

Jul-14

2

3

9

* The CCG has embedded its Qipp plans in
the Budgets, the schemes will be monitored
via the Program Teams. Progress is still
being made to introduce the Project
Management Office and greater QIPP
monitoring, to improve the monitoring of
Commissioning Schemes.

Jul-14

3

3

Medium

3

Low

Sue Lowe
Sue Lowe
Sue Lowe

01/04/14
01/04/14
01/04/2013 b/f 13/14

Financial

VR 2014 - 08

Failure to manage the financial impact
for NHS VRCCG relating to Mental
Health as value unknown. The future
introduction of Mental Health
Payment by Results may cause a
potential financial pressure or force
reduced services in the future years.

Financial

VR 2014 - 07

Failure to manage the financial impact
for NHS VRCCG relating to Continuing
Health Care (CHC) backlog of
applications, including Learning
Disabilities, Personal Health budgets
and past claims against the CCG of
Value = £0-1m.
A number of CHC applications that
have yet to be assessed. With a back
log of Learning Disability applications.
The financial risks of Personal Health
Budgets will need to be managed.The
CCG will have to fund any successful
claims against the CCG relating to
those time periods after 1.4.13, from
CCG resources. National discussions
continue with regard to the PCT legacy
claims and the statutory ownership of
those claims, the CCG will be required
to contribute to a National risk share
arrangement in relation to those old
claims.

Financial

VR 2014 - 06

Failure to manage the financial impact
for NHS VRCCG relating to Quality
Innovation, Productivity & Prevention
(QIPP) of Value = £0-1m. The CCG has
approved the Quality, Innovation,
Productivity and Prevention Plan,
embedded in the CCG budgets in
2014/15 and included in the CCG Plans
for 2014/15.
The CCG will need to be ready to
introduce further QIPP schemes as
required to ensure it delivers its
financial Targets.

* Planning meetings are progressing with
West Cheshire Council, and strategic
meetings are taking place with providers and
partners. Better Care Funds for 2015/16
have be integrated into the 5 year Plans, and
monitored via the CCG and Health & Well
Being Board.

3

4 12

Jul-14

4 12

* Planning meetings are progressing with
West Cheshire Council, and strategic
meetings are taking place with providers and
partners, including the innovation fund
(included in the budgets for 2014/15) to be
used by the Provider Board for
tranformation change.

3

* Dialogue with NHS England is taking place
to secure the return of the increased
surplus in 2014/15/ and or 2015/16 to
support the target surplus and other issues.
Financial plans have been submitted
included the return of this surplus across
two years.

4 12

* Planning meetings are progressing with
West Cheshire Council, and strategic
meetings are taking place with providers
and partners. Better Care Funds for
2015/16 have be integrated into the 5 year
Plans, and monitored via the CCG and
Health & Well Being Board.

Jul-14

3

4 12

Medium

3

* Dialogue with NHS England is taking place
to secure the return of the forecast surplus
in 2013/14 into 14/15.

* Dialogue with NHS England is taking place
to secure the return of the increased surplus
in 2014/15 / 2015/16 to support the target
surplus of 1% and other issues. Financial
plans have been submitted included the
return of this surplus across two years.

Medium

Sue Lowe
Sue Lowe

15/01/2014 b/f 13/14
15/01/2014 b/f 13/14

Financial

VR 2014 - 10

Failure to manage the financial impact
for NHS VRCCG relating to the
Integration agenda within existing ccg
resource 2015/16 of Value = £0-6m.
The Integration drive is to be
supported by a Better Care Fund
which is to be funded from CCG
allocations. The risk is that the the
CCG will not be able to deliver the
agenda frrom existing resource with
out major impact on providers.

Financial

VR 2014 - 09

Failure to manage the financial impact
for NHS VRCCG relating to Forecast
surplus and control total as the
surplus for 2013/14 will not be
returned in full in 2014/15, the return
of the surplus may be delayed until
2015/16, or not returned at all. The
CCG plans included has no reserves in
2014/15 to cover risk. This is a high
risk and will need to be monitored
closely.
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Very Low
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Hi gh
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Objective : Everyone Counts 5 Domains & Organisation
Effectiveness

LIKELIHOOD

Critical Success Factor Date Jul-14

Minor

Control Types

Risk Types

Avoid

Political / Legal

Clinical Lead

Reduce

Clinical / Social

Executive Lead

Simon Whitehouse / Lynda Risk

Eliminate

Financial

SIRO Lead

Fiona Field / Tracy Parker-Priest

Transfer

Operational

Caldicott

Judith Thorley / Dr Nicola Bishop

Accept

Customer Need

Lisa Carr

* Discussions are held as required between
the CCG and the NHS England to resolve/
settle allocations issues

* Discussions continue to be held with
* It is not expected that there will be any
Public Health to understand these allocation further adjustments, however, a small risk
issues.
remains in the system

3

3

Updated

Risk

Impact

Gaps In Controls or Assurance

4 12

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service. Other
issues will be communicated/notified to
the CCG on an individual basis. The
planning assumption is that resource is
equal to expenditure. There is a risk that
Resource allocated is insufficient to cover
required expenditure.

Jul-14

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service. Other issues
will be communicated/notified to the CCG
on an individual basis. The planning
assumption is that resource is equal to
expenditure.

Likelihood

Risk Level

Risk

6

Management Assurance / Actions

2

* Nationally, high level guidance has been
published around future allocations.
Dialogue will continue into 2014/15.

Jul-14

2

Controls In Place

Medium

3

4 12

Current

Low

3

Impact

Likelihood

Risk Owner

Sue Lowe
Sue Lowe

Entry Date

01/04/14
01/04/2013 b/f 13/14

Risk Type

Financial

Failure to manage the financial impact
for NHS SCCCG relating to Public
Health Allocation of Value =£0-1m.
The value of the Public Health
allocation is under review and some
uncertainies still remain with the
identification of Drug and Alcohol
team funding.

Financial

Ref No.
SC 2014 - 1
SC 2014 - 1

Failure to manage the financial impact
for NHS SCCCG relating to the Clinical
Commissioning Group Allocations of
Value =0- £2m due to a number of
potential allocation issues which are
outstanding between the NHS England
and the CCG. Known allocation issues
include Primary Care IT, Primary Care,
NHS property services, National risk
pool, Quality premium.

Risk Manager

Dr Andrew Wilson / Dr Jonathan Griffiths

IMPACT / CONSEQUENCE

Initial Score

Potential Risk

Strategic Risk Ownership

6
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2

6

* New Relevant Processes and
systems are being developed where
necessary to ensure the smooth running of
the finances for the CCG.

3

* The Internal Audit Plan includes a review
of the CCG financial systems

9

Jul-14

4

3

4 16

* We will continue working with NHS
England in order to manage the overall
current position and remaining risks.

Jul-14

4 16

* Where overperformance is indicated,
* Given the Trend in previous
these will be considered through the
years, the risk of over performance is high;
Programme Boards, and action plans
however work will be undertaken to manage
developed where appropriate. Steps to
risk.
manage the finance risks are presented to
the Governing Body for approval.

3

* Discussions will continue to be held
between the CCG and the NHS England to
resolve the issues in relation to Specialised
Commissioning during 2014/15.

2

* The Internal Audit reports will be
reported in due course in accordance with
the Audit Plan.

Jul-14

3

9

Medium

4

3

High

3

* Specialised Commissioning, although
operated by the Area Team (NHS England)
* Discussions continue between the CCG and continues to cause risks to the CCG. These
the NHS England to resolve the issues in
risks may be further baseline/new rules that
relation to Specialised Commissioning
may require adjustment to the CCGs
Resource, planning assumes that any such
adjustments will be cost neutral.

Low

Sue Lowe
Sue Lowe
Sue Lowe

Financial

01/04/14
01/04/14
01/04/14

Failure to manage the financial impact
for NHS SCCCG relating to Financial
Ledger Readiness, systems and
processes. The CCG is now in its
financial second year, processses and
systems will continue to be
developed/refined as appropriate.
MIAA will be reviewing those systems
and processes in line with their
approved work Plan.

Financial

Failure to manage the financial impact
for NHS SCCCG relating to Contract
Over Performance in year of Value =
£0-4m. The Contract for MCHT has
settled at full PBR for Elective
admissions. Methods of managing the
financial risks ,the implications of the
Francis and Winterbourne
Enquiries,the delivery of the NHS
Constitution requirements in
particular the achievement of 18
weeks referral to treat at specialty
level will be risks to monitor.

Financial

SC 2014 - 2
SC 2014 - 3
SC 2014 - 4

Failure to manage the financial impact
for NHS SCCCG relating to Specialised
Commissioning of Value = £0-2m,
although operated by the Area Team
(NHS England) risks may be further
baseline/new rules that may require
adjustment to the CCGs Resource.
The impact of overperformance may
impact in other areas of the CCG i.e.
return of prior year surpluses.

6
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3

9

6

* The financial risks of Personal Health
Budgets will need to be managed. The
oustanding assessements(including learning
disability assessments from Chesshire East
Council) will be worked through by the CSU
over
the coming months and monitored against
budgets. For claims; guidance has now been
issued, however it is unclear where the
statutory responsibility lies for old PCT
claims, national discussions continue and we
await clarity from NHS England.

* On going work to ensure provider
contracts have clear service analysis.

* There was no known claims against the
CCG in 2013/14. In 2014/15 the CCG will be
required to contribute to the National risk
pool for the Legacy PCT claims, in addition to
providing for new claims against the CCG.

* National Guidance will dictate the
introduction and timing the introduction of
Mental Health Payment by Results.

3

3

2

3

3

3

9

* Progress is still being made to introduce
the Project Management Office and greater
QIPP monitoring, MIAA has producing a
report on the QIPP process at the end of
the previous year.Work to ensure the
report recommendations are followed wil
be monitored via the Audit Tracker.

9

* The time line for the settlement of the
legacy claims will be driven by the legal
process. Guidance has now been issued
that indicates the legacy provisions will be
accounted for by NHS England in 2013/14;
however it is unclear where the statutory
responnsibility lies, national discussions
continue and we await clarity from NHS
England.

6

* Provider contracts have clear service
analysis, which will lessen the future
impact of tariff changes. This risk will
continue and is dictated by National
guidance.
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Jul-14

Medium

* The current year QIPP Plan is monitored by
NHS England, and the current plan is
expected to deliver. MIAA produced a QIPP
report at the end of the previous year. Work
to ensure the report recommendations are
followed wil be monitored via the Audit
Tracker.

Jul-14

2

3

9

* The CCG has embedded its Qipp plans in
the Budgets, the schemes will be monitored
via the Program Teams. Progress is still
being made to introduce the Project
Management Office and greater QIPP
monitoring, to improve the monitoring of
Commissioning Schemes.

Jul-14

3

3

Medium

3

Low

Sue Lowe
Sue Lowe
Sue Lowe

01/04/14
01/04/14
01/04/2013 b/f 13/14

Financial

SC 2014 - 7

Failure to manage the financial impact
for NHS SCCCG relating to Mental
Health as value unknown. The future
introduction of Mental Health
Payment by Results may cause a
potential financial pressure or force
reduced services in the future years.

Financial

SC 2014 - 6

Failure to manage the financial impact
for NHS SCCCG relating to Continuing
Health Care (CHC) backlog of
applications, including Learning
Disability applications , Personal
Health budgets and past claims
against the CCG of Value = £0-2m. Any
successful claims made against the
CCG after 1.4.13 will need to be
funded by CCG resources. National
discussions continue with regard to
the PCT legacy claims and the
statutory ownership of those claims,
the CCG will be required to contribute
to a National risk share arrangement
in relation to those old claims.

Financial

SC 2014 - 5

Failure to manage the financial impact
for NHS SCCCG relating to Quality
Innovation, Productivity & Prevention
(QIPP) of Value = £0-1m. The CCG has
approved the Quality, Innovation,
Productivity and Prevention Plan,
embedded in the CCG budgets in
2014/15 and included in the CCG Plans
for 2014/15.
The CCG will need to be ready to
introduce further QIPP schemes as
required to ensure it delivers its
financial Targets.

4 12

4 12

* Planning meetings are progressing with
East Cheshire Council, and stategic meetings
are taking place with providers and partners.
Better Care Funds for 2015/16 has been
integrated into the 5 year Plans, and
monitored via the CCG and Health & Well
Being Board.

3

3

3

9

Jul-14

* Planning meetings are progressing with
East Cheshire Council, and stategic meetings
are taking place with providers and partners,
including the innovation fund (included in
the budgets for 2014/15) to be used by the
Provider Board for tranformation change.

Medium

* Dialogue with NHS England is taking place
to secure the return of the forecast surplus
in 2013/14 into 14/15.

* Dialogue with NHS England is taking place
to secure the return of the surplus in
2014/15 to support the target surplus of
0.5% and other issues. Financial plans have
been submitted included the full return of
this surplus in 2014/15.

3

4 12

* Dialogue with NHS England is taking place
to secure the return of the surplus in
2014/15 to support the target surplus of
0.5% and other issues. Financial plans have
been submitted included the full return of
this surplus in 2014/15.

Jul-14

3

9

* Dialogue with East Cheshire Council via
the Joint Committee, will continue to
establish and discuss new arrangements
into 2015/16.

4 12

* Planning meetings are progressing with
East Cheshire Council, and stategic
meetings are taking place with providers
and partners. Better Care Funds for
2015/16 has been integrated into the 5
year Plans, and monitored via the CCG and
Health & Well Being Board.

Jul-14

3

3

* Dialogue with East Cheshire Council via the
Joint Committee, will continue to establish
and discuss the new arrangements into
2015/16. Settlement for 2013/14 has now
been reached. However some Clients that
were part of the Pool are now requiring CHC
assessment, financial risk therefore remains
for 2014/15.

Medium

3

* There were Invoices under dispute with the
council that related to the Pooled
arrangement in 2013/14 and CHC
assessments of clients that were part of the
Pool in previous years. The CCG will 'ring
fence' its existing related budgets to ensure
that stability across partners is observed
during the transitional period in 2014/15.

Medium

Sue Lowe
Sue Lowe

01/04/14
15/01/2014 b/f 13/14
15/01/2014 b/f 13/14

Sue Lowe

Financial

SC 2014 - 10

Failure to manage the financial impact
for NHS SCCCG relating to the
Integration agenda within existing ccg
resource 2015/16 of Value = £0-10m.
The Integration drive is to be
supported by a Better Care Fund
which is to be funded from CCG
allocations. The risk is that the the
CCG will not be able to deliver the
agenda frrom existing resource with
out major impact on providers.

Financial

SC 2014 - 9

Failure to manage the financial impact
for NHS SCCCG relating to Forecast
surplus and control total as the
surplus for 2013/14 will not be
returned in full in 2014/15, the return
of the surplus may be delayed until
2015/16, or not returned at all. The
CCG plans included has no reserves in
2014/15 to cover risk. This is a high
risk and will need to be monitored
closely.

Financial

SC 2014 - 8

Failure to manage the financial impact
for NHS SCCCG relating to Learning
disability services Pooled
arrangement of Value = £1m.
Partners to the learning disability pool
have suspended the arrangement in
2013/14, to allow a new arrangement
to be discussed, probably in 2015/16.
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2014-15

Risk Highlight Forms

Prevent
Premature
Dying
Enhance
quality of
Life

Long Term
Conditions

Ensure
positive
patient
experience

Help
recovery
from ill
health /
i j

This document presents comprehensive updates on risks rated 12 &
above associated with both NHS South Cheshire and NHS Vale Royal
Clinical Commissioning Groups.

Treat & Care
in safe
environment

Good
Governance
& Value for
Money

Produced By: Performance & Risk Manager
NHS South Cheshire & NHS Vale Royal Clinical Commissioning Groups
2014-15
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Risk Owner: Julia Burgess

Failure to achieve full compliance set out in the Transforming Care Guidance by June 2014, whereby Learning Disability patients are moved into community
based provision within local area
Domain 1

Gross
Net
Target

3
3
3

4
4
2

12
12
6

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

01-02-14
01-10-14

10

Severe

Open Date
Target Date
Closure Date

5

Moderate

LIKELIHOOD

Likelihood x Impact = Score

Risk Control / Type :

Almost Certain 5

Minor

Link to Strategic Objective :

Risk Rating:

Negligible

RISK

CR 2014-10

RISK HIGHLIGHT REPORT

Li kel i hood x
Impa ct = Score
Very Low
Low
Medi um
Hi gh

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

• Clinical Judgement

CONTROLS (What are we currently doing about the risk?)

ASSURANCES (How do we know if things are having a positive impact?)

•
•
•
•
•
•
•

• Progress report prepared and presented to the Governing Body in Mar-14
• Meetings being held with CEC & CWaC to map current and future need, design
service and commission
• Progress reports to Health & Wellbeing Boards via LD Partnership Board
• Total discharge numbers are monitored and reported regularly.

Provider Discharge Policy/Planning
Contract Review Meeting – Terms of Reference / Minutes
Governing Body – Terms of Reference & Minutes
Learning Disability Partnership Board – Terms of Reference / Minute
Qtrly Data submission to Winterbourne Joint Improvement Programmes
Local Authorities Health & Wellbeing Boards – Terms of Reference / Minutes
NHS England Area team has set up an “Safe & Responsive Services”

GAPS IN ASSURANCE (What additional assurances should we seek?

• Work with partners to commission alternative models of care is still in early stage as at May-14. Timescale & financial implications have not yet been fully explored and will need
between 3-6 months additional work to conduct fieldwork investigation.
• 3 people from each CCG currently in inpatient settings. I in each locality not expected to be discharged within the next 12 months.
• Mitigating actions and progress status defined overleaf:
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Risk Owner: Fiona Field

Failure to manage the transfer of CHC/Complex Care Service team to CCG hosted arrangements for pan Cheshire & Wirral whilst ensuring service and
resource capacity are maintained.
Domain 1

Gross
Net
Target

5
3
4

3
4
2

15
12
8

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce
Eliminate

Unlikely 2

2

4

6

8

10

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

15-07-14
01-12-14

10

Severe

Open Date
Target Date
Closure Date

5

Moderate

LIKELIHOOD

Likelihood x Impact = Score

Risk Control / Type :

Almost Certain 5

Minor

Link to Strategic Objective :

Risk Rating:

Negligible

RISK

CR 2014-10

RISK HIGHLIGHT REPORT

Li kel i hood x
Impa ct = Score
Very Low
Low
Medi um
Hi gh

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

• Maintain a sustainable service delivery without reducing the quality of performance during the transition phase of this project. Currently operating with a reduce resource with
impact to capacity levels.
CONTROLS (What are we currently doing about the risk?)

ASSURANCES (How do we know if things are having a positive impact?)

• Memorandum of Understanding signed by pan Cheshire & Wirral CCGs to transfer
services to CCG hosted arrangements.
• Notification of Intent issued to C&W CSU
• Pan Cheshire & Wirral Steering Group – Terms of Reference & Minutes
• Independent Company commissioned to support Project Management
• Project Sponsor and Project Manager appointed
• HR consultation briefings with staff and respective Trade Unions
• ACAS TUPE Guidance
• Project Plan, Action Plan and weekly Highlight Reporting
• Monthly Steering group meetings established

• Project fortnightly meetings established between CCGs & CSU
• Weekly progress reports through the Pan Cheshire & Wirral Steering Group
• Ops Risk Meeting 8 July to review the paper the CSU have produced and to better
understand the issues and how these can be resolved
• CSU HR leading TUPE arrangements and exit plan

GAPS IN ASSURANCE (What additional assurances should we seek?

• Project plan to be completed and signed off with all CCGs
• Consultation with CHC/Complex Care staff not started – 3 month period.
• Mitigating actions and progress status defined overleaf:
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MITGATING ACTIONS (What have we done/what more should we do?

1

Progress-to-Date

Assigned Lead

Due Date

Weekly monitoring, via highlight reports with Steering group (as appropriate)
is taking place

2 Await feedback to record agreement from Ops Risk meeting 8 July

3

4

5

6

7
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Risk Owner: Kevin Highfield

Failure to manage the implementation of an agreed project management methodology, trained workforce to accredited practitioner level and configuration of
electronic project management system called 'VERTO' in response to the Authorisation Assessment Findings 2012-13.
Domain 6 – Organisation Effectiveness

Gross
Net
Target

4
3
4

4
4
2

16
12
8

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce
Eliminate

Unlikely 2

2

4

6

8

10

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

01-06-14
01-05-15

10

Severe

Open Date
Target Date
Closure Date

5

Moderate

LIKELIHOOD

Likelihood x Impact = Score

Risk Control / Type :

Almost Certain 5

Minor

Link to Strategic Objective :

Risk Rating:

Negligible

RISK

CR 2014-10

RISK HIGHLIGHT REPORT

Li kel i hood x
Impa ct = Score
Very Low
Low
Medi um
Hi gh

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial
Technology
Performance



Risk Definition and Rationale for Score

• As part of the Authorisation Assessment during 2012-13 the findings highlighted the need for the CCGs to introduce a mechanism that would support the management of
commissioning programmes/projects. Management Response indicated that work being undertaken to rectify position.
• A Task & Finish group was established in Quarter 4 to review and test systems. Following local partners who had invested in VERTO the CCGs procured the system. Resource
capacity adversely affected the configuration of the system and the need to evaluate the skills gaps and enrol on project management training.
CONTROLS (What are we currently doing about the risk?)

ASSURANCES (How do we know if things are having a positive impact?)

•
•
•
•
•
•

• Senior Management approved in Mar-14 to resource temporary Project Manager
appointment and interviews held in May-14
• Appointee did not commence in Jun-14 and being re-advertised for internal
candidates.
• Project Steering Group meetings established held fortnightly basis
• Review meeting planned with TMI Systems (VERTO Supplier) to ensure they can
support our requirements and associated timescales going forward and for a
demonstration of the new Verto software release.

NHS England Authorisation Findings 2012-13
TMI Systems Licence Agreement for VERTO
ILX training course for Prince2 Foundation/Practitioners
Job Description for Project Manager
Project Sponsor Chief Finance Officer
Internal Audit Plan 2014-15 reviewing Programme Management in Qtr 4

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

Project plan to be completed and signed off with all CCGs
Consultation with Stakeholders
Internal Audit (MIAA) conducting fieldwork intro Programme Management arrangements in Qtr 4 2014-15
Mitigating actions and progress status defined overleaf:
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Failure to take assurance from local health economy on recruitment initiatives contributing to a sustainable Primary & Secondary workforce to enable the
CCGs to commission healthcare services for the benefit of the local population.
Domain

Gross
Net
Target

3
3
3

4
4
3

12
12
9

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

01-06-14
01-06-15

10

Severe

Open Date
Target Date
Closure Date

5

Moderate

LIKELIHOOD

Likelihood x Impact = Score

Risk Control / Type :

Almost Certain 5

Minor

Link to Strategic Objective :

Risk Rating:

Negligible

RISK

CR 2014-10

Risk Owner: Fiona Field

RISK HIGHLIGHT REPORT

Li kel i hood x
Impa ct = Score
Very Low
Low
Medi um
Hi gh

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

• GP Workforce is changing with lack of succession or workforce planning as no statistical analysis is held by NHS England on GP current workforce.
• Secondary care doctors recruitment managed by MCHfT and not yet part of integrated workforce management plan to deliver Connecting Care.
• Community Services/Social Care recruitment not yet part of integrated workforce management plan to deliver Connecting Care.
CONTROLS (What are we currently doing about the risk?)

ASSURANCES (How do we know if things are having a positive impact?)

•
•
•
•
•
•

• Discussion held with NHS England Assurance Leads raising concerns about the
Primary Care workforce
• Working with the Deanery to shape recruitment and training

NHS England Assurance Meeting – Terms of Reference / Minutes
Lobbying Regional Health Leads on adequate capacity of GP Workforce
NHS England HR – 24 hour Retirement & Pensions Policy
Deanery Recruitment and Training Initiatives
Connecting Care plan
2 local GP Federations established – ToR & Minutes of Meetings

GAPS IN ASSURANCE (What additional assurances should we seek?

• Data collection and analysis by NHS England regarding Primary Care Support on GP workforce numbers is not available and no plan in place to collection/collate.
• No comprehensive data held by NHS England with regard GP workforce retirement age
• Mitigating actions and progress status defined overleaf:
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Chief Executive Report
Date/Time: 7th August 2014
Author: Jo Vitta, Business Manager

Reporting Period: 2014-15
Governing Body Lead: Simon Whitehouse

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with an overview of important Clinical
Commissioning Group (CCG) business that has not been provided in other
papers to the Governing Body.

2.4.1

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
To provide the Governing Body with an update on developments pertinent to the provision of care
in South Cheshire and to discharging the statutory duties of the CCG.
Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
Governing Body are asked to:
1) Note the contents of the paper
Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: Chief Executive Report
1.0 Introduction
1.1 This report provides an overview of important Clinical Commissioning Group business that is
not detailed elsewhere in the agenda.
2.0 Submission of 5 year plan (separate item on GB agenda)
2.1 The Connecting Care Strategy (Version 1.6) was submitted to NHS England on 18th June 2014.
The Strategy is currently being shared across the partner organisations.
2.2 In the 5 year strategic plan the Central Cheshire health and social care system will:
•
Centre all care around the individual, their goals, communities and carers
o
have shared decision‐making and supported self‐care, family and
o
community care as integral components to all care
o
teams built around a person’s needs and journeys, jointly accountable for
outcomes and joint responsibility for continually improving care
•
Focus its attention on health promotion, pro‐active models of care and population
level accountability and outcomes.
•
Continue to tackle health inequalities, the wider causes of ill‐health and need for
social care support e.g. poverty, isolation, housing problems and debt.
•
Have a strong clinically led primary care and community care system offering .
comprehensive modern models of integrated care at scale.
•
Be delivering fully integrated and co‐ordinated care, 7 days a week, close to home
for populations of 20‐40,000 with a focus on the frail elderly and those with complex
care needs.
•
Provide care that is rated by our citizens as being the best in terms of quality,
outcomes and experience.
•
Be an integrated ‘Accountable Care System’.
2.3 The 5 year strategy document sits above our 2 year operational plan which describes in more
detail what our first steps are towards achieving the clear vision described in the strategy.

3.0 Operational Resilience and Capacity Planning 2014-15
3.1 ‘Operational Resilience and Capacity Planning for 2014-15’ (published 13th June 2014 by NHS
England, Monitor and the Association of Directors of Adult Social Services). The guidance
requires the NHS, working in partnership with local authorities to move away from a reactive
approach to managing operational problems and towards a proactive system of year round
operational resilience, and to have in place an agreed Operational Resilience and Capacity
Plan for 2014-15. This will mean a key change in role of the Urgent Care Working Group
(UCWG), to be expanded to include elective as well as urgent care and become the System
Resilience Group (SRG).
3.2 The planning for operational resilience during 2014-15 moves beyond planning for urgent care
over the winter, bringing this together with planned care to system wide, year round resilience.
This wider remit is driven by the principle of good local healthcare planning being equally
focused and resilience across planned and urgent care.
3.3 The guidance sets out best practice requirements across planned and urgent and emergency
care that needs to be reflected in the ORC Plan 2014-15. In addition there is an expectation
that the Plan will contain information about more general delivery requirements such as
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operational planning, patient experience and planning for higher dependency patient groups.
There needs to be one planning process while maintaining financial balance.
3.4 A key change is the evolution of UCWGs into System Resilience Groups (SRGs) to broaden
their approach to cover year round system resilience that encompasses elective as well as
urgent care and emergency care. The SRG will focus on capacity planning and operational
delivery across health and social care system. The group is mandated to develop local
operational resilience and capacity plans involving all key local organisations, fulfill both
planning requirements and ensure good system working in the future. They will be Chaired by
the CCGs, who will play a key role in coordinating the group, ensuring all partners across
health and social care are included, whether commissioners or providers.
3.5 The timetable for completion of local ORC Plans and the assurance process is presented in the
paper. Draft plans need to be submitted to NHS England, via the Area Teams by 30th July
2014. There is significant work to do locally to understand how the various governance
structures align to support delivery of the agenda. We are at risk of adding additional meetings
and structures, as instructed by the guidance, without having local clarity on how the different
groups interact and have clarity on their responsibilities.
4.0 CCG Assurance – Quarter 4 Annual Assurance Visit
4.1 The Quarter 4 CCG Assurance was held on 3 June 2014 and served as the Annual Review for
the CCG. In summary the Area Team recognised that the overall performance of the CCG
across the year has been sound and it has been a largely successful year.
4.2 There are a number of areas that the Area Team will focus on over the coming month, RTT
delivery, Parity of Esteem and resilience planning including A&E performance. The following
gives a brief overview of their initial assessment:
•

Strategic Planning:
The Connecting Care Strategic Plan has been developed in partnership which has had the
added challenge of 2 HWBs and LAs to work with. The plan is progressing and describes
the vision for out of hospital care. It was recognised that this requires more analysis on the
impact to Acute Services.

•

Performance and Thematic Review - Mental Health:
The CCGs were asked to present an overview on the work on mental health and in
particular IAPT and dementia. It was acknowledged that there is progress being made and
some good examples were provided of work which has been done which were expected to
have a positive impact, including :
o
NHS South Cheshire CCG and NHS Vale Royal are both part of the Cheshire
Mersey Clinical strategic Network, and is engaged in the dementia work
stream looking at ways of improving detection rates.
o
Increased awareness and training for patients, public, staff and community in
general under the Dementia Friends campaign. This will make it more
acceptable to start talking about dementia, remove some of the stigma and
encourage early detection.
o
It is a commissioning intention of both CCGs to improve the current memory
service. The proposed model will mean an increased number of people with
dementia will be managed in primary care. Better end of life care for those
with dementia, including the role of new palliative care dementia team, will
improve recorded diagnosis in nursing homes etc.
o
The 2013/14 CQUIN for introducing dementia screening for people with
Down’s syndrome (at higher risk) has just completed the first year.
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The CCGs have been asked to work on developing trajectories for these areas.

•

Quality:
The discussion focused mainly on the mortality issues which the CCGs have been focused
on throughout the year. The Quality Review and AQuA deep dive have provided a focused
action plan which the CCGs along with other partners will be monitoring very closely.
Mid Cheshire Trust again in Q4 had a significant number of bed days lost through
Norovirus. A review of how the Trust and the community managed this will provide lessons
for this coming year.
It was acknowledged that there a positive approach has been taken with CQUIN by
focusing on improved outcomes.

•

QIPP and Finance:
There was some concern with regards to QIPP. The CCGs need to review their plans and
the impact they will have on activity, financially and on improving health outcomes. In
particular reducing unnecessary admissions or referrals for elective care.
The need to manage acute activity going forward will be a key issue for the CCGs, it was
recognised that a piece of work has commenced looking at the benefits realisation a deep
dive into specialties which will be concluded in September. However more work needs to
be done on this during the early part of 2014-15.

5.0 The CCG Assurance Framework 2014-15
5.1 NHS England has published revised guidelines on The CCG Assurance Framework: 2014-15.
5.2 The CCG assurance process has been designed to provide confidence to internal and external
stakeholders and the wider public that CCGs are operating effectively to commission safe,
high-quality and sustainable services within their resources.
5.3 The 2013-14 guidance has been refreshed to take into account updated national priorities but
also reflects the experiences of the CCGs and Area Teams from the first year of undertaking
the CCG assurance process.
5.4 In summary the changes to the guidance are:
• Updated content on CCG development, delivering an effective assurance programme and
culture and behaviours between NHS England and CCGs;
• Amended domain descriptions to help set out what successful delivery would look like under
each domain for CCGs to use as a guide for success and for area teams to use as an aid to
assurance judgments;
• Expanded requirements for assurance to cover the cross-cutting themes of parity of esteem,
inequalities and better care;
• A revised delivery dashboard which is more contemporary and removes the rules
associated with the previous balanced scorecard under the interim framework;
• Additional guidance to further clarify the distinction between judgments of ‘assured’ and
‘assured with support’;
• New guidelines enacting the proposal to allow assurance meetings to take place less
frequently where a CCG has continued to demonstrate strong delivery across the assurance
framework; and
• Revised timelines to allow more time for assurance conversations to take place.
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5.5 This framework sets out six broad ‘assurance domains’ under which the assessment is made –
allowing for conversations to take place locally, through the quarterly assurance visits, which
results in an assessment which meets statutory requirements but also contributes to ongoing
ambitions for development.
•

The six CCG assurance domains are:
Domain 1: Are patients receiving clinically commissioned, high quality services?
Domain 2: Are patients and the public actively engaged and involved?
Domain 3: Are CCG plans delivering better outcomes for patients?
Domain 4: Does the CCG have robust governance arrangements?
Domain 5: Are CCGs working in partnership with others?
Domain 6: Does the CCG have strong and robust leadership?

•

Assurance Cycle:
The assurance cycle will continue to consist of four quarterly meetings, to discuss progress
against each of the assurance domains. The fourth meeting of the year will include an
annual review. The annual review meeting must take place in order for NHS England and
to meet its statutory responsibility to make an annual assessment of CCG delivery.

•

Input into the process - evidence:
• 360 degree survey – will continue to be developed on an annual basis. Content will
be refined over time and the scope expanded to reflect perspectives of CCGs and
NHS England as a direct commissioner. The overarching principles of the survey
provide:
o Board comparisons of the relative maturity of the relationships forged by
CCGs.
o Assurance of continued organisational development within CCGs across
England;
o Triangulation of evidence of stakeholder and partnership working across the
local health economy through the quarterly assurance process.
o Value to both NHS England and CCGs as a national insight tool.
• Delivery Dashboard - The delivery dashboard has been further refined for 2014-15
and provides a consistent set of national data to inform assurance conversations and
is comprised of four sections, each reflecting a specific area of insight based on the
planning requirements set out in Everyone Counts: Planning fort Patients 2014-15 to
2018-19 and key elements of statutory duties:
o NHS Constitution;
o Outcomes and Quality;
o Better Care Fund; and
o Finance

•

Independent members in the assurance process:
Independent members have played an important role in enhancing the transparency and
robustness of assurance conversations to date. During 2014-15 CCGs and area team will
agree proposal to further develop independent member involvement in the assurance
process. Detailed guidance on the role of independent members will be published later in
the year.

•

Headline Assessment:
Every quarter, following assurance conversations, area teams will make a headline
judgment about whether a CCG is ‘assured’ or ‘not assured’ on the basis of assurance
discussion. This will be driven by the individual assurance domain assessment. Where
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NHS England is assured that a CCG can continue to deliver, with or without support, across
all six of the individual domains, the headline assessment will be ‘assured’. Any proposed
intervention under any single assurance domain would result in a headline assessment of
‘not assured’ and this would lead to formal statutory powers being exercised.
5.6 The date for our Q1 Assurance Visit with the Area Team is yet to be confirmed, but expected to
take place during August 2014.
6.0 Practice visits – emerging themes and progress update
6.1 At the point of writing this report I have visited 15 out of the 18 GP Practices across the CCG.
The remaining Practices left for me to visit are Kiltearn, Acorns and Oaklands. These visits
have been exceptionally useful and have helped to further define the main issues facing our
Practices. Once the visits are completed a more detailed paper will be brought to the
Governing Body in October 2014. However the main themes so far are :• Significant demand challenges with other parts of the system redefining their ‘work
boundaries’ which leads to primary care being the default provider that is expected to pick
up everything.
• Very real concerns around the ability of community services to really meet the demands of
the system changes that are required to deliver the Connecting Care vision. Community
services appear to be exceptionally stretched and challenged.
• Feeling as though being a GP in South Cheshire has become a role that is often described
as the ‘Community House Officer for the Hospital Consultant’. This is about the hospital
teams shifting work out into primary care and expecting our Practice to act on the
instructions and to sort out numerous issues that should be the responsibility of the hospital
• Poor mental health services with significant access issues.
• A real anxiety about the stresses being faced by our GP staff – workload, bureaucracy,
financial etc. The impact will be that many of our senior GPs are planning for their
retirement. This will cause significant local workforce issues.
7.0 Joint CWW & Merseyside CCG meeting (2nd July 2014) key headlines
7.1 The first meeting of this group took place at the start of July. All CCGs from across both CWW
and Merseyside Area Team areas were represented apart from NHS Wirral CCG. The main
agenda items discussed were :• Challenges with the CSU provision.
• Potential impact of any future NHS England Area Team restructuring.
• Co-commissioning of Primary Care.
• The impact of Specialised Commissioning being moved back to become CCG responsibility.
7.2 The CCGs agreed to meet on a quarterly basis and correspondence was sent to Richard
Barker at NHS England (North) detailing the outcome of this first meeting.
8.0 CSU update – commissioning intentions
8.1 The CCG team continues to spend a significant amount of time trying to improve the CSU
support provided to our commissioning work. It is clear that this remains a significant risk area
for the CCG and the amount of time it is absorbing is almost certainly impacting on our ability
to deliver on our own agenda. An Exec to Exec meeting is planned where these issues will be
discussed in more detail. The CCG has engaged Integral Health to support its work with the
CSU in developing a clear improvement plan. There remains very significant concern on
performance around :• Business intelligence.
• CHC.
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• Complaints.
• Communications.
• HR.
8.2 It should also be noted that the merger work that is underway between Cheshire & Merseyside
CSU and Manchester CSU is undoubtedly a further distraction. The ongoing uncertainty
around the Managing Director of Cheshire & Merseyside CSU is a further complicating factor.
Conversations with the Business Development Unit at NHS England have been positive but
have not yet resolved any of the issue.
9.0 Launching the NHS South Cheshire CCG Operational Plan - verbal update
9.1 At the time of preparing this report the NHS South Cheshire CCG Roadshows have not yet
taken place. However we are looking forward to taking our Summary Operational Plan out to
the public and stakeholders over the coming weeks.
9.2 What is our Operational Plan?
We have an Operational Plan because it is a statutory duty from NHS England that we tell our
local community what we are planning for their health care services. This plan is the first two
years of a longer-term five year plan (Connecting Care).
9.3 Why do we need to promote it externally?
We need to promote this new resource externally to all our patients, members of the public and
also to our stakeholders too, so that they receive information about how we plan their services,
which services we commission and where they can go to find out more information. It is really
important that the people who use our services feel empowered and have information about
what is available, and how they can become involved with helping to shape services in the
future.
9.4 Why have we created a booklet?
After lots of research with staff, patients and members of the public, the results showed that a
booklet was preferred, which looked a bit different from what we would usually create. The
style of the booklet and the language and detail it contains has been carefully chosen so that
as many people as possible will understand that it is a resource aimed at them.
9.5 Who is it for?
The booklet is for everyone, members of the public, stakeholders and not forgetting us –
members of staff too. Inside the booklet, you’ll see different sections, which are suited to
different groups of people – this matches the NHS Domains, which help us develop our plans,
set our ambitions, improve quality and health outcomes across South Cheshire and ultimately
demonstrate where we are making a difference. It is good for us all to have an understanding
of the booklet, then we can feel confident when we talk to other people about it too.
9.6 How are we going to tell people about it?
We are planning to tell people about the new plans in a variety of different ways, we are
holding two roadshows, one in Crewe on the 22nd of July (at Crewe Library) and one in
Sandbach on the 24th of July (at Sandbach Town hall). We are meeting families from
Homestart on the 16th of July. A verbal update on these will provided at the Governing Body
meeting.
We are also holding staff briefings, working with our patient participation groups, attending the
membership and Nurses Councils, as well as doing some more usual activities like promoting
access to the resource on posters and postcards. We will also have a readable copy on our
website http://www.southcheshireccg.nhs.uk/
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10.0 End of Life Care for Patients and their Families
10.1 1st July 2014 saw the launch of the newly developed ‘Care Plan for End of Life (EOL)’ across
Cheshire to replace the Liverpool Care Pathway. This has been developed through an
extensive period of engagement and consultation led by the End of Life Partnership and in
collaboration with local people, health care professionals, a number of local care providers
and commissioners on behalf of the CCG.
10.2 The new care plan for End of Life is in line with the recommendations of the new Leadership
Alliance For Care of the Dying People "One Chance to get it Right". It places particular
emphasis upon the need for compassionate and honest communication with patients and
their family members, and highlights the need for individual patient preferences and choice to
be at the centre of clinical decision-making. The care plan for End of Life is specifically
designed to support the delivery of personalised care during the last days and hours of life,
whilst ensuring that all aspects of care such as symptom control and hydration are carefully
considered and appropriate to the needs of the individual across all care settings.
10.3 To support the launch of the care plan for End of Life, The End of Life Partnership will deliver
a comprehensive range of training packages across primary care, local hospitals, care
homes, hospices and to those caring for people within their own homes. This all inclusive
approach has already received national recognition and commendation by the National
Clinical Director for End of Life Care, and as such is being offered as an example of best
practice to other areas throughout England and Wales.
11.0 Integrated Personal Commissioning Programme
11.1 NHS England has this month announced plans for a new Integrated Personal Commissioning
(IPC) programme. For the first time, NHS and social care funding will be combined based on
each individual’s annual care needs. This will blend funds contributed from local authorities
and NHS commissioners (CCGs and NHS England) and allow individuals to direct how it is
used.
11.2 The IPC programme will work in partnership with the voluntary sector. Voluntary and Third
Sector organisations will be commissioned locally to support personal care planning, advocacy
and service 'brokerage' for people enrolled in the programme. The approach has the potential
to join-up services and funding, and brings different expertise to the care planning process.
11.3 NHS England will be working with CCGs, partners in local government, patient groups and the
voluntary sector to develop an IPC Prospectus
12.0 Better Care Fund (BCF)
12.1 The Executive Team continues to work closely with Cheshire East Council and NHS Eastern
Cheshire CCG to secure agreement on arrangements for the Better Care Fund (BCF) that will
become effective on the 1st April 2015 and result in CCG funds being transferred into a new
shared pool arrangement under the direction of the Cheshire East Health and Wellbeing
Board.
12.2 Negotiations have been challenging nationally, given the significant potential implications on
existing health services and particularly those in the hospital. Positive discussions have
progressed with respect to new stroke rehabilitation services and “first wave” Connecting Care
developments being incorporated into the BCF.
12.3 On 11th, 23rd and 25th July 2014 additional guidance was published to support the BCF
programme and the CCG is working with the Council to ensure the new guidance is
incorporated into the planning arrangements. The revised timetable is attached to this report.
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12.4 It is expected that a final paper on the 2015/16 BCF Fund will be presented to the Governing
Body for agreement in September and October 2014.
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NHS England Publications Gateway Reference No. 01976

23 July 2014

Dear Health and Wellbeing Board Chair,
CC:
NHS Regional Directors
NHS Area team directors
CCG Accountable Officers
LA Chief Executives
BETTER CARE FUND – TIMETABLE

Further to my letter dated 11 July 2014, I am writing to provide a further update which I hope
you will find useful. I am aware there has been some uncertainty about the ask we will be
making of local areas in terms of revising BCF plans, as well as the timetable for this process. I
am therefore pleased to be able to write to you today to inform you of a new timetable that has
been agreed with Ministers.
We have been working intensively with a number of fast-track areas to develop and refine
updated BCF planning guidance. This work is ongoing and we hope to issue the guidance to all
areas by the end of this week, along with a revised plan template. The guidance will include
further detail on the changes to the risk-sharing and pay for performance framework (as
outlined in the letter from Helen Edwards and Jon Rouse dated 11 July 2014).
The deadline for submission of revised BCF plans will be 19 September 2014. While I
acknowledge that this will be a challenge, we hope that this deadline provides a balance of
giving local areas a realistic amount of time to develop their plans, as well as making the
necessary progress to ensure that the BCF is on a firm footing before it commences in April
2015. The joint national programme team will be providing support to areas in the coming
months to assist in resubmitting their plans – more detail on this support will follow when we
issue the package of guidance later this week.
This timetable means there will be a compressed assurance process following resubmission of
BCF plans in September. This period will be used by the joint national team, senior officials and
Ministers to ensure that plans are sufficiently ambitious and deliverable before being signed-off.
The outline of the timetable is set out below:
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14 – 25 July

Work with fast track areas to demonstrate what good looks like, and
refine templates and accompanying guidance

23 July

Issue new timetable to areas

25 July

Issue new templates, guidance and support material to HWBs, CCGs
and LAs
Work with NHS England local area teams, LGA and health
transformation taskforce on improving local plans
Assurance methodology designed and validated with training
delivered to teams doing assurance.
During this period there will be 3 check points conducted by
LATS/Local government with each HWBB to assess where you think
you need to make greatest improvement, then access appropriate
support to address these issues (some of which will be provided
nationally, some of which you will be best placed to work on locally)
and track progress as your plan develops over this two month period
All areas to submit revised plan
All 151 plans assessed using common methodology and segmented
into categories.
Moderation of assurance to ensure consistency; meta-analysis of
data; production of summary reports.
Review of plans by Simon Stevens and Sir Bob Kerslake.

25 July – 19
September

19 September
19 September
– 3 October
6 October – 10
October
6 October – 10
October
13 October –
17 October

Presentation of findings to Ministers for approval/sign off

We will continue to communicate with you regularly, primarily through our weekly updates –
please let us know if you would like others to be added to the copy list for these updates at
bettercarefund@dh.gsi.gov.uk.

Andrew Ridley
BCF Programme Director
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Report
Reporting Group: NHS SOUTH CHESHIRE FORMAL GOVERNING BODY
Report Title: Developing together a five year strategic plan for Cheshire,
Warrington and Wirral
Date/Time: 7th August 2014
Author: NHS England, Public Health Team,
Cheshire, Warrington and Wirral

Reporting Period: 2014/15
Governing Body Lead: Heather Grimbaldeston,
Director of Public Health, Cheshire East Council

Purpose of Report

Agenda Item No.

For Information: NHS England Public Health Team in CWW invites Health and
Wellbeing Boards and Clinical Commissioning Groups to send representatives
to the 17th September workshop. A preliminary discussion paper outlining the
priority analysis undertaken will be available in advance of the workshop. It is
planned that the outcomes of the workshop will be fed back to the local Health
and Wellbeing Boards, CCGs and other local partners.

2.4.2

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The aim of working together with multiple partners to develop an NHS England led multi-agency
five year strategic plan for Cheshire, Warrington and Wirral aligns with the vision and objectives of
NHS South Cheshire CCG; to improve health and tackle health inequalities.
Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations

Action Required
Decision:

Equality:

Communication:

Risks

Resources
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Approval Assurance

Impact Assessed

Disclose on website Issues outlined

Issues outlined

Please see section 3 below

Report Title: Developing together a five year strategic plan for Cheshire,
Warrington and Wirral
1.0 Background
The English health and social care system is facing significant and enduring operational pressure
exerted, in part, by increased demand and financial constraints. NHS England has a systems
management role for health services, promoting the culture and conditions necessary to deliver the
highest standard of care whilst ensuring efficient use of public resources. Its ambitious vision for
outcomes-based transformation of services is outlined in ‘Everyone Counts’ guidance, 2014-19
[http://www.england.nhs.uk/everyonecounts/].
Across England, health economies are being
challenged to develop ‘strong, robust and ambitious five year plans with providers and partners in
local government’. Innovation and transformation are important themes for providers and
commissioners alike.
Increased collaboration not only strengthens our strategic plans but is also a potential mechanism
by which transformation can be encouraged. The Public Health Team within Cheshire, Warrington
and Wirral Area Team for NHS England (CWW) is leading on the development of its five-year plan
by seeking the input of all commissioners across the geographical footprint. Whole disease
pathways are rarely commissioned by one organisation and this is particularly the case where the
goal is to improve public health outcomes (for example, in services for obesity or alcohol). We
believe that fostering the involvement of our key partners will ensure a more robust strategic plan
and will identify opportunities for further ambitious approaches that could be achieved through
collaboration across agencies and borders.
2.0 Planned approach
We aim to build a consensus between partners around the key priority pathways for the CWW
region that would benefit from a more collaborative approach. The findings of a desktop review of
existing plans, strategies and JSNA data will be used to help shape the discussion. We are hosting
a short-day stakeholder workshop on the 17th of September 2014. This event will be a crucial
opportunity to shape the NHS England CWW five-year strategy and a move towards a more
collaborative approach to commissioning within the region.
We want to explore with partners the potential priorities and the opportunities for collaboration and
commissioning of integrated care across whole pathways (from prevention to end of life). It is
therefore vital that the relevant agencies and localities are represented at this event. The outcome
of the workshop will be to agree two or three priority pathways that localities and partners decide to
explore further, agreeing frameworks for collaboration and key milestones. This new work stream
will be a central part of the NHS England CWW five-year strategy.
3.0 Action requested
NHS England CWW invites Health and Wellbeing Boards and Clinical Commissioning Groups to
send representatives to the 17th September workshop (see save the date flyer overleaf).
Representatives from each locality should include leads/commissioners covering primary care,
secondary care, public health and social care. A preliminary discussion paper outlining the priority
analysis undertaken will be available in advance of the workshop.
This work is being supported by the Cheshire and Mersey Public Health Collaborative Service. If
you have not already done so, we would be grateful if you could please nominate your
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representatives directly to Helen Unsworth at helenunsworth@wirral.gov.uk, 0151 666 5123.
5.0 Appendix: Event information

DATE FOR YOUR DIARY
Developing together a five year strategic plan for
Cheshire, Warrington and Wirral
NHS England led Multi-Agency Strategy Planning Workshop

Wednesday 17th September 2014

9:30am to 2:30pm
The Halliwell Jones Stadium, Winwick Road, Warrington, Cheshire,
WA2 7NE
Aim
The aim of this workshop is to bring together key stakeholders to shape the CWW
multiagency five year strategic plan and agree a partnership approach with key
milestones. In preparation for the workshop, work is being undertaken to review the
shared health needs and priorities and a discussion paper will be circulated prior to the
workshop.
Demands for services continue to grow faster than funding, meaning we have to innovate
and transform the way we deliver high quality services. Across England, health
economies are being challenged to develop strong, robust and ambitious five year plans
with providers and partners in local government. Fundamental to such plans is a shared
outcomes based approach that aims to maximise health gains and value for money. This
can only be achieved by working together.
The Public Health Team in NHS England Cheshire, Warrington and Wirral Area Team
(CWW) are therefore approaching their strategic planning as an opportunity to build
consensus and partnership across the region, focussed on shared priority pathways.
CWW have commissioned the public health collaborative service to support this work.
It is planned that the outcomes of the workshop will be fed back to the local Health and
Wellbeing Boards, CCGs and other local partners.
Who should attend?
Clinical Commissioning Group Chairs, Local Councillors, Local Authority Directors of
Public Health, Public Health England, NHS England, Specialised Commissioning,
Probation, Police.
For more details please contact helenunsworth@wirral.gov.uk; 0151 666 5123.
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Report
Reporting Group: NHS South Cheshire Clinical Commissioning Group Governing Body
Report Title: Workforce Performance Management Framework
Date/Time: 7 August 2014 / 14:00-17:00
Author: S Whitehouse

Reporting Period: Q2
Governing Body Lead: S Whitehouse

Purpose of Report

Agenda Item No.

1.

To facilitate efficient and cost effective working arrangements across
the required range of work activities, NHS South Cheshire CCG has
adopted a number of collaborative Shared Working arrangements with
other local CCG’s. This report therefore presents data around the
collaborative staffing arrangements across the participating CCG’s as
well as the statutory workforce indicators for those staff directly
employed by NHS South Cheshire CCG.

2.

The collaborative arrangements that are in place make sense from a
financial perspective and ensure that the Running Cost Allowance is
used effectively. However, the resultant arrangements make it more
complex from a reporting perspective. This is the first time that the
Governing Body will have received a detailed workforce profile. The
CCG senior team is working closely with the CSU HR team to further
refine and develop this report but it felt important to share this version
with the Governing Body for comments and proposal around how the
reporting can be further improved.

2.4.3

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives

Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem
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Recommendations
1. The CCG Governing Body are asked to note the contents of this report and the associated
actions needed in achieving the required target rates.
2. To recognise that there is further work to do in order to refine this reporting process.
Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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NHS SOUTH CHESHIRE CLINICAL COMMISSIONING GROUP
WORKFORCE PERFORMANCE MANAGEMENT FRAMEWORK
REPORTING PERIOD JUNE 2014

INTRODUCTION
1.

To facilitate efficient and cost effective working arrangements across the required range of
work activities, NHS South Cheshire CCG has adopted a number of collaborative Shared
Working arrangements with other local CCG’s. This report therefore presents data around
the collaborative staffing arrangements across the participating CCG’s as well as the
statutory workforce indicators for those staff directly employed by NHS South Cheshire
CCG.

2.

The collaborative arrangements that are in place make sense from a financial perspective
and ensure that the Running Cost Allowance is used effectively. However, the resultant
arrangements make it more complex from a reporting perspective. This is the first time that
the Governing Body will have received a detailed workforce profile. The CCG senior team
is working closely with the CSU HR team to further refine and develop this report but it felt
important to share this version with the Governing Body for comments and proposal around
how the reporting can be further improved.

DEDICATED CCG
ARRANGMENTS
3.

STAFFING

and

SHARED

MANAGEMENT/STAFFING

The collaborative working arrangements adopted by the CCG fall into the following
constituent parts:
•

A number of Staff Dedicated Wholly to either NHS South Cheshire CCG or NHS
Vale Royal CCG who contribute the vast majority of their all of their working time
directly to their employing CCG. Despite these staff not being part of the formal
shared management arrangements there is an expectation that they work to support
the strategic direction of travel across the health and social care economy.

•

A Shared Management/Staffing Arrangement is in place across NHS South
Cheshire CCG and NHS Vale Royal CCG. Within this structure managers and staff
of each CCG cover their allotted activities across both organisations. Managers and
Staff therefore spend part of their time working for NHS South Cheshire CCG and
part of their time working for NHS Vale Royal CCG. This makes sense at a number
of levels but is predominantly driven by the fact that the CCGs share the same acute
provider, community services provider and mental health provider. The Senior
Management Team oversees monitoring of the time spent working within each
organisation. The costs for managers and staff who are a part of this arrangement
are typically split 64% to NHS South Cheshire CCG and 36% to NHS Vale Royal
CCG. This split is based on the population split across the CCGs. The staff in this
arrangement are employed by NHS South Cheshire CCG with a Memorandum of
Understanding detailing the arrangements of the shared relationship with NHS Vale
Royal CCG.

•

A shared Medicines Management Team (MMT) that operates across three local
CCG’s – NHS South Cheshire CCG, NHS Vale Royal CCG and NHS Eastern

Workforce Performance Management Framework
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Cheshire CCG. The senior team of the MMT carries out monitoring of the time
spent working within each organisation. The costs for managers and staff who are a
part of this arrangement are typically split 36.29% to NHS South Cheshire
CCG,22.49% to NHS Vale Royal CCG and 41.22% to NHS Eastern Cheshire CCG.
The MMT is actually employed by NHS Vale Royal CCG and there is an SLA in
place that provides the detail of the agreement between the 3 CCGs.
•

A shared Safeguarding Adults and Children’s Service operating across the
Cheshire East footprint covering both NHS South Cheshire CCG and NHS Eastern
Cheshire CCG. Monitoring of the time spent working within each organisation is
carried out by Line Managers on a monthly basis with costs recharged as per the
predetermined allocations.
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NHS SOUTH CHESHIRE CLINICAL COMMISSIONING GROUP
WORKFORCE PERFORMANCE MANAGEMENT FRAMEWORK
REPORTING PERIOD JUNE 2014
INTRODUCTION
1.

The appended Human Resources Performance Management Framework shows the
collaborative CCG workforce whole time equivalent. It also details a number of employed
workforce profiles, turnover rates, sickness absence rates and compliance with Statutory
and Mandatory training and Performance Development Reviews at the end of the last
complete monitoring period ending June 2014.

CONCLUSIONS – KEY THEMES
2.

At the end of June 2014 the collaborative workforce profile was, staff dedicated wholly to
NHS South Cheshire CCG 12.89 wte, staff dedicated wholly to NHS Vale Royal CCG 8.38
wte and a total collaborative workforce across the four (including the safeguarding
arrangements that are in place across the two Local Authority footprints) participating
CCG’s of 56.63 wte.

3.

At the end of June 2014 the employed staff whole time equivalent within NHS South
Cheshire CCG was 51.30 which is an increase of 0.30 wte over the previous month.

4.

At the end of June 2014 the employed staff headcount within NHS South Cheshire CCG
was 62 which is an increase of 1 over the previous period.

5.

Rolling Turnover at the end of June 2014 was 9.36% reflecting 4.8 whole time equivalent
leavers in the rolling 12 month period ending June 2014. There were no leavers from the
CCG in the June monitoring period. In the rolling 12 month period ending May 2014 the
turnover rate across the Cheshire and Merseyside CCG’s who use the CSU HR Service
was 7.7%.

6.

Monthly absence during the June monitoring period was 0.71% which is an increase of
0.53% over the previous month. The rolling sickness absence rate at the end of June 2014
was 2.10% and this is the same as the previous month. For the rolling 12 month period
ending May 2014 the rolling sickness rate across the Cheshire and Merseyside CCG’s who
use the CSU HR Service was 2.26%.

7.

Ethnicity across the CCG workforce is 3.23% and this is not representative of the population
that the CCG serves (5.34%).

8.

Statutory and mandatory training compliance against target is 74.0%. A report for the CCG
identifying individual staff compliance has been compiled and sent to ensure compliance
rates continue to improve.

9.

The PDR scheme has been progressed and compliance (as reported to the HR team) is
81.1%. There is further work required to ensure that the reporting and recording is accurate.

RECOMMENDATIONS
10.

The CCG Governing Body are asked to note the contents of this report and the associated
actions needed in achieving the required target rates.

11.

To recognise that there is further work to do in order to refine this reporting process

Workforce Performance Management Framework
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WORKFORCE PERFORMANCE MANAGEMENT SCORECARD
Employed Staff Indicators

Previous
Month
Actual

Period

Current
Month
Actual

Period

Staff dedicated to NHS
South Cheshire CCG

12.59

May-14

12.89

Jun-14

For the June 2014 monitoring period the staff dedicated wholly to NHS South
Cheshire CCG was 12.89 wte and this is an increase of 0.30 wte over the previous
month.

Staff dedicated to NHS Vale
Royal CCG

9.18

May-14

8.38

Jun-14

For the June 2014 monitoring period the staff dedicated wholly to NHS Vale Royal
CCG was 8.38 wte and this is a decrease of 0.80 wte over the previous month.

Collaborative Staff shared
across the four participating
CCG's

56.63

May-14

56.63

Jun-14

For the June 2014 monitoring period the number of staff contributing to the shared
management and staffing arrangements across the four collaborating CCG’s was
56.63 wte and this is the same as the previous month.

Employed Staff Whole Time
Equivalent

51.00

May-14

51.30

Jun-14

TBC

Green

At the end of the June monitoring period the employed staff whole time equivalent
across NHS South Cheshire CCG was 51.30 and this is an increase of 0.30 wte over
the previous month.

Employed Staff Headcount

61

May-14

62

Jun-14

TBC

Green

At the end of the June monitoring period the employed staff headcount across NHS
South Chesire CCG was 62 and this is an increase of 1 headcount over the previous
month.

Rolling Turnover

11.37%

May-14

9.36%

Jun-14

TBC

Red

Monthly Turnover

0.00%

May-14

0.00%

Jun-14

TBC

Green

There were no leavers from the CCG in the June monitoring period.

Rolling Sickness Absence
Percentage

2.10%

May-14

2.10%

Jun-14

3.0%

Green

The rolling sickness absence rate for June 2014 was 2.10% and this is the same as
the previous month.

Monthly Sickness Absence
Percentage

0.18%

May-14

0.71%

Jun-14

3.0%

Green

The monthly sickness absence rate at the end of June 2014 was 0.71% and this was
an increase of 0.53% on the previous month. During the month there were 11 WTE
days lost to sickness absence over 5 episodes of absence.

Target

Performance
Against
Target

Trend

Narrative

At the end of the June monitoring period the employed staff rolling turnover was
9.36% and this is a decrease of 2.01% over the previous month. In the rolling 12
month period ending June 2014 there have been 4.8 wte leavers from the CCG.

Ethnicity Profile

3.28%

May-14

3.23%

Jun-14

5.34%

Red

At the end of June 2014 from a total workforce of 62 the CCG employed 2 members
of staff from an ethnic minority background and this equates to 3.23% of the
workforce. The Office for National Statistics ethnic population estimate for the Local
population is 5.34% so the CCG workforce ethnicity profile is not representative of
the population it serves.

Statutory and Mandatory
Training

74.8%

May-14

74.8%

Jun-14

Target is 85%

Amber

Statutory and Mandatory training compliance across the CCG is 74.0% and this is a
decrease of 0.80% over the previous period. Two courses are achieving the 85%
national compliance rate.

PDR Compliance

86.00%

May-14

81.10%

Jun-14

Target is 85%

Amber

The new PDR scheme has been launched and compliance is 81.1% with 43 out of
53 PDR's completed.
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COLLABORATIVE CCG WORKFORCE
1.

This section outlines those staff involved in the collaborative workforce across
the four participating CCG’s.
The number of staff whose work is dedicated entirely to NHS South Cheshire
CCG was 12.89 whole time equivalents (wte) and this is an increase of 0.30
wte over the previous month.
The number of staff whose work is dedicated entirely to NHS Vale Royal CCG
was 8.38 wte and this is a reduction of 0.80 wte over the previous month.
The number of staff contributing to the shared management and staffing
arrangements across the four collaborating CCG’s was 56.63 wte and this is
the same as the previous month.

NHS South Cheshire, NHS Eastern Cheshire,
NHS West Cheshire & NHS Vale Royal, CCG's
Shared Services Workforce Analysis
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EMPLOYED WORKFORCE STATISTICS
2.

The graphs and charts presented in sections 3 to 9 reflect the profile of the
employed workforce as at the end of June 2014.

EMPLOYED STAFF WORKFORCE WHOLE TIME EQUIVALENT
3.

The total wte of the employed staff of NHS South Cheshire Health CCG at the
end of June 2014 was 51.30 wte and this is an increase of 0.30 wte over the
previous month. It should be noted that this figure includes those shared with
NHS Vale Royal CCG as they are required to be reported on through the
organisation that holds their contracts of employment.

NHS South Cheshire CCG
FTE Analysis - Employed Staff
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EMPLOYED STAFF HEADCOUNT
4.

The total headcount of the employed staff of NHS South Cheshire Health CCG
at the end of June 2014 was 62 and this is an increase of 1 over the previous
month.

NHS South Cheshire CCG
Headcount Analysis - Employed Staff
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EMPLOYED WORKFORCE PAY BAND ANALYSIS
5.

At the end of June 2014 the whole time equivalent value of 51.30 had a pay
band profile as shown below.
NHS South Cheshire CCG Pay Band Analysis
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EMPLOYED WORKFORCE WTE AND HEAD COUNT PROFILE BY PAY BAND
6.

At the end of June 2014 the employed staff headcount of 62 had a pay band
profile as shown below.
NHS South Cheshire CCG - as at June 2014
Pay Band
WTE
%
Headcount
%
Band 3
3.60
7.02%
4
6.45%
Band 4
8.20
15.98%
9
14.52%
Band 5
5.23
10.19%
6
9.68%
Band 6
5.29
10.32%
6
9.68%
Band 7
10.93
21.31%
11
17.74%
Band 8A
3.80
7.41%
4
6.45%
Band 8B
7.85
15.31%
8
12.90%
Band 8D
0.65
1.27%
1
1.61%
Band 9
1.00
1.95%
1
1.61%
South Cheshire Lay
0.00
0.00%
3
4.84%
South Cheshire Medical
1.74
3.40%
6
9.68%
South Cheshire VSM
3.00
5.85%
3
4.84%
Grand Total
51.30
100.00%
62
100.00%

EMPLOYED WORKFORCE ETHNICITY PROFILE
7.

To meet the statutory reporting obligations of NHS South Cheshire CCG a
number of ethnicity and equality analyses are presented in following sections.
At the end of June 2014 NHS South Cheshire CCG employed 2 members of
staff from an ethnic minority background from the employed workforce of 61,
and this equates to 3.23% of the workforce. Analysis has shown that the
Office for National Statistics (ONS) ethnic population estimate across the
CCG area is 5.34% and from the analysis below it can be seen that the
workforce across the CCG is not representative of the population it serves.
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NHS South Cheshire CCG Ethnicity Profile
1
2
58

2

1

A White - British

Z Not Stated

H Asian or Asian British - Indian

D Mixed - White & Black Caribbean

EMPLOYED WORKFORCE AGE PROFILE
8.
The graph below details the age profile within NHS South Cheshire CCG.
At the end of June 2014 from a directly employed workforce of 62 there were
22 people across NHS South Cheshire Health CCG who were aged 50 or
above which equates to 35.5% of the workforce.
NHS South Cheshire CCG Age Profile
Age 60 to 69
8.1%

Age 20 to 29
6.5%

Age 50 to 59
27.4%

Age 30 to 39
21.0%

Age 40 to 49
37.1%

NHS South Cheshire CCG - Age
Age Range
Staff Count
Age 20 to 29
4
Age 30 to 39
13
Age 40 to 49
23
Age 50 to 59
17
Age 60 to 69
5
Grand Total
62
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EMPLOYED STAFF GENDER PROFILE
9.
At the end of June 2014 the CCG had 48 Female staff which equates to
77.4% of the workforce and of these 33 were Full Time and 15 were Part
Time.
There were also 14 Male staff which equates to 22.6% of the
workforce and of these 7 were Full Time and 7 were Part Time.
NHS South Cheshire CCG
Gender Profile and Full/Part Time Split
Full Time
Female
53.2%
Part Time
Male
11.3%
Part Time
Female
24.2%

Full Time
Male
11.3%

Female
Male

NHS South Cheshire CCG Gender Analysis
Full Time Female
33
53.2%
48
Part Time Female
15
24.2%
Full Time Male
7
11.3%
14
Part Time Male
7
11.3%

77.4%
22.6%

EMPLOYED WORKFORCE TURNOVER
ROLLING TURNOVER
10.
The rolling staff turnover at the end of the June monitoring period was 9.36%
and this is a reduction of 2.01% over the previous period. In the rolling 12
month period ending June 2014 there have been 4.8 wte leavers from the
CCG.
NHS South Cheshire CCG Rolling Turnover Analysis
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TURNOVER COMPARISON TO CM CSU CCG’s
11.
In the rolling 12 month period ending May 2014 the turnover rate across the
Cheshire and Merseyside CCG’s who use the CSU HR Service was 7.7% and
this is an increase of 0.6% over the previous period. It can be seen that NHS
South Cheshire CCG has been operating above this average throughout the
last 12 months.
CM CSU HR CCG Client
Rolling Turnover Analysis
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MONTHLY TURNOVER
12.

There were no leavers from the CCG during the June monitoring period.
NHS South Cheshire CCG Monthly Turnover Analysis
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EMPLOYED STAFF SICKNESS ABSENCE
ROLLING AVERAGE ABSENCE RATE
15.

The rolling sickness absence rate at the end of June 2014 was 2.10% and this
is the same as the previous month.

NHS South Cheshire CCG
Rolling % Absence Rate
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COMPARISON TO CM CSU CCG’S
16.

For the rolling 12 month period ending May 2014 the sickness rate across the
Cheshire and Merseyside CCG’s who use the CSU HR Service was 2.26%
and this is an increase of 0.07% over the previous period. It can be seen that
NHS South Cheshire CCG has consistently been operating just below this
average over the last 12 months.

CM CSU HR CCG Client
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MONTHLY ABSENCE RATE
17.

The monthly sickness absence rate at the end of June 2014 was 0.71% and
this is an increase of 0.53% on the previous month. During the month there
were 11 wte days lost to sickness absence over 5 episodes of absence.

NHS South Cheshire CCG
Monthly % Absence Rate
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EMPLOYED STAFF STATUTORY AND MANDATORY TRAINING
18.

Statutory & mandatory training compliance rates for the NHS South Cheshire
CCG is 74.0% and this is a decrease of 0.80% over the period. Two courses,
Information Governance and Safeguarding Children Level 1 are achieving the
national compliance rate of 85%. A report for the CCG group of staff has been
sent through to the CCG so that the appropriate action can be undertaken to
facilitate continued compliance improvements.
NHS South Cheshire CCG
Statutory and Mandatory Training Compliance
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Course Name

Last month This month

Counter Fraud
Equality & Diversity
Fire Safety
Health & Safety Awareness
Infection Control
Introduction to Information Governance
Safeguarding Adults - Level 1
Safeguarding Children Level 1
Grand Total

62.3%
62.3%
62.3%
75.4%
73.8%
90.2%
83.6%
88.5%
74.8%

61.3%
61.3%
62.9%
71.0%
71.0%
90.3%
83.9%
90.3%
74.0%

PERFORMANCE DEVELOPMENT REVIEWS
19.

At the end of the June 2014 monitoring period Performance Development
Review compliance was 81.1% with 43 out of 53 PDR’s completed.

NHS South Cheshire CCG PDR Compliance
100%
10

90%
80%
70%
60%
50%

43

40%
30%
20%
10%
0%

Jun/14
PDR's Completed

PDR's Requiring Completion

Workforce Performance Management Framework
NHS South Cheshire Clinical Commissioning Group

13 / 13
75 of 304

Report
Reporting Group: NHS South Cheshire Governing Body
Report Title: Safeguarding Children and Adults at Risk Annual Report
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Authors: Moira McGrath
Designated Safeguarding
children Nurse
Lindsay Ratapana
Designated Safeguarding
Adults Nurse
Sheila Williams
Designated Nurse Cared for
Children

Reporting Period: 2013-14
Governing Fiona Field
Body Lead: Director of Partnerships and
Governance

Purpose of Report

Agenda Item No.

This paper provides the Governing Body a copy of assurance that
safeguarding work taking place regarding Adults at Risk and Children within
the South Cheshire footprint is in line with statutory guidance, and is built on
the national framework supported within the NHS Constitution.

2.4.4

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
NHS SCCCG Governing Body needs to be given assurance that ‘We The CCG will continue to
work collaboratively with provider organisations inclusive of Schools, Local Authorities, Trusts and
Private providers to ensure a more joined up approach is achieved in caring for our vulnerable
groups within the community. The Governing Body will be updated quarterly through safeguarding
reports submitted to the joint quality and performance committee.
Strategic Objectives

Our Vision

•

Objective 1 - Building Services around the needs of the patient;

•

Objective 2 - Building Services based on the needs of the patient’s
community;

•

Objective 3 - Using the patient’s registered practice as the hub for
service delivery and the monitoring of patient health and health
journeys;

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

•

Objective 4 - Breaking down barriers between  Health & Social Care
 Separate disease based health services
 Primary and Secondary Care

•

Objective 5 - Use of education and constructive profession challenge
to improve quality;

•

Objective 6 - Use patients to inform and introduce challenge at all
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levels of service provision.

Recommendations
The SCCCG Governing Body are asked to:
Note the Clinical Commissioning Groups responsibilities that are responsible for ensuring that the
organisations from which they commission services provide a safe system that safeguards children
and adults at risk of abuse or neglect
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
No

2

Resources
Issues outlined
No
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Report Title: Safeguarding Children and Adults at Risk Annual Report
1.0 Introduction
This is the second annual joint report for Safeguarding children, Cared for Children and for Adults at
Risk for NHS South Cheshire Clinical Commissioning Group (CCG) since authorisation. The report
demonstrates the CCG’s strong commitment to safeguarding and promoting the welfare of children,
including children cared for by the Local Authority, and Adults at Risk who are living within our
communities in South Cheshire. It further provides information about how the CCG carries out its
statutory responsibilities in this regard.
For the purpose of clarity the main body of the report will present each of the three areas in a
dedicated section.
The safeguarding 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 Commissioning 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
Adults at risk in the future NHS’ (September 2012). This framework focuses on the statutory
requirements in safeguarding 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 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

•

Mental Capacity Act 2005-Deprivation of Liberty Safeguards [DoLS]

•

Human Rights Act, 1999

•

Safeguarding Vulnerable Groups Act, 2006

•

NHS Act, 2006
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•

Equality Act. 2006

•

Health and Social Care Act 2012

•

And in any future legislation regarding the safeguarding of adults.

2.0 Purpose of 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.
3.0 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.
This report outlines how NHS South Cheshire CCG has met their safeguarding requirements during
the past year.
Leadership and management for safeguarding is 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). In
addition the safeguarding lead also acts as the responsible officer for the CCG in cases where
there is an allegation of abuse against a professional.
Clinical expertise in the CCG is provided through the Designated Professionals for safeguarding
children, safeguarding adults and Cared for Children. In addition there is a newly commissioned
Designated Paediatrician for Child Deaths. The Designated Doctor for Safeguarding Children post
has recently become vacant with plans in place to secure the services of an appropriately qualified
Paediatrician in the near future. The risk of having this post vacant has been recognised and
recorded on the CCG risk register, LSCB risk register and escalated to NHS England.
The Designated 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 the neighbouring CCG
(Eastern Cheshire) to share the expertise of their designated professionals.
The two CCGs, together, commission health services within the same Local Authority (LA) footprint.
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 has formed local safeguarding networks to include CCG
Designated Professionals from Cheshire, Warrington and the Wirral to further strengthen
safeguarding and to ensure a standardised approach to safeguarding is achieved.
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The Named GP for safeguarding children is employed by NHS England but remains accountable to
the Designated Professionals. The named GP post is currently vacant, although a GP has been
appointed to take up the post as from November 2014. The new post will support three CCGs and
will be hosted by South Cheshire CCG. In support of the accountability and assurance framework
every GP practice also has an Adult at Risk lead and a Safeguarding Children lead.
There are safeguarding leads at Executive level and Named Professionals within each individual
health provider organisation locally as required.
The CCG is committed to improve the quality of safeguarding within health services across the
CCG area. It has developed a set of safeguarding standards included in provider contracts and a
formal process of quality monitoring to assess progress. The CCG has quarterly meetings with
their main provider organisations in which safeguarding 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.
4.0 Safeguarding Children
This section will demonstrate the work of NHS South Cheshire CCG in the last 12 months in
respect of safeguarding children.
4.1 Safeguarding Children Activity
Cheshire East Council has a resident population of approximately 83,000 of which 39,000 are
registered with GP Practices in the South Cheshire CCG area. The information below shows the
current number of children requiring child protection plans across the local authority area. This is
not broken down by CCG area.
Table 1. Cheshire East Children Subject to a Child Protection Plan

Year

Total Number of Children Subject to a plan in
Cheshire East

May 2012

196

May 2013

160

May 2014

204

Table 1 shows a rising number of children with a child protection plan in the last year. This has
followed a review of the thresholds for referral to children’s social care across the multi-agency
partnership alongside the development of the new Local Authority ‘front door’, Cheshire East
Consultation Service (CHECS). An audit of health professionals undertaken jointly by South and
Eastern Cheshire CCGs has shown a high level of satisfaction, amongst health professionals, in
regard to the new service, with reports of children at risk or in need of support, being appropriately
identified earlier.
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Table 2. Cheshire East children subject child protection plans divided into categories of
abuse.
Category of
abuse

Total number of children in the LA area May 2014

Sexual abuse

2

Physical abuse

34

Neglect

108

Emotional abuse

60

Of those children with a Child Protection plan, the largest numbers have been placed on a plan
under the categories of Neglect.
The second largest 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 been far better
understood. Training has further improved identification of children living in vulnerable situations.
Cheshire East Local Safeguarding Children Board (LSCB) has identified the prevention of both
neglect and emotional harm to children as key strategic priorities for the coming year.
The LSCB has established a working group, including representation from the CCG, to review the
neglect strategy for the coming year with the aim of identifying and acting on neglect at the earliest
opportunity. Early help is seen as a key strategy in providing help for children and families when
problems are first recognised. The use of the Common Assessment Tool (CAF) and effective
supervision supports the early help process. The CCG is promoting the use of the CAF through its
provider contracts. The number of CAFs initiated, carried out and led by health professionals in
provider organisations is monitored and has shown a slow but steady rise in numbers.
4.2 Inspections
In March 2013, Ofsted carried out an inspection of Cheshire East Local Authority safeguarding
children arrangements. The outcome of this inspection was that safeguarding children services in
the Local Authority was deemed inadequate. A multi-agency Improvement Board was established
which included NHS South Cheshire CCG to improve planning and implementation of safeguarding
services across the Local Authority and its multi-agency partners. This work has been recognised
by Ofsted as producing steady progress although further work is still required. As part of the
improvement process the Local Authority commissioned a peer review and has taken part in an
Ofsted pilot which offers support through the improvement process.
The CCG will continue to work as part of the Improvement Board as it enters a second phase which
will concentrate on partner engagement in safeguarding.
There has been no CQC inspection of safeguarding services across the health economy in the last
year, although this is expected in the near future.
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4.3 Serious Case 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 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.
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.
Two multi- agency learning review have been carried out.
The first of these has contributed to a thematic review of several young people who have died as a
result of suicide. This review has been commissioned by the Local Safeguarding Children Board
and is currently being undertaken by an independent reviewer.
The second of these, has led to a multi- agency review of guidance and workforce training in
respect of safe sleep for infants.
Learning from all safeguarding reviews is disseminated within the CCG via the joint quality and
performance committee and through mandatory safeguarding training for staff.
4.4 Local Safeguarding Children Board
The Local Safeguarding Children Board (LSCB) is 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 for ensuring the effectiveness of their work. The CCG support the Boards through
attendance at Board meetings and actively supporting the sub groups.
Local Statutory Membership of the LSCB is set out in ‘Working Together to Safeguard Children’.
The CCG Safeguarding Leads are Board Members and the Designated Nurse and Doctor attend in
an advisory capacity, providing clinical frontline expertise for the Board where required.
This year the LSCB has prioritised the need to work closely with the Improvement Board to improve
frontline safeguarding services for children. As part of this process the CCG has led on the health
response to the LSCB challenge sessions.
The CCG actively supports the LSCB sub groups through:
•

Attendance and active contribution at subgroup meetings

•

Providing assurance to the LSCB through quality and performance management data that
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standards for effective safeguarding are in place for all local health providers and are being
effectively monitored for progress.
•

Submitting a S.11 (Children Act) Audit to the LSCB to evidence that the CCG’s statutory
responsibilities for safeguarding children have been met.

•

Contributing to the development and updating of the LSCB Child Protection Procedures. An
example of this is bruising in the children’s policy.

•

Participating in the planning and commissioning of services for children in Cheshire. Recent
priorities being the need to increase partner agency engagement in the early help/intervention
work and to support the development and implementation of a neglect strategy and plan.

•

Contributing to the planning and delivery of multi-agency and single agency training.

•

Contributing appropriately to Strategy meetings regarding the management of concerns
against adults who work with children/young people.

•

Addressing and communicating the wider safeguarding agenda through the Engagement of
Partners and the Community.

•

Contributing to the work of the Child Death Overview Panel (CDOP) in Cheshire through the
collection and analysis of information about child deaths. This process is enabled by the
CDOP nurse role, and further strengthened by the recently commissioned Child Death
Paediatrician who leads on the health contribution to this process.

•

Co-ordinating the health response for the multi-agency case audits required by the LSCB and
the Cheshire East Improvement Board to identify areas of good practice and areas where
agencies could improve the way they work together.

•

Undertaking Serious Case Reviews, single agency reviews and multi-agency reviews of cases
as required. This includes the dissemination of learning across health organisations and
implementing recommendations as required.

•

Working with multi-agency partners to implement new developments in working practice.
Work is being undertaken to establish how to further integrate children’s safeguarding
services.

•

Contributing to the multi-agency response to domestic abuse through training and MultiAgency Risk Assessment Conferences (MARAC) steering groups.

•

Contributing to the strategic and operational work of the missing from home and sexual
exploitation sub group. The Designated Nurse leads the work of the CCG in this area.
4.5 Safeguarding Quality Assurance

The CCG has submitted a completed section 11 (Children Act) audit to the Cheshire East Local
Safeguarding Children’s Board as evidence that they are meeting their statutory safeguarding
children responsibilities. They have also undertaken an internal review of safeguarding services by
Mersey.
The CCG is responsible for promoting safeguarding quality and quality assurance within its health
services. This year the CCG has prioritised the formalisation of its assurance processes. A set of
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safeguarding standards in respect of both children and adults at risk, as agreed across the NHS
England Local Area Team footprint, 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, as well as other on-going action plans
including the Care Quality Commission (CQC) safeguarding action plans, Section 11 action plans
and Serious Case Review Action Plans, is carried out through CCG led safeguarding assurance
meetings with individual providers. Exceptions are reported to the CCG Governing Body via the
joint quality and performance committee.
In addition a safeguarding dashboard for both adults and children has been developed which
providers will report to on a quarterly basis. The dashboard will include information on how well the
health needs of children requiring safeguarding and cared for children and adults at risk are met.
This system has now been fully established and is supported by the Clinical Support Unit.
The data will also be used as a way of reporting to the LSCB/LSAB in order to meet the statutory
requirement to scrutinise local arrangements (Section 14 Children Act 2004).
The CCG, as commissioners of health services are represented at the local Quality Surveillance
Group supported by NHS England, Cheshire, Warrington and Wirral Area Team.
4.6 Involving Children and Young People
The CCG is committed to listening to the voice of young people when commissioning health care
services. There is considerable work being undertaken to improve the engagement with young
people, including engaging young people in describing how services work for them and how they
could be improved.
The CCG has included ‘the voice and lived experience of the child’ in its safeguarding standards
and expects its providers to evidence that this is being done in the course of their work. Patient
stories evidencing the lived experience of children are being presented at the quarterly
safeguarding assurance meetings with providers.
4.7 Policies and Procedures
The CCG has a safeguarding children policy, outlining the organisations safeguarding
requirements. This is updated on a yearly basis or when new national guidance is issued. Staff,
both employed and contracted are regularly sent updates informing them of changes and relevant
information related to safeguarding practice.
Safeguarding information is posted on the CCG website. The CCG web is a good source of
safeguarding information, including policies and flow charts showing ‘What to do if you are worried
a child or adult is at risk of being abused.’ Further information is posted on the web site as
appropriate, for example, information about private fostering to support the national ‘private
fostering week’.
All staff can access links to the LSCB multi-agency procedures through the CCG web site.
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4.8 Learning & Development
Safeguarding children training is critical to protecting children and young people from harm.
Training for NHS staff is mandatory. All staff must know how to identify abuse and neglect and act
on their concerns. Each staff member within the CCG has had their required level and frequency of
safeguarding training identified in line with National Guidance (Safeguarding Children and Young
People: roles and competencies for health care staff - Intercollegiate Document : September 2014).
All training once undertaken is recorded at a central point within the CCG and is audited on a
quarterly basis. The CCG has achieved full compliance with training targets.
Training is carried out through a mixture of e-learning packages, face to face training and multiagency training as appropriate to the level and complexity of the subject.
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.

•

Working collaboratively with GP Practices and NHS England to ensure their GPs have access
to appropriate training.

•

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.
4.9 Safeguarding Supervision & 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 peer supervision through the Cheshire
and Merseyside Designated Professional Network.
4.10 Safeguarding within Primary Care Services
General Practitioners hav0e been identified as key professionals in protecting children from harm,
and promoting the welfare of children through early intervention. Although CCGs are not directly
responsible for commissioning primary medical or other primary care services they have a duty to
support the achievement of high quality safeguarding practice in primary care in conjunction with
NHS England and the Named GP for safeguarding children.
NHS England is responsible for ensuring there is a Named GP for safeguarding children. This post
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is currently vacant but a new post holder has been appointed and is expected to start in
October/November 2014. This post will be hosted by South Cheshire CCG.
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 with updated
information being sent through the lead.
•

All GPs are aware of their requirement to attend and record safeguarding training sessions.
Regular training sessions including input form the Police and the Local Authority continue to be
held across the CCG area.

•

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.

•

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. There continues to be a steady increase in the
number of reports being provided by GPs.
.
GP practice staff are able to seek advice from the designated professionals when they have
safeguarding concerns. This facility is well used.

•
•

GPs have contributed to multi-agency case audits undertaken by the LSCB.

•

GPs have contributed to multi-agency case reviews.
4.11 Safe Recruitment & Vetting Procedures

The CCG has a recruitment and selection policy which has been reviewed in line with recent
government changes to the vetting and barring process. The CCG adheres to these standards. All
new employees will be subject to the safe recruitment procedures outlined in the policy including
DBS checks as required.
The Designated Nurses and the HR Services have worked together to identify the CCG posts which
require a DBS check.
4.12 Key Achievements
•

As NHS South Cheshire CCG has developed as an organisation, it has further embedded
safeguarding children within the culture and the work of the organisation.

•

Safeguarding Children standards for provider contracts have been updated and are included in
all provider contracts. Self- assessment audit is included for use with all providers. An
escalation policy is also in use where standards are not met.

•

The CCG has developed a formal safeguarding assurance framework including quarterly
meetings with large providers.

•

The CCG has developed a set of provider dashboards to evidence safeguarding activity and
quality.

•

The CCG has contributed to the work of the Multi-agency Improvement Board following the
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OFSTED safeguarding inspection of the Local Authority Services to improve the quality of multiagency working in safeguarding.
•

Designated professionals have led on the health contribution of the multi-agency strategic and
operational work to safeguard children from sexual exploitation.

•

The CCG has worked closely with NHS England through established regular meetings to
ensure that safeguarding in health remains joined up within our local area.

•

The CCG has commissioned additional doctors and nurses and administration support in the
Cared for Children Team, in order to ensure that there is capacity to assess and meet the health
needs of this group of vulnerable children.

•

The CCG has commissioned additional resources to support working with victims of domestic
violence through a trained worker in Mid Cheshire Hospitals A&E department and the IRIS
scheme to support and train GPs in working with domestic violence.

•

The CCG has contributed to the work of the Local Safeguarding Children Board and all its sub
groups.

•

The CCG has submitted a Section 11 (Children Act) audit to the Local Safeguarding Children
Board evidencing that it is meeting its statutory functions.

•

The CCG has developed and provided GP safeguarding children training across the CCG area.

•

NHS South Cheshire CCG Executive Lead co-ordinates a clinical networking meeting of
safeguarding professionals across three CCG and two Local Authority areas.
4.13 Priorities for 2014/15

•

To identify the services of an appropriately qualified Paediatrician to carry out the
responsibilities of a Designated Doctor for safeguarding children.

•

To support the newly recruited Named GP in their role.

•

To support the CDOP Paediatrician and specialist nurse in further development of the rapid
response process undertaken when a child dies unexpectedly.

•

To work with health providers and the Local Authority to strengthen the operational multi-agency
safeguarding hub and integration of children’s services.

•

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 continue to contribute to the work of the multi-agency improvement board.

•

To work with the Named GP and NHS England to promote best quality safeguarding practice
within General Practice, Dental Health Services, Optometry and Pharmacies.

•

Ensure health service planning and developments consider the views and experiences of
children and young people.
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5.0 Cared for Children
Cared for Children (Looked After Children) are some of the most vulnerable members of our society
for whom we have a shared sense of responsibility. There has been an increasing awareness as to
the nature and extent of health disadvantages which looked after children face:
“Looked after children and young people share many of the same health risks and problems as
their peers, but often to a greater degree. They often enter care with a worse level of health than
their peers in part due to the impact of poverty, abuse and neglect.” (DCSF 2009)
This has been recognised by the Clinical Commissioning groups locally. As a direct result this has
led to improved funding and service development.
At the request of Cheshire East Children in Care Council, the Children looked after by Cheshire
East Council are referred to as ‘Cared for Children’ so locally the two terms are synonymous.
On 31st March 2013 there were 68, 110 LAC in England representing an increase of 2% since
2012 and 12% compared to 2009. This increase has been reflected locally over the past few years,
however numbers are now stabilising and there were 332 children cared for by Cheshire East
Council at 31st March 2014.
Government policy is increasingly focusing on adoption and reducing delays towards permanence
for children. Nationally there has been a 15% increase in adoptions in the period 31st March 2012
to 2013, bringing the total adoptions in that period to 3,980 - the highest figure since the current
collection of data began in 1992. This is reflected within Cheshire East with 33 children being
placed for adoption in the past year. There has been a successful recruitment drive locally.
Cheshire East is an area with a high number of prospective adopters and therefore potential for
increasing numbers of children to be placed for adoption locally by other local authorities. Whilst it
is the responsibility of the placing authority and CCG to ensure that appropriate services are
commissioned for these children prior to their placement, it is important to ensure that the longer
term health needs of these children are met. This is particularly important in relation to services to
promote positive attachments and emotional well-being.
Priority is being given to the holistic needs of care leavers as identified in Access All Areas (2013)
and The Care Leavers Charter (Dept of Education, 2012). Locally this is being taken forward as a
result of participation in the New Belongings Project (Care leavers Foundation, 2013) in which four
local authorities are working together in order to share best practice.
NHS England has recently established a national Safeguarding sub-group in relation to Looked
After Children. There is NW regional representation on this group with the aim of working together
to share good practice.
The East Cheshire Council Placement Sufficiency Statement for Cared for Children (2013)
identified the need to increase the number of children who are cared for in foster placements close
to their home area. There is a recruitment plan to increase the number of Cheshire East foster
carers and to give greater scrutiny to placement of children outside the geographical area. This is
in line with government recommendations that children should be placed within 20 miles of their
original home with potential positive benefits in relation to their health and well-being. The
Designated Doctor and Nurse Cared for Children are both members of the Cheshire East Council
fostering panel. There has been provision for medical advice in relation to adoption and fostering.
At 31st March 2014 there were 189 children known to be placed within Cheshire East by other local
authorities.
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There are a number of private providers within the area. Multi agency links with these placements
continue to be developed. In particular there has been on-going work to develop links between the
local authority including workshops with the police and local residential children’s homes.
5.1 Progress in the development of services
The following areas were identified as priority for development in 2013/14. This is a brief summary
of progress in each area:
1. Relocation of the expanding team within a multi-agency setting
Following the increase in funding during 2013 it became possible to increase the capacity of the
Cared for Children’s Health Team resulting in the co-location of services to the multi-agency setting
of Cledford House in Middlewich. East Cheshire NHS Trust staff work closely with Cheshire East
Council in relation to children from both Eastern and South Cheshire Clinical Commissioning
Groups. The location of services within a local authority building has had many advantages in
relation to communications both face to face and from an information technology point of view.
2. Self-assessment in relation to the Health Well-being of Children and Young People
A Healthy Care Partnership has been formed as an operational sub-group to Cheshire East Council
corporate parenting board. A series of eight workshops are in progress with the purpose of
considering local service provision in relation to the eight quality standard statements identified in
public health guidance 31 (NICE, 2013). This partnership will report to the Corporate Parenting
Board in January 2015.
3. Service provision to young people 16-18 years and their carers
The service provided to 16-18 year old young people has greatly improved during the year. This is
mainly due to the appointment of an Associate Specialist (16+ Nurse). This Nurse has been in post
for six months and has already made a vast improvement to the service that we are able to offer.
The number of 16- 18 year olds with an up to date health assessment has increased. The Nurse is
taking a proactive approach to health promotion and her experience in mental health and sexual
health has been of great benefit. It is anticipated that work from the New Belongings project and
consultations with young people will further develop this provision.
4. Supervision and support for practitioners with Cared for Children on their caseload
The increase in specialist nurse capacity has made it possible to provide supervision sessions to
both health visitors and school nurses on a six monthly basis via the Cared for Children’s Health
Team. Anecdotal evidence suggests that practitioners find this acceptable and effective for the
needs of children on their caseloads.

5. Effective information technology for data collection and information sharing
Consideration was given to developing a database via East Cheshire NHS Trust ICT services in
preparation for the move to Cledford House last November. This did not prove possible due to
competing work priorities. However, since the move to Cledford House greater communication
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between the Family Placement Service and the Business Services at Cheshire East Council mean
that it is more effective to share information with the local authority and to utilise existing reporting
systems.
6. Processes in relation to the responsible commissioner guidance
The originating clinical commissioning group remain responsible for commissioning services in
relation to a looked after child placed out of area (DSCF, 2009). The circumstances of individual
children are many and varied. Regionally the responses of Clinical Commissioning Groups and
provider organisations have been varied with some CCG’s charging and some providers charging
for individual health assessments or (most commonly) CAMHS services. The CCG’s within Greater
Manchester have agreed to have a reciprocal arrangement within their area. Currently we are not
charging and effectively (although not formally) have a reciprocal arrangement with Greater
Manchester. When receiving requests for payment or invoices they are forwarded to either Eastern
or South CCG’s Finance Dept. Presently a process for charging has not been developed on the
basis that the cost of arranging this would probably outweigh any possible income. This is under
review and will be considered as part of any changes to Looked After Children’s health provision.
There has been communication between the continuing health needs team and the cared for health
team in relation to the assessment of children with complex health needs. The process for jointly
funded placements is becoming clearer.
7. Maintain and develop training for foster carers, residential staff and personal advisors
It has been possible to develop training for foster carers during the last six months. The majority of
sessions have been run from Cledford House from 09:30 until 14:30 hrs. A new “Be Healthy”
session for foster carers with younger children has been developed at foster carers’ request.
Sessions in relation to the more general “Be Healthy”, “Sexual Health Basic Awareness”, “Smoking,
Alcohol and, Substance Misuse” have continued. Evaluation of these sessions has been positive.
A request for training in relation to the effects of alcohol on child development has been made by
foster carers and possibilities for this are currently being researched.
The first half day session has been held for residential staff and personal advisors. This session
focused mainly on mental health and sexual health and was positively received by those present.
Further evaluation of how best to take this forward is planned.
8. Maintain and develop training for health professionals where possible on a multi-agency
basis
The on-going level three update Cared for Children’s update sessions have continued. These have
been attended mainly by health visitors and school nurses and have been well evaluated. The
Cared for Children’s Nurses are now involved in the level three safeguarding updates for General
Practitioners.
The Designated Doctor Cared for Children has provided training for paediatricians involved in initial
health assessments with a focus on the quality of health care plans.
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5.2 Health Outcomes Data 2013-14
Number of
looked after
children at
31/03/14 who
had been
looked after for
at least twelve
months

Number of
children
whose
immunisation
s were up to
date

Number of
children
who had
their teeth
checked

Number of
children who
have had their
annual health
assessment

Number of these
children whose
developmental
assessments
were up to date

Cheshire
East - 2014

332

97.6%

98%

97.6%

100%

Cheshire
East - 2013

345

96.7%

97.1%

93.8%

100%

46,590

38,720

38,370

40,200

7,560

England
- 2013

5.3 Emotional Well Being
Strengths and difficulties questionnaires (SDQ) are completed by carers of children 5-16 years on
entry into care and annually thereafter. Young people aged 16+ are invited to complete their own
SDQ.
The average SDQ score of the 220 individual children measured at annual review this year was
13.8. This represents an increase in numbers returned from 195 last year and a small reduction
from 14.4 from the previous year which is positive. An individual score under 14 is considered
within the normal range.
SDQ scores are shared with school nurses completing annual health assessments and high scores
discussed within the children and families support team. A third of Cheshire East Cared for
Children are currently receiving services from Children’s and families support team (111).
5.4 Participation of Children and Young People
Progress is being made in the involvement of young people in decisions around their care. “Voice
for Children,” an organisation directed by two carer leavers, is working with Cheshire East Council
in order to ensure that children’s needs are central to our work. This exciting development enables
a greater understanding of Cared for Children, for example; one of the Directors gave a
presentation to a multi-agency audience in relation to children’s residential care which was
extremely well received and enabled staff to have a greater understanding of the complex issues
involved.
The Children’s Society is now commissioned by Cheshire East Council to provide services in
relation to the participation of Cared for Children and as such hosts the Children in Care Council.
The views of care leavers will be central to the development of Cared for Children’s services which
promote health and well-being.

17

92 of 304

5.5 Priority areas for 2014/15
1. The newly formed Healthy Care Partnership will continue to audit local service provision to
promote the health and well-being of cared for children and young people using the quality
standard statements (NICE/SCIE, 2013). Progress will be reported to the corporate parenting
board in January 2015.
2. Work will continue within the New Belongings Project in order to improve health provision for
care leavers. This will continue the work in progress with the children in care council to
establish a personal “Health Record” for young people as they leave care.
3. The young people’s health guide will be updated and reprinted. At the suggestion of the
children in care council a mobile phone application is being developed as an alternative format.
4. The team will engage in the local review of child and adolescent mental health services with the
aim of ensuring effective service provision. Consideration must be given to effective transition
to adult services and towards ensuring clear pathways for those children placed within and
outside of Cheshire East.
5. Continue to communicate effectively with Cheshire East Council family placement service in
order to maintain and improve information sharing with regard to children placed within and
outside of Cheshire East.
6. To agree processes in relation to the responsible commissioner guidance and to consider
possible reciprocal arrangements with other clinical commissioning groups.
6.0 Adults at Risk
The following section will illustrate the developments in legislation and law and the work undertaken
over the last year by South Cheshire CCG with regards to Adults at Risk.
One of the biggest developments this year for Adult Safeguarding is the reform of the law in relation
to the Care Bill, that in May moved to the Care Act which now clearly states care and support for
adults and the law relating to support for carers; to make provision about safeguarding adults from
abuse or neglect; to make provision about care standards; to establish and make provision about
Health Education England; to establish and make provision about the Health Research Authority; to
make provision about integrating care and support with health services; and for connected
purposes. [14th May 2014].
So what does this mean for individuals in South Cheshire, the Care Act represents the most
significant reform of care and support in more than 60 years, putting people and their careers in
control of their care and support. For the first time, the Act will put a limit on the amount anyone will
have to pay towards the costs of their care.
Norman Lamb May 2014
This change will fully support the work that the starting, ageing and living well projects are striving
for in South Cheshire, keeping the patients at the heart of the services that they use, from a
safeguarding perspective the Care Act cements the following in Adult Safeguarding:∗

Safeguarding adults boards

∗

Safeguarding enquiries a corporate duty for local authorities
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∗

Serious Case Reviews mandatory with specific triggering situations

∗

Duties to co-operate over the supply of information

∗

Duty of candour on providers about failings in hospital and care settings

∗

Creation of a new offence for providers of supplying false or misleading information, in the
case of information they are legally obliged to provide

The work undertaken by Cheshire East Local Adult Safeguarding Board has over the last 2 years
as part of best practice incorporated the elements above. Monitoring authorities have awaited the
Care Act to reinforce the ownership on providers for their transparency in reporting Adult
Safeguarding more formally. The Care Act will provide the much needed statutory framework.
Just prior to the Care Act came the High Court Ruling regarding the Deprivation of Liberty
Safeguards whereby care providers are being encouraged to review the care of adults who lack
capacity in the light of the Supreme Court’s judgment in the P v Cheshire West and Chester
Council: P and Q v Surrey County Council May 2014 cases. In particular, to review any restrictions
that might stop any person being “free to leave”, or which amount to “continuous supervision and
control” (the two key elements of care the Court said constitute deprivation of liberty under the
Mental Capacity Act (MCA).
The impact from this ruling has been overwhelming for all providers as well as the Local Authority,
with assessments for Deprivation of Liberty more than trebling into Local Authority. Nationally all
Local Authorities are awaiting formal guidance on the ruling. What has been reiterated to all
providers in Cheshire East is to follow the person centered approach to care management of
individuals and ensuring risk assessments are clearly focused on the needs of the individual and
not on the organization.
The Care Quality Commission (CQC) has provided some further guidance including the purpose of
these reviews as “to assess if the restrictions can safely be reduced or the person’s capacity
enhanced so that they can make relevant decisions for themselves.” But what does this mean in
practice?
Fundamentally, the challenge seems to demonstrate that each user’s care plan – and indeed the
service as a whole – is based as much as possible on empowerment and respect for autonomy.
The significant changes in recent months coupled with the following information will aim to illustrate
and assure how much of the Care Act and DoLS is already embedded within the CCG and provider
services, allowing now for scope to develop existing services with the statutory footing that Adult
Safeguarding deserves.
6.1 Safeguarding 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 Adults at risk, there is a potential recognition 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, Current information suggests that over two
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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 evolving statistics highlight the increasing demand that an ageing population has within the
NHS services and what is crucial in safeguarding our adults at risk is staff and service users being
able to recognize the potential vulnerability and act on this.
In the last financial year the Safeguarding Multi-Agency Safeguarding Hub [MASH] has reported the
number of safeguarding referrals at 1,233 of this figure a third relate to the over 65 age range, the
figures are broken down further to identify locality and referrer to enable the safeguarding teams to
identify trends in hot spot areas or any isolated concerns directly related with a particular
residential/nursing establishment.
Analysing 2013-14 figures [1233] regarding Adult Safeguarding referrals in comparison to 2012-13
[1544] highlight a reduction by 311, the reduction could suggest that the training and development
undertaken by Health and Social Care colleagues regarding appropriate reporting and the quality of
the information contained within the referral has improved the overall content of the referrals
received.
Of the figures reported to Local Authority this year the highest referral figures relate to Domiciliary
care in the community, Hospitals, Nursing and Residential homes. Throughout the last year a
significant amount of work has been undertaken with key Health and Social Care staff to support
these areas in managing Adults at Risk through the Multi Agency Safeguarding Hub [MASH]. The
support has been in a number of ways including unannounced visits by key professionals within the
MASH, in collaboration with the Care Quality Commission [CQC].
Provider manager meetings with the home manager, regional managers, CQC, MASH team and
Continuing Health Care Colleagues. The meetings are where the Local Authority and CCG
partnership hold providers to account against their contract, evidence from unannounced
inspections is shared with the attending managers, where evidence suggests disparity against the
contract suspension of placements will be enforced. The home is also accountable to the CQC and
both monitoring bodies will provide the home with actions to meet their compliance against the
contract, with agreed timescales. Failure by the provider to meet these can result in withdrawal of
the contract which destabilises the financial viability of the provider resulting in potential closure.
To date there have been no direct closures of homes in South Cheshire, however of the current 40
Nursing and Residential Homes equating to 1,428 beds there are 8 South Cheshire homes having
the intense input from the MASH.
6.2 The Multi-Agency Safeguarding Hub
South Cheshire CCG work in partnership with the Local Authority led Multi-Agency Safeguarding
Hub [MASH]. The MASH forms a way of working incorporating partners from the Adult
Safeguarding Board. The purpose of the MASH is to combine stronger partnerships with health
and social care at a local level which keeps Adults at Risk safe, ensuring that those who pose a risk
of harm are adequately managed.
The aim of the MASH is to promote enhanced communication, information sharing and shared
planning through a co-location of safeguarding professionals. This centralisation of information
aims to prevent duplication in working and makes best use of available resources. The MASH is
located within a Local Authority Building where a combination of staff including designated nurses,
social workers, domestic abuse partnership lead, police and child death lead have co-located space
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to share information regarding specific cases.
This co-location of partners allow for a richer source of intelligence, sharing, planning, shared
working and initiation of new projects, as well as building and developing an understanding of role
specific duties within the MASH.
6.3 Inspections/Monitoring
The work that the MASH lead on with the support of the Designated Nurse Adult Safeguarding
includes as previously mentioned unannounced reviews of Nursing and Residential homes this can
be as a direct result of whistleblowing, regarding care within a home, or a rise in concerns being
received by the MASH. The Local Authority Lead on a monthly contractual monitoring review, key
personnel at the review include CCG Designated Nurse, Quality leads, MASH, Contracts for
individual Commissioning and by invite the Care Quality Commission [CQC]. The meeting is
designed to be transparent on current concerns relating to homes across the South Cheshire
footprint, with a focus on what happens next and who needs to be involved. The meeting is also an
opportunity to share any good practice by providers but also review previous month’s concerns and
where progress is to date.
Where relevant Information from this meeting is then shared by the Designated Lead Nurse to the
relevant Safeguarding GP Lead and practice manager to ensure the GP has an opportunity to add
any further information, and where necessary to provide positive progress or general improvements
from a home to the Designated Lead Nurse. Relevant Information regarding trends of a particular
home is also shared at the Regional Quality Surveillance Group led by NHSE. The rich source of
intelligence helps to build a bigger picture of what is happening in the care home providers.
The monitoring of homes remains a current risk within the CCG and more work needs to be
undertaken within the CCG and Local Authority to firm up the long term monitoring arrangements of
care home providers and having a clear bench mark of the quality of care expected by all partners.
Monitoring for the larger providers is undertaken with the nationally recognised NHS Audit tool, over
the last year a significant amount of work has been undertaken with all the regional Designated
Lead Nurses and NHSE to transform the audit tool to reflect key national requirement inclusive of
the 6C’s, safeguarding principles and the section 11 to have one audit tool that is nationally
recognised. The modification in the audit tool enables the extraction of appropriate information for
independent monitoring by regulators. The document incorporates both Adult and Children’s
Safeguarding and has been approved by LSAB, LSCB as well as NHSE. The document is now
namely the commissioning standards document that for the first time this year been issued with
contracts from the CCG. Bespoke support has been provided by Adult Designated Nurses to
provider Adult Safeguarding Leads to ensure a clear understanding of the information required.
The information provided within the commissioning standards document will feed into an evolving
Adult Dashboard to provide a snap shot of Adult Safeguarding information from the provider per
annual quarter. The information assists the CCG to understand the robustness of Adult
Safeguarding within the organisation and is also a monitoring tool to challenge for assurance at the
quarterly safeguarding assurance meetings that are held formally with the CCG.
CCG’s as part of the assurance have also asked providers to identify how they are developing their
workforce as part of a wider strategy for improving quality and preventing abuse and neglect within
services. The assurance has been asked for in the form of service user stories. The information
regarding service user feedback now forms part of the Quality Assurance Agenda to ensure the
CCG have a clear understanding of not just the negative aspects of Adult Safeguarding and
numbers within a dashboard, but also showcasing the excellent work that the front line staff
manage each day, through patient stories, bringing the information to life.
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6.4 Serious Case Reviews
Now we are in a position where the Care Act 2014 is in statute the Local Safeguarding Adult Board
(LSAB) are accountable for the management and delivery of serious case reviews, this will firm up
the current position of learning lessons through multi-agency reflective review in regard to
safeguarding Adults at Risk.
The good practice developed by Local Safeguarding Children’s Board [LSCB] has resulted in the
LSCB and LSAB forming a joint Serious Case Review Sub Group which has been in place for over
a year to ensure a think family approach is adopted this joint working arrangement will remain, and
the attendance of the Designated Nursing Leads for safeguarding Children and Adults for the CCG
will also continue with now an equal statutory footing.
Whilst there have been no serious case reviews within the South Cheshire footprint the Designated
Nurse for Adult Safeguarding has been directly involved in a Domestic Homicide Review for
Preston as the perpetrator of the homicide is a Cheshire resident. Work has been undertaken with
NHSE and the GP practice involved ensuring support has been offered to the key personnel
involved with the perpetrator. The work remains on-going and is not expected to be completed for
the Home Office until November 2014, as with all serious case reviews the lessons learnt will be
shared directly with the serious case review sub-group and then key teams and where appropriate
cascaded out to the wider audiences.
There is currently a single agency reflective review relating to Adult Safeguarding Services pending,
this work is being directed by the Executive Nurse and Designated Nurse for Adult Safeguarding,
the reflective review process in this instance will be through a larger ‘one off’ meeting with identified
partners to review the case and review information collated to identify gaps in services and care,
with a view to implementing change. This type of process is on a smaller scale to the serious case
reviews but does not detract from the importance of a thorough investigation or learning lessons.
6.5 Local Safeguarding Adult Board
Cheshire East LSAB has been in place for over two years following the 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. With the formalisation of the Care Act 2014 the LSAB will now be part of the statutory
guidance that health and social care have been waiting for as discussed in the initial section of the
report.
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 ensure the effectiveness of safeguarding activity, through reporting measures through
the Information Intelligence Quality Assurance [IIQA] sub group, the impact of early help
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measured through LA reporting streams.
•

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

•

Progress learning and development in relation to Adult Safeguarding, for over a year the
training sub-group to the board was a joint group, due to fundamental differences in the
needs of the group the Designated Nurse provided LSAB with a proposal to Lead a splinter
Adult Safeguarding sub-group. The remit of this group is to undertake the adult training
agenda by initially reviewing current local training in Adult Safeguarding by all partners and
from the information establish a clear framework for adult safeguarding that all providers will
aspire to.

•

Responsibilities regarding Mental Capacity and Domestic Violence have been escalated
within the LSAB over the past year to give them a clear voice at LSAB, support has been
strong from LSAB to ensure that all board members are clear on their individual provider
responsibilities and their need to engage with partners.
6.6 Policies and Procedures

Currently the Adult Safeguarding Policy and supporting information is located on the CCG website
information is updated regularly. The formalisation of the Care Act 2014 will instigate a review of
ECCCG policy to ensure the statutory recommendations are reflected appropriately. The
designated Nurses have regular updates from the communications team, over the last year
regarding information accessed from the website; reports indicate that Safeguarding has been in
the top 5 for staff reviewing the site. The site incorporates the following information:•

There is a link to the LSAB multi-agency procedures http://www.onlineprocedures.co.uk/cheshireeast/

•

http://www.chhesireeast.gov.uk/social_care_and_health/children_and_families/lscb__safeguarding_children/child__protection.aspx

•

Other links include NICE Guidelines, the NHS/Sexual Assault Referral Centre [SARC] in
Manchester, and NHS information leaflets on professional responsibilities for all staff.

•

The links to EPAIGE which is a web based resource to support health & Social care
professionals 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’
6.7 Learning and Development

The last year has highlighted staff training gaps within the CCG regarding Adult Safeguarding; a
number of bespoke training sessions were delivered by the Designated Nurse to ensure that staff
within the CCG, are aware of their own responsibilities in relation to Adult Safeguarding. This is
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monitored quarterly. Staff within the CCG, also have access to the e-learning on the website.
The designated Nurse [Adults] within the CCG has had a shared responsibility for delivering Adult
Safeguarding Awareness Training to GP practices with the support of NHSE. Over the last year
NHSE have worked closely with all the Designated Lead Nurses to provide a clear framework for all
GP practices regarding Safeguarding training to ensure that the framework supports the CQC
requirement in essential standards of care. Of the 18 South Cheshire Practices just over half have
received bespoke training. CQC have inspected 4 of the practices in South Cheshire and where
Safeguarding was reviewed all practices were compliant.
6.8 Safeguarding within Primary Care Services
The last year the Designated Nurse has cemented links with GP practices, ensuring GP’s are
aware as well as their practice teams not only on their responsibilities regarding Adult
Safeguarding, but also what to do and who to refer to when Adult Safeguarding issues arise.
•

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.
6.9 Key Achievements

•

The role of the Designated Nurse is promoting and influencing Adult Safeguarding across the
NHS services.

•

Strengthening the partnership working with multi-agencies and provider services, including CQC
and Local Authority.

•

Reinforcing a shared partnership approach with Children’s services to ensure a more holistic
view of families.

•

Having an influencing voice within the Trust Boards at the safeguarding committees, providing
clear insight to what the expectation are from the CCG regarding Adult Safeguarding.

•

Establishing a user friendly Safeguarding CCG website providing up to date Adult at Risk
information. Direct links for key Safeguarding contacts, as well as a valuable resource of up to
date information relating to Adult Safeguarding.

•

Applying a clear process through bespoke awareness training with practice managers, ensuring
that emails are sent to all practice managers on any developments regarding Adult
Safeguarding to enable them to cascade the information to their teams.

•

Providing leadership in Adult Safeguarding within the CCG and health providers to support
queries raised by health colleagues when they are confronted with a safeguarding concern and
they require signposting to the most appropriate person or professional.

•

Delivering Adult Safeguarding expectations of the CCG within the Local Authority through the
provider forums to showcase the developments to date regarding Adult Safeguarding progress
within health care and sharing good practice with care staff.

•

Cementing the working relationship within the private providers and Designated Safeguarding
Leads to ensure they have a senior point of contact within the CCG regarding Adult
Safeguarding and they are following the same reporting processes as NHS colleagues.
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•

Established 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.

•

Being the Adult Safeguarding Designated Lead Nurse voice for SCCCG at 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.

•

Leading the Adult learning and development sub group, that is now an independent meeting
with a clear focus on the adult safeguarding agenda, with reporting on progress directly back to
LSAB, as chair there will also be some cross fertilisation working with the lead for Children’s
training and development so that both groups are aware of progress and key learning.
6.10 Priorities for 2014/15

•

To assist the CCG/Local Authority in executing the statutory requirements for the Care Act 2014
regarding Adult Safeguarding.

•

To support CCG Quality Teams in developing robust quality monitoring frameworks regarding
standards of care within nursing home providers.

•

Assist as Designated Nurse Adult Safeguarding in the joint Health and Social Care contract
developments, to ensure the contract is robust to hold providers to account regarding care
delivery.

•

To build on the larger provider Safeguarding dashboard data to project forward planning of
Adult Safeguarding Services.

•

To support CCG, Trust, Local Authority and Primary care services in ensuring the most up to
date information regarding MCA/DoLS is shared to revise the CCG Adult Safeguarding Policy to
reflect the Care Act 2014 statutory requirements.
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Report
Reporting Group: NHS South Cheshire Clinical Commissioning Group Governing Body
Report Title: Carers Strategy
Date/Time: 8th August 2014
Reporting Period: Q2
Author: Alison Phillips, Clinical Project
Governing Body Lead: Fiona Field, Director
Manager
Partnerships & Governance
Purpose of Report

Agenda Item No.

To update the Governing Body on work to deliver the Strategy for Carers in
East Cheshire 2011 -15 and support the current actions that SCCCG are taking
to ensure local carers have access to good services locally.

2.4.5

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
Carers deliver unpaid care to individuals with whom they link and therefore deliver on all of the
Strategic objectives. The CCG must then support and encourage this work to keep these carers
healthy to enable them to maintain this invaluable support service.
Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with longconditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

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

•

Objective 4 - Ensuring that people have a positive experience of care

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

term

Recommendations
To note the contents of the report
To agree that the Cheshire East strategy and action plan is continued in partnership with local
carers and Cheshire East Council (CEC).
Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Carers Strategy
1.0 Background
A carer is anyone who provides unpaid care, for a friend or family member who due to illness,
disability, a mental health problem or an addiction cannot cope without support. This may include
helping with personal care, medication, cooking, shopping, housework and giving emotional support.
The term ‘carer’ covers not only adults, but also children who may care for family members who are
disabled or chronically ill, or adults who are misusing alcohol or drugs.
In the 2011 Census, 40,003 people were identified as providing unpaid care in Cheshire East
(10.8% of the population) with up to 2,110 young people between 0-24 years identified as providing
unpaid care.
Cheshire East Council, NHS Central and Eastern Cheshire PCT (now NHS Eastern Cheshire CCG
and NHS South Cheshire CCG), carers and local carer focused voluntary organisations jointly
produced the Strategy for Carers in East Cheshire 2011 – 15. This was originally developed with an
implementation plan in 2011 and has been refreshed to produce updated action plans.
A Carers Reference group (CRG) was formed from representatives of these organisations and
acts as an advisory body reporting to Cheshire East Council and the Cheshire CCGs via the Joint
Commissioning Leadership Team. The relationship is collaborative partnership, not managerial. It is
important that carers are enabled to remain independent.
The terms of reference are currently under review to ensure that it meets the needs of the caring
community.
The CRG reports on its activities, concerns, and achievements and CEC and the Cheshire CCGs
can refer relevant issues, or request carers views on plans/ideas for the future. This may involve
CRG undertaking specific pieces of work, for which resources.
Carer groups can also refer issues, to CRG and put forward ideas to improve services or concerns
being reported by carers.
There are 2 carers funding streams per annum:
•

Carer Break Funding – direct carer support by having a break from caring responsibilities. This
ranges from a couple of hours a day through to a couple of weeks regularly. Carers are free to
use this time to suit their needs – choices ranges from going shopping, visiting friends or other
relatives, learning a new skill, having an unbroken sleep to going away and having a holiday.

•

Events, meetings, workshops

The benefits of both these activities are to increase awareness of carer’s rights and increase
engagement with carers to identify service provision and improvements that have a positive impact
on carers.
Financial benefits have not been confirmed but as there are almost 10 million carers in the UK
providing unpaid support – (this is forecast to increase over the next 30 years by a further
3.4million) it is nationally recognised that the return on investment in breaks, training & emotional
support for carers ensures significant decreases on other health and social care costs.
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2.0 Carers breaks
As part of the support package for carers, providers of carer breaks have been awarded - (based
on a bidding process, administered by CEC) - for the combined resources from SCCCG, ECCCG
and CEC.
Application forms and criteria were agreed between all parties and the process and resources were
publicised through the usual channels e.g. websites, CVS, Carers organisations.
Bids were assessed on independently by a cross organisation panel - scores were assessed to
identify those who achieved high scores for achieving the objectives, quality of the scheme and the
project delivery, evidence of need, sustainability and added value.
The panel evaluated 18 bids and 9 were awarded from a total budget of £403,051.
The total amount awarded was £309,178 with the remaining to be used within the Innovation fund
with an emphasis on identifying hidden carers.
Monitoring information is due in October 2014 and April 2015 and Cheshire East Council will
prepare a report on the outcomes. This will be presented to the CCG in November for discussion
and agreement with an end of year monitoring report to be presented to the SCCCG and ECCCG
for discussion and agreement in May 2015.
The outcomes that performance is to be measured against include
• Realising and Releasing Potential -helping carers to reach their potential in education
• Supporting Carers to Stay Healthy – ensuring carers stay healthy, both mentally and
physically
• Life Outside of Caring – to provide respite for carers from their care responsibilities.

4. Innovation fund
An additional amount of resource has been identified - local groups and organisations can bid to
deliver new and innovative services or activities that meet carers needs across Cheshire East that
cannot be met through individual social care packages. This is for a non-renewable payment for a
maximum amount of £10k per specific project with full spend to be achieved by 31st March 2015.
The deadline is for submission of applications is September 2014 where the CCG and other
partners will be involved assessing the applications against the criteria.

6.0 Cheshire East Joint Carers Strategy event

(November 2013)

Cheshire East Carers Reference Group in partnership with Cheshire East Council, NHS Eastern
Cheshire Clinical Commissioning Group) and NHS South Cheshire Clinical Commissioning Group
organised a half day workshop on the joint Carers Strategy.
The aim of the event was to enable carers and professionals from health, social care, and the
voluntary and community sector to work together to:
• Comment on the joint carers strategy for Cheshire East to identify anything that was missing
• inform how partners could work together to deliver what is important for carers in Cheshire East.
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By collating people’s thoughts, experiences and ideas, the commissioners from the Local Authority
and the Clinical Commissioning Groups have been able to refresh the plan reflect carers needs in
Cheshire East.

6.0 Action plan
Following the Strategy Event, partners have developed an action plan in collaboration with carers
for implementation of the strategy.
The action plan has three workstream themes:
• Health and wellbeing
• Carer as the individual
• Support in caring role
The Strategy was also informed by: The Care Act 2014; NHS England’s Commitment to carers and
Think Local, Act Personal (TLAP).
The action plan was agreed at the Carers Reference group.
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: GP Practice Staffing Payments 2014/15
Date/Time: 7th August 2014, 14:00-17:00
Author: Lynda Risk, Chief Finance Officer
Sue Lowe, Senior Finance Officer

Reporting Period: 2014/15
Governing Body Lead: Simon Whitehouse
Chief Executive

Purpose of Report

Agenda Item No.

The purpose of this report is to provide the Governing Body with the historic
information with regard to the Primary Care Schemes (known locally as
Practice Staff schemes or PCG Schemes). The report also details the
financial offer proposed by NHS England regarding transferring the
responsibility for these schemes back to the CCG and asks the Governing
Body to make a decision on the next steps.

2.4.6

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The paper shows how NHS South Cheshire CCG is being asked to flex its use of financial resource in
2014/15 to support its vision, aims and values.
Strategic Objectives
•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Our Vision
To maximise health
and wellbeing and
minimise health
inequalities, informed
by local voices and
delivered in
partnership.
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Recommendations
The Governing Body is asked to:
a) note the offer of settlement from NHS England for the potential transfer of Primary Care
Schemes to the CCG of only 50% of the cost of the schemes in 2013/14;
b) approve, in principle and subject to agreement on the full recurrent allocation correction, to the
transfer of practice staff schemes payments from NHS England to the CCG in 2014/15; and
c) reject the NHS England offer as detailed in the letter at Appendix 1 (50% of £573k for NHS
South Cheshire CCG - £286k);
d) renew its challenge to the NHS England around a full and recurrent transfer of the allocation
relating to these payments; and
e) note the risk involved with the pursuing of this approach;
f) consider whether there is an alternative acceptable agreement that could be reached with
NHS England for 2015/16 that would have no impact on 2013/14
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
No
Yes

Resources
Issues outlined
Yes
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Report Title: GP Practice Staffing Payments 2014/15
1.0 Introduction
1.1

This report sets out the funding history of the GP schemes relating to Practice Staffing Payments and
considers options for payment in 2014/15.

2.0 Background
2.1

It is important to understand some of the organisational restructuring that has taken place during
the time that these payments have been put in place with our local GP Practices. Central &
Eastern Cheshire PCT was created in 2006 as a result of the merger of Central Cheshire PCT
and Eastern Cheshire PCT. The schemes that this paper refers to are only applied to GP
Practices within the former Central Cheshire PCT. Central Cheshire PCT encompassed 29 GP
practices. Central Cheshire PCT was created in 2002 by the merging of Central Cheshire PCG
and Crewe and Nantwich PCG. Other local areas also accessed these monies but they were
used locally to invest in services, such as the Nursing Home Scheme that was developed in
Eastern Cheshire PCT (this is detailed in Appendix 1).

2.2

The monies currently invested within the former PCG schemes total circa £871k across both
CCGs. There are five schemes that collectively equate to this financial value•
•
•
•
•

Recurrent Development Funding (Modernisation Fund)
Triage
Enhancement Fund
Investing in Primary Care
Practice Development Plan Monies.

2.3

The first four schemes were under the auspice of the two PCG groups and then Central Cheshire
PCT awarded the final scheme. The simple background to these areas of investment was that
GP Practices in the 2 PCGs, and subsequently the 2 PCTs, were underfunded when compared
with peers across the country. These investments were put in place in an attempt to address this
funding inequality. The historic nature of these investments, and the various NHS organisations
that they originate from, means that there is an inherent difference with regards to how these
monies were apportioned. This variation in apportionment and the variability in the use of the
resource is not addressed in this paper. If the resource and the schemes become the
responsibility of the CCG then at that point these issues will need to be addressed.

2.4

A summary paper produced by CECPCT that explains these schemes in more detail can be
found at Appendix 1. It is accepted that these monies are historic over many years and the
clarity around all of the origins and the agreements that were put in place by differing
predecessor organisations is not as coherent or easily followed as it could be.

2.5

It is now clear, from reviewing the old documentation and speaking to membership Practices,
that when the new General Medical Services (GMS) Contract came into existence in 2004 the
monies from the first four schemes were incorporated into the Enhanced Services Floor and
used by the PCT to demonstrate that the Enhanced Services Floor was being met. The PDP
monies were invested after the introduction of the new GMS Contract but were administered in a
similar format. This has only recently been highlighted with regards to this being viewed as Local
Enhanced Service (LES) schemes.

2.6

Whilst there is clear correspondence between the PCT and the Practices on this basis there is no
actual LES contractual agreement in place for the transfer and use of this resource. This
remains a grey area with regards to the contractual status of these payments. The Local Medical
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Committee (LMC) are of the view that the correspondence confirms the LES status of these
payments and the correspondence from NHS England would appear to indicate that they are
also now of this view. At this point the CCG recognises the correspondence between the PCT
and the Practices but has not tested out the robustness of the contractual basis relating to this
issue.
2.7

GP payments relating to Practice Staff Schemes were paid directly to Practices by NHS
England via the Area Team in 2013/14. This followed on from the closure of the PCT and
the complicated division of PCT budgets into the baselines for the multiple newly formed
organisations.

2.8

A letter has now been received from NHS England regarding the potential transfer of
Primary Care Schemes to the CCG in 2014/15, offering only to transfer 50% of the cost
of the schemes in 2013/14. The letter can be seen in Appendix 2.

2.9

The GP Schemes relating to the Practice Staffing payments are summarised in Table 1
below. A table of detailed schemes can be seen in Appendix 3:-

Table 1

Summary of Practice Staff Payments
NHS South Cheshire CCG
NHS Vale Royal CCG
Total

Schemes
cost 13/14
£000
573
298
871

2.10 As with most aspects of the inherited baselines from the PCT, funding streams are by no means
clear and this will be examined in more detail later in the report. This report will attempt to track
the funding of the Practice Staff Payments and consider this in the wider context of the total CCG
funding and how this fits with the baseline settlement made with the Area Team in 2013/14.
2.11 The report will set out some options and recommendations with regard to the funding offered by
the Area Team, and the payment of these schemes in 2014/15 onwards.
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3.0 Funding History and Baseline settlements
3.1

As with most aspects of the inherited baselines from the PCT, funding streams are by no means
clear. The Primary Care base line was based broadly in line with 2011/12 PCT Budgets. A
summary of the primary care baseline can be seen in Table 2 below:-

Table 2

Primary Care Baseline
versa Out- turn 12/13
CCG's
Area Team
Public Heath
Public Health Area Team
Public Health Local
Authority

Public Heath England
Subtotal public health
Total

Baseline
Actual
(based
per
on Accounts
2011/12)
12/13
£000
£000
3199
3294
52002
54318
1720

1532

877

447

1766

1881

4363
59564

3860
61472

Difference
between
baseline
and
Accounts
12/13
£000
-95 Local Enhanced Services
-2316 GP Services
188 Quality & Outcomes Framework
430 NHS Health Checks
Childhood Immunisations,
influenza vaccinations, alcohol
-115 schemes
503
-1908

3.2

Early in 2013/14 Governing Body members will remember that the CWW Area Team (NHS
England) requested further funding transfers from the CCGs where they considered that they did
not have sufficient funding. They requested circa £4 million of additional funds including primary
care, public health, dental and primary care developments from the 3 CCGs that were previously
CECPCT. Our counter argument for opposing the transfer was around other losses from CCG
baselines (some of the 2% headroom being diverted away from NHS South Cheshire CCG &
NHS Vale Royal CCG and specialised commissioning issues). All parties accepted that there
was confusion in the system and that the base lining piece of work did not always allow for a
clear audit trail to be followed ensuring that the budgets were aligned correctly. For instance
there was very little evidence of Specialised Commissioning activity that would equate to the
additional transfer of budget that was requested. It should be noted that there was never any
expectation on behalf of the CCGs that only one aspect of any arrangement or settlement would
be unpicked in isolation of the other areas.

3.3

The respective Governing Body of the CCGs (NHS South Cheshire CCG, NHS Vale Royal CCG
and NHS Eastern Cheshire CCG) agreed to a 50:50 settlement with CWW Area Team (NHS
England) that would provide a clean cut off for inherited baselines. This would allow both the
Area Team and CCGs to have clarity in 2013/14 as to where resource and costs lie. It was also
understood that any further baseline issues would mean that resource would follow expenditure.

3.4

It should be noted that this was part of a complete settlement on all aspects of the agreement
and there were no indications at that point that the Area Team would look to ‘unravel’ particular
aspects of it. From the CCGs perspective the Area Team had been (and continue to do so)
making these payments to the Practices and it was understood that these payments would
continue. At the time of agreeing the 50:50 settlement the issue of this being LES money was
not agreed or discussed.
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In effect the Area Team of NHS England were recognizing that they had some of the resource
and that they were liable for the payments to Practices. Their request was to transfer the
balance of this resource as part of the settlement so that they could continue to pay the Practices
directly. This has continued.
3.5

The principal of resource following expenditure for transfers after this baseline settlement was
then followed for the remainder of 2013/14.

3.6

Table 3 shows the base line settlement values and a detailed view can be seen in Appendix 3.

Table 3

Baseline Settlement with Area Team (NHS England)

South
Cheshire
£000

Vale
Royal
£000

Eastern
Cheshire
£000

Baseline Settlement 2013/14 (transfer from CCGs to NHS England)

1,006

477

717

3.7

The Baseline settlement included in Table 3 (a detailed view can be seen in Appendix 3) clearly
identifies the schemes for practice staff payments as being part of that total settlement.

3.8

In January 2014 the Area Team emailed the CCG to indicate that they had reviewed this element
of the payment to Practices and had made a decision that “there was no clarity on the overall
purpose, benefit or evaluation of these services”. They went on to state “At the Directors meeting
today it was agreed that NHS England would accommodate a one-off contribution to the CCG in
2014-15 of 300k to enable the full withdrawal by 1st April 2015.”

3.9

A copy of the review that was undertaken by the CWW Area Team of NHS England is attached
as Appendix 4. This details their review of the documentation and the options that they
considered.

3.10 As a result of this notification the CCGs Clinical Chairs and Chief Officer asked for an urgent
meeting with the Director of the Area Team. That meeting took place on the 6th February 2014
and the minutes of that meeting (as shared with NHS England) are attached as Appendix 5. The
offer of the £300k one off payment was declined and a number of clear actions were agreed as
per the minutes of the meeting. In summary these actions as shown in Appendix 5 were as
follows•
•
•

•
•
•

The Area Team will provide the comparison of spend on Primary Medical Care by CCG.
The Area Team will email the practices - draft message below, informing them that the Area
Team are reviewing this spend and the next steps.
Following this communication, the Area Team will meet with each Practice to understand
what they are providing in addition to core service for this spend and what the implications
are for the practice if the money is removed by NHSE and what plans they have to meet this
challenge.
RF to seek clarification on the transitional arrangements that would be applied should the
Area Team decommission this resource.
A further meeting will occur in a month, to review where we are and to agree next steps.
The Area Team will engage with the LMC to inform / discuss with them the process we have
started.
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3.11

To date no follow up meeting has taken place on this issue between the CCGs and the Area
Team although there have been a number of informal conversations. The CCG has received
no update on the other actions and none of our member Practices have indicated that any
approach has been made to them by NHS England.

3.12

What has been made clear to the CCGs by the membership Practices is the very direct impact
that the removal of this resource will have on patient care. The sums of money involved at an
individual practice level are significant when viewed against core contractual income. The
range is considerable (2% - 11%) but for the majority of Practices this resource equates to
approx. 5 or 6%. In effect the removal of this resource would require some Practices to change
how they work and many would have to consider restructuring their staffing establishment. This
would undoubtedly impact on the services that patients receive and is something that CCG is
committed to preventing.

4.0 CCG Funding issues in 2014/15
4.1

It is important to understand the context of the decision that the Governing Body is being asked
to make in this situation and it is important not to look at the financial situation in isolation.

4.2

Tables 4 & 5 below provides a summary of the potential impact of transfers of service
or cost measured against the potential resource to be received in 2014/15. This
illustrates that NHS England are wishing to transfer services/expenditure to the CCGs
without the required level of resource.

Table 4

Potential transfers of service or cost measured
against potential resource
Primary Care information technology
National Risk Pool for CHC restitution Claims
NHS Property Services (National Shortfall)
Primary Care Schemes
Shortfall of return of surplus from 2013/14
Total

Potential
resource
£000
446
300
746

Cost to
South
Cheshire
CCG
£000
700
767
Unknown
573
48
2,088

Table 5
Potential transfers of service or cost measured
against potential resource
Primary Care information technology
National Risk Pool for CHC restitution Claims
NHS Property Services (National Shortfall)
Primary Care Schemes
Total

Potential
Cost to Vale
resource
Royal CCG
£000
£000
259
400
454
- Unknown
150
298
409
1,152
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4.3

It should be noted that the CCGs have been successful in applying for transitional monies to
cover the majority of the Primary Care IT gap but this does not solve the recurrent funding
issue. At the point of transferring the Primary Care IT baseline to NHS England from CECPCT
the budget was balanced and contained investment resource to support Primary Care. This
has now been handed back to the CCG with a recurrent funding gap.

4.4

Clearly, given the agreement that was put in place with the Area Team, the CCGs have not set
any budget against this potential expenditure for 2014/15 or 15/16. Any decision taken to
accept the services without full funding would require the CCG to review other areas of
expenditure if we were to continue making these payments to Practices.

4.5

It is important to note that the CWW Area Team of NHS England have worked on our behalf in
a number of other areas to ensure financial support. There was significant debate around the
ability of CCG to be able to access its surplus draw down. The finance team in NHS CWW Area
Team ensured that the CCG was able to access this resource.

5.0 CCG Options and Implications
5.1

This is a very difficult situation for all concerned and the impact of this at a local level for
Practice and patients should not be underestimated. There will undoubtedly be an impact
on relationships regardless of the final outcome. The focus from the CCGs perspective
as the Statutory Body needs to be around ensuring that patient care is not compromised
and that the allocated resource is used most effectively to improve outcomes for the local
population. On this basis the following options would appear to be for consideration5.1.1 The Governing Body is asked to consider whether it may wish to accept the NHS
England offer of £0.450 million (for both CCGs) in accordance with the letter. at
Appendix 2. If this offer is accepted, then the CCGs will need to consider how the
shortfall is addressed.
5.1.2 The Governing Body may wish to reject the NHS England offer of £0.450 million (£286k
for NHS South Cheshire CCG) in accordance with the letter at Appendix 2 and renew its
challenge to the NHS England based on the following points:•
•
•
•
•

that the transfer of service should be reflective of the costs of that service; and
that NHS England should not see the transfer of service as an opportunity to
make savings at the detriment of the CCGs; and
that the baseline settlement was made to ensure the area team would continue
to make payments to GPs, indeed this was the case in 2013/14 and currently in
2014/15.
that the discussions around whether the schemes are viewed as locally
enhanced schemes is irrelevant to the fact that any transfer of service should be
funded at the cost of that service.
that the baseline settlement (table 4) was intended to be a ‘full & final settlement’
and for NHS England to now ‘unravel’ one element of the settlement may well
destabilise the other elements of the settlement.

That the CCGs will need to be mindful of the NHS England viewpoint and note the extracts
from the letter in Appendix 2:‘we are currently making payments to practices within Vale Royal and South Cheshire CCG’s
for “Practice Staff Payments” which are outside of NHS England’s business rules. These
payments are not contained within the practice’s GMS / PMS contracts and are legacy Local
Enhanced Service payments from the former PCT.’
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Also
‘Earlier this year the CWW Area Team Directors agreed a proposal to remove this
“practice staffing payment” funding from the practices during 2014/2015. There was no
basis for NHS England to be making such a payment (there are no other similar
payments made to other practices).’
5.2

The Governing Body considers whether there is an acceptable compromise that could
be agreed for 2015/16 so that there is no impact on this year’s financial position. This
would allow for planning to take place and might be around reaching a reasonable
financial settlement with NHS England.

6.0 Recommendations
6.1

That the Governing Body note the offer of settlement from NHS England for the potential transfer of
Primary Care Schemes to the CCG of only 50% of the cost of the schemes in 2013/14; the CCG
response is being considered.

6.2

That the Governing Body, in principle and subject to agreement on the allocation correction, to the
transfer of practice staff schemes payments from NHS England to the CCG in 2014/15; and

6.3

Reject the NHS England offer as detailed in the letter at Appendix 1 (50% of £573k for NHS South
Cheshire CCG - £286k) renewing its challenge to the NHS England around a full and recurrent
transfer of the allocation relating to these payments; and

6.4

That the Governing Body understands and notes the risk involved with the pursuing of this
approach.

6.5

That the Governing Body consider whether there is an alternative acceptable agreement that
could be reached with NHS England for 2015/16 that would have no impact on 2014/15.

Simon Whitehouse
Chief Executive Officer
July 2014
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FORMER PRIMARY CARE GROUP
(PCG) SCHEMES
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Appendix 1

FORMER PCG SCHEMES NOVEMBER 2010 UPDATE
1.0 Introduction
The Healthcare Sustainability Plan 2009/10 included agreed action plans from all
budget holders. This was in the light of the significant financial challenges being
faced by the PCT within 2009/10 and subsequent years. The action plans
included an escalation plan as a contingency measure.
Part of the Primary Care Action Plan was to review the former PCG schemes
budget. The directive was to ascertain the number of schemes involved, the
level and origin of the monies within each scheme, the services to which the
monies were initially provided for and the current usage of the funds.
The information ascertained will provide valuable baseline information for any
further investigations or decisions.
2.0 Background
Central & Eastern Cheshire PCT was created in 2006 as a result of the merger of
Central Cheshire PCT and Eastern Cheshire PCT. These schemes are in
conjunction with the former Central Cheshire PCT only. Central Cheshire PCT
encompassed 29 GP practices. Central Cheshire PCT was created in 2002 by
the merging of Central Cheshire PCG and Crewe and Nantwich PCG.
The monies currently invested within the former PCG schemes total £865591.94.
There are five schemes in place:
–
–
–
–
–

Recurrent Development Funding (Modernisation Fund)
Triage
Enhancement Fund
Investing in Primary Care
PDP Monies.

The first four schemes were under the auspice of the two PCG groups and the
final scheme was awarded by Central Cheshire PCT.
When the new General Medical Services (GMS) Contract came into existence in
2004 the monies from the first four schemes were incorporated into the
Enhanced Services Floor as Local Enhanced Services (LES’s).
The PDP monies was invested after the introduction of the new GMS Contract
but was administered in a similar format e.g. via a LES process. The funding and
breakdown of practices receiving the funding for all the schemes is in the
attached spreadsheet named ‘Practice Staff – PCG Schemes (1).
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3.0 Initial Findings
Prior to the inception of the Central Cheshire PCT there were limited
computerized records for the two former PCGs. However the PCT did inherit
practice folders which included correspondence between the PCGs and practices
around funding allocations. These letters have been extracted from the practice
folders and collated into three PCG scheme folders. They provide a wealth of
information as to the initial funding investments.
The two PCGs were completely independent from each other and inevitably may
therefore administer the schemes in differing ways.
The findings for each scheme are as follows:
3.1 Recurrent Development Funding (Modernisation Fund)
The NHS Plan – “a plan for investment, a plan for reform” was published by the
Government in July 2000. Increased funding and investment was to be made
available within the financial year 2000-1 against the Plan proposals which were
linked to a public consultation. Part of the public consultation showed that people
wanted more and better paid staff using new ways of working, reducing waiting
times and high quality care and improvements in both local hospital and
surgeries. Aims of the plan included boosting nursing capacity, extending
nursing roles and increasing administration time to support this.
Recurrent GMS development monies were made available to the 2 PCGs in July
2000 to distribute against their agreed allocations. 12 practices received funding
through this scheme - 4 in the Crewe & Nantwich PCG and 8 in the Central
Cheshire PCG. Please see attachment named ‘Modernisation Fund’ which is an
example of the letter sent to each practice. In the penultimate paragraph it does
note that the funding will be on a recurrent basis and will be effective from 10
July 2000.
Total Investment = £61879.90
3.2 Triage
Work was undertaken by both PCG groups in 1999 with respect to working up a
bid in August 1999 to the South Cheshire Health Authority for an allocation of
Modernisation Funds that was available for the year 1999-2000. The bid was for
developing daytime nurse triage in primary care with a number of ultimate
resulting purposes. Please see attachment named ‘Triage’. If successful the aim
was to give all participating practices funding towards additional nursing hours to
develop nurse triage within their practice. Training, support and evaluation was
an integral part of the initiative.
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The bid was successful and 25 participating practices were allocated additional
funding for nursing time into their practice budget from December 2000 on a
recurrent basis
Total Investment = £181139.11
3.3 Enhancement Fund
The Enhancement Fund was made available for PCGs to bid for by the South
Cheshire Health Authority in the financial year 2000-1 with funds to be allocated
from April 2001 onwards. This funding stream was also known as the Section 36
Local GMS Development Scheme – See attached letter named ‘See Section 36
GMS Development Monies’. These monies allowed PCGs to implement local
development schemes based upon two options:
-

incentivise GP practices to improve access
allow enhanced services to be offered e.g. for the dependent elderly at
home and in nursing homes

All 29 practices were successful in their bids with the majority of practices
implementing schemes that were improving access – See attached letter named
‘Enhancement 2’ but one practice did implement a scheme connected with
dependent elderly at home and in nursing home – See attached letter named
‘Enhancement 1’. The letter does note that the funds were awarded on a
recurrent basis
NB A separate piece of work has been undertaken by the PCT with respect
to the funding of the GP Nursing Home Scheme. This is currently provided
by CECH and was a scheme inherited by the CECPCT from Eastern
Cheshire PCT when the PCTs merged in 2006. The former Eastern
Cheshire PCT funded the GP Nursing Home Scheme by the utilization of
the Section 36 GMS Development Monies also known as the Enhancement
Fund. The former Eastern Cheshire PCG made the original investment.
(The former Easter Cheshire PCT was created in 2002 and was made up of
the Eastern Cheshire PCG only). Essentially the GP Nursing Home Scheme
has been funded by GMS monies
Total Investment = £293075.04
3.4 Investing in Primary Care
Investing in Primary Care (IPC) Monies was announced in March 2001 by the
Prime Minister. An extra £100 million was to be made available to stimulate the
development of local incentive schemes that would support the delivery of the
NHS Plan targets and local Health Improvement Plans and also to promote new
ideas. See attached letter named ‘IPC Monies’.
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From April 2001 the monies would be available to PCG groups to work directly
with general practices and primary care professionals to promote new ideas and
to continue to improve patient services.
There were a number of priorities for primary care in the NHS Plan including
taking forward the implementation of the National Service Framework standards
such as:
-

CHD
Cancer
Enhanced Chronic Disease Management
Improved access to treatment and care in line with standards two and
three of the Mental Health National Service Framework
Increased GP involvement in the single assessment process of the needs
of older people in line with the Older People’s NSF standard and target

The monies were to be made available in two tranches. The first tranche was on
the agreement of the scheme which had to be in place by the end of June 2001
and the second tranche was available at the beginning of April 2002 rewarded
against the achievement of set targets. The first tranche was recurrent monies
and is the only tranche included in the investment monies being reviewed.
All 29 practices were successful in their bids.
Total Investment = £249033.75
3.5 PDP monies
In April 2003 the PCT was notified by the Department of Health than an
additional amount was to be allotted to the PCT under Section 97 of the National
Health Service Act 1977 as amended. The monies were titled ‘Encouraging
Innovation in General Practice Scheme – Primary Care Performance Fund’. The
monies were allotted over 2003/4 and 2004/5. The monies were to be applied
against a number of agreed principles.
In 2003/4 practices were requested to provide a Practice Development Plan
(PDP) for 2004/5 that was to include any requests for funding. Not all practices
provided a plan but out of those that did funding was awarded but in this year on
a one off basis. A table of the allocated funding can be provided if required but
the funding for this year is not part of this review.
In 2004/5 practices again were requested to provide a PDP for 2005/6 including
any bids for one off or on-going funding. From these plans 11 practices were
successful in being allocated funding which was on a recurrent basis. See
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attached funding letter for Cedars Medical Centre. It is these schemes that are
part of the review.
Total Investment = £80464
4. Conclusion
With all the relevant background information now ascertained and collated the
next part of the review is to establish how the funds are currently invested. On
the 30 September 2010 a practice specific letter was sent to all practices in the
former Central Cheshire PCT requesting that they update the PCT with respect
to the current usage of the funds. When all the responses have been received a
further review report will be provided.
5. Summary
The review thus far has provided valuable resource information and background
as to the origination of the schemes that have been implemented. Additionally
the investigation into the Enhancement Fund provided a significant piece of
missing information as to the origination of the funding for the GP Nursing Home
Scheme in the former Eastern Cheshire PCT area.
The only observation worthy of note at this stage is that the all the schemes have
been applied on a recurrent basis which would present a significant challenge to
the PCT if any de-commissioning was considered.
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Practice Staffing Payments (Primary Care Schemes) – letter from NHS England

Our Ref: RF/KD

Cheshire, Warrington & Wirral Area
Quayside
Wilderspool Park
Greenalls Avenue
Stockton Heath
Warrington
WA4 6HL
Email address – karenduxbury@nhs.net
Telephone Number – 0113 825 2778

Mr Simon Whitehouse
Chief Officer
South Cheshire and Vale Royal CCGs
Bevan House
Barony Court
Nantwich
Cheshire CW5
5RD2

th

11 June 2014

Dear Simon
Re: Practice Staffing Payments
th

I write further to our meeting of 6 February 2014 and subsequent emails on the above subject.
Specifically to formally confirm the offer made by Glenn Coleman to yourself on 6 June 2014,
which I also informally communicated to Lynda Risk. I would be grateful for a formal response
from both Governing Bodies to this offer.
To summarise the position for your Governing Bodies, NHS England viewpoint is that we are
currently making payments to practices within Vale Royal and South Cheshire CCG’s for
“Practice Staff Payments” which are outside of NHS England’s business rules. These payments
are not contained within the practice’s GMS / PMS contracts and are legacy Local Enhanced
Service payments from the former PCT.
During the beginning of the 2013/2014 financial year, NHS England and the CCGs were in
discussion with regards to a number of financial baseline budget issues which NHS England
believed had been incorrectly assigned by the former Central and Eastern Cheshire PCT in the
disaggregation of PCT budgets. These included £1.5m primary care baseline pressures which
represented recurring unfunded primary care expenditure for the previous 2 years or more,
£400k from pre committed PCT approved Primary Care Developments, £400k shortfall on
Dental resource transfer and £900k labelled in the working papers as practice staff payments.
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NHS England agreed to continue to make these payments during 2013/2014 as it was unclear
what these payments related to. We were conscious that this historical investment may be funding
services outside the core primary medical services but didn’t want to cease the payments without
fully understanding any resultant unintended consequences. Given the CCG’s financial position
submitted in your financial plans at the beginning of 2013/2014, NHS England took the pragmatic
approach of agreeing a “50:50” split on the £3.2m resource allocation it believed was owed by the
CCGs.
Earlier this year the CWW Area Team Directors agreed a proposal to remove this “practice
staffing payment” funding from the practices during 2014/2015. There was no basis for NHS
England to be making such a payment (there are no other similar payments made to other
practices).
This approach is consistent with NHS England policy. The national PMS review will ensure
equitable funding is applied to all medical contractors, which may withdraw funding in some areas
over time. We will discuss the framework for how we manage this change as part of co
commissioning and how we create a case for reinvestment where possible across CWW. South
Cheshire and Vale Royal position in terms of equity of primary care provision will be dealt with as
part of this wider policy.
Before proceeding to withdraw this funding, the Directors agreed to engage with the CCGs and
LMC, unfortunately this has taken longer than was anticipated. The outcome of the engagement
is that it is evident that NHS England should not be making these payments. Local Enhanced
Services have been the responsibility of the CCGs since 1 April 2013 and as a result it is clear
that the funding should not have formed part of the financial agreement reached in 2013/2014.
In essence it is the CCG’s responsibility to make the payments and therefore NHS England is
offering to return £450k (50% per the original agreement) to the CCGs to enable the CCGs to
progress discussions with the practices as it sees fit.
I would be grateful if you could present this proposal to your Governing Bodies and let me
formally know their response.

Yours Sincerely

Russell Favager
Director of Finance

Copy to:

Area Team Directors
Jonathan Griffiths, Chair NHS Vale Royal CCG
Andrew Wilson, Chair of South Cheshire CCG
Glen Coleman, Head of Primary Care, CWW AT
Lynda Risk, Chief Finance Officer, South Cheshire & Vale
Royal CCGs
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Analysis of Practice Staff Schemes (former PCG Schemes)

Modernisation fund
South Cheshire CCG
Scholar Green
Delamere
Grosvenor
Nantwich HC
Cedars
Millcroft
Ashfield
Earnswood MC
Hunderford Rd
Acorns
Merepark MC
Oaklands MC
Rope Green
Haslington
Kiltearn
Tudor
Total

£000
4,694

7,832

7,259
4,183
6,172

30,139

Triage
£000
3,341
6,742
8,785
13,811
6,585
7,602
12,546
10,225
6,381
3,501
8,280
8,240
5,419
6,711
108,169

Vale Royal CCG
Weavervale
Weaverham
Willow Wood
Witton St
Swanlow MC
Dene MC
Launceston Close
Middlewich Rd
Oakwood
Riverside
Danebridge
Firedale
Watling St
Total

31,741

4,141
4,145
17,809
5,720
6,215
73,241

Grand Total

61,880

181,409

£000
5,707
5,600
4,438
5,028
2,365

£000
6,210
6,209
4,143
6,221
8,286

4,449

4,142

4,155

Enhancement fund
£000
11,227
16,504
16,039
11,401
15,807
17,265
28,240
20,249
15,979
6,813
11,883
1,912
18,590
13,775
15,480
14,169
235,332

£000
5,166
4,883
6,426
8,388
2,060
2,428
3,660
10,890
1,900
4,003
4,454
1,691
1,793
57,742
293,075

Investing in Primary Care
£000
4,837
9,921
13,014
5,812
9,605
11,175
17,875
15,765
9,231
5,280
5,672
9,345
12,475
7,977
10,046
148,032

PDP Monies
£000
5,000
7,500

10,000

3,000
5,000

20,853

51,353

£000
5,000

Total
£000
29,099
40,667
37,838
31,025
49,829
36,041
58,661
46,240
41,850
15,594
26,738
25,709
39,305
48,024
32,237
14,169
573,025

£000
9,788
8,973
5,792
7,806
9,956
5,516
5,788
6,520
6,876
5,783
19,202
6,443
2,558
101,003

34,111

£000
31,871
25,666
29,038
29,742
30,167
7,944
22,039
24,481
12,917
13,930
45,620
13,854
10,565
297,837

249,034

85,464

870,862

8,240
2,300
7,500
4,000
7,071
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WORKING DOCUMENT - Table of Proposed Baseline challenges CCG & CWW Area Team
DRAFT FOR DISCUSSION: GB & Member Practices
A
B
C
D
E
F

PCT

CCG

CWW

G

CCG (PCT
Footprint) CWW

Estimated Estimated
Cost
Cost
NCB Baseline identified identified Variance Variance
Narrative
Gain(press Gain(pressure)
£000
£000
£000
£000
£000
National Adjustment Greater than PCT Baseline 2.714
less baseline 1000 = 1.714
1 Headroom 2%
1,000
2,714
- 1,714
Based on Area Team info £305k. However the Accounts
position only showed £41k overspend, and a review of
Jan & Feb 13 actuals, suggest an underspend of £65k is
the most likely outturn.
2 Pharmacy Contract
15,260
3 Pharmacy Contract -Local scheme
1,580
- 1,580
Area team hold all pharmacy in Baseline
Based on Area Team info but Challenge Level (£18504 Primary Care
51,862
1,420 £430=£1420(877-447=430 LA impact)
5 Practice Staff
871
871 Practice Staff Schemes
Contracts identified in 2013/14 exceed transfer to PH
6 NHS NCB PH
10,674
1,146
1,146 NBC
7 Specialised Commissioning
51,277
8,664
£16m -(3.1-4.7 identified)= 8.6million unidentified
8 Acute Dental
2,984
3,290
306 13/14 Contracts exceed Base line contracts -Acute Dental
Area Team have requested that we pick the cost up for
primary Care developments- more detail required -npw
Premises Development - new build
9 plus other(recurrent increases)
350 £399
10 Total
133,057
- 3,294 4,093
11
Unidentified difference added by Area Team
12
Total Amount included by NHS England as requiring Trf
Allocation Transfer from CCGS to NHS England in Full &
13
Final Settlement (Agreed at 50:50 settlement).

a
b
c
d
e
f

Notes
Column B - Amount of the Baseline transfer to NHS England from the PCT
Column C- Amounts identified as incorrect by the CCG
Column D - Amounts identified by NHS England as being underfunded by PCT/CCG( note disputed by CCG)
Column E - Amounts requested by CCG from NHS England to correct baseline
Column F - Amounts requested by NHS England from CCG to correct baseline
Columns H,I,J - amounts to be considered in settlement- Area Team

g
h
i
j

Row 10- total value by CCG - requested by NHS England but disputed by CCGs.
Row 11 - Unidentified difference added by Area Team £258k
Row 12 - Revised Total -requested by NHS England but disputed by CCGs £4.4 m
Row 13 -Allocation Transfer from CCGS to NHS England in Full & Final Settlement (Agreed at 50:50 settlement); £2.2million

H

I

J

South Cheshire Eastern
Cheshire CCG
Vale Royal CCG CCG

Variance
Variance
Variance
Gain(pressure) Gain(pressure) Gain(pressure)
£000
£000
£000

-

298 298 -

540 573

582
-

-

240 -

435 -

471

-

64 -

117 -

125

-

900 54 954 -

249
1,914
98
2,012

-

477 -

1,006 -

-

150
1,328 -4142
106 - 258
1,434 - 4,400
717 - 2,200
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Review of Specific Investments by Primary Care Groups in Central
Cheshire and Crewe and Nantwich (now Vale Royal and South Cheshire
CCGs).

Introduction
The purpose of this paper is a review of information with regard to a range of particular
investments amounting to £866K in primary care schemes originally commissioned by two
former Primary Care Groups in early 2000; to then summarise and comment on the relevant
issues and to recommend a way forward.
It is to enable Directors to debate the pros and cons of implementing these recommendations
in the knowledge of how that local economy may react and the position of the Area Team (AT).
Reasons for Review
It would seem that this particular investment has been considered on a number of occasions
since 2000, but perhaps always regarded as being too difficult to address politically or there
never being absolute clarity as to which NHS Authority had the remit or responsibility to
properly take matters forward. Numerous NHS reorganisations since 2000 have probably
clouded this question.
The position taken at this time is that the AT is responsible for primary care contracts
incorporating the payment of nationally negotiated fees and allowances, whether they are part
of GMS or PMS arrangements.
There are three valid reasons to review the investment at this time:
•
•
•

There are questions of VFM and that it is good practice to review.
It will provide certainty and resolution to a long standing issue.
The AT is faced with a challenging QUIPP target and this item of expenditure has been
identified for review as part of the primary care work plan.

Background Information
The investment of £867K relates to 28 practices contained in Vale Royal and South Cheshire
CCG. It involves five separate schemes introduced by two former Primary Care Groups in
2000 as part of Central Cheshire PCT. Central Cheshire PCT merged with Eastern Cheshire
PCT in 2006. That PCT concluded on 31st March 2012, with CCGs and NHS England ATs
becoming statutory organisations on the 1st April 2012.
The Investment in early 2000
Colleagues will recall that the financial environment in 2000 was very different compared with
now. There were numerous opportunities and resource for the then primary care organisations
to test new ways of working and be innovative in approach. The range and type of schemes
detailed below were therefore not unusual at that time.
Summary - The Five Primary Care Investment Schemes
These are:
4
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1. Modernisation Fund - £61,879
This applies to 12 practices. It appears to have been set against relatively unspecific criteria
but with an overall strategic objective (at the time) of improving access and modernising
primary care. Examples of use range from additional nursing time, triage nurse, additional
administration time.
2. Triage - £181,139
This applies to 25 practices. The scheme was to develop daytime nurse triage within each
practice.
3. Enhancement Fund – £293,075
Known at the time as Section 36 Local GMS Development Scheme monies, encouraging
the then PCGs to incentivise GP practices to improve access and to allow particular
additional services e.g. dependent elderly at home or in nursing homes.
All 29 practices receive resources under this category. Examples include “clinics, CHD
management, improve nurse access and improve patient flow, Saturday morning clinics”.
4. Investing in Primary Care - £249,033
All 29 practices receive a share of this resource. Introduced in March 2001, as “Investing in
Primary Care”, this was a share of £100million made available nationally to stimulate the
development of local incentive schemes to support the NHS Plan and locally devised
Health Improvement Plans. One priority was to support the implementation of National
Service Frameworks e.g. CHD and cancer. Examples of schemes include, “Note
summarising, clinics, additional nurse hours, additional GP sessions”.
5. Primary Care Performance Fund (PCP) - £80,464
This applies to 11 practices. The PCP was originally launched in 2003, under the title
“Encouraging Innovation in General Practice” and was set against a number of key
principles. Examples of use made of that resource are “reception/summariser, additional
staff, support to Manager”
Review by Central and Eastern Cheshire PCT – 2010
The file contains a copy of an undated letter circulated to all 28 practices in 2010, referring to a
“review of these services”, but is actually no more than an analysis of all five schemes in that it
asked all practices whether they still utilise the resource and if the use had changed; merely
that it wanted to have up-to-date records for audit purposes. Responses from practices vary
from no response, to “yes we use the money” to a fairly extensive explanation of how it is used.
It is unclear (looking at information in the file) as to what happened with this information and
whether it was ever reported to a Board or Senior Executive Group.
Pros and Cons
There are pros and cons to any decision taken by the AT.
1. Decommission in Liaison with Vale Royal and South Cheshire CCGs: There has
already been difficult conversations with the local CCGs who will object to any disinvestment
5
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(perhaps feeling compelled to represent their constituent practices) and agreement to a joint
approach appears unlikely at present. Whilst making clear that the AT is no longer prepared to
fund these schemes, if the CCG maintain that they remain VFM and of strategic fit from its
perspective, then there could be a negotiation re a phased transition to facilitate their own
evaluation to take place. This would demonstrate collaborative working and value re future
relationships between all concerned.
2. Full Decommission as from 1st April 2014: This will have an immediate financial
impact/saving (of £866K) and answer critics relating to favouritism and equity from other parts
of the system locally or across the AT. However, an unsympathetic approach will create illfeeling with affected practices who may threaten staff redundancies, negative press coverage
and non-cooperation with NHS strategies and CCG plans.
3. Decommission as from 1st April 2014, but with limited non-recurring support: To give a
clear message that all funding will be withdrawn but to soften the impact with the opportunity to
leave some (say half for 2014/15 only) of the resource in place to utilise against other locally
devised schemes until March 2015. This may provide some incentive; the AT will nonetheless
be faced with similar dilemmas one year on. This will save around £438K next year and 866K
as from 1st April 2015.
4. Decommission as from 1st April 2014, with support tailored to each practice: The same
approach as 3, but with recognition from the AT to practices to understand the impact on each
one and agree an individual approach where hardship is real and valid. This approach will
require effort from the AT and will be challenging within existing capacity, but nonetheless
presents best value in terms of reputation in understanding general practice and more
appreciative in terms of wanting a longer term relationship with contractors.
5. Decommission as from 1st April 2014, by way of a sliding scale: As 4, but used if the AT
feel that a personal approach is not achievable (e.g. capacity). Such a sliding scale could be
via a monthly reduction in the amounts paid ending up as nil at 31st March 2015, to enable
practices an opportunity to plan appropriately. Such an approach will be less work for the AT,
but it may be accused of being distant, uncaring and not properly appreciating the results of its
actions. This would achieve a saving of approximately £561K next year and £867K from 1st
April 2015.
6. Do nothing: The AT will continue to have to find £867K and face criticism relating to VFM;
the use of resources and questions of equity from other practices locally or across the AT and
from LMCs and CCGs. Not really an option in my view.
Personal Commentary
Looking through the case file there are a number of personal observations to make.
First is that these schemes were all implemented at a time when the national strategy was to
invest and transform primary care. Resource to support projects was made available
(nationally) and PCGs and PCTs were given relative freedom to develop local schemes within
this overall national strategy. These schemes were very typical of others developed across the
country.
These investments remain unique to practices in Vale Royal and South Cheshire CCGs as
being paid for by the AT.
6
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The GMS contract was subject to major review with brand new national terms and conditions
implemented in 2004. This introduced a new Quality and Outcomes Framework, Direct
Enhanced Schemes and the ability for local commissioners to develop new Local Enhanced
Services designed to meet local health needs sensitive to that area. This was most probably
the time when Investing in Primary Care Schemes ended or were updated and redesigned by
local commissioners as part of their local strategies and priorities.
There are references in the file to non-recurrent and recurrent funding of these schemes. I
have not seen any defining evidence of such a recurring commitment to practices contained in
the file. Having said that, if investments in practice infrastructure have been made on the basis
of an understanding of recurrent funding, then there should be room for understanding such
issues.
There is reference in the correspondence to legal challenge should the AT proceed to withdraw
this resource. The only basis of any realistic challenge might be a written commitment from a
previous PCT (or PCG) that I have not seen, or a reference to these investments contained
within a PMS Contract. However, for the sake of completeness and assurance, a legal view
from the AT’s legal advisers would be wise.
Finally, it would seem that there has not been the appetite to formally review these historic
investments since their introduction more than ten years ago. If the AT is to proceed as
recommended, it may need to face noise in the system politically as well as from local CCGs,
GPs and the LMCs.
Report Summary and Recommendation
•
•
•
•

That the AT is currently directly funding £867K of investments in primary care schemes
in 28 general practices in Vale Royal and South Cheshire CCGs.
That this investment started in early 2000 supporting five separate primary care
incentive schemes driven nationally, delivering projects typical of that era.
That a new nationally negotiated GMS Contract was introduced in 2004 as a major
overhaul of the terms and conditions that GPs provide and paid for services..
That these investments in practice contracts directly payable by the AT are unique to
Vale Royal and South Cheshire CCGs, but could be considered by local CCGs if felt to
have strategic fit re their local plans and objectives.

My recommendation would be to pursue option 1 initially and to seek an agreed solution with
local CCGs by 1st February 2014. During this period, the AT should nonetheless make
contingency plans for non-agreement (e.g. model letters to practices, establish AT’s legal
position) in the implementation of option 4 i.e. write to all practices that are affected clearly
setting out the AT’s intention to disinvest whilst being prepared to the effects this may have
when real and valid consequences are proved. If option 4 is not felt achievable, option 5 should
be considered.
Conclusion
Directors are invited to consider this report and agree next steps in view of the circumstances
described and potential noise and upset in the system.

7

131 of 304

Appendix 4

John South
Primary Care
Cheshire, Warrington and Wirral Area Team
23rd December 2013

8

132 of 304

Appendix 5

MINUTES
Reporting Period 2013-14
REPORTING GROUP

Primary Care Payments Review

DATE/TIME

AGENDA ITEM

6 February 2014
09:30 – 10:30

N/A

Attendees
Name

Glenn Coleman
Moira Dumma
Dr Jonathan Griffiths
Russell Favager
Simon Whitehouse
Dr Andrew Wilson
Minute Taker
Jen Hooson

Designation

Organisation

Head of Primary Care
Area Team Director
Clinical Chair
Director of Finance
Chief Officer
Clinical Chair

NHS England
NHS England
NHS VR CCG
NHS England
NHS SC CCG & NHS VR CCG
NHS SC CCG

Office Manager

NHS SC CCG & NHS VR CCG

Discussion & Action Points

AW introduced the meeting and thanked colleagues from NHS England for attending.
Following an email sent by Alison Tonge, Director of Commissioning NHS England CWW, on
20th January 2014 outlining plans to cease funding the current payment into 28 GP Practices
across the 2 CCGs of £866k, the CCG wished to understand the process undertaken to reach
the decision to cease funding and to have an opportunity to voice their concerns.
MD explained the reasons as to why the Area Team Directors had taken the decision to stop
making these payments to Practices. NHS England has a single set of business rules that need
to be adopted in a consistent manner across all Area Teams. These payments had been
identified as being outside these business rules and, as such, could no longer be supported.
The Review that was undertaken was requested in order to help explain the background to
these payments. The proposed decision taken to stop paying was not driven by the need to
deliver a QIPP saving, rather it was purely down to the business rules as detailed. It was clear
for the Area Team Directors that this would be a difficult situation to manage and therefore the
email to the CCGs was agreed. The intention of the email from Alison Tonge was to set up this
meeting although it was accepted that it was not as clear as it could have been and did appear
that a more definitive final decision had been reached than was intended. MD stated that the
minutes of the Area Team Director meeting was clear in this regard. SW responded that the
CCGs had no sight of this minute. (RF shared his copy with JH in order for a copy to be taken
and shared)
The minutes read as follows:
John South had undertaken a review of legacy issues in South Cheshire & Vale Royal.
This would need to be discussed with the CCGs who may look to use surplus to support
their practices. The Area Team would have a sliding scale to withdraw this funding as
there were no measurable benefits to funding. It was agreed the next step would be to
discuss the issue with the CCG and how this will be managed / communicated to
practices.
NHS England are in agreement that conversations needed to take place with the CCG to agree
how to manage the situation prior to detailed discussion with practices and the LMC. It was
noted that the Practices are aware of the proposal and Glenn Coleman has had some early
Prepared By : Jennifer Hooson
NHS Vale Royal CCG & NHS South Cheshire CCG
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conversations with the LMC.
AW & JG outlined the concerns they had with this level of proposed disinvestment into Primary
Care locally. The key issues detailed included the impact that this would have on the
sustainability of some Practices who were already struggling financially. It was also stressed
that this would have a significantly negative impact on the engagement and relationships with
practices at a time where the CCGs have worked hard to establish. Practices have also
indicated they are likely to consider withdrawing services that they do not receive payment for.
AW requested whether, as part of the review, the AT had undertaken a Quality impact
assessment on this proposed CIP/QIPP saving. He detailed that CCGs were expected to
complete this with all of the CCGs main providers to ensure that any reduction of funding would
not have an adverse impact on the quality of care provided. The AT confirmed that this had not
taken place and that there was minimal understanding of what this investment currently
delivered. MD reiterated the point that this investment sat outside of the business rules that
they were required to work within.
A robust discussion ensued regarding the origin of the funding for the Primary Care services
being considered. RF detailed that it was clear, in his opinion, that this resource can be traced
back to the CCG allocation and that the CCG should be aware of this. On this basis the
proposal from the Area Team was more than fair. RF also reiterated the point that these
payments sit outside the AT core function. SW responded that the 50:50 agreement had been
reached in year at the suggestion of RF in order to draw a line under a number of baseline
issues that could not be resolved during the year. The CCGs had agreed to this proposal on the
basis that no one area of the agreement would then be unpicked or that the financial pressure
would then be passed back to the CCG. It was frustrating that it felt, from the CCGs
perspective, that this one area was now being unpicked or that Practices were being adversely
affected as a result. SW detailed that the spreadsheet put in place to confirm the 50:50
agreement clearly showed that the responsibility for this area resided with the AT. MD
confirmed that this resource should have resided with the CCGs.
The scale of impact for Practices was between 3 – 7% of Practice income. SW stated that if the
decision was taken by the AT to decommission this then a transitional agreement would need to
be put in place. SW stated that this would surely need to follow the Spec Com transitional
arrangements where any variance that is equal or greater to 0.5% is classed as material and a
3-year transitional period is put in place. RF stated that the 3-year proposal is only relevant to
Spec Com and not to Primary Care although he agreed to ask this question.
RF asked as to whether this was the first time that Practices will have faced potential
disinvestment. It was confirmed that this was indeed the case. AW & JG stated that they were
not afraid of having these difficult conversations but that it needed to be in areas where the
conversation would add value and improve patient care in the long run. On the basis of the
50:50 agreement the CCGs would not be having this conversation where it is an Area Team
decision to remove the funding. The CCGs proposed that, if the Area Team were to transfer the
full amount on a recurring basis to the CCGs, the CCGs would pick up the piece of work around
effective use of this resource moving forwards. This is a very different piece of work to just a
removal of the funding. It was also stated that the Area Team could take the decision to remove
the funding but the responsibility would then sit with the Area Team for managing this
decommissioning decision and for ensuring that there was no negative impact on quality of care
provided.
In summary the CCGs detailed that, in their opinion, there were potentially 2 options
1. Area Team to transfer recurrently the full amount to the CCGs. The CCGs would then
Prepared By : name
NHS Vale Royal CCG [name group – 2013-00-00]
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pick up the piece of work with Practices
2. Area Team to decommission this investment from Practices following a full impact
assessment (quality, relationship and financial).
Agreement was reached that a piece of work needs to be undertaken by NHS England to
identify not just the work streams this money is funding but to look at the quality impact this
disinvestment will have to all services provided by practices. This piece of work will be carried
out by NHS England Primary Care Team visiting each individual practice.
It was also agreed to look at the equality of investment in Primary Care across CWW. This was
on the basis of concerns raised that other CCG areas were still receiving this payment as it was
included in their baseline or invested in community services funding after 2004. NHS England
agreed to provide a comparison of spend on Primary Medical Care by CCG. It was discussed
that this might only demonstrate the difference between GMS / PMS and the CCG variation will
be dictated by the number of / ratio of PMS practices to GMS.
The CWW Area Team will produce draft correspondence to be sent jointly on behalf of NHS
South Cheshire CCG, NHS Vale Royal CCG and NHS England if the wording is approved by
the CCGs.
The CCGs and NHS England will meet in approximately 4 weeks to review actions that have
been taken and review the next steps.
Summary of actions agreed
1. The Area Team will provide the comparison of spend on Primary Medical Care by CCG.
2. The Area Team will email the practices - draft message below, informing them that the
Area Team are reviewing this spend and the next steps.
3. Following this communication, the Area Team will meet with each Practice to understand
what they are providing in addition to core service for this spend and what the
implications are for the practice if the money is removed by NHSE and what plans they
have to meet this challenge.
4. RF to seek clarification on the transitional arrangements that would be applied should
the Area Team decommission this resource.
5. A further meeting will occur in a month, to review where we are and to agree next steps.
6. The Area Team will engage with the LMC to inform / discuss with them the process we
have started.

Prepared By : name
NHS Vale Royal CCG [name group – 2013-00-00]
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Report
Reporting Group: NHS South Cheshire Governing Body
Report Title: Update on Children and Families Act 2013:SEND Reforms and
Implementation
Date/Time: Thursday 7 August 14:00
Author: Tracey Matthews Service Delivery
Manager
Suzanne Rimmer Clinical Project Manager

Reporting Period: 2014-2015
Governing Body Lead: Fiona Field, Director
Partnerships Governance

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with an update on the Children and
Families Act 2013: Implementation of the SEND [Special Educational Needs
and Disabilities] reforms and the implications for CCG’s; and actions
undertaken by the Starting Well Programme to ensure readiness for
implementation

2.4.7

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The work undertaken through the implementation of the reforms will support Strategic Objectives 2,
4, 5 and improving health
Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
The NHS South Cheshire Governing Body is asked to note the contents of this report and also to
advise the Starting Well Programme on any further actions that may be required to ensure the
membership is fully informed of the legislation and implications for their service users/patients
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Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

2

Resources
Issues outlined
No
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Report Title: Update on Children and Families Act 2013:SEND Reforms and
Implementation

1.

Introduction and Background

1.1 The Children and Families Act 2013 received Royal Assent on 13th March 2014 and
implementation will commence 1st September 2014.
1.2 The Act includes clauses on Special Educational Needs and Disabilities (SEND) that aim to
reform the current SEN process and systems and thus improve outcomes for children and
young people with additional needs and their families. These new reforms are to include all
children and young people/ young adults with SEND from 0-25 years and so encompass not
just children’s services but also adult services.
1.3 As part of these reforms there has been a new Code of Practice published which details the
legislative requirements for all services involved in the delivery of SEND. This includes specific
legislative requirements for Health services- both CCG’s and Providers.
1.4 In addition to the Code of Practice the NHS Mandate sets out the objectives for the NHS and
highlights the areas of health and care where the Government expects to see improvements.
The Mandate says that: “one area where there is a particular need for improvement, working in
partnership across different services, is in supporting children and young people with special
educational needs or disabilities. NHS England’s objective is to ensure that they have access
to the services identified in their agreed care plan, and that parents of children who could
benefit have the option of a personal budget based on a single (coordinated) assessment
across health, social care and education.”
1.5 The main themes within the reforms are:
• Joint Commissioning arrangements for Local Authorities and Health commissioners, and to
include Public Health and NHS England
• Delivery of Personal Health budgets jointly with Local Authorities
• A robust complaints and redress process linked to the health components of the EHC
(Education Health and Care) process
• A new EHC (Education Health and Care) assessment process and delivery of an EHC Plan
which is holistic, person centred, and based on the aspirations and identified outcomes of
the child/ young person. Parents/ young people can request an EHC assessment directly
• Publication of an online Local Offer by the Local Authority but must include full details of
services commissioned and provided by local health partners and is a means for families to
identify what services they need and what services they can choose. The Local Offer must
also publish the local joint commissioning arrangements and intentions
• Preparing for Adulthood. As the Act covers the age ranges 0-25 years there is a particular
emphasis on Transition for all services and provision of post 19 opportunities
• Role of Designated Medical/ Clinical Officer to ensure the CCG is exercising its statutory
functions effectively

3
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2.0 Recommendations and actions taken:
The following recommendations are taken from the legislation and the actions taken to date to
address these are documented.
2.1 A clear joint commissioning strategy developed with partners which specifically includes a
statement on how health services will support the identification of children with SEN and
what will be commissioned jointly for children, young people and their families with SEN or
Disability
•

A joint commissioning paper was taken to JCLT in June 2014 to request agreement
to further explore the options for a joint commissioning model for children’s services
across health and Local Authority (Cheshire East). It is proposed that a workshop
with Senior leads/ executives and CCG clinical leads be held in August to further
define the options and governance arrangements and that this work will be facilitated
by Trafford Joint Commissioning Unit, who are one of the early pathfinder
implementer sites. The CCG has active representation on the SEND project board
and contributes to the sub groups that have been established that include Joint
commissioning (alongside Local offer and Preparing for Adulthood)

2.2 A clear process for complaints/ appeals from service users and for dispute resolution
between partners
•

Further work is required to develop this aspect with Local Authority

2.3 A clear description of what services are commissioned by the CCG for local children, young
people and families with SEN and Disability and this must be published as part of the Local
Offer
•

Starting Well has established a Health provider and CCG group across services from
MCHFT, ECT and CWP. Eastern Cheshire CCG is now also linking into this group
with their provider leads. Through this group we have been able to disseminate
information regarding SEND reforms and also the Local Authority’s agreed
processes. Services have therefore provided service offer descriptions to the Local
Authority for inclusion in their Local Offer and the Starting Well team have provided a
description on the role of the CCG, including a baseline statement on provision of
personal budgets

2.4 Contracts with Providers must be clear on the expectation to contribute to the EHC
assessment and planning process and service delivery/ capacity and must include a focus
on facilitating patient choice, patient centred care, patient focused outcomes and regular
reviews
•

A statement has been prepared for inclusion in service contracts and this is currently
being submitted as an agenda item for contract meetings with the three main
providers. (Appendix 1)

2.5 Nominate a designated medical/ clinical officer and ensure there is clarity over the required
role
•

A draft job description has now been circulated by the CDC (Council for Disabled
Children) and Starting Well team have arranged to meet with Judith Thorley,

4
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Executive Nurse to discuss this role further and the implications for the CCG
2.6 A system for monitoring and approving contents of EHC Plans. Linked to this a system for
monitoring what outcomes are identified within the EHC plans and how these are measured
in terms of provider quality and performance and ensuring local services are meeting local,
personalised need
•

Providers have put in place systems to ensure that services identified within EHC
plans are within service delivery and in cases where this is not possible then the
CCG will be notified. The process of IFR’s will also link to this. Further work is
required with the local authority to develop joint reporting on EHC plans and
outcomes

2.7 Ability to identify unit costs for services provided and so identify what is available for health
provision in a personal budget, and funding source – CCG or Provider
•

At present this is not possible and is therefore a risk

2.8 A clear process for creating a single integrated fund for individual personal budgets and
payment of Direct Payments to families
•

This is yet to be developed and is therefore a risk

2.9 Clarity over suitable brokerage services for families and whether these are joint funded by
partners or families
•

Further work is being undertaken nationally to develop this aspect

2.10 Clarity for providers over governance and training issues if parents choose to take a
personal budget direct payment and employ their own staff
•

This is to be developed

2.11 A system for monitoring further developments in legislation and guidance and
implementation across the CCG
•

Undertaken by Starting Well team with information cascaded as appropriate

2.12 Ensuring all relevant staff and stakeholders are aware of the legislation and the impact for
CCG’s
•

Regular updates are provided through the Starting Well team meetings and boards

The Starting Well Programme will continue to work with Cheshire East Local Authority, service
users, service providers and CCG teams in order to implement and develop the necessary
changes

5
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3.0 Appendix 1:
For Inclusion in Service Contracts:

The Children and Families Act 2013: Special Educational Needs and Disabilities
(SEND):
The Children and Families Act 2013 received Royal Assent on 13th March 2014 and implementation
will commence 1st September 2014.
The Act includes clauses on Special Educational Needs and Disabilities (SEND) that aim to reform
the current SEN process and systems and thus improve outcomes for children and young people with
additional needs and their families. These new reforms are to include all children and young people/
young adults with SEND from 0-25 years and so encompass not just children’s services but also adult
services.
As part of these reforms there has been a new Code of Practice published which details the
legislative requirements for all services involved in the delivery of SEND. This includes specific
legislative requirements for Health services- both CCG’s and Providers.
In addition to the Code of Practice the NHS Mandate sets out the objectives for the NHS and
highlights the areas of health and care where the Government expects to see improvements. The
Mandate says that: “one area where there is a particular need for improvement, working in
partnership across different services, is in supporting children and young people with special
educational needs or disabilities. NHS England’s objective is to ensure that they have access to the
services identified in their agreed care plan, and that parents of children who could benefit have the
option of a personal budget based on a single (coordinated) assessment across health, social care
and education.”
Based on the above NHS South Cheshire CCG and NHS Vale Royal CCG are proposing the
following legislative requirements form part of current service contracts, and ultimately also service
specifications, for those services involved in the delivery of care to children and young people/ young
adults with SEND (0-25 years). These legislative requirements will be used to monitor quality
performance as part of contract monitoring.
Commissioned providers have a responsibility to ensure:
• Health practitioners and clinicians must contribute to the local co-ordinated Education Health
and Care Assessment process
• Services must ensure that the right professionals participate in assessments
• The Education Health and Care (EHC) Plan must contain all the provision reasonably required
by a child or young person’s SEN and disability
• Appropriate professionals must participate in the planning process, and reviewing against
agreed outcomes
• That any child 0-5 years who may have SEN or disability must be brought to the attention of
the Local Authority so they can consider whether an assessment is necessary and must work
with parents in this matter

6
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Report
Reporting Group: Governing Body
Report Title: Deep Dive Review into Paramedic Emergency Services
Date/Time: 7th August 2014 at 2pm
Author: Sue Milne, Service Delivery
Manager

Reporting Period: Q2 2014/15
Governing Body Lead: Fiona Field, Director
Partnerships & Governance

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with a progress report on the
work being undertaken by the “Deep Dive Team” into the performance of
the North West Ambulance Service (NWAS) Paramedic Emergency
Service (PES) in NHS South Cheshire CCG.

2.4.8

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives

The work being undertaken by the Deep Dive Team identifies opportunities and alternative
ways of working to ensure national targets and local performance continue to improve for
our patient population. Critically it will identify outcome measures that will ensure that
Paramedic Ambulance Services not only meet national targets, but deliver high quality,
patient focused care that meets the needs of the local population.

Strategic Objectives
•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Our Vision
To maximise health
and wellbeing and
minimise health
inequalities, informed
by local voices and
delivered in
partnership.

Recommendations
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The Governing Body is asked to:
i)

Note the content of the report.

ii)

Approve the Clinical Commissioning Executives recommendation for the Deep Dive
Team to continue the investigations into performance at local level and implement
cost-neutral initiatives to support the achievement of the national performance
targets.

Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Deep Dive Review into Paramedic Emergency Services (PES)
1.0 Introduction
The North West Ambulance Service (NWAS) provide a life-saving service to some patients and are
highly regarded by the public. They provide a rapid response to urgent and emergency calls at a
time of growing call volumes and longer journey times associated with the national drive to
establish out of area specialist centres. However, while NWAS continue to achieve the national
target at a contract level, NHS South Cheshire CCG or NHS Vale Royal CCG have identified a
deterioration locally in the performance of the service over the past 3 years. To this end a “Deep
Dive Team” has been established by the CCGs to address the performance issue with NHS
Blackpool CCG and NWAS to evaluate the factors affecting the performance and identify solutions
to support achievement of the targets in 2014/15.
The Clinical Commissioning Executive reviewed the report below on the 10th of July and agreed for
the Deep Dive team to continue with this work. Further interrogation of data will enable the team to
gain better insight into the issues identified. The report contains the following key areas:
−
−
−
−
−
−

Section 3 demonstrates performance in 2013/14, members should note that since the CCGs
have worked with NWAS to focus on performance there have been improvements in 2014/15,
the Team will continue to build on this improvement.
Section 4 highlights areas of high activity. Initiatives and alternative ways of working to address
these are in development.
Section 5 identifies the opportunities and alternative ways of working being considered to
ensure performance continues to improve.
Section 6 begins to identify outcome measures that the CCGs can implement with the provider
to ensure our patients receive a high quality service that does more than just meet the national
targets
Section 7 summarises some of the international learning that the team are using to enable them
to look at our ambulance service in alternative ways.
Section 8 includes timescales for the work

2.0
NHS South Cheshire CCG and NHS Vale Royal CCG commission PES jointly, due to the shared
PES resource in the area and the common use of Mid Cheshire Hospitals NHS Foundation Trust
(MCHFT) and specialist trusts such as the University Hospital of North Staffordshire (UHNS). PES
performance in each CCGs has been reviewed by the Deep Dive Team to ensure a robust
understanding of the impact across both areas.
Historically Paramedic Emergency Services (PES) targets 1 are breached in NHS South Cheshire
CCG and NHS Vale Royal CCG areas, in order to address this ongoing issue a “Deep Dive Team”
was established by the CCGs in April 2014 with NHS Blackpool CCG, lead commissioner of
ambulance services for the 33 CCGs in the North West, and the North West Ambulance Service
(NWAS). The work being undertaken by the team will be completed in September 2014 with the
intention that the Ambulance Trust will achieve the targets locally in 2014/15. An interim report will
be produced during October 2014, with a further update after April 2015, once data for 2014/15 has
1 (for full definitions of the 5 ambulance targets please refer to Appendix 1)
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been submitted and verified.
3.0 Understanding Performance
The initial area of work for the Deep Dive Team is on the performance of the Red 1 (R1) and Red 2
(R2) Categories. These 2 targets are for those patients with a life threatening condition and were
not achieved in either NHS South Cheshire CCG or NHS Vale Royal CCG in 2013/14. Whilst focus
of the Deep Dive team is on the R1 and R2 targets, the interventions agreed to address them will
have a positive impact on the Green categories’ performance.
3.1 R1 and R2 Performance in NHS South Cheshire CCG
As can be seen in Table 1 below both Red targets were achieved in 2011/12. However, activity
has increased by 5% year on year and performance has deteriorated, with both R1 and R2 targets
failing in 2013/14.
Table 1
Performance by year 1st April 2011 to 31st March 2014 (Source NWAS)

Over the last 2 years performance has been affected by particularly poor performance in Alsager,
Sandbach, Middlewich and where CCG registered patients live on the edge, or outside the CCG
boundaries, such as Audlem, Tarporley, Malpas and Whitchurch.
Performance is negatively effected when one or more of the 9 ambulances in South Cheshire and
Vale Royal are engaged to transfer one of the North West specialist centres e.g. Stoke, Chester,
Liverpool or Manchester.
Table 2
Performance by main geographical areas, over 24 months (1st April 2012 to 31st March 2014)
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(Source NWAS)
R1
Resp

R1 In
8m

367

315

298

258

Audlem

16

2

Nantwich (1)

14

6

Nantwich (2)

201

162

Tarporley

15

1

Alsager

117

28

Middlewich

90

54

Sandbach

127

Whitchurch
Malpas

Town
Crewe
(south)
Crewe
(North)

R1
<8m%
85.83
%
86.58
%
12.50
%
42.86
%
80.60
%

R2
Resp

R2 In
8m

4948

4440

3032

2633

175

47

166

62

2159

1682

154

31

1245

321

1174

756

67

6.67%
23.93
%
60.00
%
52.76
%

1564

994

3

0

0.00%

18

2

3

0

0.00%

42

5

R2
<8m%
89.73
%
86.84
%
26.86
%
37.35
%
77.91
%
20.13
%
25.78
%
64.40
%
63.55
%
11.11
%
11.90
%

R1 R2
Resp

R1 R2
In 19m

5315

5187

3330

3251

191

145

180

156

2360

2268

169

129

1362

1254

1264

1226

1691

1631

21

10

45

40

R1
<1
%
97
%
97
%
75
%
86
%
96
%
76
%
92
%
97
%
96
%
47
%
88
%

3.2 R1 and R2 Performance in NHS Vale Royal CCG
For Vale Royal the R2 target was achieved in 2011/12, neither targets were achieved in 2012/13 or
2013/14
Table 3
Performance by year 1st April 2011 to 31st March 2014 (Source NWAS)
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The ambulance service base for Vale Royal is in Leftwich, south of Northwich town centre. As can
be seen by performance in table 4 below this is the only postcode area that achieves the R1 and R2
targets. Critically, there is no Category 1 A&E department in the Vale Royal CCG area, therefore
ambulances based in Vale Royal will convey patients to Crewe, or one of the specialist centre in the
North West e.g. Stoke, Chester, Liverpool or Manchester.
Table 4
Performance by main geographical areas, over 24 months, 1st April 2012 to 31st March 2014
(Source NWAS)
R1
Resp

R1 In
8m

Winsford

206

134

Northwich (north)
Northwich (South
central)

176

117

195

147

Town

R1
<8m%
65.05
%
66.48
%
75.38
%

R2
Resp

R2 In
8m

2794

2072

2559

1802

2655

2086

R2
<8m%
74.16
%
70.42
%
78.57
%

R1 R2
Resp

R1 R2
In
19m

3000

2909

2735

2548

2850

2725

R1
<1
%
96
%
93
%
95
%

3.3 Other Factors and issues that impact on performance
Conveyance of patients out of CCG area
All ambulances, when available, are required to attend incidents that occur in their immediate
location and are therefore not always able to return to base directly after the handover at the A&E
department and they often have to respond to calls that come in near to the hospital they have just
been to. The crews have to respond to the most urgent calls first, it would not be appropriate for the
service to ignore a call and drive past a patient just to return to their base. The following maps
demonstrate the location of incidents attending each Hospital in Q1 2013/14 for each CCG.

147 of 304

South Cheshire - location of incidents attending each Hospital in Q1 2013/14

Vale Royal - location of incidents attending each Hospital in Q1 2013/14

Historic Investment
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The 33 CCGs in the North West made additional investment of £2M into NWAS to enable them to
meet the new transfer arrangements for urgent care centers in 2013/14. South Cheshire and Vale
Royal received proportionally higher level of frontline resource with the addition of a Rapid
Response Vehicle at a cost of £300k.
Overall investment by the 33 CCGs for ambulance services is lower than the national average per
number of calls and head of population. Critically, activity is increasing by approximately 4% per
year while NHS South Cheshire CCG and NHS Vale Royal CCG have not increased funding in
2014/15, keeping it at the same level as 2013/14.
Increased Activity
Increasing activity is an issue facing many health economies and not all have the funds available to
increase frontline services. This is leading to the development of alternatives to the established
service i.e. clinical telephone triage (Hear and Treat), and See and Treat to reduce the number of
call outs and conveyance of appropriate patients. The current number of vehicles in our area has
been summarised below:
Table 5
Frontline resource

South
Cheshir
e

Vale
Royal

Emergency Ambulance:
Rapid Response Vehicle:
Intermediate Vehicle:
Urgent Care Service:

5
2
0
0

4
2
0
0

Total Frontline Resource:

7

6

101
9

42
0

0

0

Frontline resource

Supplementary Resource
Static AED`s
First responders
Inc NWAS staff Available
Voluntary Aid service (VAS)
VAS - Average numbers that sign on Per Week (Peak
Hours). This is the station the Resource Sign on but may
work throughout the region

Call handling system
The ‘call connect’ system, introduced to standardise the way performance against targets are
measured nationally for call handling and response, has created unintended consequences,
including over-allocation of vehicles to an incident - more than one vehicle is deployed and then the
surplus stood down. There is currently no opportunity for the Deep Dive Team to influence this
system.
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4.0 Understanding Activity
Where funding is limited, the key to improving performance will be robust management, with controls
to ensure activity remains appropriate, while ensuring the best outcomes for patients. The Deep Dive
Team have established several areas where work will be required to develop local outcomes and
performance indicators in addition to the national targets.
4.1 Top 10 Reasons for calling an Ambulance
In 2013/14 the highest level of activity came from Health Care Professionals(HCP) organising a
hospital admission , second highest activity was generated from patients that had had a fall.
The Deep Dive Team are keen to roll out initiatives that will support GPs and HCPs manage the
transportation of patients requiring admission more effectively, this includes a HCP “bureau” with a
direct line that NWAS will be piloting in Q3 2014/15 with consultant advice from MCHFT.
The CCGs have no co-ordinated specific Falls Service. The Deep Dive Team have identified that
there is a need to reduce conveyance of this cohort of patients to hospital through improving
Paramedic’s knowledge of available services via communications and use of the Directory of
Services.
South Cheshire CCG
HCP Admission
Falls
Unknown Nature
Breathing Problems
Chest Pain
Unconscious/Fainting (Near)
Sick Person (Specific Diagnosis)

777
693
437
364
364
323
315

NHSD\UCD Excl\Timescale Breach
Convulsions/Fitting
Traffic/Transportation Accidents

266
196
183

Vale Royal CCG
HCP Admission
Falls
Unknown Nature
Chest Pain
Breathing Problems
Sick Person (Specific Diagnosis)
Unconscious/Fainting (Near)
NHSD\UCD Excl\Timescale
Breach
Convulsions/Fitting
Overdose/Poisoning (Ingestion)

456
356
278
252
230
171
169
122
99
79

4.2 Top 20 locations of call by CCG
In 2013/14 the highest use of 999 services came from Leighton site, The VIN, Nursing and Care
homes, Intermediate Care and GP practices. It is hoped that the roll out of Integrated Extended
practice Teams, Patient Passports and the GP Mentor Scheme through the Ageing Well programme
will support a reduction in calls from care and nursing homes and ambulance activity.
Further support and communication will be developed to educate staff and HCPs in Care homes,
the VIN, GP Practices etc. The breakdown by CCG can be seen below:
Location of calls made - South Cheshire
Location
Leighton Hospital Crewe
BELONG NURSING HOME, CREWE
LINCOLN HOUSE CREWE

Incidents
949
112
112
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HOLLYMERE HOUSE HASLINGTON
CHESHIRE POLICE, POCHIN WAY, MIDDLEWICH
ASHFIELDS PRIMARY CARE CENTRE, SANDBACH
CREWE RAILWAY STATION
ROSEDALE MANOR, CREWE
ASDA STORES LTD, CREWE
CYPRESS COURT NURSING HOME, CREWE
STATION HOUSE NURSING HOME, CREWE
NEWTON COURT, MIDDLEWICH
MAYFIELD HOUSE, CREWE
HUNGERFORD MEDICAL CENTRE, CREWE
THE MANOR CARE HOME, MIDDLEWICH
FERN COURT, CREWE CW1
RICHMOND VILLAGE CARE CENTRE, NANTWICH
THE ELMS, CREWE
BEECHWOOD CLOSE, NANTWICH
EARNSWOOD MEDICAL CENTRE, CREWE

94
85
82
79
75
73
73
70
68
62
57
57
54
52
52
49
48

Location of calls made - Vale Royal
Location
ELMHURST, WINSFORD
Victoria Infirmary Northwich OOHs
MORNINGSIDE REST HOME, WINSFORD
CROSSWAYS, LOSTOCK GRALAM, NORTHWICH
WEAVER VALE SURGERY, WINSFORD
PEREGRINE CLOSE, WINSFORD
OVERDENE HOUSE CARE CENTRE, WINSFORD
DANESIDE COURT, NORTHWICH
FIRDALE MEDICAL CENTRE, NORTHWICH
LEFTWICH GREEN, NORTHWICH
THE LAURELS, WINSFORD
DANEBRIDGE MEDICAL CENTRE, NORTHWICH
SANDIWAY LODGE, NORTHWICH
AVANDALE LODGE, LOSTOCK GRALAM NORTHWICH
Victoria Infirmary Northwich Cheshire - MINOR INJURIES UNIT
CHESTER WAY, NORTHWICH
DANESIDE COURT, NORTHWICH
DAVENHAM HALL, NORTHWICH
GRANGE ROAD, NORTHWICH
DENE DRIVE, WINSFORD

Incidents
74
67
66
65
63
54
50
45
44
44
44
42
39
38
37
35
30
30
24
24
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5.0 Opportunities
The Deep Dive Team are keen to ensure they initiate changes that will reduce activity. The first
step in the process will be ensuring better use of the CQUIN initiatives locally, these are already
funded by the CCGs as summarised below:

The cost of these interventions are funded by the CQUINs in 2014/15. However it is anticipated that
these initiatives will free up resource enabling the management of growth in demand within the
existing financial envelope. The NWAS reference costs for the different types of interventions by
county are included for information below:

5.1 Increase See and Treat
If a call cannot be resolved over the telephone, the next opportunity to resolve the call is by treating
at the scene, or at the home, without the need to convey to another NHS provider
The willingness to resolve at the scene does have a cultural challenge as crews move from the
traditional model. It is also heavily influenced by the deployment model, and in particular the skill
mix sent to different types of incidents.
The primary goal of meeting the response target has historically led to sub-optimum deployment but
many trusts are moving towards a more sophisticated deployment model.
This has been addressed through the CQUIN funding of the Pathfinder initiative. For a
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robust service, the CCGs will need to ensure that where a Primary Care GP visit is
required, we will need to establish, and fund, an acute visiting scheme 24/7, to ensure
effective follow up when required. Alternatively, when a GP appointment is required, the
ambulance crews should be supported by GP Practices to book a same day appointment
for their registered patients.

Implications for NWAS Implications for
system
• Treating patients at
• Resolution at the
home and in the
scene will
community will
significantly reduce
reduce the need to
A&E and non-A&E
convey.
attendances
• Although more time
• See & Treat will
is required at scene,
have secondary
it is less than the
impact on hospital
combined journey
admissions
and turnaround time
assuming that those
thus reducing the
treated at the scene
overall call cycle and
would not have
releasing crews for
resulted in a hospital
other calls more
admission given
quickly in their local
• Where a Primary
area
Care GP visit is
required the CCG
• CQUIN investment
will need to establish
has enabled NWAS
an acute visiting
to up-skill crews to
scheme 24/7 to
resolve more
incidents at scene.
ensure effective
follow up
• The assumption is
that recurrent costs
will be offset by an
increase in the ratio
of single to double
manned crews
• Clinical risk of nonconveyance sits with
the trust

Implications for
patients
• Reduce clinical risks
and improved safety
by having the most
experienced and
skilled clinicians
providing a first
response and
signposting patients
to the most
appropriate setting
to manage their ongoing needs
• Shorter treatment
times and reduced
wait as no
secondary care
provision
• Improved choice of
care through
collaboratively
planning treatment
with the patient.
• Provision of care in
the home setting as
opposed to a
Primary Care,
acute or community
service

Key challenges
• The current primary
focus on response
targets and in
particular the
demands of Call
Connect are not
conducive to a more
considered
deployment process
and may hinder
progress with this
initiative.
• A common DoS and
real-time CMS are
important to enable
direct referrals and
signposting to
appropriate services
for on-going
treatment
• The risk aversion of
crews may restrict
the willingness of
front line staff to
accept the clinical
risks and personal
responsibility

5.2 Frequent Caller Initiative
NWAS definition of a frequent caller (F.C) is any individual who calls 999 more than twice in a 7 day
period or more than four times in 28 days. Following identification, the management of a frequent
caller (F.C) consists of a staged approach:•

Level 1 – Telephone contact – Discuss health & social care needs – involve GP

•

Level 2 – Contact GP and establish if any action from level 1

•

Level 3 – Multi disciplinary meeting – establish an action plan for the care of the patient
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The graph below demonstrates the significant impact these interventions have had, the positive
input from GP Practices have been instrumental in these achievements, The green column is the
number of calls made in the 28 days before the intervention by the Frequent Callers Team and the
purple the number of calls after:

5.3 Additional and Complimentary Resources
Frontline resource that responds to 999 calls to support the R1 and R2 targets do not necessarily
need to be able to convey patients, but they do need to ensure that the crew on scene have the
ability to treat patients at all levels of acuity. The Deep Dive Team are currently looking at the
following opportunities
Community Paramedic
The provision of a community paramedic response is aimed at:
• Improving local emergency response times and providing a full range of paramedic
interventions to patients in the community
• Reducing the demand for hospital admissions through access to appropriate care at the point
of need and by linking with community services
• Providing an innovative new service that will have a critical role in informing the development
of the paramedic role in response to changing demands and urgent care needs
• Supporting the implementation of community based initiatives by being the NWAS point of
contact-i.e. Community First Responders, Health Promotion etc.
• Enhancing the skills and competencies of the Community Paramedic through reciprocal
training and development opportunities linked to a pre-determined competency framework
Admission Avoidance Practitioners
A cohort of Urgent Care Dept. based Admission Avoidance Practitioners (AAPs) offers a range of
benefits:
• A targeted response to calls which would have otherwise been passed for conveyance to the
Emergency Dept; these may be suitable for referral to other services following enhanced faceto-face assessment
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• A way of evaluating the potential benefits of an 'urgent/primary care practitioner role' within the
organisation
• Retention of core UCD staff who would otherwise leave, by allowing rotation into clinical
practice
• Increased contribution towards Monitor trajectory for See &Treat/Safe Care Closer to Home
Clinical Support Hub
The concept of a Clinical Support Desk is not uncommon within UK Ambulance Trusts and
coincidentally, is now recommended as best practice within the draft ‘Guidance for Commissioners
Regarding Clinical Models for Ambulance Services’.
Suggested Functions
• Single point of access for on-scene clinicians to broker patients via the Directory of Services
• Level 6/7 clinicians available for triage advice/support
• Full access to enhanced decision support algorithms (Manchester Triage System (MTS),
TTA and MTS)
• Full access to wide range of e-resources (Toxbase, Summary Care Record, Community
Care Pathways)
• Access to care plans developed via the Direct Enhanced Service (DES)
• Stronger governance around the See and Treat element of the Service Delivery Model
• Wider potential for increased safe care closer to home by enhance use of the DoS
5.4 Incentivise Hear and Treat
The key transformational initiative in the call handling process is to substantially increase the
resolution rate of incidents over the telephone while keeping stand- down times to a minimum.
Going forward, the implementation of NHS Pathways will be the most significant enabler for
increased telephone triage. This is unlikely to require additional significant investment but will need
a major training initiative to increase the skills of call takers.
In 2012, NWAS had a low level of calls resolved over the phone by a clinician, under 1%, leading to
a higher number of vehicles despatched in the first instance. This is a key area that the CCGs and
NWAS have been focusing on - improvements have been made in this area, with 4% of calls now
resolved through triage. This can be further improved and is a key area supported through the
CQUIN for 2014/15.

Implications for NWAS Implications for
system

Implications for
patients

Key challenges

• The key implication
• Greater resolution of
is a reduction in the
incidents over the
number of
phone reduces
despatches as calls
demand on other
are resolved over the
NHS providers and
phone without the
in particular for A&E
need to send a crew
attendances as
to the scene.
66.3% of Category B
and 75.1% of
• dealt with more
Category C calls
promptly and if
currently result in
needed patients

• Patients will receive
appropriate and
immediate resolution
which will better
meet their clinical
needs and is also in
line with the policy of
care closer to home

• Hear &Treat can
only be used for a
limited but
expanding range of
conditions. Clinical
risks will increase as
the range expands
and the level of risk
may be seen as
unacceptable for
many trusts thus
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directed to the most
appropriate pathway
• NWAS will need to
invest in training and
clinical supervisors
to expand telephone
triage activity
• There may be
additional clinical risk
in resolving more
calls over the phone
therefore effective
risk management
processes will need
to be in place

conveyance to A&E

restricting the growth
of telephone triage
• Call Connect
requires multiple
vehicles to be
mobilised
immediately and
before the nature of
the call is
determined. This
means that the
despatch and triage
are running in
parallel and in many
cases a vehicles can
arrive at the scene
before the call is
triaged and
categorised over the
phone

5.5 Alternative Destinations
If a call cannot be resolved over the telephone, the next opportunity to resolve the call is by treating
at the scene, or at the home, without the need to convey to another NHS provider
The majority of conveyances are to A&E departments, with only a handful going to alternative
destinations such as the Minor Injury Unit, Urgent Care Centre and other community facilities
The fundamental reason for ambulances not regularly conveying to non A&E destinations is that
prescribed pathways are not in place: they do not have visibility over available options and capacity.
The Deep Dive Team will be developing the use of Pathfinder and the DoS to support this as an
initiative
Implications for NWAS Implications for
system
• Reduced cycle time
through shorter
turnaround times at
alterative
destinations and
potentially shorter
journey times in
many instances
freeing crews
quicker to respond to
other 999 calls

Implications for
patients

Key challenges

• Savings where the
• Improved
• Capacity
alternative
convenience and
adjustments will be
destination has
choice of where care
required to
lower cost than the
is delivered with
rebalance the
national A&E tariff
options most suited
supply of services
to their clinical
between
• Reduced A&E
needs
and
closer
to
attendances will
home
reduce hospital
• Reduced waiting
admissions as 30%
times at alternative
of attendances result
providers in
in an admission
comparison to A&E
• Build the alternative
destination capacity • Promotes integrated
while the acute trust
working with
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reduce infrastructure
will be an integral
part of the 24/7
Integrated Urgent
Care Project

community and
other trust partners
to provide a more
coordinated patient
service
• Reduced
admissions and the
associated clinical
benefits such as
lower risk of HCAI
etc.

5.6 Cost of frontline and complimentary services
Costs and funding methods identified so far are included below; the purpose of the Deep Dive to
ensure that we implement all cost neutral initiatives that are available by the 1st November 2014
Where a cost to the CCGs is identified, the Deep Dive team will provide robust costings in the
interim report that will be completed in October 2014.
Emergency Ambulance: estimated cost for 24/7 cover - £600k pa
Rapid Response Vehicle: estimated cost for 24/7 cover - £300k pa
Intermediate Vehicle: estimated cost for 24/7 cover - Cost to be established as part of the deep dive
Practice based community paramedic: estimated cost for 24/7 cover – Potential that some, or all of
this cost can be funded through the 2014/15 CQUIN. Additional cost to the CCGs will be
established as part of the deep dive.
Admission Avoidance Practitioner: estimated cost for 24/7 cover – Potential that some, or all of this
cost can be funded through the 2014/15 CQUIN. Additional cost to the CCGs will be established as
part of the deep dive.
Urgent Care Service/Clinical Support Hub: estimated cost for 24/7 cover – Potential that some, or
all of this cost can be funded through the 2014/15 CQUIN. Additional cost to the CCGs will be
established as part of the deep dive. Initial cost to the CCGs will be established as part of the deep
dive.
Static AED`s: estimated cost for 24/7 cover - additional cost to the CCGs will be established as part
of the deep dive.
Community First responders based in GP Practices and/or Fire Stations: estimated cost for 24/7
cove . Additional cost to the CCGs will be established as part of the deep dive.
Voluntary Aid service (VAS): estimated cost to CCG for 24/7 cover. Additional cost to the CCGs will
be established as part of the deep dive.
6.0 Patient Outcomes and Quality Measures
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6.1 Outcome measures
R1 and R2 targets are used in isolation from more direct measures of patient outcomes.This has
created a narrow view of what constitutes ‘good’ performance, and skewed the approach to
performance measurement and management. The intention of the Deep Dive Team is to identify
local outcome measures with the provider that will allow us to have a patient focused understanding
of ambulance performance, eg:
−
−
−
−
−
−
−
−
−
−

Patient safety incident reporting
Patient satisfaction
Increased Hear and Treat
Increased See and Treat
Reduction in Conveyance
Increased alternatives to A&E
Achievement of 4 hour target Year
Reduction in emergency admissions
Reduction in LOS facilitated by safe discharge support
Influence on peaks in demand of GP Admissions

6.2 Measures identified internationally to assess clinical quality
The team will also be looking at indicators used elsewhere to identify alternative quality measures,
eg:
New Zealand highlighted the use of their cardiac arrest database which allows them to measure
cardiac arrest to discharge survival rates using the Utstein template. The Utstein template is
possibly the only standard to achieve recognition and acceptance across international pre-hospital
care.
Australia use eight performance indicators for assessment of their state run services
• Survival rate from out-of-hospital cardiac arrest
• Ambulance incidents responses and patients per 100,000 people
• Proportion of emergency cases which receive a paramedic level of response
• 50th and 90th percentile response times
• Level of patient satisfaction
• Unit cost
• Expenditure per urgent and non-urgent response
• Expenditure per person
In the US, assessment of decision making is tracked by the percentage of ‘non-conveyed’ patients
who then present at hospital within 24 hours
7.0 Alternative provider and service models
7.1 Alternative Provider Models
Identified below are some of the alternative models of service and learning from other countries that
are being reviewed by the Deep Dive Team:
U.S.A.
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Best results with mixed services. Fire services/ first response, ambulance services/ next response,
could hold an option for commissioning locally
Across the USA. there appears a greater common understanding of Unit Hour Utilisation (UHU) –
understandable perhaps when costs are crucial to survivability of providers. A figure of 0.39 for
transport UHU is quoted as the requirement to ensure financial balance. Productivity measures also
feed many parameters required to run the high performing services utilising system status
management regimes. With activation (‘out of chute’) on scene, arrival, post-to-post and turn round
times all being routinely collected.
Targets including; 50th and 90th percentile response times, activation time (i.e. the time the first
vehicle is assigned, less the time in the dispatch queue) and the average time a case is in the
dispatch queue.
Clinical improvements are detailed by many respondents which reaffirms that patients are at the
focus of the services delivered. Particular mention is given to improvements for cardiac patients
with continuous chest compressions in CPR and the redirection of STEMI(ST elevation myocardial
infarction) patients direct from the field to Cath Labs for angioplasty (British Columbia).
Responses from the USA mention that increasing financial constraints are perhaps hindering some
big initiatives and one comment was to ‘yank Emergency Medical Servcies(EMS) out of Fire
departments’ to reduce conflicts over budgets, leadership and organisation.
North Carolina’s Medic system has tailored their response to better meet the need with a new EMS
System Model Design. The Medic leadership team is looking at alternative deployment models that
can help ensure that the right resource is sent to the right scene every time. Not everyone requires
a paramedic team in order to meet their needs, so they are evaluating various tiered response
models to see what might allow them to better use their resources and improve overall patient care.
New York City report on improvements to automated vehicle locations systems, and the
introduction of a computerised scenario based deployment and re- deployment system.
Germany
German ambulance companies have to re- tender for contracts every four years and the
requirements for staff education are being increased with a direct aim of improving quality of
services.
Australia
Queensland triage of low acuity calls by suitably trained clinicians offering advice and referral where
appropriate.
New Zealand
Use demand and resource modelling software (Siren) to improve rostering and resource
deployment nationally.
Introduction of Clinical Performance Indicators (CPIs) and the Electronic Patient Report
Form(ePRF) will be used in part to improve clinical audit processes and clinical guidance. Other
services also highlight the move to ePRF as significant including British Columbia and Miami.
Hong Kong
Have found performance improved when implementing the following initiatives
– Peak-Load Staffing
– Event-Driven Deployment
– Performance-Based Contracting
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–

Competitive Bidding (public and private)

Issues Identified
Public awareness increased demand in most cases studied. Only Queensland in Australia, were
able to demonstrated increased awareness in the public by comparing telephone survey results,
although no impact on demand was measurable.
7.2 Alternative Service Providers
The CCGs may also wish to consider approaching alternative providers of PES services in the UK.
From analysis of commissioned services, the team have not identified any private PES services
that are directly commissioned by CCGs. However, other Ambulance Service Trusts may be
interested if we consider following the procurement process through the Any Qualified Provider
(AQP) route.
8.0 Summary and Recommendations
8.1 Summary
The work being undertaken by the team will be completed in September 2014 with the intention that
the NWAS will achieve the targets locally in 2014/15. An interim report will be produced during
October 2014 for November committee meetings. A further update will be produced once data for
2014/15 has been submitted and verified.
The Deep Dive Team will ensure that both the initiatives funded through the CQUINs and
alternative initiatives identified by the Deep Dive team have an impact on demand and ensure the
current service improves performance and outcomes for our patients.
We will need to establish effective health promotion and prevention strategies, with other health
partners, to maximise the opportunities that exist within the communities they serve.
Reducing demand on ambulance services is key; health promotion and prevention in the home is a
huge untapped area - we have NHS staff going into many people’s homes every day. We need to
consider how we make use of the opportunity to share key health messages with the public.
We also need to learn from service models outside the UK and consider making changes to the
way we commission ambulance services. We can continue the work with NWAS and Blackpool
CCG, or we can take the opportunity to look at the option of procurement through the Any
Qualified Provider (AQP) route, enabling us to develop a Commissioning Intention with alternative
models of service for consideration by the CCG.
8.2 Recommendations

The Governing Body is asked to:
i)

Note the content of the report.

ii)

Approve the Clinical Commissioning Executives recommendation for the Deep Dive
Team to continue the investigations into performance at local level and implement
cost-neutral initiatives to support the achievement of the national performance
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targets.
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Response Targets definitions

Appendix 1

Red 1 calls are the most time critical and cover cardiac arrest patients who are not breathing and do
not have a pulse, and other severe conditions such as airway obstruction. This indicator measures
performance in response to category A calls RED 1. Seventy five per cent should be achieved within
eight minutes irrespective of location. Clinical evidence shows that achievement of the target could
save as many as 1,800 lives each year in people under 75 years suffering acute heart attacks and
ensure that patients who genuinely require emergency ambulance care will receive the most rapid
response.
Red 2 calls are serious but less immediately time critical and cover conditions such as stroke and fits.
This indicator measures performance in response to category A calls RED 2. Seventy five per cent
should be achieved within eight minutes irrespective of location. Clinical evidence shows that
achievement of the target will allow more appropriate ambulance resources to be provided to patients
based on their specific clinical needs.
A19 (is a combination of all Red 1 and Red 2 calls): This indicator measures performance in
response to category A calls. Ninety five per cent should be achieved within 19 minutes of the request
being made for transport.
Source (AQI)
Green1 calls which are serious but none Life threatening but require an immediate response within 20
minutes.
Green 2 calls which are serious but non-life threatening but has a less serious clinical response within
20 minutes (NWAS)
Green 3 calls which are none life threatening and are not requiring an emergency response and could
be assessed via telephone.
Green 4 calls which are none life threatening and are not requiring an emergency response and
would be assessed via telephone triage.
AS3/General calls which are none serious which do not require an immediate response which include
some transfers / discharges.

162 of 304

Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Continuing Healthcare (CHC) Services
Date/Time: Thursday 7th August 2014
Author: Fiona Field,
Director of Partnerships &
Governance

Reporting Period: 2014-15
Governing Body Lead: Fiona Field,
Director of Partnerships &
Governance

Purpose of Report

Agenda Item No.

2.4.9

To highlight to the Governing Body the current situation for patients with CHC
needs and funded nursing care (FNC) and update on progress to improve the
current backlogs of assessments.

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
CHC and FNC are ‘assessed for’ services that have to meet nationally agreed criteria. These
services care for some of the most vulnerable patients so objectives 2, 3 and 5 in particular are
pertinent to these patients’ needs. In the commissioning of CHC and FNC nursing services from
CMCSU (Cheshire & Merseyside Commissioning Support Unit), both NHS SC CCG and NHS VR
CCG have been working with the CSU teams to improve the current situation.

Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem
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Recommendations
The Governing Body is asked to endorse the current actions in place with CMCSU CHC/FNC
teams to improve performance.

Action Required
Decision:
Approval Assurance

yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined
yes

Resources
Issues outlined
yes
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Report Title: Continuing Healthcare (CHC) Services and Funded Nursing Care
(FNC) Services
1.0 Introduction
Since April 2013, the CMCSU has hosted the teams of individual commissioning nurses (ICN) on
behalf of both NHS South Cheshire CCG and NHS Vale Royal CCG. The ICN team’s role is to
assess individual patients against national criteria for CHC eligibility. This work has to respond
rapidly to referrals (on the day) as most of the referrals are drawn from the local acute hospital
(MCHFT). In order to avoid discharge delays, an ICN from the CHC team is based in the hospital
and organizes twice daily ‘panels’ to consider the assessments/agree or disagree with the
assessment and arrange for a suitable placement to be made if the patient is agreed as CHC
eligible. This hospital-based work has been agreed as the highest priority with ourselves as CCGS (
their commissioners).This prioritised rapid response service has avoided delays in discharge
throughout all of 2013 and up to the present date.
Once placed or receiving a CHC package of care, patients should be reviewed regularly by the ICN
team to ensure the right care is being received.
Patients who are not CHC but have been assessed for a placement in a nursing home, are entitled
to a payment from the NHS towards the cost of nursing input (£108 per week). The CMCSU CHC
team also oversee these patients and reviews their needs to ensure they are receiving the right
care (and finances) to meet their needs.
2.0 Current Situation
The local CHC/FNC team has been under significant staffing pressures since April 2013. This has
been due to long-term sickness in 2 members of the team (this is just under 50% of the team). This
has been actively managed by CMCSU though the Human Resources team and the senior
managers of the CHC teams. Over the past 15 months there have been agreed mitigating actions
taken to cover the absences. Most of the teams remaining staffing resources (2 nurses) has been
used to ensure the acute hospital discharge system was not adversely affected. This strategy was
agreed with both CCGs.
However, there has also been increased pressure on the team from safeguarding concerns in some
of the nursing homes used by ICNs. The other CCG agreed priority area for the CHC/FNC teams
has been to respond rapidly to safeguarding concerns. This often means that either placements in
particular homes are suspended whilst an improvement plan is implemented – therefore other
homes having to be sourced for individual patients entering the CHC system; or ICNs have to
assess many/all the patients in a nursing home where safeguarding concerns have been raised to
ensure their individual care package is safe and meeting their assessed need.
The immediate pressures of both CHC and the hospital discharges priority, plus the safeguarding
priority, has meant that the more routine reviewing of current CHC and FNC patients has
incrementally built up to an unacceptable level.
The table below outlines the current backlog of reviews for both CHC and FNC patients across both
South Cheshire and Vale Royal CCGs. If it is felt that a patient has an urgent need for a review
because their health needs have changed significantly, then the CHC team will prioritise this within
the month. However, as can be seen from the table, there is a monthly expedential rise in the
backlogs due to the workload, and staffing issues, that are not keeping up with the total number of
cases.
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NHS SC
CCG
CHC
Reviews
FNC
Reviews
NHS VR
CCG
CHC
Reviews
FNC
Reviews

Due in
month

Up to 3
months

3- 6
months

6-9
months

9-12
months

More
than 12
months

No
review
date

Total

8

27

40

16

12

27

7

137

11

49

111

63

56

46

6

342

Due in
month

Up to 3
months

3- 6
months

6-9
months

9-12
months

More
than 12
months

No
review
date

Total

1

13

17

4

6

9

3

53

4

17

105

27

17

37

11

218

3.0 Improvement and Action plan
Both CCG leads have met with the CMCSU lead managers to agree an urgent strategy and action
plan to reduce the delays in reviews. Clearly, as staffing resources are key to resolving some of the
delays, an additional nurse is being recruited as a matter of urgency to focus on solely on
completing the backlog of reviews urgently. The two CCGs have had to agree to funding this post
on a permanent basis due to the scarcity of nursing work force with the right skills and experience.
The action plan(to be received by the end of July) will have agreed trajectories for reducing the
backlogs until March 2015. This planned trajectory will be monitored monthly by the CCG leads to
ensure progress is being made satisfactorily.
4.0 Risks
This risk has been placed on the CCG corporate risk register in order to highlight to the Governing
Body the risks associated with this problem:
•
•
•

•

Patient risk – negligible - patients are being assessed at point of need for CHC or FNC
Clinical risk – small - these patients are already receiving either CHC care or are in a
nursing home with assessed needs and receiving an FNC payment
Financial risk – not reviewing patients regularly has a financial risk to the CCG. Patients’
health may improve, or deteriorate, and this can affect whether they pay for their care or not
(CHC eligibility). If a patient’s health deteriorated whilst living in a residential facility, they
may be entitled to nursing care, with a FNC payment.
Reputational risk – moderate – CHC and FNC are statutory responsibilities for the CCGs so
patients waiting for reviews on their care needs is unacceptable.
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Report
Reporting Group: South Cheshire Governing Body
Report Title: Mid Cheshire Hospital Care Quality Commission (CQC) themed
Inspection report on the care of people living with dementia.
Date/Time: 7 August 2014 / 14:00-17:00
Author: Julia Burgess, Service Delivery
Manager

Reporting Period: August
Governing Body Lead: Fiona Field, Director of
Partnership & Governance

Purpose of Report

Agenda Item No.

To inform the Governing Body of the results of a recent unannounced CQC
inspection at MCHfT. The report will highlight the areas covered in the
inspection, report the findings of the CQC and inform the Governing Body how
the resulting plan of action will be monitored within the CCG.

2.4.10

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The report relates to the following:
• Enhancing quality of life for people with long-term conditions
•

Ensuring that people have a positive experience of care

•

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

Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
That the Governing Body review the report, note areas of concern and agree the proposed actions.
A further report will be submitted at a later date to confirm what actions have been taken to address
the concerns highlighted in the report.
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Action Required
Decision:
Approval Assurance
yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined
yes

Resources
Issues outlined

Report Title: Mid Cheshire Hospital Care Quality Commission (CQC) themed
Inspection report on people living with dementia.
1.0 Introduction
The purpose of this report is to inform the Governing Body of the outcomes of a recent CQC report
which took place at mid Cheshire Hospital foundation Trust (MCHfT). The inspection was a themed
inspection, specifically looking at the quality of care provided to support people living with dementia
to maintain their physical and mental health and wellbeing. The inspection, which took place in
February, was unannounced.
The inspection team talked to people using the service, carers, family members and staff.
In addition, this visit considered staffing levels, particularly outside working hours, due to concerns
raised by Monitor and the Clinical Commissioning Group.
2.0 Methods used in the assessment
The inspection was over a period of 2 days, and the team visited A & E and 3 wards – ward 7
(gastro-intestinal) ward 15 (orthopaedic) and ward 14 (older people’s care). In addition to reviewing
information from the provider, the inspection team spoke with a range of clinical and managerial
staff, invited written comments during the time of the inspection and a week following, and case
tracked 10 patients living with dementia.
3.0 Findings
A full report of the inspection is included as an appendix to this report. It can also be accessed
through the CQC website, link below:
http://www.cqc.org.uk/sites/default/files/RBT20_Leighton_Hospital_INS1-1116197486_Themed_1706-2014.pdf
In summary, the CQC inspected 4 standards on this occasion. A description of each standard and
the findings.

168 of 304

Standard
Care and welfare of people who use services
The inspection team found that care and treatment was not always
planned and delivered in a way that was intended to ensure patients'
safety and welfare. They judged that this had a moderate impact on
people who use the service, and have told the provider to take action.

Findings
Action needed

Cooperating with other providers
Patients' health, safety and welfare was protected when more than one
provider was involved in their care and treatment, or when they moved
between different services. This was because the provider worked in
co-operation with others.

Standard met

Staffing
Action needed
The inspection team found that there were not always enough qualified,
skilled and experienced staff to meet patients' needs. The team judged
that this has a minor impact on people who use the service, and have
told the provider to take action.
Assessing and monitoring the quality of service
Provision
The provider did not have an effective system in place to identify,
assess and manage risks to the health, safety and welfare of people
who use the service and others. The team judged that this has a
moderate impact on people who use the service, and have
told the provider to take action.

Action needed

The inspection took place in February. We understand that due to discussion about the
content of the report between inspectors and MCHfT, it was not published until June.
As a result of the inspection, MCHFT are now required to develop an Action Plan which
addresses the issues noted in the report.
MCHfT are monitoring the action plan through the Strategic Governance Committee
chaired by their Medical Director.
The Quality Team will be closely scrutinising the action plan, to ensure rapid progress is
made for delivering the required standards through the Quality Review meeting held with
MCHfT, and through our own Quality and Performance Committee.

4.0 Next Steps

1) Governing Body to note and comment on the contents of the report.
2) For further paper to come to the Governing Body in four months to give assurance that
progress has been made and evidence that standards are being met, around the care
for people with dementia.

169 of 304

Inspection Report
We are the regulator: Our job is to check whether hospitals, care homes and care
services are meeting essential standards.

Leighton Hospital
Middlewich Road, Crewe, CW1 4QJ

Tel: 01270255141

Date of Inspections:

Date of Publication: June
2014

05 February 2014
04 February 2014

We inspected the following standards as part of this inspection. This is what we
found:
Care and welfare of people who use services

Action needed

Cooperating with other providers

Met this standard

Staffing

Action needed

Assessing and monitoring the quality of service
provision

Action needed

| Inspection Report | Leighton Hospital | June 2014
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Details about this location

Registered Provider

Mid Cheshire Hospitals NHS Foundation Trust

Overview of the
service

Leighton Hospital is a medium sized district general hospital
located on the outskirts of the town of Crewe. It is the
management base for Mid Cheshire Hospitals NHS
Foundation Trust who are a provider of acute hospital
services in south east Cheshire.

Type of services

Acute services with overnight beds
Rehabilitation services
Urgent care services

Regulated activities

Assessment or medical treatment for persons detained
under the Mental Health Act 1983
Diagnostic and screening procedures
Family planning
Maternity and midwifery services
Surgical procedures
Termination of pregnancies
Treatment of disease, disorder or injury

| Inspection Report | Leighton Hospital | June 2014
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Contents
When you read this report, you may find it useful to read the sections towards the back
called 'About CQC inspections' and 'How we define our judgements'.
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Summary of this inspection

Why we carried out this inspection
This inspection was part of a themed inspection programme specifically looking at the
quality of care provided to support people living with dementia to maintain their physical
and mental health and wellbeing. The programme looked at how providers worked
together to provide care and at people's experiences of moving between care homes and
hospital.
This was an unannounced inspection.
How we carried out this inspection
We looked at the personal care or treatment records of people who use the service,
carried out a visit on 4 February 2014 and 5 February 2014, observed how people were
being cared for and checked how people were cared for at each stage of their treatment
and care. We talked with people who use the service, talked with carers and / or family
members, talked with staff and received feedback from people using comment cards. We
reviewed information given to us by the provider, reviewed information sent to us by local
groups of people in the community or voluntary sector and were accompanied by a
specialist advisor.
We used the Short Observational Framework for Inspection (SOFI). SOFI is a specific way
of observing care to help us understand the experience of people who could not talk with
us.
We were supported on this inspection by an expert-by-experience. This is a person who
has personal experience of using or caring for someone who uses this type of care
service.
What people told us and what we found
In addition to the dementia themed inspection this visit considered staffing levels,
particularly outside of standard working hours. This was due to concerns that had been
raised to us by Monitor and the local Clinical Commissioning Group (CCG). These
concerns had been raised due to data that showed a possible increase of risks to patients'
care and welfare at night and at weekends.
We visited the Accident and Emergency department (A&E), and three wards: Ward 7
(gastro-intestinal), Ward 15 – (orthopaedic), and Ward 14, (older people's care).
We spoke with staff in each of the clinical areas including consultants, nursing, health
care, and administration staff. In addition we met with a group of five junior doctors and
three matrons / link nurses.
We left comments cards and collection boxes in each of the areas we visited for a week
following our visit. We received 56 returned comments cards that had been completed by
relatives of patients and staff working at the hospital. 24 comments were positive, 23
| Inspection Report | Leighton Hospital | June 2014
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contained mixed comments, 6 contained negative comments and 3 comment cards
contained comments that did not relate to the theme of the inspection. Staff responses
indicated that at times the quality of care provided to patients with dementia was
compromised due to staffing levels.
We case tracked 10 patients identified as living with dementia across the areas we visited.
We found that incomplete assessments and care records potentially impacted on the
quality of the care and treatment patients received. We saw that on 2 occasions people
had to wait for extended periods of time, for example 10 minutes and 20 minutes
respectively, to receive support. Incomplete care records meant that in some cases it was
not always possible to check that patients had their needs met.
Staff at the hospital worked with others to promote continuity of care for patients living with
dementia who were admitted and discharged from the hospital. Where there was a lack of
appropriate information regarding a patient living with dementia staff were proactive in
gathering information about their physical and medical care needs.
We spoke with 5 junior doctors, 1 clinical nurse specialist, 1 discharge co-ordinator, 2
RGN's, 2 ward managers, 1 health care assistant and 1 student nurse. Staff told us they
did not feel they had appropriate training to understand the needs of patients living with
dementia. A discharge co-ordinator told us they had received no dementia training.
Although there were some quality assurance and monitoring systems in place at Leighton
Hospital it was not clear how the quality of dementia care was monitored. Senior ward staff
were not always familiar with the latest guidance regarding the care of patients living with
dementia. This meant that available guidance was not always impacting on the quality of
care patients received at ward level. Although the Trust had plans to improve the quality of
support provided to patients with dementia these were still in their infancy, with some
initiatives at planning stage.
Following the inspection the Trust told us that they were clear that the quality of the care
provided to all patients was monitored. They submitted to us a patient feedback report and
carer survey results to evidence this after they received the draft inspection report.
You can see our judgements on the front page of this report.
What we have told the provider to do
We have asked the provider to send us a report by 14 May 2014, setting out the action
they will take to meet the standards. We will check to make sure that this action is taken.

Where providers are not meeting essential standards, we have a range of enforcement
powers we can use to protect the health, safety and welfare of people who use this service
(and others, where appropriate). When we propose to take enforcement action, our
decision is open to challenge by the provider through a variety of internal and external
appeal processes. We will publish a further report on any action we take.
More information about the provider
Please see our website www.cqc.org.uk for more information, including our most recent
| Inspection Report | Leighton Hospital | June 2014
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judgements against the essential standards. You can contact us using the telephone
number on the back of the report if you have additional questions.
There is a glossary at the back of this report which has definitions for words and phrases
we use in the report.
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Our judgements for each standard inspected

Care and welfare of people who use services

Action needed

People should get safe and appropriate care that meets their needs and supports
their rights

Our judgement
The provider was not meeting this standard.
Care and treatment was not always planned and delivered in a way that was intended to
ensure patients' safety and welfare.
We have judged that this has a moderate impact on people who use the service, and have
told the provider to take action. Please see the 'Action' section within this report.

Reasons for our judgement
How are the needs of patients with dementia assessed?
We visited the hospital accident and emergency (A&E) department and found that
following arrival patients' immediate physical needs were assessed by a qualified nurse.
This assessment determined how urgent it was for the patient to be seen and was based
upon the information given by the patient, their relative or a paramedic. Following the
assessment patients were directed to the most appropriate area of the A&E department for
further assessment or treatment.
A&E staff explained they used an assessment document to assess the needs of all
patients. This included an initial assessment of physical and medical needs, any
associated risks and medical notes. We noted the assessment document did not include
any prompts to gather information about patients' mental health and emotional well-being.
Staff explained that if somebody on A&E was displaying symptoms associated with
dementia or delirium, tests would be started to identify any physical cause. Staff told us
that due to the requirements to move people to other wards within a four hour time frame
the test results were sometimes received by the admitting wards.
We asked the consultant on A&E about pain assessment tools for patients living with
dementia. They explained that a formal pain assessment tool was not used on A&E but
that staff were aware to observe for non-verbal signs of pain.
All patients over 75 were routinely screened for dementia in accordance with national
guidance. To do this staff used a Commissioning for Quality and Innovation (CQUIN) tool.
Meeting CQUIN goals, including screening older patients in hospitals for dementia and
referring them on for diagnosis if appropriate, leads to financial reward for hospital trusts.
Where results showed that people might be displaying signs associated with dementia a
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referral was made to the patient's GP for referral to a memory clinic.
When we visited ward 15 staff told us that ward rounds took place three times a week
carried out by a consultant ortho-geriatrician. Staff felt this was an excellent resource. The
consultant reviewed all patients that had dementia and identified any specific issues, for
example, if a patient had been prone to falls, an assessment would be made as to whether
there was a mechanical cause for this or whether the patient required further investigation.
On ward 15 patients who appeared confused had a mini-mental test, which was repeated
after surgery. This was because sometimes people can appear confused due to pain,
infection or shock so the test was repeated once the patient was stabilised to assess
further whether the patient did have symptoms of dementia.
On each of the wards we visited we examined several case files and found that there were
gaps in patient's general assessments. For example, on ward 15, we looked at 3 case
files. In 2 cases nutritional screens, and falls assessments were incomplete. On ward 14
we found that 3 of the 4 care records we looked at to be chaotic making it difficult to
access information easily. We saw that one patient's pain assessment and mental health
history was incomplete.
On ward 7 we looked at the nursing assessment records of a patient diagnosed with
dementia. We found that parts of the assessment were either partially completed or not
completed at all. For example, the patient's Waterlow score (a nationally identified tool for
identifying risk to a patient's skin integrity) had not been completed and there was no date
to indicate if they had been examined to assess their skin integrity. Other omissions were
noted in the patient's falls and pain assessment. Although their medical notes recorded a
history of falls, and the need for pain assessment, where their daily summary recorded
episodes of agitation and shouting out, there did not appear to be any consideration that
this may have been related to pain. The admission assessment in this patient's medical
notes was also incomplete, with gaps in the details relating to sight, communication and
continence needs.
We were told by staff on all wards that each patient with dementia had a document entitled
"Information about Me to help You", which when completed would provide staff with
additional information about the patient's likes and dislikes and what was important to
them. We found that a small number of these documents had been completed but most
had not and staff told us that where patients did not have visitors the information could not
always be obtained.
Following the inspection the Trust told us that a diagnosis of dementia did not
automatically mean all patients required a passport. They also told us that the passports
were often taken home by relatives / carers to complete and therefore not all would be
available at the time of the inspection.
One comment card we received stated "Ward 14 care was exemplary. Getting to the ward
was traumatic, felt as a family we had to repeat ourselves over and over. Met with respect
on Ward 14. A form was completed about my mother's needs and all these needs were
met. The form was left on the end of the bed for all staff to read. Felt she was in safe
hands at all times."
How is the care of patients with dementia planned?
At A&E we found a 'Referral pathway' for common emergencies. This list included a
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pathway for general medicine, general surgery, urology, orthopaedics, obstetrics and
gynaecology, ENT, ophthalmology, paediatric and mental health. This list did not include a
pathway specifically for patients living with dementia.
During our visit to A&E we observed the admission of a patient whose presentation caused
staff to suspect they were living with dementia. We saw that the patient was supported into
an area where staff were able to provide constant supervision. Staff explained that an
immediate referral had been made to adult safeguarding due to their skin condition as this
suggested they had neglected to care for themselves appropriately. This meant there
could be a multi-agency approach to safeguard the patient whilst in hospital and when
planning their discharge from hospital.
In the majority of cases, in each of the areas we visited, where patients had been
diagnosed as having dementia, no associated care plan was available to guide staff in how
to meet their individual needs. The Privacy and Dignity matron told us that prompts and
guidance to support staff to care for people with dementia appropriately were readily
available on the staff intranet site. However, general guidelines do not assist staff to
understand how to provide person centred care to individual patients with dementia.
Person centred care may only be provided if the specific dementia needs of the patients
are assessed and addressed in their care plan.
We saw that for one patient on ward 7 it was identified that they needed "dementia nurse
input and MHL r/v (sic)" on 28 January 2014. On the 28, 29 & 30 January 2014 the patient
remained medically fit but had not been seen by the mental health team and by 31
January 2014 their condition had deteriorated again requiring further medical intervention.
At the time of our visit there was no evidence of support from a dementia nurse or the
mental health liaison team. Following the inspection the Trust told us that in relation to the
mental health liaison assessment, the mental health team would only see a patient if they
were medically fit and therefore it was not unreasonable that this assessment did not take
place.
From the daily notes of another patient on ward 7 we could see that a number of entries
documented they were shouting and screaming, keeping other patients in the bay awake
at night. The daily notes also referred to this patient refusing medication. There was no
evidence of consideration of the triggers for this distressed behaviour. There was also no
corresponding care plan in place to direct staff regarding how best to support the patient to
manage their distress.
One comment card received after our visit stated "During the time I have been visiting my
wife - who is not a dementia sufferer - we have seen several cases of patients who have
been very troublesome. Constant crying out. Sometimes great abuse - bad language resistance has proved very testing. I have NEVER seen any such patients treated with
other then with patience and gentle attention by very wonderful staff. They are special
people!"
Another comment card stated "During my stay I have seen 2 patients with dementia.
Overall the care they are given is great and the way they are treated. However I don't
think patients with dementia should sleep on a ward with patients without. I haven't slept
at all but the staff are great, considering how much they have to do."
Staff shared with us a care plan used for patients who had been assessed as having
delirium. This used the PINCH ME guidelines that considered pain, infection, nutrition,
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constipation, hydration, medication and environment when planning the patient's care. We
noted this had not been adopted when planning care for those patients living with
dementia.
On ward 14 we saw that one patient had been administered with medication "for agitation
as prescribed." We found no record of the patient presenting with agitated or distressed
behaviour. We also found no evidence that non-pharmacological therapies had been
considered prior to the administration of medication. This meant that potentially other
options had not been considered in planning the patient's care in order to prevent the need
for medication to manage their behaviour.
Are patients with dementia involved in making decisions about their care?
On both the A&E ward and elderly ward we were told that where possible people and their
relatives were routinely consulted about their care and their views were taken into account.
We spoke with a relative of a patient living with dementia on ward 14. They told us that
their mother was being looked after extremely well and said, "Staff have been excellent".
They said that their mother had made a living will and had advised the nurses about it.
However they felt that this information had not been shared with the nursing team and their
mother's wishes had not been fully taken into account. They said that the staff had been
pleasant and told us, "It's a wonderful ward for older people".
Staff on ward 7 were vague about arrangements to determine if a patient had a relative
acting as Lasting Power of Attorney. Similarly staff were unsure about the process for
determining if patients had made advanced directives about their care. One member of
staff on ward 7 told us they would read the patient's notes and "It would be there if there if
they had any advance decisions." Another member of staff said "Relatives on admission
would say if there was any advance decision." However we were told by a relative that
they had "Lasting Power of Attorney for my husband and I was not asked".
On ward 14 we saw in one patient's records that they had a 'Do Not Attempt CardioPulmonary Resuscitation' (DNACPR) instruction. When we checked the documentation we
found the capacity of the patient to make the decision was not recorded. The form stated,
"husband spoken to and explained situation". This meant it was not possible to check
whether the patient, and their wishes, had been considered when the decision was made.
We saw another DNACPR form that had not been completed appropriately. We raised this
with the ward manager who assured us they would address this with medical staff.
Relatives of patients told us they were not routinely involved with a care plan or pathways
of care for their loved ones.
Are patients with dementia provided with information about their care?
Prior to our visit we checked the hospital's website to see what information we would be
able to access if we were a patient planning an admission to Leighton Hospital. We did not
find any information on the website related to dementia care. This meant that people living
with dementia and their carers could not easily access information to allay any anxieties
regarding planned or emergency visits to the hospital.
We saw a range of patient information leaflets in the A&E reception and waiting areas.
These leaflets were about useful contacts, patient general health and wellbeing, and
advice for carers. We saw no patient information leaflets about dementia.
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Information provided by the trust following our visit explained people with a diagnosis of
dementia were provided with a dementia information pack. We did not see any copies of
this information pack during our inspection. Staff on the wards had limited knowledge
about what information was given to patients or their carers. Staff on ward 7 told us that no
information about dementia care was given to patients or their relatives on the ward. One
member of staff said they thought there were information leaflets. Following the inspection
further information provided by the trust explained that dementia care advisors from the
Alzheimer's Society supported a permanent stand in the out-patient department. The Trust
also advised us that copies of the dementia information pack were given to carers/relatives
by the dementia link nurse not the ward staff. Most carers took these home to read which
was why we could not find them on the wards.
We spoke with one patient on ward 15 who appeared anxious and distressed. This patient
appeared disorientated and could not remember exactly how long they had been in
hospital. They knew they had had an operation on their leg and could remember they had
been told they were going to an intermediate care home. The patient was anxious about
this and did not want to go. We saw two members of staff taking time to reassure them
and explain that they (staff) would speak with their family before any decisions were made.
How is care delivered to patients with dementia?
We asked what arrangements were made when delivering care to patients living with
dementia. Staff on A&E told us they would prioritise the person to ensure they minimised
any unnecessary distress. Staff on urgent care, a GP led service, explained they would
ensure a patient living with dementia would be directed to support as soon as possible,
again to minimise any necessary distress. Nursing staff in urgent care recognised the
impact the hospital environment might have on patients living with dementia and told us
they would usually direct them to minors for treatment as this area was quieter with a more
relaxed atmosphere than some areas of A&E.
When we arrived on ward 14 we asked the ward manager and ward sister for details of
those patients who were diagnosed as having dementia. The information we received
appeared unclear. When we asked for the case files of patients identified by ward staff as
living with dementia we found that there was no record of a diagnosis of dementia within
their care records. The electronic bed management system used by ward staff to identify
the whereabouts of patients on the ward did not have any means of identifying those
patients who may have required additional support due to any diagnosis of dementia. At
the end of our visit to the ward we asked for definitive information about those patients on
the ward with dementia. This information was obtained by going through a handover
document. This showed that staff did not have clear awareness of those patients on the
ward who had dementia and this may have impacted on the care they received.
On ward 15 we were told that staff were informed when a person living with dementia was
being admitted from the A&E. Staff told us that they were able to escalate requests for
additional support and usually healthcare assistants would be provided, if required, to offer
one to one supervision.
One staff member on ward 7 told us that they did not treat patients with dementia any
differently from other patients but were mindful that they had dementia and were more
cautious in their approach as "We are not here to be abused" and "I don't need advice but
use my own judgement. There is no dementia link nurse on the ward but there may be one
on ward 5."
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On ward 15 at 10.30am we saw one patient who appeared disorientated. The sign above
their bed stated that they needed "syrup thick fluids, normal diet, little and often". We saw
that there was a cold beaker of coffee and a plate of toast left on their bedside table. We
looked at this patient's case notes, which stated they had special dietary needs and
needed encouragement with fluids and strict food charts were to be recorded. We looked
at the patient's fluid charts and saw that on 1 February 2014 and 3 February 2014 only 650
mls and 500 mls fluid intake had been recorded respectively. The patient told us, "I am
losing weight". On both wards 7 and 15 we had concerns that care was not always
delivered effectively for patients with dementia.
We spoke with another patient who was in a side room behind the main reception area on
ward 15. We went into this patient's room because we could hear them crying out and
trying to attract attention. This patient showed clear non- verbal signs of discomfort and
was able to articulate quite clearly that her back hurt and she needed the toilet. We
showed the patient how to use the nurse call bell. We remained with the patient and heard
the staff having work related conversations outside their room but everyone seemed
oblivious to the bell.
At 12.45 over the lunch time period on ward 15 we saw that lunch trays were served to all
but one of the six patients in one bay. The patient who had not been served lunch asked
the patient in the next bed to press the nurse call bell for them as they wanted their lunch.
We pressed the bell for the patient but then waited for 20 minutes for any staff to come
back. This patient said "I don't think they take any notice of the bells, nobody cares, you've
got to ask for everything". This patient told us that they "Had hardly had anything to eat
since being admitted." We looked at their fluid chart and saw that only 100 mls of fluid was
recorded as having been given to the patient at 8am that morning. We looked at this
patient's food charts and saw that on 2 February 2014 nothing was recorded for their lunch
time meal and on 3 February 2014 nothing was recorded for their evening meal.
When staff served the lunch time meal on ward 15, we observed that they left the lid on
the plate of food for one patient and the plastic wrapper on the sandwich and the foil cover
on the juice carton of another patient. We saw that both these patients struggled to access
the food; one of the patients had their arm in a sling and found the task especially difficult.
Once the meal had been served all staff left the bay and none returned for 20 minutes,
therefore no one was on hand to give these patients any additional support.
We were told by staff on ward 15 that they operated a system of red lids for jugs and red
plates to alert staff where people needed support and assistance. On the day we
inspected we only saw one red lid on a jug for one patient. Staff told us that six people on
the ward were diagnosed with dementia or had some level of cognitive impairment.
Systems to help staff identify and keep in mind those patients that needed additional
support did not appear to be fully operational.
On ward 7 we looked at the case records for a patient living with dementia. This patient
had a nutritional screen carried out on 15 December 2013, which identified that they had
lost weight. On 31 December 2013 it was recorded that they had lost further weight and
would be referred to the dietician. However, they were only seen by the dietician on 31
January 2014, by which time they had lost more weight. When the patient was seen by the
dietician a management plan was put in place that included maximising oral intake, little
and often, finger foods and ward based snacks. We looked at the food charts for this
patient and saw that on 1 February 2014 the record showed the patient had had one
quarter of their porridge and "bit of potato", half a glass of juice and a portion of ice cream
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at lunchtime. Nothing was recorded to show that the patient had anything to eat in the
evening. On 2 February 2014 there was no record that the patient had any breakfast or
lunch and on 3 February 2014 the record stated that the patient was asleep at breakfast
and nothing was recorded to show that they had eaten an evening meal.
We saw that another patient on ward 7 had a nutritional care plan in place, which required
staff to monitor their dietary intake and weight. We looked at the food and fluid charts for
this patient and saw that on 1 February 2014 it was recorded that the patient had refused
lunch and no entry was made for any food intake for their evening meal. The chart for 3
February 2014 had no entries recorded at breakfast or lunch time and stated that the
patient had refused their evening meal. On 4 February 2014 the patient's chart stated
"NBM" (Nil by Mouth) at breakfast time. The chart recorded the patient had one mouthful
of pie at lunchtime, 100 mls of hot chocolate and there was no entry for the evening meal.
It was not evident from the patient's records whether any action had been taken to address
their apparent lack of nutritional intake.

One comment card received following our visit stated, "Staff friendly. Believe there should
be more staff to assist with meal and drink times."
On ward 15 we saw that one patient was being nursed on a pressure relieving mattress
that was on a setting that was much too high for their weight. When we returned to the
ward later in the day we checked and found that the setting was still too high and we told
one of the nurses. When we visited the ward the following day on 5 February 2014, we
checked the mattress again and found that the setting had still not been changed. Nursing
a patient on a pressure mattress that is not at the correct setting may mean that the
mattress is ineffective in reducing the risk to the patient of developing pressure ulcers, and
could actually cause damage to a patient's skin.
On ward 7 we saw that one patient had repositioning charts that directed staff how often to
reposition the patient. On 1 February 2014 the chart indicated that staff were to move the
patient 3 hourly. Entries made on the chart indicated that staff had moved the patient's
position at 10.30 hours but not again until 15.30 hours and following that not until 21.30
hours. This was a time lapse of 5 hours and 6 hours respectively. On 2 February 2014 the
only entries made on the repositioning chart were for 07.00 hours and 21.30 hours. On 3
February 2013 no entries were made on the patients repositioning chart after 14.00 hours.
On 4 February 2014 the patient's daily notes recorded that they had developed a grade 2
pressure ulcer.
Is the privacy and dignity of patients with dementia respected?
We left comments boxes in each of the areas we visited during the inspection, and
collected them after a week. 19 care workers, 16 other workers, and 15 patient family
members responded plus another 6 people who did not tell us in what capacity they were
responding. Comments included:
"The nurses on the ward do their best with people with dementia. They put as much time
as they can into caring with those patients. I feel the hospital needs to put more help into
wards with high dementia patients. They are treated with compassion, respect and
dignity."
"Care and treatment exemplary under very trying circumstances"
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"Care of dementia patients is good (same level of care for all patients) however I feel more
training needs to be done to teach carers the different stages of dementia, signs and
symptoms. Nursing staff treat all patients with respect and dignity. Very caring nursing
staff."
During our inspection we saw that a patient with dementia was brought onto ward 14 and
placed in a side room. We noted that nursing staff attended to the patient's health care
needs as appropriate. We looked at the patient's health record which included relevant
information about the person current health status. We observed the nursing staff treating
the patient with respect and dignity.
Where personal care was being delivered we saw that staff ensured curtains were used to
screen patients. Conversations and interactions between staff and patients were in the
main respectful and most patients reported that staff were kind and professional, including
comments such as, "Everyone's been so kind to me", "Excellent", and "Can't fault them".
We were told by a relative that "My husband was treated with respect and dignity by the
nurses on the ward."
We did however witness one occasion on ward 7 where a patient with dementia, standing
at the nurses' station waiting for help, was completely ignored by the nurse working at the
station. We waited behind the patient to ask for assistance. The nurse asked if they could
help us and we explained there was a patient ahead of us. The nurse responded "Oh they
are confused". We spoke with the patient who told us they felt ignored and that staff did
not listen.
On ward 7 we looked at 3 patient assessment records and saw that a section was
included entitled, "What can we do to help maintain your privacy and dignity", however,
without exception this section was left incomplete and we could determine no other means
by which staff enabled people to express how best this need could be managed for them.
The trust had a Privacy and Dignity Matron, who told us they were the lead nurse for
learning disabilities, dementia, safeguarding and the Mental Capacity Act. The trust also
had a dementia link nurse that was based within the integrated discharge team. We were
told that each ward within the hospital had a link nurse for dementia but some of the staff
we spoke to were not sure who the link on their ward was and were unclear about the
roles of the Privacy and Dignity Matron and the dementia link.
The trust had a Privacy and Dignity policy that contained a specific section relating to
dementia care. This section referred to the trust supporting the work of the Dementia Care
Pathway group which was set up specifically to improve the quality of care for people with
dementia. It also referred to the introduction of an Activity Lounge to support the drive
towards personalised care and "help patients with dementia feel valued, respected and
less stressed". However, staff told us that the Activity Lounge had been in operation at the
time the policy was written but had since been closed and no one knew if or when it would
be reopened.
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Cooperating with other providers

Met this standard

People should get safe and coordinated care when they move between different
services

Our judgement
The provider was meeting this standard.
Patients' health, safety and welfare was protected when more than one provider was
involved in their care and treatment, or when they moved between different services. This
was because the provider worked in co-operation with others.

Reasons for our judgement
How does the provider work with others when providing care to patients with dementia?
The A&E matron explained that written records completed in A&E were photocopied and
forwarded with the patient when they were transferred to other wards within the hospital. In
addition to written records staff used an electronic record system for medical patients. We
spoke with five junior doctors at the hospital who were currently working on the cardiology
ward, acute elderly medical ward, acute diabetic and endocrine ward and A&E. They told
us that the hospital electronic patients record system was a good system and beneficial for
sharing patient information confidentially and accurately. However all of the doctors we
spoke with agreed that the system did not flag up if a person admitted to the hospital had
dementia. Two doctors told us, "It's a good system, but a general dementia code is not
available" and "Additional information like dementia is in the patient's hand written notes
but not as a presenting complaint. The A&E matron stated that nursing staff liaised with
the receiving ward staff to provide a verbal handover to promote a continuity of care and
that information about a person's known diagnosis of dementia would be shared verbally.
Junior doctors we spoke with told us that where patients had additional information like a
healthcare passport, "This is brilliant, really helpful". They explained they did not always
receive information about patients admitted from care homes. They explained that they
always made contact with care home staff to gather additional information about the
patient but that on a night this sometimes proved difficult as care home night staff did not
always have the information the doctors required. They explained that at times this left
them with a dilemma about whether it was appropriate to contact the patient's families for
further information, particularly in the early hours.
On ward 14 we observed the ward manager contact a family member of a patient who had
been just been admitted to the ward from a care home. We spoke with the ward manager
who explained staff on the ward were familiar with the patient who had only recently been
admitted to the care home and who was not presenting in the way staff on the ward would
expect. The ward manager explained they had spoken with staff at the care home as they
had not provided any information on admission and that as the staff had not been able to
provide sufficient information to help ward staff understand the changes in the patient's
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condition the ward manager was hoping to get this from family members. This showed the
hospital staff were actively seeking to work with others to gather the information they
needed in order to inform the patient's care.
The trust had an integrated discharge team, which staff on the wards said assisted with
discharges in general but were unsure what specific role they played in the discharge of
people with dementia. The integrated discharge team was made up of social workers,
nurses and other members of the multi-disciplinary team. We spoke with a member of the
integrated discharge team who told us they worked closely with hospital staff to facilitate
patient discharges.
We spoke with three representatives of the ambulance service who told us they worked
with A&E staff to transfer the care of the patient to the hospital in a timely manner. Both
hospital and ambulance staff told us the system had improved significantly in the past
twelve months reducing delays in transferring the patient's care from the ambulance
service to the hospital.
Ward staff told us that delayed discharges could occur, particularly when a patient's needs
had changed and they required an alternative care home placement. Ward staff explained
that this was sometimes exacerbated when changed needs had led to different funding
sources for patients that required authorisation before discharge. Patients remained in
hospital after they had been assessed as medically fit due to other delays as well, for
example waiting for assessment by the care provider selected to deliver their ongoing care
post discharge, and delays in transport. Ward staff explained they worked with others in
an attempt to keep any delays to a minimum.
Are patients with dementia able to obtain appropriate health and social care support?
Following an assessment to identify the need for a referral for screening for dementia the
hospital faxed a referral to the patient's GP. We saw in one person's records that they had
been referred to their GP for them to make a referral to the memory clinic during an inpatient stay at the hospital six months previously. There was no record on the patient's
records of any diagnosis of dementia and it was not clear whether the person's referral had
been actioned. In another person's care records we found they had been referred to their
GP for a referral to the memory clinic on 30 December 2013. The patient had remained in
hospital throughout the period between the referral and our visit. We asked staff what
would happen with the referral. They explained that the patient's GP would not be able to
make a referral until they returned home. This meant there was a significant gap between
the person being identified as needing further assessment and receiving a diagnosis that
may potentially have led to medical intervention to minimise the progression of the
disease.
Following the inspection the Trust told us that they would not expect to be informed of the
referral process or outcome from the dementia screening process and that this was the
GP's responsibility to action. They also told us that the preference of the community
mental health team who run the memory clinic (which is managed by another organisation)
is to review patients when they are medically fit and have been at home to orientate
themselves to their usual circumstances so that an accurate and meaningful assessment
can be conducted.
We saw from care records and observations that patients had support from different health
and social care professionals. This included physiotherapists, dieticians, occupational
therapists and social work teams.
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The wards had access to a consultant psychiatrist who was able to prescribe medication,
refer to community mental health services and a community memory clinic following
discharge if necessary. We were told that people with dementia were not discharged via
the discharge lounge. This reduced the number of moves within the hospital for patients
living with dementia with the aim of minimising disorientation during the transition in patient
care.
The patients and relatives we spoke with said that it took a long time to get care in the
home after hospital discharge. Ward staff told us that patients were generally discharged
safely with an agreed social services care package if deemed safe for home return, or to a
transitional bed in the community.
Following the inspection the Trust advised us that the discharge team highlighted that
people with dementia and their families are given clear information about signposting to
support services in the community. All patients identified as having support needs after
hospitalisation will be referred to a hospital social worker so that advice, signposting and /
or care can be arranged based on individual circumstances.
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Staffing

Action needed

There should be enough members of staff to keep people safe and meet their
health and welfare needs

Our judgement
The provider was not meeting this standard.
There were not always enough qualified, skilled and experienced staff to meet patients'
needs.
We have judged that this has a minor impact on people who use the service, and have told
the provider to take action. Please see the 'Action' section within this report.

Reasons for our judgement
Were there were enough qualified, skilled and experienced staff to meet patients' needs?
We inspected this outcome area as we had received information prior to our visit that
suggested a possible increase of risks to patients' care and welfare at night and on
weekends. We wanted to check the staffing levels and support that was provided to
nursing and junior medical staff to allow them to safely support patients at times when
senior medical staff were not present.
Information provided by the trust showed that in the 12 months leading up to our visit there
were in excess of 200 occasions where a lack of suitably trained and skilled staff on duty
was recorded across all departments within the hospital. Of these there were 49 occasions
where an impact of "low harm" to patient care was recorded. All other occasions showed
an impact of "no harm".
During our visit we spoke with four junior doctors, four staff on ward 14 three staff on ward
15, three staff on ward 7 and four staff on A&E.
The doctors told us that there were different levels of support for them. They told us there
was an A&E consultant available at weekends between 8am and 6pm and there was
nobody senior in the hospital at night however they could be easily contacted by phone
using the on call system.
They told us that the lack of junior doctors had a significant impact on other ward areas
and said, "The lack of junior doctors often impacts on patient care, we're very stretched"
and "I don't necessarily feel as though I've given people the time they need" also "We're
spreading ourselves thin and this is more to do with time constraints". Also, "There is
always a Registrar, they are helpful when needed. There are not enough hands. We need
more hands."
The junior doctors we spoke with told us they felt the current issues would increase as
there was a planned reduction of junior doctors in the next intake. They told us, "We are
| Inspection Report | Leighton Hospital | June 2014

www.cqc.org.uk

18

187 of 304

stretched. We are doing jobs that are F1 (junior doctor) we feel we are not progressing".
They also told us, "We feel we are listened to, but there are not enough junior doctors
ultimately", and, "The nurses are stretched as well. There are more nurse practitioners in
place but it is a long process to train them. They help the acute take but additional doctors
are needed."
Following the inspection the Trust told us that the Deanery specify the number of junior
doctors the Trust will receive which is never the same number they submit as being
required. As a result of their feedback, the Deanery have agreed to fund one extra post
and the Trust is hopeful they will have input from 4 new GP F1 posts that will do hospital
based on call. They also told us that when gaps are left by the Deanery, the Trust very
actively tries to recruit to these and has had some success with international recruitment.
Ward 14 staff told us that the ward had reopened that day following a 7 day ward closure
due to Noro-virus. They told us staffing levels on the ward had improved "Ten- fold" and
had benefitted from an additional member of staff.
When we visited ward 15 we were told by staff that the ward was often not fully staffed.
We were told that acuity and dependency scores were completed on a daily basis and this
had resulted in the staffing establishment being increased. This meant that the staffing
establishment for the ward was set at five qualified nurses and four healthcare assistants
in the mornings, four nurses and four healthcare assistants in the afternoons and two
nurses and three healthcare assistants overnight. However, staff said that on a fairly
regular basis these figures were not achieved, due to staff sickness or staff being moved
to other wards. On the day of our inspection only four nurses were working on the ward,
instead of five, and we were told that the previous weekend, there had only been two
nurses for the whole ward. This meant that there was a ratio of one nurse: 16 patients,
instead of the set ratio of 1:8 that had been determined as required by the acuity and
dependency tool. We were told that attempts had been made to arrange for agency nurse
cover but this had not been successful.
We spoke to senior managers about this and were told that on the surgical wards acuity
and dependency were assessed every day and that shortages of staff were escalated.
Despite this there were times that wards suffered from shortages of staff and this had been
exacerbated by a recent outbreak of norovirus.
Staff on ward 15 told us that during the week a range of additional staff were available,
such as a housekeeper, ward clerk, discharge coordinator, physiotherapists, and
occupational therapists. Staff informed us that these staff did not work at weekends,
therefore to some degree there was a reduced service.
Staff also told us that after 5pm and at weekends cover by the medical staff was reduced.
This was because whilst a doctor covered the ward during the day, after 5pm and at
weekends they had to cover the elective orthopaedic ward and the ED as well so the time
they spent on ward 15 was limited. Junior doctors we spoke with told us this impacted on
patient care stating, "This does impact on patient care for example if patients need a fluid
bag, this is delayed at weekends and bank holidays"
On ward 7 the ward manager told us that the staffing establishment had recently been
increased in order to meet a satisfactory nurse to patient ratio. The manager said that this
was a big improvement and she felt enabled the staff to deliver a better standard of care.
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Assessing and monitoring the quality of service
provision

Action needed

The service should have quality checking systems to manage risks and assure
the health, welfare and safety of people who receive care

Our judgement
The provider was not meeting this standard.
The provider did not have an effective system in place to identify, assess and manage
risks to the health, safety and welfare of people who use the service and others.
We have judged that this has a moderate impact on people who use the service, and have
told the provider to take action. Please see the 'Action' section within this report.

Reasons for our judgement
How is the quality of dementia care monitored?
Staff we spoke with told us of initiatives that were planned to enhance the care provided to
patients living with dementia. These included the use of volunteers to facilitate activities.
This was at the implementation stage at the time of our visit. We were also told that the
Trust had developed a new quality strategy which included dementia and that this would
be published in April 2014. The trust forwarded a copy of the draft quality strategy that
included eight statements of intent to enhance the quality of care experienced by patients
living with dementia.
We asked the Governance Lead about Board awareness of dementia issues. We were
told that the complaints review panel was chaired by a non-executive member and
complaints were reviewed to look at trends and themes in all areas. The Governance Lead
gave us an example of how this worked in practice, saying that there had been some
complaints about ward 14, so two members of the Board had visited the ward and fed
back to the patient experience lead and also to the Board. It was not clear how complaints
regarding the care of patients living with dementia were identified in order to identify
learning and improve the quality of care for patients with dementia.
At the time of our visit the trust was not using current guidance regarding best practice for
patients with dementia to inform its monitoring activity. Following our visit the trust
forwarded information about the arrangements in place to ensure that guidance published
by The National Institute for Heath and Care Excellence (NICE) will be considered and
implemented at the trust. This included the quality standards related to dementia care. The
majority of staff we spoke with at ward level were not aware of current guidance and
quality standards regarding dementia.
When we asked about a dementia pathway being in place we were informed by the
dementia lead that the hospital did not have one. They told us one had been considered
but it was felt not to be appropriate for people living with dementia as "They are all so
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different". This meant the Trust did not have a dementia care pathway in place in order to
guide staff and to monitor whether patients living with dementia were supported in the
most appropriate way.
However following the inspection the Trust told us that whilst a pathway for dementia had
been considered, it was felt difficult to be prescriptive due to the individual needs of a
patient with dementia. Therefore, a decision was made to place user friendly dementia
prompts and guidelines on the intranet. All staff can access the dementia care guidelines
which contain a range of information to help support them caring for people with dementia
and their carers. The guidelines look at the first 24 hours of admission, the inpatient stay
and discharge planning.
Following the inspection the Trust provided information to show that across the Trust 1511
staff had received training in the period April 2013 – January 2014. This figure comprised
of a mix of Essential and Mandatory update training which was held bi-annually, induction
training for new starters and specific dementia training that had been delivered to 49 staff.
However all staff we spoke with including nursing and clerical staff told us they had had
either limited or no dementia awareness training. Three junior doctors confirmed there was
a lack of dementia training. They told us, "Yes there is dementia awareness training. This
is nothing formal but we tend to get our knowledge about this from the news or radio 4.
Nothing is provided by the Trust". However senior management within the Trust informed
us that they monitored the numbers of staff who had completed dementia awareness
training and that the training had been completed by the majority of staff. As part of the
inspection we asked the trust to provide us with details of staff training.
Following our visit the Trust forwarded the programme for 'Bi-annual Essential and
Mandatory Update' training that showed 45 minutes was allocated to 'safeguarding
children and adults (including dementia awareness)'. There was no evidence that the
quality or effectiveness of dementia awareness training had been monitored to ensure it
provided staff with the skills and knowledge they needed to adequately support patients
living with dementia.
How are the risks and benefits to patients with dementia receiving care managed?
Staff working on A&E explained they considered the risks to patients living with dementia
when considering arrangements for them to return home when admission was not
required. The A&E manager told us there had recently been a complaint regarding a
patient who had returned home in the early hours following a visit to A&E. They explained
that staff considered the impact to the patient living with dementia of remaining in an
unfamiliar environment against other risks such as outside temperature or returning home
without support. They told us that where a patient had capacity to choose to return home
this would be facilitated. Where patients did not have capacity a best interest decision was
made that usually resulted in the patient being admitted to hospital overnight to support a
safe return home.
We looked at how serious incidents were managed and reported. We were told by senior
managers at the trust that where incidents occurred, staff completed an incident form
which went to their line manager. The incident was then reviewed and investigated and
was then sent to the Integrated Governance Department, where it was reviewed again.
Once the case was closed it would be reported on the National Reporting and Learning
System (NRLS). We asked how the trust could be assured that staff were able to learn
from these incidents and were informed that once reported to NRLS the manager should
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then be feeding back the outcomes and learning to staff. However, we were told that this
didn't always happen and senior managers acknowledged this was an area of weakness.
Following the inspection the Trust told us that they also disseminate lessons learned
through the divisional governance processes and the post graduate medical centre for
junior medical staff.
We were told that various methods were used to disseminate information and learning
from serious untoward events, for example "Lessons Learned" fliers were widely
distributed across the trust and cases were reviewed at audit meetings. However, when
we asked nursing staff and junior doctors about a recent "Never Event" involving a
medicines error (A Never Event, is a serious mistake that should never happen), 3 nursing
staff had not heard about it.
On ward 14 we found the ward was bright and airy. There was signage directing patients
to toilet and bathroom areas. The ward manager told us work was planned to adapt the
ward to make it more appropriate to support patients living with dementia. However they
told us they did not think the ward had the most appropriate layout and that there were
other wards in the hospital where the environment would best support patients living with
dementia. We asked if this information had been fed back to the Trust and were assured
that it had.
Although information was collated regarding incidents of aggression, verbal abuse and
physical assault involving patients living with dementia the trust did not provide us with any
evidence that the information was analysed to improve the care provided to people with
dementia. When we analysed the information provided we found that of 85 recorded
incidents, 57 had occurred between 7pm and 7am. This showed the risk of incidents
doubled overnight but there was no evidence that monitoring by the trust had identified this
trend in order to consider action to reduce risks.
Following the inspection the Trust advised us that violence and aggression (V&A)
information is reviewed at a high level at each V&A forum. At the last meeting, it was
recognised there was a trend in increased numbers of dementia related incidents and
these will be discussed at the dementia operational group to discuss where these incidents
are occurring, possible triggers and action required to support patients, carers and staff.
Are the views of patients with dementia taken into account?
In each of the areas visited we saw comments cards were used by the Trust to gather the
views of patients and visitors.
The matron on A&E explained that comments and complaints were considered and the
Trust used a "You said, we did" approach to responding to feedback. They gave an
example that following a complaint that a patient had not received anything to eat and
drink whilst they had attended A&E. They told us that following this complaint a system
had been implemented where the housekeeper or designated health care assistant
routinely checked for those people requiring something to eat and drink whilst in the A&E
department.
Senior staff told us that the dementia link nurse from the integrated discharge team gave
an information pack, which included the document "Information About Me to help You" to
all family carers of people with dementia, when they were admitted to the hospital. We
were shown an example of the pack, which also included a book of information from the
Alzheimer's society and a survey for people to complete to enable them to give their views
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about dementia care at the trust. Surveys formed part of the CQUIN process and we were
told that the information was than shared in forums such as the Dementia Operational
Group and the Dementia Care Strategic Group.
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This section is primarily information for the provider

Action we have told the provider to take

Compliance actions
The table below shows the essential standards of quality and safety that were not being
met. The provider must send CQC a report that says what action they are going to take to
meet these essential standards.
Regulated activities

Regulation

Diagnostic and
screening
procedures

Regulation 9 HSCA 2008 (Regulated Activities) Regulations
2010
Care and welfare of people who use services

Treatment of
disease, disorder or
injury

How the regulation was not being met:

Regulated activities

Regulation

Diagnostic and
screening
procedures

Regulation 22 HSCA 2008 (Regulated Activities) Regulations
2010

The provider did not take proper steps to ensure that each
service user was protected against the risks of receiving care or
treatment that was inappropriate or unsafe by means of (a) the carrying out of an assessment of the needs of the service
user; and
(b) the planning and delivery of care and treatment in such a way
as to reflect published research evidence and guidance.
Regulation 9

Staffing
Surgical procedures
Treatment of
disease, disorder or
injury

How the regulation was not being met:
The service did not safeguard the health, safety and welfare of
service users by ensuring that there were sufficient numbers of
suitably qualified, skilled and experienced persons, employed for
the purposes of carrying out the regulated activity, at all times.
Regulation 22
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This section is primarily information for the provider

Regulated activities

Regulation

Diagnostic and
screening
procedures

Regulation 10 HSCA 2008 (Regulated Activities) Regulations
2010
Assessing and monitoring the quality of service provision

Surgical procedures
Treatment of
disease, disorder or
injury

How the regulation was not being met:
The service did not protect service users and others from the
risks of inappropriate or unsafe care and treatment, by means of
the effective operation of systems designed to assess and
monitor the quality of services provided or to identify, assess and
manage risks relating to the health, welfare and safety of service
users and others who may be at risk. Regulation 10

This report is requested under regulation 10(3) of the Health and Social Care Act 2008
(Regulated Activities) Regulations 2010.
The provider's report should be sent to us by 14 May 2014.
CQC should be informed when compliance actions are complete.
We will check to make sure that action has been taken to meet the standards and will
report on our judgements.
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About CQC inspections
We are the regulator of health and social care in England.
All providers of regulated health and social care services have a legal responsibility to
make sure they are meeting essential standards of quality and safety. These are the
standards everyone should be able to expect when they receive care.
The essential standards are described in the Health and Social Care Act 2008 (Regulated
Activities) Regulations 2010 and the Care Quality Commission (Registration) Regulations
2009. We regulate against these standards, which we sometimes describe as "government
standards".
We carry out unannounced inspections of all care homes, acute hospitals and domiciliary
care services in England at least once a year to judge whether or not the essential
standards are being met. We carry out inspections of other services less often. All of our
inspections are unannounced unless there is a good reason to let the provider know we
are coming.
There are 16 essential standards that relate most directly to the quality and safety of care
and these are grouped into five key areas. When we inspect we could check all or part of
any of the 16 standards at any time depending on the individual circumstances of the
service. Because of this we often check different standards at different times.
When we inspect, we always visit and we do things like observe how people are cared for,
and we talk to people who use the service, to their carers and to staff. We also review
information we have gathered about the provider, check the service's records and check
whether the right systems and processes are in place.
We focus on whether or not the provider is meeting the standards and we are guided by
whether people are experiencing the outcomes they should be able to expect when the
standards are being met. By outcomes we mean the impact care has on the health, safety
and welfare of people who use the service, and the experience they have whilst receiving
it.
Our inspectors judge if any action is required by the provider of the service to improve the
standard of care being provided. Where providers are non-compliant with the regulations,
we take enforcement action against them. If we require a service to take action, or if we
take enforcement action, we re-inspect it before its next routine inspection was due. This
could mean we re-inspect a service several times in one year. We also might decide to reinspect a service if new concerns emerge about it before the next routine inspection.
In between inspections we continually monitor information we have about providers. The
information comes from the public, the provider, other organisations, and from care
workers.
You can tell us about your experience of this provider on our website.
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How we define our judgements
The following pages show our findings and regulatory judgement for each essential
standard or part of the standard that we inspected. Our judgements are based on the
ongoing review and analysis of the information gathered by CQC about this provider and
the evidence collected during this inspection.
We reach one of the following judgements for each essential standard inspected.

Met this standard

This means that the standard was being met in that the
provider was compliant with the regulation. If we find that
standards were met, we take no regulatory action but we
may make comments that may be useful to the provider and
to the public about minor improvements that could be made.

Action needed

This means that the standard was not being met in that the
provider was non-compliant with the regulation.
We may have set a compliance action requiring the provider
to produce a report setting out how and by when changes
will be made to make sure they comply with the standard.
We monitor the implementation of action plans in these
reports and, if necessary, take further action.
We may have identified a breach of a regulation which is
more serious, and we will make sure action is taken. We will
report on this when it is complete.

Enforcement
action taken

If the breach of the regulation was more serious, or there
have been several or continual breaches, we have a range of
actions we take using the criminal and/or civil procedures in
the Health and Social Care Act 2008 and relevant
regulations. These enforcement powers include issuing a
warning notice; restricting or suspending the services a
provider can offer, or the number of people it can care for;
issuing fines and formal cautions; in extreme cases,
cancelling a provider or managers registration or prosecuting
a manager or provider. These enforcement powers are set
out in law and mean that we can take swift, targeted action
where services are failing people.
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How we define our judgements (continued)
Where we find non-compliance with a regulation (or part of a regulation), we state which
part of the regulation has been breached. Only where there is non compliance with one or
more of Regulations 9-24 of the Regulated Activity Regulations, will our report include a
judgement about the level of impact on people who use the service (and others, if
appropriate to the regulation). This could be a minor, moderate or major impact.
Minor impact - people who use the service experienced poor care that had an impact on
their health, safety or welfare or there was a risk of this happening. The impact was not
significant and the matter could be managed or resolved quickly.
Moderate impact - people who use the service experienced poor care that had a
significant effect on their health, safety or welfare or there was a risk of this happening.
The matter may need to be resolved quickly.
Major impact - people who use the service experienced poor care that had a serious
current or long term impact on their health, safety and welfare, or there was a risk of this
happening. The matter needs to be resolved quickly
We decide the most appropriate action to take to ensure that the necessary changes are
made. We always follow up to check whether action has been taken to meet the
standards.
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Glossary of terms we use in this report

Essential standard
The essential standards of quality and safety are described in our Guidance about
compliance: Essential standards of quality and safety. They consist of a significant number
of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2010 and the
Care Quality Commission (Registration) Regulations 2009. These regulations describe the
essential standards of quality and safety that people who use health and adult social care
services have a right to expect. A full list of the standards can be found within the
Guidance about compliance. The 16 essential standards are:
Respecting and involving people who use services - Outcome 1 (Regulation 17)
Consent to care and treatment - Outcome 2 (Regulation 18)
Care and welfare of people who use services - Outcome 4 (Regulation 9)
Meeting Nutritional Needs - Outcome 5 (Regulation 14)
Cooperating with other providers - Outcome 6 (Regulation 24)
Safeguarding people who use services from abuse - Outcome 7 (Regulation 11)
Cleanliness and infection control - Outcome 8 (Regulation 12)
Management of medicines - Outcome 9 (Regulation 13)
Safety and suitability of premises - Outcome 10 (Regulation 15)
Safety, availability and suitability of equipment - Outcome 11 (Regulation 16)
Requirements relating to workers - Outcome 12 (Regulation 21)
Staffing - Outcome 13 (Regulation 22)
Supporting Staff - Outcome 14 (Regulation 23)
Assessing and monitoring the quality of service provision - Outcome 16 (Regulation 10)
Complaints - Outcome 17 (Regulation 19)
Records - Outcome 21 (Regulation 20)
Regulated activity
These are prescribed activities related to care and treatment that require registration with
CQC. These are set out in legislation, and reflect the services provided.
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Glossary of terms we use in this report (continued)

(Registered) Provider
There are several legal terms relating to the providers of services. These include
registered person, service provider and registered manager. The term 'provider' means
anyone with a legal responsibility for ensuring that the requirements of the law are carried
out. On our website we often refer to providers as a 'service'.
Regulations
We regulate against the Health and Social Care Act 2008 (Regulated Activities)
Regulations 2010 and the Care Quality Commission (Registration) Regulations 2009.
Responsive inspection
This is carried out at any time in relation to identified concerns.
Routine inspection
This is planned and could occur at any time. We sometimes describe this as a scheduled
inspection.
Themed inspection
This is targeted to look at specific standards, sectors or types of care.
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Contact us

Phone:

03000 616161

Email:

enquiries@cqc.org.uk

Write to us
at:

Care Quality Commission
Citygate
Gallowgate
Newcastle upon Tyne
NE1 4PA

Website:

www.cqc.org.uk

Copyright Copyright © (2011) Care Quality Commission (CQC). This publication may
be reproduced in whole or in part, free of charge, in any format or medium provided
that it is not used for commercial gain. This consent is subject to the material being
reproduced accurately and on proviso that it is not used in a derogatory manner or
misleading context. The material should be acknowledged as CQC copyright, with the
title and date of publication of the document specified.
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Equality and Diversity Summary Update
Date/Time: 7 August 2014, 1400-1700
Author: Andy Woods, Senior Governance
Manager (Equality & Diversity)

Reporting Period: 2014/15
Governing Body Lead: Fiona Field, Director
Governance & Partnerships

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with a brief update and next steps on
Equality and Diversity activity in line with the statutory requirements of the
Equality Act 2010 (both Specific duties and Public Sector Equality Duty –
PSED).

2.4.11

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
Objective 1, 2, 3, 4 and 5 are all key deliverable objectives to achieving equality and diversity for
South Cheshire patients.
Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations

The SCCCG Governing Body are asked to:
• note the contents of the report
Action Required
Decision:
Approval Assurance
- N/A
- Y

Equality:
Impact Assessed
- Y

Communication:
Risks
Disclose on website Issues outlined
- Y
- Y

Resources
Issues outlined
- Y
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Report
Report Title: Equality and Diversity update report
1.0 Overview Summary

The report focus on progress against key areas of work that have been undertaken over
the last 6 months. The activity outlined below demonstrates that the CCG can meet major
challenges over the next 5 years including demographic demands, financial pressures,
Integration and Transformational redesign of services by
• Developing robust processes around the Public Sector Equality Duty (PSED)
•

Addressing unequal access and outcomes for patients with protected characteristics

•

Ensure legal and financial risks associated with PSED are significantly reduced

2.0 Specific Duty

NHS South Cheshire CCG had produced a refreshed Equality Objective Plan for 2014/15
which was approved at the Health Inequalities Sub Group in December 2013. This Smart
action plan is a statutory (Specific) requirement under the Equality Act 2010 and provides
clear activity that needs to be undertaken to support compliance and pay due regard to the
CCGs Public Sector Equality Duty (PSED).
3.0 Update on progress

The following brief update report outlines activity and progress that has taken place under
the four NHS South Cheshire CCG Equality Objectives headings.
Objective 1: To improve CCG understanding of the needs of the local population by
protected characteristic through engagement and other key sources data and patient
experience information
• An Equality analysis has been undertaken with CCG Public Engagement and
Communications Manager to identify current activity against the 9 protected
characteristics. A report was presented to the July Health Inequalities Subgroup
to highlight the outcomes and recommend actions to enable the CCG to improve
consultation and engagement with protected groups
• A pre Equality Analysis report was presented to the July Health Inequalities Sub
Group, which outlines the high level strategic work that needs to be undertaken
against the CCG Commissioning Priorities and 5 year Plan.
• An Equality Delivery System 2 self-assessment implementation plan has been
completed with a Panel of community representatives. This plan assesses the
equality performance of the CCG on a continuous basis and identifies future
community led methods of assessment.
• Commissioners have undertaken Equality Act 2010 and risk training enabling them
to understand the process and their requirements in relation to the legislation.
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Objective 2: To make fair and transparent commissioning decisions
•
•
•
•

An equality template and guidance document to support commissioners across
Starting, Living and Ageing Well programmes has been developed within the CCG
to meet their exacting Public Sector Equality Duty
The CSU Equality lead is supporting CCG Commissioners through one to one
support sessions to be able to assess equality implications against commissioning
priority areas
An number of meetings have taken place with the CCG Business Manager to
understand, and prioritize the current and future commissioning intentions across
Starting, Living and Ageing Well programmes from an equality perspective.
A matrix document has been developed to enable key equality implications to be
communicated across the organisation .

Equality Objective 3: To ensure equality of opportunity in employment and training
provision
• Meetings have taken with HR lead within the CSU on implementing actions
against the equality Objectives plan
• HR leads have undertaken work on HR performance for the CCG including
staff diversity and have reported on this performance.
Equality Objective 4: To improve the equality performance of CCG providers. The CCG is
vicariously liable for the Equality performance of their Providers (see report to the Quality
Committee appendix 1 for further information)
•

Robust E&D performance areas have been embedded into the Quality
Contract schedule under compliance for the key providers, including Mid
Cheshire Hospitals Foundation Trust, Cheshire and Wirral Partnership Trust
and East Cheshire Trust and other relevant NHS providers including the
Countess of Chester Foundation Trust, and Private providers.

Meetings with all the Trusts have taken place to ensure that all patients receive the best
outcomes including those with protected characteristics.
4.0 Key Next Steps

Continue to implement Equality Delivery Systems 2
Continue to support the CCG with their equality analysis programme across commissioning
priorities
Implement actions and recommendations from the High level Equality analysis report and
consultation and Engagement assessment – September 2014
To ensure there is audit compliance to future relevant committees
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Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Quality Report
Date/Time: 7 August 2014
Author: Sue Cooke
Job Title: Clinical Quality Manager
Purpose of Report

Reporting Period: 2014-2015
Governing Body Lead: Judi Thorley
Job Title: Executive Nurse
Agenda Item No.

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
May 2014

2.5.1

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
Specifically this paper supports the CCG strategic objectives of:
• ensuring that people have a positive experience of care
• Treating and caring for people in a safe environment and protecting them from harm
Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
The Governing Body are asked to:
• 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 Trust Community Services and BMI South Cheshire Hospital

Action Required
Decision:
Approval Assurance
x

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined

Report Title: Quality Report
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1.0

Introduction and Background
1.0

As stated in the NHS Standard Acute contract 2014/15 General Conditions 8 providers are required to
supply Service Conditions 37, quality requirements and incentive schemes (Clinical Quality Review)
providers are required to supply information 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 for Monthly Review), this report inlcudes:•
Quality Scheme – Commissioning for Quality and Innovation (CQUIN)
•
Provider Service User Complaints
•
Patient Safety & Serious Untoward Incidents
•
Regulator Notifications/Inspections
•
NHS Targets
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. Please note graphs have been included to reflect year to
date position.

Some data in this report is NHS South Cheshire Clinical Commissioning Group (CCG)
specific i.e. complaints data.
Currently the Quality Dashboard presented is relating to MCHFT only, however, there is work in
progress to develop a Quality Dashboards for Cheshire and Wirral Partnership Trust, East Cheshire
Community Services and BMI South Cheshire Hospital.
This report only presents data that is in the public domain and the Governing Body is asked to
note this.
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Target

Reporting
Frequency

Latest
reporting
period

Financial
year

1

Quarterly

Sep-13

2013-14

R

1.16

Green

Quarterly

Q4

2013-14

G

Green

Monitor

External Review - Monitor-concerns raised (Financial)

5

Quarterly

Q4

2013-14

G

4

Monitor

External Review - CQC warning notices (published)

0

Quarterly

Q4

2013-14

G

0

Staff Sickness rate

No target set

Monthly

February

2013-14

3.44%

HSCIC

Safer staffing

No target set

Monthly

May

2014-15

99%

HSCIC

0

Quarterly

May

2014-15

G

0

0

VTE Risk Assessment (published)

95%

Monthly

April

2014-15

G

99%

99%

Friends and Family test - Inpatient (Response Rate)

15%

Monthly

May

2014-15

G

46%

NHS England

No target set

Monthly

May

2014-15

75

NHS England

15%

Monthly

May

2014-15

21%

NHS England

No target set

Monthly

May

2014-15

68

NHS England

15%

Monthly

May

2014-15

16%

NHS England

Friends and Family test - Maternity Antenatal care (Score) No target set

Monthly

May

2014-15

73

NHS England

Friends and Family test - Maternity Birth (Response Rate)

15%

Monthly

May

2014-15

14%

NHS England

No target set

Monthly

May

2014-15

57

NHS England

15%

Monthly

May

2014-15

19%

NHS England

Monthly

May

2014-15

62

NHS England

15%

Monthly

May

2014-15

16%

NHS England

No target set

Monthly

May

2014-15

79

NHS England

Friends and Family test - Maternity combined (Response Rate)

15%

Monthly

May

2014-15

16%

NHS England

Friends and Family test - Maternity combined (average score)

No target set

Monthly

May

2014-15

68

NHS England

Dementia Case finding

90%

Monthly

April

2014-15

G

96%

96%

Unify2

Dementia Cases Diagnosed

90%

Monthly

April

2014-15

G

100%

100%

Unify2

Dementia Cases Referred

90%

Monthly

April

2014-15

G

100%

100%

Unify2

Pressure Ulcers (All)

4.8%

Monthly

May

2014-15

G

2.0%

HSCIC

Falls in hospital (with harm)

0.9%

Monthly

May

2014-15

R

1.1%

HSCIC

UTI Catheter

1.0%

Monthly

May

2014-15

G

0.0%

HSCIC

Quality and Safety

Organisational Level Quality Measures

Effective
ness

Measures
SHMI
External Review - Monitor-concerns raised (Governance)

Never events (published)

Friends and Family test - Inpatient (Score)
Friends and Family test - A&E (Response Rate)
Friends and Family test - A&E (Score)

Patient Experience

Friends and Family test - Maternity Antenatal care
(Response Rate)

Friends and Family test - Maternity Birth (Score)
Friends and Family test - Maternity Postnatal ward
(Response Rate)

Friends and Family test - Maternity Postnatal ward (Score) No target set

CQUIN -Safety
Thermometer

CQUIN

Friends and Family test - Maternity Postnatal community
(Response Rate)
Friends and Family test - Maternity Postnatal community
(Score)

Latest
RAG Performance

G

G

R

G

G

G

YTD

Source
HSCIC

0

Monitor

NHS England

Unify2
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Report
Effectiveness
Measures

SHMI

Target

Financial year

Jan 11 to Dec
11

1

2013-14

1.12

Apr 11 to Mar
Oct 11 to Sept
Jul 11 to Jun 12
12
12

1.12

1.13

1.13

Jan 12 to Dec
12

Apr 12 to Mar
13

Jul 12 to Jun 13

Oct 12 to Sept
13

1.16

1.16

1.15

1.16

RAG

Oct 12 to Sept
13

YTD

1.16

Summary Hospital-Level Mortality Indicator (SHMI)
The next publication of the SHMI data will be on 30th July 2014 therefore the SHMI for Mid Cheshire Hospitals Foundation Trust (MCHFT) remains
the same at the time of this report. However, MCHFT have initiated a number of measures to examine mortality in the Trust.
These include:
• Monthly mortality reduction group which has developed the Reducing In-Hospital Mortality action plan. This action plan is being monitored by
the Clinical Quality and Patient Safety Review Group
• Weekly case note reviews of patients who have died. Lay member of NHS Vale Royal Clinical Commissioning Group and Executive Nurse
attended a weekly case note review. Feedback from the review was very positive and the view was the process was robust and clinicians
were engaged in the process
To note – following the case note review, a number of cases have been reported as incidents and a Root Cause analysis is being
undertaken.
The final report of NHS England Quality review meeting was published in June 2014. There were a number of actions which will need to be
incorporated into MCHFT’s Mortality Reduction Action Plan and will require collaborative working between NHS South Cheshire CCG and NHS Vale
Royal CCG and MCHFT.
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Organisational Level Quality Measures
Measures

2013-14

Green

Green

Green

Green

G

Green

External Review - Monitor-concerns
raised (Financial)

5

2013-14

3

3

4

4

G

4

External Review - CQC warning notices (

0

2013-14

0

0

0

0

G

0

0

February

YTD

Measures

Safer staffing

Q1

July

August

Q2

October

November

Q3

January

February

Target

Financial year

Apr

May

June

July

August

September

October

November

December

January

February

No target set

2013-14

4.06%

3.35%

3.17%

3.03%

2.66%

3.03%

3.68%

3.87%

4.07%

4.24%

3.44%

Target

Financial year

Apr

May

June

July

August

September

October

November

December

January

February

No target set

2014-15

Q4

YTD

Green

Measures

May

Q4

Financial year

Staff Sickness rate

Apr

RAG

Target

External Review - Monitor-concerns
raised (Governance)

March

RAG

3.44%

March

RAG

99%

May

YTD

99%

Quality and Safety
Measures

Never events (published)

Measures

VTE Risk Assessment (published)

Target

Financial year

April

May

0

2014-15

0

0

Target

Financial year

April

May

95%

2014-15

99%

June

July

August

September

October

November

December

January

February

March

RAG

May

YTD

0

0

RAG

April

YTD

G

99%

99%

G

June

July

August

September

October

November

December

January

February

March

There have been no Never Events reported since December 2013

208 of 304

Patient experience
Measures

Target

Financial year

April

May

15%

2014-15

46%

46%

No target set

2014-15

78

75

15%

2014-15

23%

21%

No target set

2014-15

69

68

Friends and Family test - Maternity Antenatal care
(Response Rate)

15%

2014-15

22%

16%

Friends and Family test - Maternity Antenatal care
(Score)

No target set

2014-15

65

73

15%

2014-15

13%

14%

No target set

2014-15

68

57

Friends and Family test - Maternity Postnatal ward
(Response Rate)

15%

2014-15

21%

19%

Friends and Family test - Maternity Postnatal ward
(Score)

No target set

2014-15

63

62

Friends and Family test - Maternity Postnatal
community (Response Rate)

15%

2014-15

20%

16%

Friends and Family test - Maternity Postnatal
community (Score)

No target set

2014-15

56

79

Friends and Family test - Maternity Postnatal
community (Response Rate)

15%

2014-15

20%

16%

Friends and Family test - Maternity Postnatal
community (Score)

No target set

2014-15

56

79

Friends and Family test - Maternity combined
(Response Rate)

15%

2014-15

20%

16%

Friends and Family test - Maternity combined
(average score)

No target set

2014-15

63

68

Friends and Family test - Inpatient (Response Rate)

Friends and Family test - Inpatient (Score)

Friends and Family test - A&E (Response Rate)

Friends and Family test - A&E (Score)

Friends and Family test - Maternity Birth (Response
Rate)

Friends and Family test - Maternity Birth (Score)

June

July

August

September

October

November

December

January

February

March

RAG

May

G

46%

YTD

75

G

21%

68

G

16%

73

R

14%

57

G

19%

62

G

16%

79

G

16%

79

G

16%

68
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Friends and Family Test response rates - benchmarking data
This commentary presents the A&E and Inpatient Friends and Family Test results and data for May 2014.
• Inpatient data was submitted by 155 of the 156 Acute NHS Trusts as well as Independent Sector (IS) providers.
• A&E data was submitted by all 143 NHS providers of relevant A&E services
During May:
• The total number of inpatient responses for NHS Trusts was 118,552 (compared to 113,141 in April).
• The total number of inpatient responses for NHS and Independent Sector organisations combined was 124,169 (compared to 119,332 in
April).
• The total number of A&E responses was 137,471 in May (compared to 127,239 in April).
The inpatient score for NHS Trusts remained the same between April and May at 73. The A&E score decreased from 55 to 54.
Table 1 shows the FFT scores and rates for NHS Trusts and Independent Sector organisations for both FFT tests:

A&E
Inpatient

Rates
19.1%
35.9%

Scores
54
74

The results are calculated using the following formula:

Figure 1

Proportion of respondents who
would be extremely likely to
recommend (response category
“extremely likely”)

Minus

Proportion of respondents who would
not recommend (response category:
“neither likely nor unlikely”, “unlikely”
and “extremely unlikely”)
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Friends and Family Test response rates - benchmarking data
May 2014

Response rates
Provider name
England
CWW Area Team
Wirral
MCHFT
UHNS
ECT
Countess
UHSM
Central Manchester
Warrington and Halton

IP
35%
31%
27%
46%
19%
41%
26%
42%
23%
27%

A&E
19%
21%
28%
21%
1%
19%
17%
17%
19%
19%

Antenatal

Birth

17%
26%
29%
16%
1%
52%

23%
33%
33%
14%
5%
55%
27%
22%
14%
49%

23%
3%
45%

Post - ward Post - com Maternity

27%
33%
29%
19%
3%
58%
26%
34%
12%
51%

13%
14%
4%
16%
0.4%
41%
3%
13%
11%
15%

20%
27%
24%
16%
2%
51%
19%
23%
10%
40%
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The Friends and Family Test score for May for
inpatients for MCHFT is 75, this is based on 506
responses. All scores are based on the calculation
formula as described in Figure 1
MCHFT have achieved a response rate for inpatients of
46% against a target of 15%

The Friends and Family Test score for May within
the A/E Department at MCHFT is 68, this is based
on 548 responses.
MCHFT have achieved a response rate for A/E
services of 21% against a target of 15%

The Friends and Family Test score for May within the
Maternity department at MCHFT is combined score of
68 based on 203 responses.
MCHFT have achieved a combined response rate for
maternity services of 16% against a target of 15%
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CQUIN
Measures

RAG

April

YTD

96%

G

96%

96%

2014-15

100%

G

100%

100%

2014-15

100%

G

100%

100%

Target

Financial year

April

Dementia Case finding

90%

2014-15

Dementia Cases Diagnosed

90%

Dementia Cases Referred

90%

May

June

July

August

September

October

November

December

January

February

March
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CQUIN - Safety thermometer
Measures

June

July

August

September

October

November

December

January

February

March

RAG

May

Target

Financial year

April

May

Pressure Ulcers (All)

4.8%

2014-15

3.59%

2.04%

G

2.04%

Falls in hospital (with harm)

0.9%

2014-15

1.32%

1.11%

R

1.11%

UTI Catheter

1.0%

2014-15

0.04%

0.04%

G

0.04%

YTD

Falls
This chart demonstrates the number of in-patient falls for the period of May 2014.
For this financial year:
• 42.2% (62 falls) resulted in no harm
• 55.8% (82 falls) have resulted in low harm
• 2% (3 falls) resulted in moderate harm
• No falls have resulted in serious harm
The orange line demonstrates the cumulative total number of patient falls for
2013/2014. The purple line demonstrates the cumulative total number of patient
falls for 2014/2015. In May 2014 there were 82 patient falls that have been reported
compared to 88 in May 2013.
All patient falls continue to be monitored by the Patient Falls Prevention Group on a
monthly basis. Falls prevention interventions continue to be implemented across
the Trust.
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Report
Stroke Update
Hyperacute Service
If a stroke is caused by a blood clot, patients may be treated with a clot busting drug to try to disperse
the clot and return the blood supply to the brain. The drug is called Alteplase, or recombinant tissue
plasminogen activator (rt-PA). The process of giving this drug is known as thrombolysis. To achieve
the best results NICE guidance states that Alteplase should be given within four and a half hours of
the onset of stroke.
Hyperacute services at MCHFT
From July 2012 MCHFT has provided a 5 days a week, 9am - 5 pm service for thrombolysis. Initially,
this service was delivered by the stroke consultants and stroke specialist nurses. However, there has
been an education programme undertaken by Emergency Department Consultants and Senior
Emergency Department nurses to commence the procedures required for thrombolysis in the
Emergency Department. Education and training has been provided by the Stroke Consultants and
Stroke Specialist Nurses to senior nurses working in the stroke unit to expand the number of
practitioners able to manage a patient who requires thrombolysis. Currently out of hours there is a
Service Level Agreement with University Hospital of North Staffordshire (UHNS) to transfer patients to
UHNS. Future plans are in development to increase the service out of hours by joining the stroke
network using the Tele-Medicine facilities. Patients will then not have to travel to UHNS.
Stroke Services at MCHFT
In the period April 2013 to March 2014 239 patients were admitted to MCHFT with stroke. Of these
patients 17 fulfilled the criteria for thrombolysis which equates to 7.1%. Nationally the figures quote
between 1% - 11% patients following stroke require thrombolysis.

Figure 1: Dashboard to show the targets required for a stroke service and the performance at MCHFT
Direct admission to a stroke ward
stroke ward within 4 hours
90% of stay on stroke ward
High risk TIA clinic attendance
CT within 1 hour
CT within 24 hour

Target May-13 Jun-13 Jul-13 Aug-13 Sep-13 Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14
90%
82% 79% 76%
71%
88% 62%
62%
70% 82%
68%
70% 85%
81%
82%
90%
56% 57% 45%
54%
58% 42%
38%
45% 35%
47%
50% 53%
48%
61%
80%
74% 82% 79%
74%
79% 76%
77%
73% 62%
81%
70% 80%
81%
92%
70% 100% 100% 75%
33%
50% 67%
86%
0% 86%
0%
34% 60%
67%
100%
50%
60%
46% 55%
75%
85% 75%
67% 100% 89%
63%
90%
100%
100% 94.70% 94% 100%
88% 92%
88% **76% **79% **95% **100%
Pass
Within 10%
Fail
**

Changed to 12 hrs target

Monitoring of the stroke service performance and results against targets take place monthly at the
Clinical Quality and Patient Safety Review meeting with MCHFT and at the Quality and Performance
Committee
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Actions that MCHFT are taking to address the stroke targets
Performance metric
Actions taken / planned
Direct admission to stroke Provision of a stroke assessment trolley is expected to support timely
ward
assessment, appropriate treatment and placement of the suspected
stroke patient. Initiative to commence in August 2014
Audit of missed strokes/atypical presentations
Education sessions continue for staff in Emergency Division

Stroke Ward within 4
Hours

‘Capture stroke’ will be introduced. This is a software package that will
enable staff to capture interventions electronically at the point of
delivery. It will also act as a reminder for the timing of interventions.
Implementation scheduled for end July 2014
Audit of timings completed – using tracker form
Engagements sessions held with ED staff with further sessions planned
Engagement sessions held with Bed management team held
Stroke “champions” have been implemented in Emergency Department
Stroke nurses are transferring stroke patients to ward

90% of stay on stroke
ward

High Risk TIA clinic
attendance

Request for network to take the “midnight bed count” issue to RCP.
Implementation meetings with East Cheshire NHS Trust regarding Early
Supported Discharge (ESD) have been scheduled. ESD due to begin
1st December 2014
Removal of Email referral system which has been replaced with fax
system#
If a clinic slot cannot be found for a patient there is an escalation
process to Divisional General Manager as soon as this is known. If clinic
slot cannot be found then the stroke consultant will be asked to review
the patient as a ward attender.
The TIA service has an agreed Standard Operating Procedure with
UHNS for an out of ours referral service covering Friday evening to
Monday morning. The TIA referral fax is diverted to UHNS, in order that
high risk TIA patients can be seen in 24 hrs.

CT Within 1 hour
Ct within 12 hour (changed
from 24 hours in March
2014)

No issues at present
Further discussions required with radiology regarding changes to
standard
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Report
South Cheshire CCG complaints, concerns, PALS and SUIs (Leighton hospital)
Measures

Apr

May

Jun

Concerns

4

6

9

Complaints

0

1

0

PALS

0

2

0

Serious Untoward
Incidents

0

0

0

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

10
9
8
7
6

Complaints

5

Concerns

4

PALS

3

Serious Untoward Incidents

2
1
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

218 of 304

Report
NHS CHOICES
MCHFT achieved a 4.5 star rating based on 222 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There were 8 postings on NHS Choices during June 2014, 7 positive and 1 negative. The positive
comments related to care/treatment within General Surgery stating ‘the whole process was run with
excellent efficiency’. Two patients commented on their care in the A/E Department treated with
compassion and with dignity and respect. Child and Adolescent Service – ‘staff were magnificent’,
son’s stay was a ‘positive experience’ other positive comments referred to Orthopaedics, General
Medicine - ‘care was exceptional from start to finish’.
The 1 negative comment related to:
• A/E – the patient stated that they attended A/E and were greeted by the ‘rudest receptionist
that they had ever come across’, they also commented that the doctor was very rude and
patronising. MCHFT have not yet responded.
Responses received from MCHFT
MCHFT have responded to several postings on NHS choices which have also included
acknowledging the positive comments stating how important it is for this type of feedback, these
comments are fedback to the various departments.
•

Reply to posting in May General Medicine - stating records lost, allergies not noted, ‘care and
attention to detail could have been better’. – MCHFT replied: apologising that the patient did
not receive the care that she needed, and the lack of care or poor administration and offered
the patient a fuller response if they would furnish the team with what ward the patient was on
in order for the Customer Care Team to investigate.

Victoria Infirmary
Victoria infirmary - No postings during June 2014 on NHS Choices.
Mid Cheshire Hopsitals Foundation Trust (MCHfT) - Community Paediatric Quality Vists
A quality vist was undertaken by NHS Vale Royal Clinical Cominsioning Group (NHS Vale Royal
CCG) and South Cheshire Clinical Commisioning Group (NHS South Cheshire CCG) in July 2014
with Community Paediatrics team as a means of reviewing actions taken as a result of an external
review that was held in 2012 and to understand the current service delivery model. The main areas
reviewed were service capacity and impact on current service delivery; delivery of intervention linked
to care plans and provision through integrated working.
The Quality visit was led by the Clinical Project Manager and the Clinical lead from the Starting Well
team and representatives from the Quality team. A draft report is to be circulated to MCHfT for
accuracy checking and will be presented to the Quality and Performance Committee and both
Governing Bodies at a later date along with an agreed action plan. This will be followed by regular
meetings with the community Paediatric team to review ongoing actions and outcomes.
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EXTERNAL INSPECTIONS
Care Quality Commission (CQC) themed Inspection @ MCHFT – Dementia
This unannounced inspection was part of a themed inspection programme specifically looking at the
quality of care provided to support people living with dementia to maintain their physical and mental
health and wellbeing. The inspection team also looked at staffing levels at the request of the Clinical
Commissioning Group and the regulator Monitor.
The visit took place on 4th February 2014 and 5th February 2014. The inspection team visited the
Emergency Department and three wards in the Trust, one gastro-intestinal ward, one orthopaedic
ward and one older peoples care ward.
The inspection looked at four of the CQC standards and made a judgment on compliance:
•

Care and welfare of people who use services
Judgment
• The provider was not meeting this standard
• Care and treatment was not always planned and delivered in a way that was intended
to ensure patients’ safety and welfare
• The judgment was that this has a moderate impact on people who use the service and
have asked for an action plan

•

Cooperating with other providers
Judgment
• The provider was meeting this standard
• Patients health, safety and welfare was protected when more than one provider was
involved in their care and treatment, or when they moved between different services.
This was because the provider worked in co-operation with others.

•

Staffing
Judgment
• The provider was not meeting this standard
• There was not always enough qualified, skilled and experienced staff to meet patients’
needs
• The judgment was that this has minor impact on people who use this service, and have
asked for an action plan

•

Assessing and monitoring the quality of service provision
The service should have quality checking systems to manage risks and assure the health,
welfare and safety of people who receive care
Judgment
• The provider was not meeting this standard
• The provider did not have an effective system in place to identify, assess and manage
risks to health, safety and welfare of people who use the service and others
• The judgment was that this has a moderate impact on people who use this service,
and have asked for an action plan.
CQC received the action plan by the requested date of 6th July 2014.
MCHFT have sent the action plan to NHS South Cheshire CCG and NHS Vale Royal CCG.
This is currently under review and will be discussed at the Clinical Quality and Patient Safety
Review meeting in August 2014.
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BMI South Cheshire
Serious Untoward Incident (SUI)
There have been no serious untoward incidents in June 2014
NHS Choices
BMI - No postings during June 2014
Friends and Family Test (FFT)
The Friends and Family Test score for May for this BMI South Cheshire Private Hospital is 88, and a
response rate of 23%, this is based on 8 responses

Cheshire and Wirral Partnership (CWP)
Serious Untoward Incident (SUI)
There have been no serious untoward incidents in June 2014
NHS Choices
CWP - no postings during June 2014
CWP Update
• SUI’s
A number of SUI’s have been outstanding for some time due to the evidence being provided not
fully meeting the outcome from the action plans. When this has happened the relevant SUI would
be returned to CWP and more evidence sought, however this has led to some confusion as it did
not clarify what evidence we would deem as suitable.
With this in mind, Quality Improvement Manager and Clinical Quality Manager met with CWP
Head of Compliance and reviewed the evidence supplied and the action plans regarding
outstanding SUI’s, particularly the oldest cases. The discussion was very useful and Jo has made
a note of the evidence that would be required in order for the CCG quality leads to review them
and recommend them for closure.
In order to allow for the collation of the evidence it has been agreed that we would arrange for an
extra ordinary meeting of the Complaints and Incidents group where Jo Watts can present the
cases and the evidence so that they may be closed off, date to be confirmed.
•

Incident at CWP’s Saddlebridge Unit, Soss Moss, Nether Alderley
There was an incident at the Trust’s low secure unit, Saddlebridge, on the Soss Moss site in
Nether Alderley on Saturday 5 July. The situation was brought swiftly under control and CWP are
supporting the Police investigation, working closely with the commissioner of this service NHS
England.
Please find below a statement that was issued to the local media which provides a summary of
the situation:
A spokesperson from Cheshire and Wirral Partnership NHS Foundation Trust commented:
“Cheshire Police were called to an incident at 7.55pm on Saturday 5th July at Soss Moss
Hospital, a mental health facility in Nether Alderley. A disturbance had taken place following
which 14 patients from the ward were arrested for criminal damage offences. Patients and staff
from the ward are safe and have evacuated the area. Nobody was injured in this incident.
“We would like to make clear that at no point was the perimeter of the Unit breached. Staff
followed due procedure when the disturbance began. “A Police containment was put in place and
the patients voluntarily left the building under Police escort. Following procedure they were
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medically assessed prior to being retained in Police custody. “All patients have been bailed
pending further investigation and assessment of the evidence. Patients are being assigned to
other secure units in the North West. “A Police investigation into the cause of the disturbance is
ongoing.”
Notes: Saddlebridge Unit is a low secure mental health unit which can accommodate up to 15
males. 14 patients were on the Unit at the time of the incident.
11 of the 14 patients were transferred under police escort to Partnerships in Care. 3 patients
remain in police custody and NHS England has arranged beds for them. Nursing staff are
supporting patients at both locations.
There were no patients from NHS VR CCG at the unit at this particular time. However, CWP
advised us about the incident within agreed timescales and have provided regular updates.

East Cheshire Trust (ECT) – Community
Serious Untoward Incident (SUI)
ECT have reported 1 Serious Untoward Incidents in June 2014. This related to patient safety outside
of the South Cheshire area.
NHS Choices
BMI - No postings during June 2014
East Cheshire Trust, Community District Nurisng Quality Visit
Please see full report under separate agenda item.

East Cheshire Trust, Community District Nurisng Quality Visit
Following the change to the contract in April 2014, NHS South Cheshire Clinical Commissioning
Group (CCG) and NHS Vale Royal Clinical Commissioning Group (CCG) became lead
commissioners for the NHS Standard Contract for Community Services in the South Cheshire and
Vale Royal localities. The visit was an opportunity to meet and talk to District Nursing staff and
Community Matrons about the services they deliver and to seek their views about their experiences
since the reorganisation into the East Cheshire NHS Trust (ECT) provider services. The Quality team
accompanied by the clinical project leads for the Starting well and Ageing well programmes
completed a visit to the District Nursing Service on the 16th of May 2014. The draft report has been
circulated to East Cheshire NHS Trust for accuracy checking and will be presented to the Governing
Body at a later date. There will be further quality visits planned by the Ageing Well team and the
Staring well team to the DNS and other professional teams within the community.
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NHS South Cheshire CCG &
NHS Vale Royal CCG
Quality and Safeguarding Strategy Engagement Event 11 June 2014
The workshop was attended by approximately 70 delegates from various organisations i.e. NHS Vale
Royal CCG, NHS South Cheshire CCG, East Cheshire Trust, Cheshire Warrington and Wirral
Partnership Trust, Health Watch, NHS England, Care Quality Commission, Nursing Home Provider,
Local Authorities, Cheshire and Merseyside Commissioning Support unit, Cheshire without abuse,
Eastern Cheshire CCG, Pathway Community Interest Company etc. Colleagues participated in an
event providing a range of perspectives about the Quality and Safeguarding Strategy and
Compassion in Practice (6C’s). The aim of the sessions were to understand what Good looks like and
how we could use this to influence our delivery plan.
In the first instance delegates were asked to review the four ‘petals’ of the strategy (Putting people
first, Staff capabilities & Culture, Patient safety and Clinical effectiveness). Attendees gave their views
and opinions about the statements, how we can achieve ‘Good’, opportunities for working together
and how we can share.
The second task was to review the Compassion in Practice (6C’s) and again identify what good looks
like but also how can the 6C’s be demonstrated. Delegates were also asked to think of how people
could work together to champion good practice of embedding the 6C’s and challenging poor practice.
A fantastic response was achieved and plenty of discussion and output was captured on flipcharts
across the nominated areas. Feedback was provided to the room by each table allowing everyone to
hear what was considered to be the most pertinent points and also demonstrated the common ground
despite the varied backgrounds of the participants.
After the day the output was collated and themed into four areas: What is working, Future
possibilities, Challenges and Goals, this allowed for the content to be allocated. Some great examples
of pockets of positive collaboration were identified as was the need for more communication to take
place.
The CCG’s were challenged on the day about what our commitment would be going forward
especially in relation to the output that had been created on the day. With this in mind we are
committing to:
•
•
•
•
•
•

Communicating the collated and themed results from the sessions with all delegates
Having an engagement event with service users, patients and carers
Looking for opportunities were we can facilitate partnerships such as Connecting Care
to encourage joined up working
Applying the 6C’s to internal workstreams
Encouraging more use of patient stories
Build on patient, staff and provider engagement and feedback
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Report
NHS South Cheshire Clinical Commissioning Group
Activity Report June 2014
(Including: Complaints, MP Letters, PALS, Professional Concerns and Serious Incidents)
Section 1 – Activity by Process – June 2014

Table 1 - New Cases Received in Month
Type

Table 2 – Cases Closed in Month

April

May

June

Complaints

1

3

0

FOIs

18

21

IFR

32

Professional Concerns

April

May

June

Complaints

5

1

1

21

FOIs

20

5

29

20

31

IFR

33

28

33

4

14

20

Professional Concerns

6

8

6

MP Letters

1

0

0

MP Letters

0

2

2

PALS

11

10

9

PALS

11

9

10

SARS

0

0

1

SARS

1

2

0

2(0)

0(0)

0(0)

4(0)

0(0)

0(0)

69

68

82

80

55

81

Serious Incidents
(Never Events)
Grand Total

Type

Serious Incidents
(Never Events)
Grand Total
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Graph 2 – MP Letters
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Report
Reporting Group: NHS South Cheshire Governing Body
Report Title: MORTALITY REPORT
Date/Time: 7 August 2014
Author: Sue Cooke
Clinical Quality Manager

Reporting Period: 2014-14
Governing Body Lead: Judi Thorley
Executive Nurse

Purpose of Report
•
•
•

Agenda Item No.
2.5.2

Provide an update to NHS South Cheshire Governing Body about the
current performance of Mid Cheshire Hospitals NHS Foundation Trust
(MCHFT) against published mortality measures.
Provide an update on the outcome of the Quality Review of Mortality in
MCHFT held in May 2014.
Provide an update on the measures MCHFT have put in place to reduce
mortality rates and the collaborative working with NHS South Cheshire
Clinical Commissioning Group (CCG) and NHS Vale Royal Clinical
Commissioning Group (CCG).

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
Specifically this paper supports the CCG strategic objectives of:
•

•

ensuring that people have a positive experience of care
Treating and caring for people in a safe environment and protecting them from harm

Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem
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Recommendations
The Governing Body is asked to:i) note the summary update on Mortality measures at MCHFT
and
ii) note the outcome of the Quality Review of Mortality Review report held in May 2014.

Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: MORTALITY REPORT
1.0 Summary of Key Points
•
•
•
•

Mortality rates are still higher than expected at MCHFT. The next publication of the Summary
Hospital-level Mortality Indicator (SHMI) is on 30th July 2014. A verbal update will be given.
MCHFT is undertaking a number of initiatives to decrease mortality rates which will be
described in the report.
NHS South Cheshire CCG and NHS Vale Royal CCG are working collaboratively with MCHFT
to understand the initiatives being implemented to reduce mortality.
NHS England published the outcome of the Quality Review of Mortality at MCHFT which was
held in May 2014. There were 12 actions included in the report

2.0 Introduction
MCHFT have had higher than expected mortality rates since 2009. In 2010, MCHFT participated in
the Advancing Quality Alliance (AQuA) mortality collaborative. The initiatives implemented over a
twelve-month period reduced the mortality rate by 9 points. However, in the following 18 months the
national mortality measures increased to the higher than expected level.
There are a number of mortality indices that are used to measure mortality rates. However,
nationally the Summary Hospital-level Mortality Indicator (SHMI) is used in national and regional
reports. Therefore, this measure will be used throughout this report.
In the last eighteen months, NHS South Cheshire CCG and NHS Vale Royal CCG have been
working jointly and collaboratively with MCHFT to understand the reasons for the higher than
expected mortality rates.
Latest Position of SHMI
The diagram below shows the position of MCHFT compared to All England Secondary Care
Providers for the period October 2012 - September 2013. This is the most up to date published data
and it can be seen that MCHFT are still above the upper limit. The SHMI is due to be refreshed on
30th July 2014. If results are available at the time of the Committee meeting a verbal update will be
given.
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Current actions being undertaken by MCHFT to reduce mortality rates:
•
•
•

•
•
•

Continuing to work on actions in the reducing mortality action plan
Participation in the PRISM 2 study which will enable MCHFT to gain a greater
understanding of mortality at the Trust
Undertaking weekly case note reviews. Learning shared with clinical teams. Lay
member, NHS Vale Royal CCG and Executive Nurse attended a weekly case note
review and have reported back that this is a robust process with ownership of the
clinicians.
Mortality workshops being delivered to junior doctors and nursing staff
Divisional mortality groups minutes are received by the Hospital reducing mortality group
Clinical Divisions and the Hospital Mortality Reduction Group are undertaking an indepth mortality review when higher than expected mortality rates identified.

In 2013/14 the following in-depth reviews were undertaken:
• Respiratory care
• ENT
• Urology
NHS South Cheshire CCG and NHS Vale Royal CCG are represented at the following MCHFT
internal meetings where mortality is discussed:
•
•

Hospital Mortality Reduction Group
Quality, Effectiveness and Safety Committee (QuEST)

The In Hospital Mortality reduction action plan is monitored and challenged at the monthly NHS
South Cheshire CCG and NHS Vale Royal CCG Clinical Quality and Patient Safety Review
meeting.
3.0 A Review of services provided by MCHFT held by NHS England Cheshire Warrington and
Wirral Area
Purpose of the Review
In May 2014 NHS England Cheshire Warrington and Wirral Area Team (CWWAT) conducted a
review of MCHFT to gain assurance with regard to the quality of services provided. The review was
in response to a number of concerns although it was primarily focused on the Trusts Mortality rates
which have been higher than expected for over 12 months.
The review was chaired by the NHS England CWWAT Director. Participants consisted of
Commissioners from NHS South Cheshire CCG and NHS Vale Royal CCG, representatives from
the Nursing Directorate and Medical Directorate, CWWAT, representatives from Local Authorities
(Cheshire West and Chester Council and Cheshire East Council), Care Quality Commission,
Monitor and Healthwatch were in attendance.
Background
The Quality Surveillance Group (QSG) had been aware of the higher than expected mortality rates
at MCHFT since April 2013.
The Trust was invited to attend a QSG in August 2013 to discuss their actions to address the higher
than expected mortality rates.
Advancing Quality Alliance had been invited by the CCG’s and MCHFT to undertake a deep dive
which had not yet taken place in August 2013.
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In response to a mortality rate that had failed to improve then at the QSG in March 2014 it was
decided to escalate to a quality review. There were also a number of other concerns identified
which were discussed at the review.
Conduct of the meeting:
Part 1: Commissioner led review of all the intelligence available to the group presented in a
summary report.
Part 2: MCHFT presented their current position and detailed an overview of their work.
Part 3: Commissioner led session where intelligence was reviewed and at the end a feedback
session was held with the Trust.
At the end of the review there was a summary of discussions:
• It was acknowledged that MCHFT had put in place some actions to make the required
improvements to inpatient care and improve their mortality rates.
• There was a consensus amongst the participants that there should be collaboration and
support for MCHFT in order to make necessary changes.
• MCHFT governance arrangements need to be strengthened to ensure key messages are
received by all levels of staff at MCHFT.
• Review of the level of information shared between Commissioners and MCHFT to improve
communication and partnership working.
• The Health Overview and Scrutiny Committees from both local authorities need to be kept
up to date around the mortality measures to assure the public. A joint Health Overview and
Scrutiny committee meeting to be convened
The final report was published on 23rd June 2014. An action plan has been formulated with 12
actions included for the whole health economy. This will be incorporated in the In-hospital mortality
reduction action plan that MCHFT has developed incorporating the Advancing Quality Mortality
Review actions and MCHFT’s own actions. The In-Hospital Mortality action plan is monitored
through the Clinical Quality and Patient Safety Review meeting.
Joint Health Overview and Scrutiny Committee held on 23rd July 2014
The meeting focused on a whole system quality review of mortality for the South Cheshire and Vale
Royal footprint.
Present were representatives from the two local authorities, Cheshire East Council (CEC) and
Cheshire West and Chester Council (CWAC), NHS England, NHS Vale Royal CCG and NHS South
Cheshire CCG, Healthwatch and MCHFT.
Prior to the committee meeting, Advancing Quality Alliance (AQuA) delivered an awareness
session for both scrutiny committees around mortality rates and some of the data and language
used.
The members were able to question all the parties present on a range of themes which included:
• Data – available statistical data and actions taken since the increase in mortality rate in
2011. There was discussion around the next release of mortality data which is at the end of
July 2014. There are indications that MCHFT will be in the expected range of mortality
(although still at the high end of the range). It was recognized that work currently happening
both in the hospital and in the community will continue. This will ensure that improvements
become embedded and owned across the health economy
•

Whole system issues and influences including collaborative problem solving, partnership,
peer working and involvement in clinical networks. Working together to utilise learning from
audit undertaken in the hospital and community. Review and consideration of care pathways
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and care bundles, focused on specific disease areas with higher mortality. Areas for joint
working within Primary Care include consideration of avoidable admissions and appropriate
discharge planning. Specifically working across the whole pathway for palliative care and
end of life care. MCHFT are participating in the PRISM2 (Preventable Incidents, Survival
and Mortality) study. This study will provide a national baseline for avoidable deaths against
which NHS England will compare future estimates following the introduction of a new
national measure of avoidable death based on case record review in 2014/15
Culture of the organisation:
• Recruitment and retention particularly cover at weekends and out of hours for nursing and
medical staffing.
• Understanding of staff about mortality figures and ownership of actions to improve.
 Board level scrutiny and leadership across the organisation
 Management of and using learning from compliments, complaints, patient and staff surveys
Outcomes of the meeting were:
• To hold a follow up session in February 2015 to evidence improvements
• Commissioners and MCHFT to continue to work together to scrutinise MCHFT’s governance
processes which will provide assurance and support delivery of the mortality action plan*
• Continue the whole health economy discussions around how health services will be
commissioned and provided in the future
*Please note NHS South Cheshire CCG and NHS Vale Royal CCG continue to work with MCHFT to finalise the draft
mortality action plan which combines MCHFT current actions and recommendations from reviews undertaken. This is
currently going through their organisational governance processes to ensure ownership at all levels. A summary of the
action plan will be provided to the Governing Body in October 2014.
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Report
Reporting Group: NHS South Cheshire Governing Body
Report Title: SAFE STAFFING
Date/Time: 7 August 2014
Author: Sue Cooke
Clinical Quality Manager

Reporting Period: 2014-14
Governing Body Lead: Judi Thorley
Executive Nurse

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with information to support the
implementation of the requirements set out in the National Quality Board (NQB)
report ‘ How to ensure the right people, with the right skills, are in the right
place at the right time’ published in November 2013 and National Institute for
Health and Excellence (NICE) Guidance on Safe Staffing published in July
2014

2.5.3

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
Specifically this paper supports the CCG strategic objectives of:
•

•

ensuring that people have a positive experience of care
Treating and caring for people in a safe environment and protecting them from harm

Strategic Objectives

Our Vision

•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

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

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem
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Recommendations
The Governing Body is asked to:i)

note the summary update on Safe Staffing

Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: SAFE STAFFING
1) Overview
1.1 The Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, published in
February 2013 called for a ‘fundamental change’ across both health and social care to put
patients first at all times. Robert Francis QC, the Inquiry Chair, called for action across six core
themes; culture, compassionate care, leadership, standards, information and openness
transparency and candour and made 290 recommendations.
In July 2013, the Cavendish Review. An Independent Review into Healthcare Assistants and
Support Workers in the NHS and social care settings was published in response to the Francis
report and Winterbourne View report. Camilla Cavendish, a journalist, was commissioned to
carry out an independent review into Healthcare Assistants (HCA) and support workers in the
NHS and social care. Time was spent with staff and patients in a number of organisations
where HCA’s and support workers were employed. The themes of the review were
recruitment, training, supervision, support and public confidence. The findings and 18
recommendations made in the Cavendish report were structured around these themes.
According to Cavendish, her recommendations were made using two guiding principles, using
examples of the initiatives the best employers are already doing when employing HCA’s and
support workers and aiming to reduce complexity e.g. there are a number of job titles for
HCA’s and support workers. One of the major recommendations states that all Healthcare
Assistants and social care support workers should have the same basic training, based on
existing best practice.
In November 2013 the Department of Health published ‘Hard Truths. The Journey to Putting
Patients First which set out responses to all 290 recommendations. The expectation for
nursing and midwifery was to ensure there was the right staff with the right skills to care for
patients. It was stated that this is the responsibility of Providers and Commissioners working in
partnership, listening to staff and patients to ensure high quality and compassionate care is
available to every person who needs it in any healthcare setting.
1.2 In recognition of the focus on the levels of Nursing, Midwifery and care staff on each ward and
department in NHS Trusts, the Chief Nursing Officer in England, members of the National
Quality Board and a cross-sector professional steering group developed a ‘How to’ guide to
support providers and commissioners.
1.3 Published in November 2013 by the National Quality Board ‘How to ensure the right people,
with the right skills, are in place at the right time: A guide to Nursing, Midwifery and care
staffing capacity and capability’ sets out system-wide expectations of providers and
commissioners.
1.4 In July 2014 the National Institute for Health and Care Excellence (NICE) published an
evidence-based guideline on safe staffing, with a particular focus on nurse staffing for
England. ‘Safe staffing for nursing in adult inpatient wards in acute hospitals’ is the first of a
series of guidelines in this new NICE programme. It makes recommendations on safe staffing
for nursing in adult inpatient wards in acute hospitals only, based on the best available
evidence.
1.5 Therefore consideration has been given to the recommendations in the latter two documents
with a focus on the responsibilities of NHS South Cheshire Clinical Commissioning Group
(CCG) and NHS Vale Royal Clinical Commissioning Group (CCG) around ensuring high
quality care through safe staffing levels.
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1.6 It should be recognised that nurse staffing is a complex area and has to take an account of
multiple factors. It must be matched to patients needs and is about skill-mix as well as
numbers, about other staff as well as nurses, and other settings as well as the hospital
environment.
2) National Quality Board: ‘How to ensure the right people with the right skills, are in place at
the right time: A guide to Nursing, Midwifery and care staffing capacity and capability’
2.1 This paper outlines expectations of both providers and commissioners for utilising good
leadership and common sense to getting right staff with the right skills at the right place at the
right time. However, it does not set out minimum staffing to patient ratio levels. It clearly
states that there is no single formula that can calculate the answer and the right answer will
differ across organisations and in different healthcare settings. Although there are a number
of case studies outlined in the report to assist organisations in meeting the required
expectations
2.2 There are ten expectations described in the document. Although only the high level narrative
around the expectations are described here, there are statements included with each one
stating why they are important and giving examples of what it means in practice.
1. Boards must take full responsibility for the quality of care provided to patients and
therefore must have a collective responsibility for Nursing, Midwifery and care staffing
capacity
2. Processes are in place to enable staffing establishments to be met on a shift by shift
basis
3. Evidence based tools are used to inform Nursing, Midwifery and care staff capacity
and capability
4. Clinical and managerial leaders foster a culture of professionalism and responsiveness
where staff feel able to raise concerns
5. A multi-professional approach is taken when setting Nursing, Midwifery and care
staffing establishments
6. Nurses, Midwives and care staff have sufficient time to fulfil responsibilities that are
additional to their direct caring duties
7. Boards receive monthly updates on workforce information and staffing capacity and
capability is discussed at a public board meeting at least every six months on the basis
of a full Nursing and Midwifery establishment review
8. NHS providers clearly display information about Nurses, Midwives and care staff
present on each ward, clinical setting, department or service on each shift.
9. Providers of NHS Services take an active role in securing staff in line with their
workforce requirements
10. Commissioners actively seek assurance that the right people with the right skills are in
the right place within the providers with whom they contract
2.3 Actions around these ten expectations are already being implemented in our local
healthcare providers.
•

From June 2014 each NHS Trust was required to upload their monthly staffing data by
shift for each adult inpatient ward onto NHS Choices with a link to their own website.
Presented in a spreadsheet format there is no narrative about why the figures may look
higher than expected or lower than expected. The numbers of patients on a ward and
their individual care needs are not yet being presented therefore interpretation of the
data is difficult. It should be acknowledged that this is only the beginning of the
process.
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•
•

In our local healthcare providers there have been papers received at the Trust Board
meetings for discussion about staffing capacity in June 2014.
There are clear displays on each ward around staffing levels updated daily or when
there are changes and show staffing levels shift by shift.

2.4 Actions for NHS South Cheshire CCG and NHS Vale Royal CCG:
•

•
•
•
•

•
•

NHS South Cheshire CCG and NHS Vale Royal CCG already seeks assurance that
the right people with the right skills are in the right place at the right time where we are
the Lead Commissioner, through receiving reports at the Clinical Quality and Patient
Safety Review meeting. However we will need to strengthen our assurance processes
for those healthcare providers where we are Associate Commissioners
Continue to monitor providers ‘quality and outcomes closely and use appropriate
contractual levers to bring about improvements
Continue to ensure that there is constant dialogue with providers about any issues
relating to safety of services and staffing levels especially those going through a cost
improvement programme
Triangulate the data on service quality with provider reports on actual staff available on
a shift to shift basis versus planned staffing levels using data uploaded to NHS
Choices.
On Quality visits to our providers we will use the Chief Nursing Officer’s initiatives from
Compassion in Practice the 6 C’s – Care, Compassion, Competence, Courage,
Communication and Commitment - to thread through our discussions with staff and
patients around the quality of care.
Share intelligence and information at our local Quality Surveillance Group
To work with the NHS South Cheshire CCG Practice Nurse Membership Council and
NHS Vale Royal Practice Nurse Membership Assembly to look at nurse staffing in
Primary Care.

3) NICE Safe Staffing guideline 1. Safe Staffing for nursing in adult inpatient wards in acute
hospitals
3.1 Published on 15 July 2014 this is the first guideline in a new NICE work programme. The
guideline identifies organisational and managerial factors that are required to support safe
staffing for nursing, and indicators that should be used to provide information on whether safe
nursing care is being provided in adult inpatient wards in acute hospitals.
3.2 Organisational Strategy: for Trust boards, senior management and commissioners
• Accountability for ward nursing staff establishments with a focus on patient care
• Responsiveness to unplanned changes
• Monitor adequacy of ward nursing staff establishments
• Promote staff training and education
4) Principles for determining nursing staff requirements: for registered nurses in charge of
individual wards or shifts
•
•
•

Use a systematic approach that takes into account the patient, ward and staffing
factors to determine nurse staff requirements. The use of a ‘red flag’ events system
that should trigger concern
Use a decision support toolkit to facilitate a systematic approach to determining
nursing staff requirements
Use professional judgment to make a final assessment of nursing staff requirements
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NICE does not give absolute minimums of nurse staffing levels but state that having more than
eight patients to one nurse on a ward should act as a trigger for checking if care is being
compromised. It states that the emphasis should not just be on the available number of staff, it
should be on delivering safe patient care and making sure that hospital management and nursing
staff are absolutely clear on best practice to do this.
5) Actions for NHS South Cheshire CCG and NHS Vale Royal CCG
In light of the recent publication of this document further work is being undertaken to understand
the implications of the guidance and to work with Providers to ensure there is compliance with
recommendations. Although nursing staff in GP Practices are not specifically mentioned in the
NICE guidance, the Practice Nurse Membership Council for NHS South Cheshire CCG and the
Practice Nurse Membership Assembly for NHS Vale Royal CCG, are also considering the
implications of this guidance for Primary Care.
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Report
Reporting Group: NHS South Cheshire Clinical Commissioning Group Governing Body
Report Title: NHS Constitution Measures 2014-15
Date/Time: 7 August 2014 / 14:00-17:00
Author: Stephen Evans, Head of Contracts

Reporting Period: Q2 2014-15
Governing Body Lead: Lynda Risk, Chief Finance
Officer

Purpose of Report

Agenda Item No.

This report provides the Governing Body members with details of the
key NHS performance measures for the respective CCGs and the
performance activity attributed by our main acute provider Mid Cheshire
Hospitals Foundation Trust (MCHfT) for the period ending April 2014.

2.5.4

The Joint Quality & Performance Committee is scheduled on 31 July
2014 to scrutinise the contents of the report and will have determined
that the proposed mitigating actions detailed in the exception reports are
sufficient to address those indicators that did not achieved target.
The report has been produced in collaboration with the Commissioning
Support Unit.
State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
This paper aims to provide the Governing Body with assurance against the NHS Constitution
Measures and Strategic objectives of the organisation.
Strategic Objectives
•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Our Vision
To maximise health
and wellbeing and
minimise health
inequalities, informed
by local voices and
delivered in
partnership.
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Recommendations
The Governing Body is asked to :
i)
ii)

Note the contents of the NHS Constitution Target measures 2014-15 for the period
pending April 2014; and
Note any exception updates against those measures which are experiencing adverse
activity and the mitigating actions to resolve the performance levels.

Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
No
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1.0

OVERVIEW

1.1

NHS England published ‘Everyone Counts, Planning for Patients 2014-15 to 2018-19' guidance in
December 2013, which set out the national priorities and a number of performance Targets. A
scorecard presents the trending headline measures together with the full data matrix which
summarises all the measures accountable to the respective commissioner levels held in Appendix 1
& 2. Data frequency may differ for certain metrics hence reported on a monthly, quarterly and
annual basis.

1.2

Further guidance describing the CCG Quality Premium and the CCG Assurance Framework helped
the CCG to identify the corporate performance targets for the coming year.

1.3

The CCG Assurance Framework will be used by the NHS England Local Area Team to assess how
well CCGs are performing against their plans to improve services and deliver better outcomes for
patients. This will be conducted at quarterly checkpoints where a review of delivery against the
strategic plan, which will include the standards in the NHS Constitution, and improvements against
the Outcomes indicators set out in the Everyone Counts.

2.0

PERFORMANCE SUMMARY

2.1

Those areas where performance has not met the target for the reporting period April 2014 are as
follows:
SCCCG
· Cancer 2 week wait (breast)
· Cancer 62 day consultant upgrade
· Ambulance - Category A (Red 2)
· GP written referrals
· 1st OP following a GP referral
· Other referrals

VRCCG
· Cancer 62 day basic
· Ambulance - Category A (Red 2)
· Stroke 90% of Time on Unit
· GP written referrals
· Daycases
· First Outpatient Attends
· Non Elective FFCEs
· Other referrals

Brief commentary has been provided by relevant lead manager which is included in the appended exception forms.
Dashboard summaries of key headline measures relating to the respective Clinical Commissioning Group relating to
patient experience; access to emergency services and other challenging areas:-

Note: All measures have been recoded in accordance with the 2014-15 guidance (Everyone Counts and CCG Outcomes Indicator Set).
Newly added lines include various activity measures (EL split into EL ordinary and DC; subsequent OP; A&E type 1; GP written referrals;
Other referrals; total referrals; first OP following GP referral); Emergency admissions following alcoholic liver disease; 3 maternity measures.
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Commissioner : NHS South Cheshire CCG

EVERYONE COUNTS : Planning for Patients 2014-15
COMMITMENTS & TARGETS
Thematic

Measure
Referral to Treatment (RTT) (Admitted)
Patients seen within in 18 weeks Standards

Other Challenge Areas

Access to emergency
Services

Patient Experience

Referral to Treatment (RTT) Incomplete
Excess waiters >52 weeks

STATUS @ A GLANCE
Target

Quarter 2

Quarter 3

Quarter 4

YTD

Trend

90.0%
0

Diagnostic Waits
Tests waiting no more than 6 weeks

99.0%

Cancer 62 day wait
Patients seen in 2 weeks and treated within 62 days

85.0%

Stroke
90% of time on stroke unit

80.0%

Reducing Health Care Acquired Infections
MRSA

0

Reducing Health Care Acquired Infections
C Diff

YTD

A&E Waiting Times
Patients spending 4 hours or less in A&E

95.0%

Ambulance
Calls response to within 8 minutes (Red 1)

75.0%

Delayed Transfers of Care (MCHfT)

Quarter 1

512

LOCAL MEASURES
Reduce Emergency readmissions within 30 days of
discharge from hospital: MCHfT as previous provider only
Emergency Admissions by GP referrals age 0 - 4 years
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13.5%

97
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Commissioner : NHS Vale Royal CCG

EVERYONE COUNTS : Planning for Patients 2014-15
COMMITMENTS & TARGETS
Thematic

Measure
Referral to Treatment (RTT) (Admitted)
Patients seen within in 18 weeks Standards

Other Challenge Areas

Access to emergency
Services

Patient Experience

Referral to Treatment (RTT) Incomplete
Excess waiters >52 weeks

STATUS @ A GLANCE
Target

Quarter 2

Quarter 3

Quarter 4

YTD

Trend

90.0%
0

Diagnostic Waits
Tests waiting no more than 6 weeks

99.0%

Cancer 62 day wait
Patients seen in 2 weeks and treated within 62 days

85.0%

Stroke
90% of time on stroke unit

80.0%

Reducing Health Care Acquired Infections
MRSA

0

Reducing Health Care Acquired Infections
C Diff

YTD

A&E Waiting Times
Patients spending 4 hours or less in A&E

95.0%

Ambulance
Calls response to within 8 minutes (Red 1)

75.0%

Delayed Transfers of Care (MCHfT)

Quarter 1

512

LOCAL MEASURES
Emergency readmissions within 30 days of discharge from
hospital: MCHfT Only

Page 4

14.8%
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APPENDIX 1 – NHS South Cheshire CCG

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

96.0%

EB_9

Cancer 31 day subsequent treatments - surgery

94.0%

EB_10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98.0%

EB_11

Cancer 31 day - Subsequent treatments radiotherapy

94.0%

EB_12

Cancer 62 day referral to first treatment -

85.0%

EB_13

Cancer 62 day referral to first treatment - NHS
screening referral

90.0%

EB_14

Cancer 62 day referral to first treatment - consultant
referral upgrade

85.0%

EB_15 (i)

Ambulance - Category A (Red 1) - 8 minute
response

75.0%

EB_15 (ii)

Ambulance - Category A (Red 2) - 8 minute
response

75.0%

EB_16

Ambulance - Category A - 19 minute response

95.0%

EB_S1

Mixed Sex Accommodation Breaches

0

EB_S2

Cancelled Operations - Percentage of patients not
offered a binding date within 28 days of a cancelled
operation.

EB_S3

Mental Health - % of patients on CPA discharged
from inpatient care who are followed up within 7 days

95%

EB_S4 (i)

Number of 52 Week RTT - Admitted>52weeks

0

EB_S4 (ii)

Number of 52 Week RTT - Non-admitted>52weeks

0

EB_S5

Number of 52 Week RTT - Incomplete>52weeks

0

EB_S5

Trolley Waits in A&E - 12hr waits from Decision to
Admit to Admission

0

EB_S6

Cancelled Operations - Number of Urgent
Operations Cancelled for a second time

0

EB_S7 (i)

Ambulance Handover Time - delays of over 30
minutes

EB_S7 (ii)

Ambulance Handover Time - delays of over 1 hour

EC_1

Elective Ordinary admissions (G&A)

Plans

EC_2

Daycases (G&A)

Plans

EC_3

Total Elective admissions (G&A)

Plans

EC_4

Non-Elective admissions (G&A)

Plans

Page 5

95.4%

95.4%

90.4%

90.4%

98.9%

98.9%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

87.0%

87.0%

100.0%

100.0%

80.0%

80.0%

83.8%

83.8%

67.9%

67.9%

97.2%

97.2%

0

0

0

0

0

0

0

0

0

0

0

0

Mthly

99.9%

Mthly

99.9%

286

286

Mthly

99.5%

1,560

1,560

Mthly

99.5%

Mthly

Qtr

0.0

Cancer 31 day first treatment

Mthly

EB_8

Mthly

93.0%

Mthly

Cancer 2 Week Wait - Non-suspected cancer breast
symptoms

Mthly

EB_7

Mthly

93.0%

Mthly

Cancer 2 Week Wait - All cancer two week wait

95.2%

Mthly

EB_6

95.2%

Mthly

95.0%

Mthly

A&E Waiting Times - 4hrs Waits

99.6%

Mthly

EB_5

99.6%

Mthly

99.0%

Mthly

Diagnostic Waits - 6 week waits

93.2%

Mthly

EB_4

93.2%

Mthly

92.0%

95.6%

Mthly

18 Week Referral to Treatment - Incomplete
Patients

95.6%

Mthly

EB_3

93.3%

Mthly

95.0%

93.3%

Mthly

18 Week Referral to Treatment - Non-Admitted
Patients

1,846

1,846

1,835

1,835
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Ageing
Well

Living well

Trend

Q1

Mthly

EB_2

Jun-14

Mthly

90.0%

May-14

Mthly

18 Week Referral to Treatment - Admitted Patients

YTD
Apr-14

Mthly

EB_1

Quarter 1

Starting
Well

Frequency

Target

Qtr

Measure

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

April

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

EC_8

A&E Attendances - number of attendances in A&E
(all)

EC_9

GP written referrals (G&A)

Plans

EC_10

Other referrals (G&A)

Plans

EC_11

Total referrals (G&A)

Plans

EC_12

First OP following GP referral (G&A)

Plans

EA_3

Mental Health - proportion of people who have
depression/anxiety who receive psychological
therapies

EA_S2

Mental Health - proportion who complete treatment
who are moving to recovery

ED_2

Patient Experience of Primary Care - % of patients
with positive experience of GP Services

Annual

C1.1

Potential Years of Life Lost (PYLL) (DSR)

Annual

2,029

C1.2

Mortality Rate - under 75 - CVD (DSR)

Annual

59

C1.6

Mortality Rate - under 75 - Respiratory Disease
(DSR)

Annual

25

C1.7

Mortality Rate - under 75 - Liver Disease (DSR)

Annual

15

C1.8

Emergency admissions for alcohol related liver
disease (DSR)

Annual

23

C1.9

Mortality Rate - under 75 - Cancer (DSR)

Annual

136

C1.13

Antenatal assessments < 13 weeks

C1.14

Maternal smoking delivery

15%

Qtr

C1.15

Breast feeding prevalence at 6-8 weeks

65%

Qtr

C2.2

Long Term Conditions - proportion of people feeling
supported to manage their LTC

C2.6

Emergency Admissions - Chronic Ambulatory Care
Sensitive Conditions

C2.7

Emergency Admissions - Asthma, Diabetes &
Epilepsy in under 19s

C3.1

Emergency Admissions - Acute Conditions that
should not usually require hospital admission

C3.2

Emergency Re-admissions - % within 30 days of
discharge from hospital

C3.3 (i)

PROMS - Hip Replacement

n/a

Qtr

0.46

C3.3 (ii)

PROMS - Knee Replacement

n/a

0.34

C3.3 (iii)

PROMS - Groin Hernia

n/a

0.08

C3.3 (iv)

PROMS - Varicose Veins

n/a

No data

C3.4

Emergency Admission -Children with Lower
Respiratory Tract Infections (LRTI)

C3.9

Stroke - patients who spend at least 90% of their
inpatient stay on a stroke unit

2,640

3,525

3,525

3,113

3,113

1,313

1,313

4,426

4,426

2,662

2,662

Qtr

Mthly

2,640

Qtr

10%
2013/14

4,585

Qtr

28

Mthly

129

Mthly

7

7

Mthly

256

256

13.0%

13.0%

9

9

Mthly

129

Mthly

64%

80%

83.3%

83.3%
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Ageing
Well

Living well

Trend

Starting
Well

Frequency

A&E Attendances - number of attendances in A&E
(type 1)

Qtr

Mthly

EC_7

4,585

Mthly

Plans

Q1

Mthly

Subsequent OP attendances (G&A)

Jun-14

Mthly

EC_6

May-14

Mthly

Plans

YTD
Apr-14

Mthly

First Outpatient Attendances (G&A)

Quarter 1

Mthly

EC_5

Qtr

Target

2012
2013
or
or
2012-13 2013-14

Qtr

Measure

Programme

Mthly

3. Helping people recover following episodes of ill health or injury

2. Enhancing quality of life

1: Preventing people from dying prematurely

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

April

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Patient Experience of Primary Care - % of patients
with positive experience of Out of Hours GP Services

C4.2

Patient Experience of Hospital Care

Annual

C4.3 (i)

Friends & Family Test (A&E)

Mthly

69

C4.3 (ii)

Friends & Family Test (InPatient)

Mthly

78

C5.3

HCAI - Overall number of cases of MRSA

0

C5.4

HCAI - Overall number of cases of C Difficile

33

LM1

Stroke - proportion of high risk TIA case investigated
and treated within 24 hours

60%

LM2

Reduce Emergency readmissions within 30 days of
discharge from hospital: MCHfT as previous
provider only

LM3

Emergency Admissions by GP referrals age 0 - 4 years

LM4

Delayed Transfers of care (MCHfT)

LM5

AF pts most at risk of catastrophic stroke who are
appropriately anti-coagulated

Key

Criteria
Everyone Counts
CCG Outcomes Indicator Set
Local Measures

0

0

0

0

Mthly

100.0%

13.5%

13.5%

Mthly

100.0%

97

97

512

512

1
2
3
4
5

Preventing people from dying prematurely
Enhancing quality of life
Helping people recover following episodes of ill health or injury
Positive experience of care
Safety & protection from harm
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Ageing
Well

Trend

Q1

Living well

Jun-14

Starting
Well

May-14

Annual

C4.1

Mthly

Frequency

YTD
Apr-14

Mthly

Target

Quarter 1

Mthly

Measure

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

5. Safety & protection
from harm

4. Positive experience of care

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

April

Reporting Period

APPENDIX 1 – NHS Vale Royal CCG

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

April

Reporting Period

EB_9

Cancer 31 day subsequent treatments - surgery

94.0%

EB_10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98.0%

EB_11

Cancer 31 day - Subsequent treatments radiotherapy

94.0%

EB_12

Cancer 62 day referral to first treatment -

85.0%

EB_13

Cancer 62 day referral to first treatment - NHS
screening referral

90.0%

EB_14

Cancer 62 day referral to first treatment - consultant
referral upgrade

85.0%

EB_15 (i)

Ambulance - Category A (Red 1) - 8 minute
response

75.0%

EB_15 (ii)

Ambulance - Category A (Red 2) - 8 minute
response

75.0%

EB_16

Ambulance - Category A - 19 minute response

95.0%

EB_S1

Mixed Sex Accommodation Breaches

0

EB_S2

Cancelled Operations - Percentage of patients not
offered a binding date within 28 days of a cancelled
operation.

EB_S3

Mental Health - % of patients on CPA discharged
from inpatient care who are followed up within 7 days

95%

EB_S4 (i)

Number of 52 Week RTT - Admitted>52weeks

0

EB_S4 (ii)

Number of 52 Week RTT - Non-admitted>52weeks

0

EB_S5

Number of 52 Week RTT - Incomplete>52weeks

0

EB_S5

Trolley Waits in A&E - 12hr waits from Decision to
Admit to Admission

0

EB_S6

Cancelled Operations - Number of Urgent
Operations Cancelled for a second time

0

EB_S7 (i)

Ambulance Handover Time - delays of over 30
minutes

EB_S7 (ii)

Ambulance Handover Time - delays of over 1 hour

EC_1

Elective Ordinary admissions (G&A)

Plans

EC_2

Daycases (G&A)

Plans

EC_3

Total Elective admissions (G&A)

Plans

96.4%

96.4%

98.2%

98.2%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

81.0%

81.0%

100.0%

100.0%

100.0%

100.0%

87.0%

87.0%

73.1%

73.1%

97.1%

97.1%

0

0

0

0

0

0

0

0

0

0

0

0

Mthly
Mthly

99.9%

99.9%

Mthly

99.5%

170

170

Mthly

99.5%

1,002

1,002

1,172

1,172
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Ageing
Well

Living well

Trend

Qtr

0.0

96.0%

Mthly

Cancer 31 day first treatment

Mthly

EB_8

Mthly

Cancer 2 Week Wait - Non-suspected cancer breast
93.0%
symptoms

Mthly

EB_7

Mthly

93.0%

Mthly

Cancer 2 Week Wait - All cancer two week wait

95.6%

Mthly

EB_6

95.6%

Mthly

95.0%

Mthly

A&E Waiting Times - 4hrs Waits

99.2%

Mthly

EB_5

99.2%

Mthly

99.0%

93.2%

Mthly

Diagnostic Waits - 6 week waits

93.2%

Mthly

EB_4

96.2%

Mthly

92.0%

96.2%

Mthly

18 Week Referral to Treatment - Incomplete
Patients

92.2%

Mthly

EB_3

92.2%

Mthly

95.0%

Q1

Mthly

18 Week Referral to Treatment - Non-Admitted
Patients

Jun-14

Mthly

EB_2

May-14

Mthly

90.0%

YTD
Apr-14

Mthly

18 Week Referral to Treatment - Admitted Patients

Quarter 1

Mthly

EB_1

2013
or
2013-14

Starting
Well

Target

Frequency

Measure

Qtr

NHS Code

Programme
2012
or
2012-13

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

April

Reporting Period

A&E Attendances - number of attendances in A&E
(type 1)

EC_8

A&E Attendances - number of attendances in A&E
(all)

EC_9

GP written referrals (G&A)

Plans

EC_10

Other referrals (G&A)

Plans

EC_11

Total referrals (G&A)

Plans

EC_12

First OP following GP referral (G&A)

Plans

EA_3

Mental Health - proportion of people who have
depression/anxiety who receive psychological
therapies

EA_S2

Mental Health - proportion who complete treatment
who are moving to recovery

ED_2

Patient Experience of Primary Care - % of patients
with positive experience of GP Services

Annual

C1.1

Potential Years of Life Lost (PYLL) (DSR)

Annual

2,610

C1.2

Mortality Rate - under 75 - CVD (DSR)

Annual

79

C1.6

Mortality Rate - under 75 - Respiratory Disease
(DSR)

Annual

19

C1.7

Mortality Rate - under 75 - Liver Disease (DSR)

Annual

17

C1.8

Emergency admissions for alcohol related liver
disease (DSR)

Annual

36

C1.9

Mortality Rate - under 75 - Cancer (DSR)

Annual

139

C1.13

Antenatal assessments < 13 weeks

C1.14

Maternal smoking delivery

15%

Qtr

C1.15

Breast feeding prevalence at 6-8 weeks

65%

C2.2

Long Term Conditions - proportion of people feeling
supported to manage their LTC

C2.6

Emergency Admissions - Chronic Ambulatory Care
Sensitive Conditions

C2.7

Emergency Admissions - Asthma, Diabetes &
Epilepsy in under 19s

2,559

2,559

1,791

1,791

820

820

2,611

2,611

1,433

1,433

Qtr

Mthly

1,927

Qtr

10%
2013/14

1,927

Qtr

24.9

66%

70

70

4

4
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Ageing
Well

EC_7

2,570

Living well

Plans

2,570

Trend

Starting
Well

Subsequent OP attendances (G&A)

Qtr

Frequency

EC_6

Mthly

Plans

1,001

Mthly

First Outpatient Attendances (G&A)

1,001

Mthly

EC_5

Q1

Mthly

Plans

Jun-14

Mthly

Non-Elective admissions (G&A)

May-14

Mthly

EC_4

YTD
Apr-14

Mthly

Target

Quarter 1

Mthly

Measure

2013
or
2013-14

Mthly

NHS Code

Programme
2012
or
2012-13

Mthly

2. Enhancing quality of life

1: Preventing people from dying prematurely

Domain

NHS Constitution & Outcomes Framework Measures

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

April

Reporting Period

C3.2

Emergency Re-admissions - % within 30 days of
discharge from hospital

C3.3 (i)

PROMS - Hip Replacement

n/a

Qtr

0.48

C3.3 (ii)

PROMS - Knee Replacement

n/a

Qtr

0.40

C3.3 (iii)

PROMS - Groin Hernia

n/a

Qtr

0.10

C3.3 (iv)

PROMS - Varicose Veins

n/a

Qtr

No data

C3.4

Emergency Admission -Children with Lower
Respiratory Tract Infections (LRTI)

C3.9

Stroke - patients who spend at least 90% of their
inpatient stay on a stroke unit

C4.1

Patient Experience of Primary Care - % of patients
with positive experience of Out of Hours GP Services

C4.2

Patient Experience of Hospital Care

Annual

C4.3 (i)

Friends & Family Test (A&E)

Mthly

69

C4.3 (ii)

Friends & Family Test (InPatient)

78

C5.3

HCAI - Overall number of cases of MRSA

0

C5.4

HCAI - Overall number of cases of C Difficile

18

LM1

Stroke - proportion of high risk TIA case investigated
and treated within 24 hours

60%

LM2

Reduce Emergency readmissions within 30 days of
discharge from hospital: MCHfT as previous
provider only

LM4

Delayed Transfers of care (MCHfT)

Key

Criteria
Everyone Counts
CCG Outcomes Indicator Set
Local Measures

125

14.1%

14.1%

3

3

Mthly

Mthly

125

75.0%

75.0%

0

0

0

0

Mthly

50.0%

14.81%

14.81%

512

512

1
2
3
4
5

Preventing people from dying prematurely
Enhancing quality of life
Helping people recover following episodes of ill health or injury
Positive experience of care
Safety & protection from harm

248 of 304
Page 10

Ageing
Well

Living well

Starting
Well

Trend

Q1

Annual

80%

Jun-14

Mthly

Emergency Admissions - Acute Conditions that
should not usually require hospital admission

May-14

Mthly

C3.1

Mthly

Frequency

YTD
Apr-14

Mthly

Target

Quarter 1

Mthly

Measure

2013
or
2013-14

Mthly

NHS Code

Programme
2012
or
2012-13

Mthly

5. Safety & protection
from harm

4. Positive experience of care

3. Helping people recover following episodes of ill health or injury

Domain

NHS Constitution & Outcomes Framework Measures

APPENDIX 3 – NHS South Cheshire CCG Exceptions Report

Exceptions - NHS South Cheshire CCG
First OP following GP referral (G&A)
Description
Activity
Plans

April

May
2,662
2,532

June
2,641

July
2,567

August
2,978

2,664

September October
2,926

2,905

November December January
3,204

2,669

2,961

February

March

2,834

3,076

CCG commentary : Stephen Evans
G.P Referrals have shown a consistent rise and the CCG in partnership with MCHFT
have established a task and finish group, with clinical representation to agree key
milestones, outcomes and objectives. The CCG have requested a market share
analysis to understand whether demand is increasing across all Providers or as a
result of Patient Choice within specific organisations.

First OP following GP referral (G&A)
3,500
3,000
2,500

Other Key Initiatives within Primary Care include the development practice specific
information packs highlighting areas of clinical variation. To further support this work
there will be peer review visits to all practices with the aim of understanding
outcomes in relation to any clinical variation.

2,000
1,500

1,000

BI commentary
This measure has been added to the report this year as a consequence of additional
performance reporting requirements.

500
0

Data Source: Unify (MAR)

GP written referrals (G&A)
Description
Activity
Plans

April

May
3,113
2,856

June
3,011

July
3,276

August
3,180

3,302

September October
3,295

3,144

November December January
3,292

2,974

3,140

February

March

3,147

3,339

CCG commentary : Stephen Evans
G.P Referrals have shown a consistent rise and the CCG in partnership with MCHFT
have established a task and finish group, with clinical representation to agree key
milestones, outcomes and objectives. The CCG have requested a market share
analysis to understand whether demand is increasing across all Providers or as a
result of Patient Choice within specific organisations.

GP written referrals (G&A)
4,000
3,500
3,000

Other Key Initiatives within Primary Care include the development of practice specific
information packs highlighting areas of clinical variation. To further support this work
there will be peer review visits to all practices with the aim of understanding
outcomes in relation to any clinical variation.

2,500

2,000
1,500
1,000

BI commentary
This measure has been added to the report this year as a consequence of additional
performance reporting requirements.

500
0

Data Source: Unify (MAR)

Other Referrals (G&A)
Description
Activity
Plans

April

May
1,313
1,292

June
1,346

July
1,469

Other Referrals (G&A)
1,600
1,400
1,200
1,000
800
600

August
1,419

1,475

September October
1,485

1,440

November December January
1,504

1,411

1,464

February

March

1,473

1,522

CCG commentary : Stephen Evans
The Planned Care Team have undertaken a high level review of available planned
care data and clinical outcomes to develop priorities for further, more detailed data
analysis and service review. As a result of this initial data analysis, ENT and General
Surgery were agreed as priorities for the next three months. MCHFT are have
agreed to be part of a task and finish group to understand this activity. In addition,
the group will be clinical led and with representatives involved from both
organisations with from key representation the Primary Care team to enable an end
to end review. Prioritisation of the key milestones, outcomes and objectives are
being finalised collaboratively to ensure consistency across Acute and Primary Care
with the expectation that a final report will be finalised by the end of August.

400

BI commentary
This measure has been added to the report this year as a consequence of additional
performance reporting requirements.

200
0

Data Source: Unify (MAR)
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Ambulance - Category A (Red 2) - 8 minute response
Description
% performance
National Target

April

May
67.9%
75%

June
75%

July
75%

August
75%

75%

September October
75%

75%

November December January
75%

75%

75%

February

March

75%

75%

CCG Commentary : Sue Milne
NWAS are measured against all targets at contract level and not CCG Level. The
trust have achieved the targets for the year 13/14 at contract level
The Cheshire CCGs areas have consistently failed against the national targets
throughout 2013/14, and that this is against a backdrop of activity consistent with
planned contract levels and significant upfront investment.
NWAS to continue to report performance at CCG level.
A deep dive into ambulance performance has been started across South Cheshire,
Vale Royal and East Cheshire CCGs to identify pinch points (geographically, days,
times etc) and implement initiatives that will support an improvement in performance
across the 3 CCGs. This will include more "hear and treat" and "see and treat"
pathways and partnership working with GPs, OOHs, UCC and the ED. The outcome
of the work being undertaken over the next 5 months will be reported to all
appropriate bodies once complete BI commentary

Ambulance - Category A (Red 2) - 8 minute
response
80.0%
70.0%
60.0%
50.0%

40.0%
30.0%
20.0%
10.0%
0.0%

Data Source: NWAS website

Cancer 2 Week Waits - breast symptoms
Description
% performance
National Target

April

May
90.4%
93%

June
93%

July
93%

August
93%

93%

September October
93%

93%

November December January
93%

93%

93%

February

March

93%

93%

CCG commentary
7 out of 73 patients did not attend their first appointment within 14 days. All of these
were patient choice. There was capacity in clinics for these patients to be seen. We
have and continue to work with GP's to ensure that the patients they refer on this
pathway are informed that an appointment will be offered within 14 days and it is
important to make all efforts to attend this.

Cancer 2 Week Waits - breast symptoms
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

BI commentary

Data Source: Open Exeter

Cancer 62 day referral to first treatment - Consultant upgrade
Description
% performance
National Target

April

May
80.0%
85%

June
85%

July
85%

August
85%

Cancer 62 day referral to first treatment - Consultant
upgrade
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

85%

September October
85%

85%

November December January
85%

85%

85%

February

March

85%

85%

CCG commentary
We have no standard set on this. 1 out of 5 patients who were upgraded onto a
cancer pathway did not receive their first treatment within 62 days. This was a rare
cancer that was transferred to Liverpool. The patient declined the first offered date
for surgery which was within 62 days

BI commentary

Data Source: Open Exeter
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APPENDIX 4 – NHS Vale Royal CCG Exceptions Report

Exceptions - NHS Vale Royal CCG
GP written referrals (G&A)
Description
Activity
Plans

April

May
1,791
1,551

June
1,619

July
1,756

August
1,696

September October

1,773

1,794

1,725

November December January
1,796

1,633

February

1,748

1,714

March
1,787

CCG commentary : Stephen Evans
G.P Referrals have shown a consistent rise and the CCG in partnership with MCHFT
have established a task and finish group, with clinical representation to agree key
milestones, outcomes and objectives. The CCG have requested a market share
analysis to understand whether demand is increasing across all Providers or as a
result of Patient Choice within specific organisations.

GP written referrals (G&A)
2,000
1,800
1,600
1,400
1,200
1,000
800
600
400
200
0

Other Key Initiatives within Primary Care include the development of practice specific
information packs highlighting areas of clinical variation. To further support this work
there will be peer review visits to all practices with the aim of understanding
outcomes in relation to any clinical variation.
BI commentary
This measure has been added to the report this year as a consequence of additional
performance reporting requirements.

Data Source: Unify (MAR)

Other referrals (G&A)
Description
Activity
Plans

April

May
820
745

June
787

July
819

August
826

September October
841

858

847

November December January
884

816

February

856

March

853

911

CCG commentary : Stephen Evans
The Planned Care Team have undertaken a high level review of available planned
care data and clinical outcomes to develop priorities for further, more detailed data
analysis and service review. As a result of this initial data analysis, ENT and General
Surgery were agreed as priorities for the next three months. MCHFT are have
agreed to be part of a task and finish group to understand this activity. In addition,
the group will be clinical led and with representatives involved from both
organisations with from key representation the Primary Care team to enable an end
to end review. Prioritisation of the key milestones, outcomes and objectives are
being finalised collaboratively to ensure consistency across Acute and Primary Care
with the expectation that a final report will be finalised by the end of August.

Other referrals (G&A)
2,000
1,800
1,600
1,400
1,200
1,000
800
600
400
200
0

BI commentary
This measure has been added to the report this year as a consequence of additional
performance reporting requirements.

Data Source: Unify (MAR)

First Outpatient Attendances (G&A)
Description
Activity
Plans

April

May
2,570
2,464

June
2,483

July
2,480

August
2,791

First Outpatient Attendances (G&A)
2,000
1,800
1,600
1,400
1,200
1,000
800
600
400
200
0

2,288

September October
2,558

2,601

November December January
2,544

2,435

February

2,627

2,444

2,829

CCG commentary : Stephen Evans
The Planned Care Team have undertaken a high level review of available planned
care data and clinical outcomes to develop priorities for further, more detailed data
analysis and service review. As a result of this initial data analysis, ENT and General
Surgery were agreed as priorities for the next three months. MCHFT are have
agreed to be part of a task and finish group to understand this activity. In addition,
the group will be clinical led and with representatives involved from both
organisations with from key representation the Primary Care team to enable an end
to end review. Prioritisation of the key milestones, outcomes and objectives are
being finalised collaboratively to ensure consistency across Acute and Primary Care
with the expectation that a final report will be finalised by the end of August.
BI commentary

Data Source: Unify (MAR)
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March

Daycases (G&A)
Description
Activity
Plans

April

May
1,002
856

June
881

July
977

August
954

September October

1,025

1,015

998

November December January
1,041

949

February

1,027

1,027

March
1,065

CCG commentary : Stephen Evans
The Planned Care Team have undertaken a high level review of available planned
care data and clinical outcomes to develop priorities for further, more detailed data
analysis and service review. As a result of this initial data analysis, ENT and General
Surgery were agreed as priorities for the next three months. MCHFT are have
agreed to be part of a task and finish group to understand this activity. In addition,
the group will be clinical led and with representatives involved from both
organisations with from key representation the Primary Care team to enable an end
to end review. Prioritisation of the key milestones, outcomes and objectives are
being finalised collaboratively to ensure consistency across Acute and Primary Care
with the expectation that a final report will be finalised by the end of August.

Daycases (G&A)
1,200

1,000
800

600
400

BI commentary
This measure has been added to the report this year as a consequence of additional
performance reporting requirements.

200
0

Data Source: Unify (MAR)

Non-Elective admissions (G&A)
Description
Activity
Plans

April

May
1,001
949

June
958

July
901

August
1,011

September October
934

921

1,004

November December January
1,013

1,029

February

989

895

March
1,027

CCG commentary : Stephen Evans
The Non-Elective admissions have shown an increase however the CCG has
mitigated the impact by agreeing a block agreement with MCHFT for all of urgent
care (i.e. A&E front of house and non-elective admissions). The CCG negotiated this
within the 2014/15 contracting round to ensure any innovation within pathways and
redesign can happen without there being a financial consequence to both
commissioner and provider. In addition, the block arrangements are designed to
allow any investment from the Provider Board within Integrated Teams to have an
impact later within 2014/15.

Non-Elective admissions (G&A)
1,200
1,000
800
600
400

BI commentary

200
0

Data Source: Unify (MAR)

Ambulance - Category A (Red 2) - 8 minute response
Description
% performance
National Target

April

May
73.1%
75%

June
75%

July
75%

August
75%

Ambulance - Category A (Red 2) - 8 minute
response
80.0%
70.0%

60.0%
50.0%
40.0%

30.0%
20.0%
10.0%

75%

September October
75%

75%

November December January
75%

75%

February

75%

75%

75%

CCG commentary
NWAS are measured against all targets at contract level and not CCG Level. The
trust have achieved the targets for the year 13/14 at contract level
The Cheshire CCGs areas have consistently failed against the national targets
throughout 2013/14, and that this is against a backdrop of activity consistent with
planned contract levels and significant upfront investment.
NWAS to continue to report performance at CCG level.
A deep dive into ambulance performance has been started across South Cheshire,
Vale Royal and East Cheshire CCGs to identify pinch points (geographically, days,
times etc) and implement initiatives that will support an improvement in performance
across the 3 CCGs. This will include more "hear and treat" and "see and treat"
pathways and partnership working with GPs, OOHs, UCC and the ED. The outcome
of the work being undertaken over the next 5 months will be reported to all
appropriate bodies once complete BI commentary

0.0%

Data Source: NWAS website
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March

Stroke - 90% of time on a stroke unit
Description
% performance
National Target

April

May
75.0%
80%

June
80%

July
80%

August
80%

80%

September October
80%

80%

November December January
80%

80%

February

80%

March

80%

80%

CCG Commentary : Sue Cooke
MCHFT - performance in April 2014 was 81%
There were 31 patients who were on the stroke unit in May 2014. 25 of these patients
spent 90% of their time on the Stroke Unit.
Of the 6 patients who did not spend 90% of their time on the stroke unit
3 patients were short stay patients who were cared for on the Acute Medical unit
overnight prior to discharge. 2 patients had other health problems which necessitated
admission to another specialist ward.
1 patient was transferred to the rehabilitation ward - 21B

Stroke - 90% of time on a stroke unit
90.0%
80.0%

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%

BI commentary
This is the performance for the CCG as a whole (where data has been submitted by
key providers) and not for a particular Trust.

10.0%
0.0%

Data Source: Providers

Cancer 62 day referral to first treatment
Description
% performance
National Target

April

May
81.0%
85%

June
85%

July
85%

Cancer 62 day referral to first
treatment
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

August
85%

85%

September October
85%

85%

November December January
85%

85%

February

85%

85%

85%

CCG commentary: Tracey Wright
4 out of 21 patients did not receive their first treatment in 62 days. This was 2 Gynae
patients, 1 lung patient and 1 Upper GI patient. 3 of these were due to very complex
clinical diagnostics required to diagnose the cancer and determine best treatment
option and 1 was due to the patient being unwell on the day of surgery, so it had to
be postponed

BI commentary

Data Source: Open Exeter
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Finance Report – Month 3 2014/15
Date/Time: 7th August 2014, 14:00-17:00
Author: Sue Lowe, Senior Finance Officer

Reporting Period: 2014/15
Governing Body Lead: Lynda Risk,
Chief Finance Officer

Purpose of Report

Agenda Item No.

The purpose of this report is to provide the Governing Body with the financial
position for Month 3; 2014/15. This report is based on the current financial
information available to the CCG and reports the required financial targets
specified by the NHS England and the CCG constitution.

2.6.1

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The paper shows how the NHS South Cheshire CCG has applied its financial resources in 2014/15
to support its vision, aims and values.
Strategic Objectives
•

Objective 1 - Preventing people from dying prematurely

•

Objective 2 - Enhancing quality of life for people with long-term
conditions

•

Objective 3 - Helping people to recover from episodes of ill health or
following injury

•

Objective 4 - Ensuring that people have a positive experience of care

•

Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Our Vision
To maximise health
and wellbeing and
minimise health
inequalities, informed
by local voices and
delivered in
partnership.
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Recommendations
The Governing Body is asked to:
a. note that the CCG is forecasting a surplus of £1.020 million, being 0.5% of the income and in line
with the plan; and
b. note the budgetary shortfall of £0.179 million (previously reported £0.714 million), the budgetary
shortfall will be reviewed again when all the provider contracts are finalised, although we do not
expect this to cause significant movement; also the early year net forecast underspends of £0.334
million resulting in total potential excess surplus of £0.155 million, which will be held as a general
contingency to manage risk; and
c. note the NHS England announcement of non- recurrent funding in the current year for urgent care of
£1.078 million. Also the potential funding for referral to treatment standards that will be allocated to
the Area team, the notional value of this potential funding is £0.7 million, plans are being developed
with Mid Cheshire Hospitals to gain access to this funding; and
d. note the offer of settlement from NHS England for the potential transfer of Primary Care Schemes to
the CCG of only 50% of the cost of the schemes in 2013/14; a separate report has been prepared for
the Governing Body to consider; and
e.

note the indicated transitional funding for GP Primary Care Information Technology of £0.175m.
Responsibility will transfer from the Area Team (NHS England) to the CCG in the current year. A
recurrent allocation £0.446 million is being allocated however, the cost of the service is circa £0.7 million,
the non-recurrent transitional funding will address most of the shortfall for 2015/16. However there is no
guarantee of future transitional funding, although indication is that it will continue into 2015/16, but at a
reduced value.

f.

note the statement of financial position, the cash planning and the reported Better Payment
Practice Code performance as at month 3.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
No
Yes

Resources
Issues outlined
Yes
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Report Title: Finance Report – Month 3 2014/15
1.0 Introduction
1.1
This report sets out the Financial Position for 2014/15, as at month 03, for NHS South Cheshire
CCG. This report follows the previous formal Governing Body report of 5th June 2014.
2.0 Financial Overview
2.1

The CCGs estimated resource at Month 3 is £204.506 million (as previously reported)
including running costs of £4.238 million (circa £24 per head of population).

2.2

The forecast surplus is £1.020 million in line with the planned surplus being 0.5% of the
CCG’s resource. A summary forecast position is shown in Table 1 below:-

Table 1

Summary Position

Recurrent
£000

Total Planned Resource
Total Planned Expenditure

Non
Recurrent

Total

£000

£000

202,565

1,942

204,507

(202,565)

(922)

(203,487)

Planned Surplus

-

1,020

1,020

Forecast Surplus

-

1,020

1,020

% of resource (plan)

-

0.5%

0.5%

2.3

The 2013/14 surplus of £1.983 million (2013/14 control total £1.942 million) is expected to be
returned to the CCG in 2014/15. There is a risk to the CCG as this has yet to be confirmed
by NHS England and it has been indicated that the CCG will only receive the control total
value of £1.942 million.

2.4

For Healthcare Services covered by the NHS standard contract, the budgets allocated are
being compared to the actual agreed contracts as they are agreed, most contracts are now
agreed it is not expected that there will be any major differences for the remaining
contracts; the budgets will be adjusted to reflect the agreed contract value once signed.

2.5

The three key risks for the delivery of the 2014/15 position are secondary care over
performance with the level of over performance at Mid Cheshire Hospitals likely to cause
the greatest concern, continuing health care assessments and complex case claims
relating to learning disabilities, and the impact of NHS England adjustments including
Primary Care, the national shortfall relating to NHS Property Services and the National
risk pool for CHC legacy claims. The risks are considered in more detail later in the report.

2.6

Table 2 below summaries the potential impact of transfers of service or cost measured
against the potential resource to be received. A letter has been received from NHS
England regarding the potential transfer of Primary Care Schemes to the CCG, offering
only 50% of the cost of the schemes in 2013/14. A more detailed separate report has
been prepared for the Governing Body to consider the shortfall in funding.
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Table 2
Potential transfers of service or cost measured against
potential resource

Potential
resource
£000

Primary Care Information Technology
National Risk Pool for CHC restitution Claims
NHS Property Services (National Shortfall)
Primary Care Schemes
Shortfall of return of surplus from 2013/14
Total

Cost to CCG
£000

446
700
767
- Unknown
300
573
48
746
2,088

2.7 Following the budget book approval, there was a forecast budget shortfall of £0.953
million; however, based on limited current data at month 3, and the budget adjustments
following agreement of provider contracts (at the time of writing the report), reduces the
budgetary shortfall to £0.179 million (previously reported at month 1 £0.714 million).
Forecast over/under spends are based on limited data at month 3 and are reported at
£0.334 million underspent.
The budgetary shortfall of £0.179 million, together with the forecast underspends of
£0.334 million, results in a potential excess surplus of £0.155 million, which will be held
as a general contingency to manage risk.
The CCG is continuing to report its target surplus of £1.020 million, recognising
that with little data available, it is too soon to amend the CCG forecast surplus.
See Table 3 below:Table 3
Forecast position

Budgetary shortfall(Unidentified QIPP as agreed by the
Governing Body was £0.953 million; moving to £0.714
million at month 1)

Forecast
Month 1
£000

Forecast
Month 3
£000

(714)

(714)

Budget changes for agreed/estimated contracts
Budgetary Shortfall month 03

535
(714)

(179)

Forecast(overspends)/underspends month 3
Acute & Community Contracts

253

Continuing Care Services

(277)

Other Contracts

64

Running Costs

-

Prescribing Savings

86

Other Programme

208

-

Total forecast (overspends)/underspends month 3

334

Adjusted uncommitted (over spent) general reserve

(714)

155

MEMO potential (shortfall)/excess forecast surplus

(714)

155
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3.0 Key Financial Risks
3.1

The key financial risks are detailed in the corporate risk register and will need to be
monitored closely as we move through the year. Table 4 below summarises the entries made
on the risk register, these have been included to aid understanding of the finance report, the
full risks can be found on the corporate risk register and also within the Audit and
Governance Report.

Table 4

1
2
3
4
5
6
7
8
9
10
11

Risk Title as per corporate Risk Register

Risk Rating

Year

Risk

allocations & top slices
public health allocation/services
specialised commissioning
over performance and contract settlement
financial systems
QIPP
continuing care/learning disability back log of
applications & restitution claims

Medium
Low
Medium
High
Low
Medium

2014/15
2014/15
2014/15
2014/15
2014/15
2014/15

0-£2 million
0-£1 million
0- £2 million
0-£4 million
Audit risk
0-£1 million

Medium

2014/15

mental health- payment by results
Learning Disability pooled arrangement
Forecast surplus and control total
Integration Agenda within existing resource
2015/16

Low
Medium
Medium

2014/15
2014/15
2014/15

0-£2 million
future costs
value unknown
0-£1 million
0-£2 million

Medium

2015/16

0- £10million

3.2

The highest risk for the current year is secondary care over performance. The performance
against contract will be monitored closely during the year.

3.3

The CCG will also need to finalise the impact of the remaining contract settlements.

3.4

The CCG will be required to contribute to the national legacy restitution risk pool for CHC at
£0.767 million, and will also be required to account for any new claims that arise in 2014/15,
however it is unclear where the statutory responsibility lies for the legacy claims, national
discussions continue and we await final clarity from NHS England. This amount has been
included in the CCG budgets. A national group consisting of CCG and NHS England
representatives has been established to discuss the financial and accounting issues in respect of
this issue.

3.5

The CCG may have to contribute to the national shortfall relating to NHS Property Services,
no value has been earmarked in the CCG budgets for this unknown amount; however the
risk is noted in the CCG risk table above.

3.6

The CCG has been informed that the Primary Care Information Technology responsibility
will transfer from Area Team (NHS England) to the CCG. The budget is expected to transfer
at £0.446 million; however the cost of the service is circa £0.650 million. The CCG has
applied for transitional funding to cover the shortfall, an early indicative amount of £0.175
million has been notified to the CCG, and this will result in a small funding shortfall.
However there is no guarantee of future non-recurrent funding, although indication is that
it will continue into 2015/16, but at a reduced value. Neither the funding nor the costs of
the service are currently included in the stated CCG budget at month 3.
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3.7

The CCG has been in dialogue with the Area Team for many months with regard to a group
of primary care schemes (locally called Practice Staff Schemes). As a result of a negotiated
baseline settlement in 2013/14 funding was transferred to the Area Team & as a result NHS
England continued to pay for these Schemes in 2013/14. NHS England has now stated that
these schemes should transfer to the CCG. A letter has been received from NHS England
offering only 50% of the cost of the schemes in 2013/14. For NHS South Cheshire CCG the
cost of these schemes amount to circa £0.600 million, the CCG is considering its position in
a separate report.

3.8

The Learning Disability service had operated under a pooled arrangement with
Cheshire East Council in the previous year. There were some areas of disagreement
with East Cheshire Council with regard to invoices received towards the end of
2013/14, however settlement has now been reached. This settlement includes
agreement that East Cheshire Council will not submit financial claims for CHC for
clients previously included in the pooled arrangement up to 31.3.14.
Cheshire East Council has indicated that a number of learning disability clients are requiring
continuing health care reviews (financial risk circa £1.6 million in line with budget), the
financial impact of these reviews will be reported over the coming months. At the current
time no complexity contributions will be made to the council beyond those assessed as
requiring CHC and following full assessment.
The CCG is also in discussion with East Cheshire Council and East Cheshire CCG with
regard to future arrangements, the pool arrangement has been suspended for 2014/15,
whilst a new arrangement is discussed for 2015/16.

3.9

As part of the integration planning the CCG has agreed in principle with partners a
number of services and their associated budgets which will be held in a pooled budget in
2015/16, under the proposed governance of the Connecting Care Board. The fund,
known as the Better Care Fund (BCF), may cause a potential shortfall in 15/16 where the
proposed transformational activities are not in place or do not deliver the level of savings
required across the BCF footprint.
In 2014/15 an Innovation budget of £1.134 million has been set aside to be governed under an
Alliance Contract to fund the transformational change identified in the 2 year Operational Plan.

3.10

Specialist commissioning remains a risk to the CCG as a number of adjustments are being
considered as definitions are clarified with the specialist providers. It is hoped that any changes
due to definitions, are cost neutral.
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4.0 Financial Position 2013/14
4.1

CCG Summary Expenditure

4.1.1

The CCGs expenditure is required to remain within its resource limit, currently forecast at
£204.506 million. A summary of the position can be seen below in Table 5:(Note a detailed version of this summary can be found in Appendix 2).

Other
Contracts
Continuing
Care Services
Prescribing
Other Programme

Year to Date
Expenditure

Year to Date
Variance

Year
Forecast
Outturn

£000

£000

£000

£000

143,940

749

144,689

36,104

35,706

2,889

722

793

(71)

7,649

1,846

1,950

(104)

11,377

2,844

2,677

167

7,282

7,277

5

29,082

86

1,019

339

680

3,447

208

4,238

-

29,168
3,655

398

Running Costs

4,238

1,059

954

105

Earmarked &
General Reserves

(179)

(5)

-

(5)

203,486

50,871

1,020

255

Total Forecast
Expenditure
Surplus budget
Total

Year
variance

Year to Date
Budget
£000

Total NHS
Provider
Total Non NHS
Contracts

Total Budget

Summary of
Planned
Expenditure

£000

Table 5

204,506

51,126

49,696
49,696

3,385 (496)
7,585

64

11,654 (277)

155 (334)

1,175

203,486

-

255

1,020

-

1,430

204,506

-

4.2

Acute & community contracts (NHS and Non NHS), forecast overspend £0.253 million
(previously reported nil)

4.2.1

The NHS acute and community contracts have now been agreed, apart from a few
smaller value contracts that are yet to be finalised. This report is based on the limited
activity data at month2. The status of the largest contracts can be seen in Table 6 below:-
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Table 6

Total
Contract

Year
Forecast
Out turn

Year
Forecast
Variance

£000

£000

£000

Red
Amber
Green

Type

Budget Heading

£000

Acute

Mid Cheshire Hospitals FT

89,809

89,727

82

Green

Community
Mental
Health

East Cheshire NHS Trust (Community)

14,426

14,410

16

Green

14,123

13,934

189

Green

Acute

Cheshire & Wirral Partnership FT
University Hospital of North Staffs NHS
Trust

8,084

8,205

(121)

Red

Ambulance

North West Ambulance Service

6,000

6,206

(206)

Red

4.2.2

Mid Cheshire Hospitals FT is the CCG’s largest contract, the expected contract value is
£89.809 million (previous year £87.436 million). High cost drugs remain an issue in 2014/15.
During the previous year £0.859 million was transferred from NHS England for the high
cost drugs that the CCG is responsible for, following the review of the definitions. The
value of this transfer from NHS England is under review again, and may result in a further
allocation adjustment. The activity plan has now been finalised.

4.2.3

The Non-Elective admissions have shown a slight increase in the first two months of 2014/15,
however the CCG has mitigated the impact by agreeing a block agreement with MCHFT for
all of urgent care (i.e. A&E front of house and non-elective admissions including non-elective
short stay which were reclassified for this financial year). The CCG negotiated this within the
2014/15 contracting round to ensure any innovation within pathways and redesign can
happen without there being a financial consequence to both commissioner and provider. In
addition, the block arrangements are designed to allow any investment from the Provider
Board within Integrated Teams to have an impact later within 2014/15.

4.2.4 Elective activity within the Trust remains a concern for the CCG and its ability to remain in
financial control. The Planned Care Team have undertaken a high level review of available
planned care data and clinical outcomes to develop priorities for further, more detailed data
analysis and service review. As a result of this initial data analysis, ENT and General Surgery
were agreed as priorities for the next three months. MCHFT have agreed to be part of a task
and finish group to understand this activity. In addition, the group will be clinically led with
representatives involved from all organisations including representation from the Primary
Care team to enable an end to end review. Prioritisation of the key milestones, outcomes and
objectives are being finalised collaboratively to ensure consistency across Acute and Primary
Care with the expectation that a final report will be finalised by the end of August.
4.2.5 The CCG received an allocation (circa £1.0 million) as part of NHS England’s Operational
Resilience work. The resource is being utilised to ensure that MCHFT achieve the three RTT
standards by the end of September 2014 and for the remainder of 2014/15. In addition,
sanctions for the three 18 week RTT specialties will be suspended for July and August. The
Trust have submitted plans at a specialty level to enable monitoring to take place. The
funding received from NHS England needs to be utilised by the end of September 2014.
4.2.6 The University Hospitals of North Staffordshire (UHNS) contract has been agreed at
£8.084 million, the forecast overspend is due to 2013/14 out turn.
4.2.7

East Cheshire Community base contract has been agreed at £14.423 million, however
some adjustments were not finalised in time for the base contract e.g. diabetes
services & complex care; these will be adjusted via contract variation, and are
included in the agreed budget. In addition, discussions over respiratory and
continence services at Audlem and Wrenbury continue, the financial impact of any
changes have yet to be agreed.
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4.2.8

Cheshire and Wirral Partnership Trust contract discussions have been finalised at £14.123
million; discussions have taken place with Eastern Cheshire CCG, following work carried
out by Cheshire & Wirral to identify the actual cost of services relating to NHS South
Cheshire CCG, this will reduce our contract by £0.200 million in 2014/15 and potentially
up to £0.600 million in 2015/16.

4.2.9

North West Ambulance contract has been agreed at £6 million, however there is some concern
that the contract is less than the 2013/14 out turn, therefore a forecast over performance of
£0.206 million has been included at month 2 based on the previous year.

4.3

Continuing Health Services, forecast over spend £0.277 million (previously reported
overspend nil)

4.3.1

A summary of the continuing care services budgets are shown in Table 7 below. The data
available at month 3 is limited, further work is required to understand the forecast
overspend however this is indicative of an upward trend.

4.3.2

The CCG will be required to contribute £0.767 million to the National Risk Pool for CHC
restitution cases, the contribution being calculated on a capitation basis. This contribution
is to be utilised in the settlement of predecessor PCT claims.

4.3.3

The CCG will be required to account for restitution claims which arose after the formation
of the CCG, currently forecast at £0.200 million (previously £0.300 million).

4.3.4

The learning disability service had operated under a pooled arrangement with Cheshire
East Council in the previous year. There were some areas of disagreement with East
Cheshire Council with regard to invoices received towards the end of 2013/14, however
settlement has now been reached. This settlement includes agreement that East
Cheshire Council will not submit financial claims for CHC for clients previously included
in the pooled arrangement up to 31.3.14.
The CCG is also in discussion with the East Cheshire Council and East Cheshire CCG
with regard to future arrangements, the pool arrangement has been suspended for
2014/15, whilst a new arrangement is discussed for 2015/16. This risk is included on the
corporate risk register. The cost and volume of continuing healthcare assessments is a
continuing financial risk to the CCG. Cheshire East Council has indicated that a number of
learning disability clients are requiring continuing health care reviews (financial risk circa £1.6
million in line with budget), the financial impact of these reviews will be reported over the
coming months. At the current time no complexity contributions will be made to the council
beyond those assessed as requiring CHC and following full assessment.
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Table 7
Summary of
Continuing Care
Services Budget
Continuing Care
Personal Health
Budget
Mental Health
Children
Other
Funded Nursing
Care
National Risk
Pool
Provision
reserveRestitution
Sub Total
Learning
Disability budgetprogramme
(pending CHC
claims)
Total

Annual
Budget
£000
5,570

Year to
Date
Budget
£000
1,393

Year to
Date
Expenditure
£000
1,439

Year to
Date
variance
£000
(46)

Year
Forecast
Outturn
£000
5,780

Year
Forecast
variance
£000
(211)

508
915
270
360

127
229
67
90

164
328
60
109

(37)
(99)
7
(19)

509
1,464
246
361

(549)
24
(1)

2,687

671

577

94

2,327

360

767

192

-

192

767

-

300
11,377

75
2,844

2,677

75
167

200
11,654

100
(277)

1,497
12,874

394
3,238

394
3,071

167

1,415
13,069

82
(195)

263 of 304

5.0 Planned Investment Schemes
5.1

The CCG has planned investments, as part of the operating plan, of £1.457 million. At month
3, £0.561 million has been transferred into the budgets, and £0.074 million is indicated as the
forecast underspend. The progress of the remaining schemes of £0.822 will be monitored
over the year; a summary of schemes can be seen in Appendix 3.

6.0 Quality, Innovation, Productivity and Prevention (QIPP) Schemes
6.1

The CCG has identified QIPP schemes with in the operating plan of £1.427 million. The
scheme savings are embedded in the overall budgets and will be monitored via the CCG
programme teams. A summary of the schemes can be seen in Appendix 4.

6.2

At month 3 there is limited actual information available, however the risks to the CCG
are extremely high with no general reserves and only a small indicative contingency
remaining. The CCG is considering further schemes to manage its position in addition
to its planned QIPP schemes.

6.3

The CCG is looking at a planned care review to identify areas where changes can be
made to significantly impact on planned care activity within 2014/15 as well as in the
longer term. Other schemes continue including the urgent care project, the
intermediate care review, and the review of the age-related macular degeneration
service review.

7.0 Statement of Financial Position, Cash and Better Payment Practice Code
7.1 The CCG is required, under the Better Payment Practice Code to pay its invoices with 30 days.
A 95% achievement is generally accepted as being a good standard. At month 3 the CCG has
paid 99% of NHS invoice amounts within in 30 days and 84% of the number of NHS invoices
within 30 days. See Tables 8 and 9 below:7.2

For Non NHS invoices amounts the CCG has paid 96% within in 30 days and 95% of the
number of Non NHS invoices within 30days. See Tables 10 and 11 below :-

Table 8- NHS Invoices
BPPC Paid
Period
Apr-14
May-14
Jun-14
Total 14/15
13/14
Comparison

Invoice Count

Invoice Count
(Passed)

210

203

96.67%

12,280,818

12,257,848

99.81%

152

108

71.05%

12,187,321

12,151,189

99.70%

199

161

80.90%

12,547,105

12,421,248

99.00%

561

472

84.14%

37,015,244

36,830,284

99.50%

1702

1343

78.91%

144,523,788

142,247,771

98.43%

% Passed

BPPC Amount

Invoice Amount
(Passed)

% Amount
Passed
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Table 9 – NHS Invoices (based on Invoice value)

Table 10 Non NHS Invoices
BPPC Paid
Period
Apr-14
May-14
Jun-14
Total
13/14
Comparison

Invoice Count

Invoice Count
(Passed)

353

342

96.88%

1,330,012

1,286,651

96.74%

450

418

92.89%

2,631,119

2,488,050

94.56%

375

354

94.40%

1,428,332

1,385,670

97.01%

1178

1114

94.57%

5,389,462

5,160,371

95.75%

3734

3500

93.73%

20,331,624

18,652,839

91.74%

% Passed

BPPC Amount

Invoice Amount
(Passed)

% Amount
Passed

Table 11 – Non NHS Invoices (based on invoice amount)
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7.3 The CCG is required to operate within its cash limit. The cash limit is based on the CCG resource,
adjusted for working balances. The CCG is required to consider the cash drawdown it requires
each month and is encouraged not to hold excess cash at the end of each month. The CCG
expects that NHS England will increasingly monitor cash as we move through the year and is
tightening its cash planning in readiness for this expected increase in scrutiny.
See Table 12 below:Table 12

7.4

The CCG’s Statement of Financial position at June can be seen in Appendix 5, this statement
summaries the CCG Assets and Liabilities as at June 14.

8.0 Risk Management
8.1
The CCG will need to plan appropriately to manage the in- year financial risk. Table 13 below
shows a range of scenario forecast out-turns; these will continue to be refined as the year
progresses. The CCG will need to manage these risks to deliver the required surplus.
8.2

A more detailed assessment of risks can be seen in the Audit and Governance Report.
Financial risks are included on the corporate risk register.

Month 3
Forecast
£000

Best

£000

£000

Summary Plan Position

£000

Worst

Probable

Table 13

Total NHS & Non NHS Provider Contracts
Other Contracts including
Learning Disabilities, Grants & Joint working

(4,000)

253

(500)

64

253
300

253
64
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Continuing Care Services
Prescribing
Running Costs
Other Programme

(1,000) (277)
(1000)
-

General Reserves

(179)

Control total

1,020

Allocations
Total scenario surplus/(deficit)
Surplus -Control Total

(1,000)
(6,659)

-

86
-

1,000
100

208

500

(334)
1,020
1,020
1,020

155
1,020
3,328

(277)
86
208
(334)
1,020
1,020
1,020

9.0 Recommendations
9.1

That the Governing Body notes that the CCG is forecasting a surplus of £1.020 million, being
0.5% of the income and in line with the plan; and

9.2

That the Governing Body notes the budgetary shortfall of £0.179 million (previously reported
£0.714 million), the budgetary shortfall will be reviewed again when all the provider contracts are
finalised, although we do not expect this to cause significant movement; also the early year net
forecast underspends of £0.334 million resulting in total potential excess surplus of £0.155
million, which will be held as a general contingency to manage risk; and

9.3

That the Governing Body notes the NHS England announcement of non- recurrent funding in
the current year for urgent care of £1.078 million. Also the potential funding for referral to
treatment standards that will be allocated to the Area team, the notional value of this potential
funding £0.7 million, plans are being developed with Mid Cheshire Hospitals to gain access to
this funding; and

9.4

That the Governing Body notes the offer of settlement from NHS England for the potential transfer of
Primary Care Schemes to the CCG of only 50% of the cost of the schemes in 2013/14; a more
detailed separate report has been prepared for the Governing Body to consider; and

9.5

That the Governing Body notes the indicated transitional funding for GP Primary Care
Information Technology of £0.175m. Responsibility will transfer from the Area Team (NHS
England) to the CCG in the current year. A recurrent allocation £0.446 million is being allocated
however, the cost of the service is circa £0.700 million, the non-recurrent transitional funding
will address most of the shortfall for 2015/16. However there is no guarantee of future
transitional funding, although indication is that it will continue into 2015/16, but at a reduced
value.

9.6

That the Governing Body notes the statement of financial position, the cash planning and the
reported Better Payment Practice Code performance as at month 3.

Lynda Risk
Chief Finance Officer
7rd August 2014
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Appendix 1
Non recurrent funding for operational resilience and referral to treatment 2014/15 – letter from
NHS England

4N30
Quarry
House
LEEDS
LS2 7UE
Email address: barbara.hakin@nhs.net
Telephone Number: 0113 825 2116
13 June 2014
Publications Gateway Reference: 01632
To:

Simon Whitehouse, CCG Accountable Officer
NHS South Cheshire CCG

Cc:

Moira Dummer, Area Director

Dear Simon
Non-recurrent funding for operational resilience and referral to treatment
2014/15
Today we have published a framework to support planning for operational resilience
during 2014/15 which covers both urgent and planned care.
We have written to all accountable officers across the NHS and local authority chief
executives setting out our expectations of how the system will work together to
develop robust plans for managing operational resilience through 2014/15.
This moves beyond planning for urgent care over winter, bringing this together with
planned care to system wide, year round resilience. This wider remit is partly
informed by the recent pressures that have been seen in delivery of the referral to
treatment (RTT) standard, but is primarily driven by the principle of good local
healthcare planning being equally focussed and resilient across planned and urgent
care.
The guidance sets out best practice requirements across planned and urgent and
emergency care that each local system should reflect in their local plan, and the
evolution of Urgent Care Working Groups into System Resilience Groups (SRGs)
We expect CCGs to play a full role in leading these groups, ensuring that all partners
across health and social care are included, whether commissioners or providers.
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Non recurrent funding for 2014/15 will be made available to support the successful delivery
of these plans. Quality, access and financial balance are equally important. It is therefore
essential that SRGs assure themselves that overall plans are affordable and do not lead to
a deterioration in the financial position of member organisations.
Urgent care funding will be allocated to CCGs on a fair-shares basis to be shared amongst
local systems though the SRGs in the same way as in 2013/14. Your CCG will receive
£1,077,705.00.
Monies will be made available upon successful assurance of plans. These plans must build
on the good work undertaken throughout last year. In particular they must include the use of
primary care, community and mental health services as well as social services to support
patients with urgent care needs or to help avoid such urgent episodes altogether. Particular
attention should be paid to ensuring that all patients who have mental health needs receive
improved and swifter care.
We have also calculated the incremental funding allocations by NHS England Area Team to
support the delivery of additional elective activity to improve performance on RTT standards,
clear backlog and reduce the number of long wait patients. This money is being allocated to
Area Teams who will then agree its use with CCGs and local providers.
As the main commissioners of high-quality services for patients, CCGs have a key role to
play within local systems to ensure that we have the appropriate system-wide operational
resilience plans in place and that we take a coordinated approach to the delivery of highquality services for patients throughout the year.

Barbara Hakin
Chief Operating Officer
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Appendix 2
Summary of all Budgets

Rec

Non Rec

Total

Movem ent

Revised
Budget

£000

£000

£000

£000

Type

Budget Heading

£000

Allocation

Programme - Confirmed b/fwd

Allocation

Running Costs - Confirmed b/fwd

Allocation

Running Cost reduction 2014/15

Allocation

Growth 14/15

192,290
4,260
(22)
6,036

Allocation

Return of forecast Surplus from 2013/14

1,942

Allocation
Allocation

202,564

1,942

192,290
4,260
(22)
6,036
1,942
0
0
204,506

0

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

£000

£000

£000

Year
Forecast
Out turn
£000

192,290
4,260
(22)
6,036
1,942
0
0

192,290
4,260
(22)
6,036
1,942
0
0

204,506

204,506
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Appendix 2 (continued)

Rec

Non Rec

Total

Pending
Movem ent

Revised
Budget

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

£000

£000

£000

£000

£000

Red
Am ber
Green

Budget Heading

£000

£000

£000

£000

£000

Acute

Aintree Hospitals FT

219

0

219

0

219

55

55

0

219

0

Green lead contract not agreed

Acute

Alderhey Childrens Hospital FT

605

0

605

0

605

151

151

0

605

0

Green contract agreed

Acute

Central Manchester University Hospital FT

1,030

0

1,030

0

1,030

258

108

150

859

171

Green contract agreed

Acute

Countess of Chester FT

421

0

421

0

421

105

111

(6)

450

(29)

Amber contract agreed

Acute

East Cheshire NHS Trust (Acute)

1,309

0

1,309

0

1,309

327

278

49

1,137

172

Green contract agreed

Acute

Liverpool Women's Foundation NHS Trust

62

0

62

0

62

16

20

(4)

81

(19)

Amber contract agreed

Acute

Mid Cheshire Hospitals FT

89,809

0

89,809

0

89,809

22,452

22,687

(235)

89,727

82

Green contract agreed

Acute

Mid Cheshire Hospitals FT- Pending adjustments

11

0

11

3

3

11

0

Green

Acute

Mid Cheshire Hospitals FT- winter pressures 13/14

0

0

0

(23)

23

0

0

Green

Acute

Robert Jones and Agnes Hunt FT

Acute

11

£000

Contract Status at 9 July

Type

2,116

0

2,116

0

2,116

529

429

100

1,935

181

Green contract agreed

Royal Liverpool & Broadgreen NHS Trust

599

0

599

0

599

150

150

0

599

0

Green contract agreed

Acute

Salford Royal NHS FT

215

0

215

157

372

54

57

(3)

336

36

Acute

St Helens & Knowsley NHS Trust

236

0

236

0

236

59

70

(11)

281

(45)

Amber contract agreed

Acute

Stockport NHS FT

373

0

373

0

373

93

100

(7)

379

(6)

Amber contract agreed

Acute

University Hospital of North Staffs NHS Trust

8,084

0

8,084

0

8,084

2,021

2,086

(65)

8,205

(121)

Acute

University Hospital of South Manchester NHS FT

1,003

0

1,003

0

1,003

251

182

69

831

172

Acute

Warrington & Halton Foundation NHS Trust

156

0

156

0

156

39

35

4

146

10

Green contract agreed

Acute

Wrightington Wigan & Leigh NHS FT

110

0

110

0

110

27

34

(7)

146

(36)

Amber contract agreed

Acute

Wirral University Teaching Hospitals NHS FT

Ambulance

North West Ambulance Service

Community

East Cheshire NHS Trust (Community)

Community

East Cheshire NHS Trust (Community) Pending Variat

191

Community

Staffordshire & Stoke on Trent Partnership NHS Trust

730

Mental Health North Staffs Combined Healthcare NHS Trust
Mental Health Cheshire & Wirral Partnership FT
Non Contract Activity
Total NHS Contracts - Healthcare

Red contract agreed
Green in process of agreement

104

0

104

0

104

26

23

3

96

8

6,000

0

6,000

0

6,000

1,500

1,522

(22)

6,206

(206)

Red contract agreed

13,646

780

14,426

0

14,426

3,607

3,674

(67)

14,410

16

Green contract agreed

191

35

226

47

47

226

0

730

0

730

182

134

48

556

174

Green contract agreed

104

0

104

26

26

0

104

0

Green contract agreed

3,531

3,492

39

13,934

189

Green contract agreed

0

80

0

Green
Green

0

104
14,088

35

14,123

0

14,123

80

80

2,381

0

2,381

595

305

290

2,381

0

144,417

272

144,689

36,104

35,706

398

143,940

749

Mental Health Cheshire & Wirral Partnership FT- pending adjustments
NCA

Green queries remain

2,381
143,602

815

Green queries remain

Green
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Appendix 2 (continued)
Re c

Non Re c

Total

Pe nding
M ove m e nt

Re vis e d
Budge t

Ye ar to
Date
Budge t

Ye ar to
Date
Actual

Ye ar to
Date
Variance

Ye ar
Fore cas t
Out turn

Ye ar
Fore cas t
Variance

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Re d
Am be r
Gre e n

Type

Budge t He ading

£000

Non NHS

British Pregnancy Advisory Service

65

0

65

0

65

16

21

(5)

98

(33)

Non NHS

Pain Management - Interface Medical

193

0

193

0

193

48

44

4

174

19

Green

Non NHS

Audiology - Multiple Providers

344

0

344

0

344

86

84

2

344

0

Green

Non NHS

Spire Cheshire

44

0

44

0

44

11

18

(7)

35

9

Green

Non NHS

BMI South Cheshire

1,828

0

1,828

0

1,828

457

546

(89)

2,233

(405)

Red

Non NHS

Bespoke Care Panel - Multiple Providers

210

0

210

0

210

52

4

48

210

0

Green

Non NHS

Eye Care Services - A Needham

Non NHS

Patient Transport Services - SRCL

Amber

82

0

82

0

82

21

24

(3)

85

(3)

Amber

123

0

123

0

123

31

52

(21)

206

(83)

Amber

Total Non NHS Contracts - Healthcare

2,889

0

2,889

0

2,889

722

793

(71)

3,385

(496)

Int

Learning Disability Services with Local Authority

1,577

0

1,577

(80)

1,497

394

394

0

1,415

82

Int

Grants

945

0

945

0

945

236

241

(5)

945

0

Int

Joint Equipment

255

0

255

0

255

64

69

(5)

275

(20)

Int

Reablement

1,194

0

1,194

343

1,537

299

398

(99)

1,537

0

Green

Int

Hospice - St Lukes

343

0

343

0

343

86

84

2

341

2

Green

Int

CCG Innovation Fund

0

2,084

2,084

0

2,084

520

520

0

2,084

0

Green

4,314

2,084

6,398

263

6,661

1,599

1,706

(107)

6,597

64

988

0

988

0

988

247

244

3

988

0

988

0

988

0

988

247

244

3

988

0

Total Integrated Working Initiative
Primary Care Primary Care
Total Primary Care

Green
Green
Amber

Green

CHC

Continuing Healthcare (incl Mental Health)

7,623

0

7,623

0

7,623

1,906

2,100

(194)

8,460

(837)

Red

CHC

NHS Funded Care

2,687

0

2,687

0

2,687

671

577

94

2,327

360

Green

CHC

Continuing Healthcare Litigation Claims

593

474

1,067

0

1,067

267

0

267

867

200

Green

Total Continuing Healthcare

10,903

474

11,377

0

11,377

2,844

2,677

167

11,654

(277)

Prescribing

Prescribing

28,478

0

28,478

38

28,516

7,119

7,040

79

28,430

86

Green

Prescribing

Healthcare at Home

652

0

652

0

652

163

237

(74)

652

0

Green

29,130

0

29,130

38

29,168

7,282

7,277

5

29,082

86

-

Total Prescribing
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Appendix 2 (continued)

Type

Budget Heading

Non NHS

Revised
Budget

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

Red
Am ber
Green

Rec

Non Rec

Total

Pending
Movem ent

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

1,262

0

1,262

0

1,262

316

281

35

1,128

134

Green

165

0

165

0

165

41

41

0

165

0

Green

(15)

15

0

0

Green

129

0

129

0

129

32

32

0

129

0

Green

0

0

0

0

0

0

0

0

0

Green

Non NHS

Non Running Costs
Community Information System
programme spend 13/14

Non NHS

Provider - Cost of Capital

Non NHS

CCG - Cost of Capital

Reserve

CIDS Earmarked

818

494

1,312

(416)

896

328

0

328

822

74

Green

Reserve

Other Earmarked

848

355

1,203

0

1,203

302

0

302

1,203

0

Green

Total Other Programme

3,222

849

4,071

(416)

3,655

1,019

339

680

3,447

208

Running Costs

4,238

0

4,238

0

4,238

1,059

954

105

4,238

0

Total Running Costs

4,238

0

4,238

0

4,238

1,059

954

105

4,238

0

Total CCG Budget

199,286

4,222

203,508

157

203,665

50,876

49,696

1,180

203,331

334

483
0
0
0
780

(483)
1,020
0
0
(780)

0
255
0
0

0

2,016

202,565

Non NHS

Admin

Reserve

Readmissions

Reserve

1% Recurrent Surplus Reserve

Reserve

0.5% Risk Reserve

Reserve

2% Headroom Reserve

Reserve

2% Headroom Reserve

Reserve

Uncommitted

Total CCG Budget

0

0

0

1,020

0

1,020

0

0

0

0

0

0

0

0

0

(2,037)

(21)

(158)

(179)

(5)

1,942

204,507

(1)

204,506

51,126

0

49,696

Green

-

0

0

0

Green

255

1,020

0

Green

0

0

0

Green

0

0

0

Green

0

0

0

Green

(5)

155

(334)

Green

1,430

204,506

0
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Commissioning Intentions Reserve 2014/15

Project Description

Budget Book

Budgeted
Commission
ing
Intention
Reserve

Adjusted
Commissio
ning
Transfer to
Programme Reserve
budget
Month 1

Costs (£000)

Costs (£000)

Costs (£000)

Costs (£000)

2014/15
Rec
N Rec

2014/15
Total

2014/15
Total
Total

2014/15
Total
Total

Year
Forecast

Year
Forcast
under
(over
spend)

Starting Well
17
5
5
27

17
5
5
27

35
471 33
3
45
145
36
5
42
25
3
9
32
51
27
963 -

25
32
213
5
9
22
5
17
28
70

60
32
258
5
42
3
45
22
5
162
36
5
42
25
3
37
32
51
27
893

Intermediate Care Services Review
Community Intevention Beds- QIPP Scheme 14/15
GP Care Homes Scheme Review
Choose Well
Citizens Advice Bureau
Sub Total

-

3
417
7
6
104
537

3
417
7
6
104
537

Grand Total Commissioning Intentions

963

495

1,457

Paediatric Pathways (0-5 Admissions)- QIPP Scheme 14/15

Children with LTC
Neuro-Development Pathways
Sub Total

-

0

17
5
5
27

17
5
5
27

-

60
32
258
5
7
3
45
22
5
17
36
5
17
12
3
37
32
51
27
675

60
32
258
5
7
3
45
22
5
17
36
5
17
12
3
37
32
51
27
675

-

3
0
7
6
104
120

-

Living Well
Must Do's / Mandatory Plans
MERIT
24/7 Urgent Care
Stroke (Re-procurement)
Parkinson's
Diabetes Education
Memory Services for Dementia
Review of Liaison Psychiatry Service
IAPT Military Veterans
IAPT BSL
EOL - Workforce Education and Practice Development- QIPP Sscheme 14/15
Respiratory Project- QIPP Scheme 14/15
Improving Mortality Rates for those with Learning Disabilities
Formulary and Antibiotic Pharmacist- QIPP Scheme 14/15
Community Pharmacy Minor Ailments Scheme- QIPP scheme 14/15
Challenging Behaviour
EPaCCS- QIPP Scheme 14/15
Acute Oncology Community Extension -QIPP Scheme 14/15
Personality Disorders- QIPP Scheme 14/15
Physical Health Needs Mental Health
Sub Total

(35)

(145)

(25)
(13)

(218)

Ageing Well

343

3
74
7
6
104
194

(561)

896

(343)

-

-

822
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Appendix 5

Statement of Financial Position

13/14 Closing
Mar-14
£ '000

Plan
Mar-15
£ '000

PPE

Current Forecast 14/15
Month
Closing
Jun-14
Mar-15
£ '000
£ '000

250

Accumulated Depreciation
Net PPE

250

Intangible Assets
Intangible Assets Depreciation
Net Intangible Assets

Non-Current Assets
307 Cash
1,433 Accounts Receivable (See note 1 below)

250
200

1,157

100

1,150

1,507

1,360

1,350

2,664

1,460

1,600

2,664

1,460

(10,960)

(13,182)

(12,817)

(10,960)

(13,182)

(12,817)

Inventory
Other Current Assets

1,740 Current Assets

1,740 TOTAL ASSETS
(12,752) Accounts Payable (see note 2 below)
Provisions
Other Liabilities

(12,752) Current Liabilities
Non-Current Payables
Other Liabilities

Long Term Liabilities

(11,012) TOTAL ASSETS LESS CURRENT LIABLITITIES
(12,995) General Fund (see note 3 below)

(9,360)

(10,518)

(11,357)

(10,380)

(11,948)

(12,377)

1,020

1,430

1,020

(9,360)

(10,518)

(11,357)

Share Capital
Revaluation Reserve
Donated Assets Reserve
Government Grants Reserve
Other Reserves
1,983 Retained Earnings incl. In Year

(11,012) Total Taxpayers Equity
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Appendix 5 (continued)
13/14 Closing

Accounts Receivable (note 1)

Mar-14
£'000

Plan
Mar-15
£'000

Previous Forecast 14/15
Month
Closing
Jun-14
Mar-15
£'000
£'000

385 NHS Receivables

100

93

350

394 Non NHS Receivables and Accrued Income

100

131

350

290

586

Non NHS Prepayments and Accrued Income
Provision for the impairment of receivables
(6) VAT

15

Other receivables

0

22

660 Other - Mat Pathway

660

660

660

1,433 Current Assets

1,150

1,507

1,360

2,500

2,329

3,000

4,513 Family Health Services (FHS) payables

3,800

4,937

5,000

2,462 Non-NHS payables - revenue

2,300

2,608

2,500

1,647 Non-NHS accruals and deferred income

1,600

2,506

1,600

Accounts Payable (note 2)
3,171 NHS payables - revenue
NHS accruals and deferred income

Social security costs

73

VAT
Tax

31

Payments received on account
292 Other
667 Other- Partially completed spells

12,752 Current Liabilities

93

31

50

667

667

667

10,960

13,182

12,817

182,056

43,900

180,695

22,450

6,291

22,450

(204,506)

(51,127)

(204,510)

1,020

1,430

1,020

General Fund (note 3)
165,991 Cash Drawn
21,726 Prescribing PPA cash adjustment
(199,596) Resource Limit
1,983 Surplus
(1,116) Other (legacy)
General Fund BF

(10,380)

(11,012)

(11,012)

(11,012) Total Tax Payer Equity

(9,360)

(10,518)

(11,357)
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Minutes of Statutory Meetings
Date/Time: 7th August 2014, 14:00-17:00
Author: W Jeffries, Administrator

Reporting Period: Q2 : July 2014
Governing Body Lead: Fiona Field, Director of
Partnerships & Governance

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with the following Minutes to be
noted:
• Quality & Performance Committee – 29 May 2014 – for noting only.
• Governance & Audit Committee – 24 June 2014 – for noting only
• Clinical Commissioning Executive – 12 June 2014 – for noting only

2.7.1

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives

Strategic Objectives

Our Vision

•
•

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

•
•
•
•
•
•

Objective 1 - Preventing people from dying prematurely
Objective 2 - Enhancing quality of life for people with long-term
conditions
Objective 3 - Helping people to recover from episodes of ill health or
following injury
Objective 4 - Ensuring that people have a positive experience of care
Objective 5 - Treating and caring for people in a safe environment and
protecting them from harm
Improving health
Reducing health inequalities
Parity of esteem

Recommendations
The SCCCG Governing Body are asked to:
i)
Note the Quality and Performance Committee minutes from 29 May 2014.
ii)
Note the Governance & Audit Committee minutes from 24 June 2014
iii)
Note the Clinical Commissioning Executive minutes from 12 June 2014
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
-

Communication:
Risks
Disclose on website Issues outlined
Yes
-

Resources
Issues outlined
-
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Meeting Name: Joint Quality & Performance Meeting
Date/Time: 9am 29th May 2014

Venue: Large Meeting Room, Bevan House,
Nantwich

Chair: Diane Noble

Meeting No: 2

Membership
Name

Organisation

Job Title

Diane Noble

NHS SC CCG

Lay Member – PPI (CHAIR)

Dr Teresa Strefford

NHS VR CCG

Clinical Member

√

Director of Partnership & Governance (SIRO)

√

Terry Savage

Dr Andrew Hudson
Judi Thorley
Fiona Field

Tracy Parker Priest
Moira McGrath
Anne Eccles

Lindsay Ratapana
Helen Wormald
Sue Cooke

Steve Evans
Lisa Carr

Cathy Fulham
Debbie Lowe

Amanda Best

Mark Dickinson
Mary Barlow

Jason Gravestock

Sue Forrester-O’Neill
Dr Robert Pugh
In Attendance

Irene Fairclough

NHS VR CCG
NHS SC CCG

NHS SC CCG/NHS VR CCG
NHS SC CCG

NHS VR CCG
NHS SC CCG

NHS VR CCG
NHS SC CCG

NHS VR CCG

NHS SCCCG/NHS VRCCG
NHS SCCCG/NHS VRCCG
NHS SCCCG/NHS VRCCG
NHS SCCCG/NHS VRCCG
C&M CSU

NHS SCCCG/NHS VRCCG
NHS SCCCG/NHS VRCCG
C&MCSU

NHS SCCCG/NHS VRCCG
NHS SCCCG/NHS VRCCG
NHS SCCCG/NHS VRCCG

NHS SCCCG/NHS VRCCG

NHS Vale Royal Clinical Commissioning Group

Present
√

Lay Member - PPI

x

Clinical Member

√

Executive Nurse

√

Director of Partnerships & Governance (SIRO)

x
x
x
x
x

Safeguarding Nurse – Children
Safeguarding Nurse – Children
Safeguarding Nurse – Adult
Safeguarding Nurse – Adult
Clinical Quality Manager **

√

Contract Manager

√

√

Performance & Risk Manager

√

Quality Improvement Assistant

√

Locality Manager

Service Delivery Manager

x

Medicines Management Lead

Clinical Quality, Safeguarding & Performance Lead

x

√
√

Quality Improvement Manager

Snr Quality Improvement Manager

√

Minute Taker

√

√

Secondary Care Representative

NHS South Cheshire Clinical Commissioning Group
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Minutes
Ref.

Discussion and Action Points

1.0
1.1

Committee Management
Apologies for Absence
Apologies were received from Tracy Parker-Priest, Mary Barlow, Moira
McGrath, Sue Milne, Amanda Best, Terry Savage, Ann Eccles and
Dr Teresa Strefford
It was noted that due to the large amount of apologies, the meeting was not
quorate and that no decisions can be made.
Declarations of Interest – There were no declarations of interest.
Minutes of the meeting held on 17th April were agreed as a true and
accurate record of the meeting.
Chair will rotate to Terry Savage, Lay Member for NHS VR CCG from June
14 for a six month period.
Clinical Effectiveness
NHS Performance Report - Reporting Period February 14
SE presented the Performance report for February as follows:

1.2
1.3

2.0
2.1

Action

During February, MCHFT were failing the 4hr wait in A & E and had issues
with electives and outpatients.
SE highlighted a 52 week wait breach. Work is ongoing and outstanding
around the breach.
The CCG have taken action for the issues in electives and outpatients by
forming an Elective Review Group consisting of members from the CCGs to
look at elective services at MCHFT.
SE reported on the current position for MCHFT as at the end of April as
follows:
MCHFT achieved the 4 hour A & E target. A contract query was raised with
MCHFT asking them to give a trajectory of when they would achieve the 4
hr target and they did achieve in April.
In terms of the 18 weeks, MCHFT achieved at aggregate level but there are
some real concerns at the specialist level. Two of the specialties that are
not achieving are General surgery and Gastroenterology. MCHFT have
been asked at the Finance & Performance meeting with the CCGs to
provide action plans for recovery from those specialties. The action plans
from General Surgery and Gastroenterology were received by the CCG on
29th May 2014. An update on these action plans will be brought to the next
meeting on 24th June 2014.
GP referrals are still significantly up: VR at approx 10%; SC approx 5%. SE
stressed the importance of the work that needs to be done around this. AH

NHS Vale Royal Clinical Commissioning Group
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volunteered his surgery to be a part of the work that needs to be undertaken
as AH is aware that his practice has an increase in referrals.
AH raised a question for discussion around electives and acute and
readmissions. SE explained the situation and said that the CCGs are having
ongoing discussions with MCHFT around readmissions.
FF referred to the trend of patients moving out of hospital and the lack of
bed availability which is of concern.
MD raised if monitoring of practice prescribing levels would be an exception
brought to this committee.
SE said that a proposal had now been agreed for a separate performance
committee to be formed to look at items of this nature and any escalations
will then come to this committee. A paper will be written around this
proposal for circulation.
Ambulance Service
JT raised a question on the ambulance service asking if the deep dive work
which is being done will be triangulated with patient journeys and look at the
impact of "not achieving" has on the patients. SE and FF explained that
S.Milne is undertaking this piece of work and is carrying out a deep dive
each month which involves looking at patient journeys. The work is due to
be completed in September 2014.
FF raised a question on the stroke service and TIAs at MCHFT.
The stroke service failed for the year the national figure of 80% of patients
being on the stroke unit. SEC explained that the stroke tender will be going
to the Governing Bodies in June and once in place will help the situation but
recognised this is an area of concern which has been highlighted to
MCHFT.
TIA Treatment in VR CCG.
MCHFT achieved 40% over the year with a target of only 60%. SEC
explained that a piece of work had been done around TIAs looking at the
issues in primary care with referrals as well as clinic slots within MCHFT.
Actions have been put in place to resolve the issues. Working patterns for
specialist nurses have changed so that the rota involves working to 9pm
over 7 days. TIA faxes are transferred to UHNS from Friday evening to
Monday morning to ensure patients are seen. DRs TS and AH have done a
lot work within primary care practices to ensure referrals are sent correctly.
A discussion ensued around what further work could be done to look into
the issue. SEC explained that a peer review had taken place in July 13. The
report from this review came out in April 2014 and the nurse specialist
change in hours was a result of this review. The action plan from this review

NHS Vale Royal Clinical Commissioning Group
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has not yet been circulated but will be brought to this committee when it is
available and will be brought up at the MCHFT Review meeting in June 14.
ACTION 1: The committee agreed to take this as an action to
recommend for a deep dive to be commissioned into TIAs and Stroke
pathways. SEC to look into this.
2.1.1

Planned Care Scoping Document
SE presented the report on behalf of S.Milne, which outlines the work being
done in partnership with MCHFT. SE asked for any questions on the report.
SFO raised a question on the elective conversion. SE explained that
working with MCHFT will ensure that the data collected by their divisions will
be included which will give a better measure of success.

2.1.2

Primary Care Development, Engagement & Quality Group
This report was for information as A.Best was unable to attend the meeting
to the present the report.
Medicines Management
MD explained that Medicines Management have an SLA with NHS Vale
Royal CCG and are commissioned by NHS South Cheshire CCG and East
Cheshire Trust to provide medicines management services. It had been
agreed at a previous meeting of this committee for a report and exceptions
to be brought by medicines management. The report will be presented in 2
parts:
• Assurance required by the CCGs
• Exceptions and Performance issues

2.2

The report consisted of a list of services that Medicines Management are
commissioned to provide. Assurance needs to be given to the
commissioners that these services are being carried out. FF commended
Medicines Management on the work they do and pointed out that the list
could be turned into a measure whereby Medicines Management could give
assurance that they were achieving in these areas.

3.0
3.1

MD presented the second part of the report and outlined that costs of
prescribing has gone up in NHS South Cheshire CCG by 2.62% and 4.9%
on the allocated budget. A discussion ensued around the management of
prescribing costs. MD suggested that he invite primary care prescribing
leads to work with medicines management and produce a report to come to
this committee to show how the practices are managing their prescribing
MD
costs.
ACTION 2: MD suggested that he work with Dr AH Dr TS and TPP
over the next 4 months and then present back to the committee.
Patient Safety & Experience
Patient Safety Alert Report (deferred from April Meeting)
JT presented the report on behalf of J. Kenyon and A.Lunt.
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Medicines management alerts and equipment alerts are sent to CSU but
there is no assurance around how these are distributed and managed.
In terms of the alerts for equipment the CCGs will ensure that these are sent
out to all providers and are suggesting that alerts to primary care go out via
the weekly brief sent out by the Practice Engagement Managers.
In order to ensure compliance and to achieve the quality and performance
aspect of the alerts sent to the providers this will be monitored by the quality
review meetings for the providers and for primary care this will go through
the primary care quality group.

3.2

3.3

The committee discussed the issues around the circulation and monitoring
of these alerts and agreed that a robust system of monitoring these alerts
needs to be in place. Some ideas have been put forward in the report but
there needs to be capacity in terms resources to do this.
ACTION 3: A Task and Finish Group consisting of MD, AH, JT and LC
go through the guidance and bring back recommendations to the
committee.
Medicine Incident Report (Deferred from April Meeting)
MD presented on behalf of Medicines Management and explained that
medication errors are common and costly and the importance is that people
learn from them and identify how the errors happen. There is already a good
reporting mechanism in MCHFT and East Cheshire Trust and Medicines
Management would like to help Primary Care to set up a process in
identifying medicine errors and what has been done. JT suggested that this
also be encompassed by the above working group to ensure that a robust
mechanism of medicine incident reporting is in place.
ACTION 4: Medication errors to be covered by the above Task and
Finish Group.
Integrated Clinical Governance - S. Cooke
SEC presented the Quality report and highlighted the exceptions as follows:

MD/AH/JT/
LC

MD/AH/JT/
LC

Breast Feeding
MCHFT have been awarded with Baby Friendly Initiative Level 2 and are
working hard on the breast feeding initiation. MCHFT are also looking at
who is supporting breast feeding women in the community in the post-natal
period.
Medicines Management
MCHFT had a follow up inspection in March 2014 around some issues with
medicines management. The outcome of the visit is still awaited.
Dementia
There was an inspection in March 2014. The report has been published but
has not been circulated as there are some issues around MCHFT accepting
the content of the narrative.
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Never Events
There are no never events for the first quarter. The RCA investigation
reviews for the never events which happened in quarter 4 have now taken
place and the action plans from these will be sent to the CCGs.
Following the never events which happened in quarter 4, MCHFT are
currently engaged in work with Pascal Metrics, an American company, who
are carrying out a review of the human factors in their theatre practice. A
staff survey is presently being taking place.
Advancing Quality CQUINS
MCHFT have not achieved 3 of the CQUINs which are:
Heart Failure - The full year's results will not be available until July as
MCHFT are behind in collecting data, but presently Heart Failure is 1.4%
down on the year to date target. MCHFT are predicting that heart failure will
be achieved when the full data has been analysed.
MD raised the question if MCHFT were equipped to deal with heart failure.
SEC acknowledged that MCHFT's heart failure service were not always
aware that a heart failure patient had been admitted on to a ward but has
assurances from MCHFT that a piece of work has been done to make sure
that every heart failure patients admitted will be highlighted to the heart
failure service.
AH and others around the table felt that there were partner colleagues who
want to engage and do work with the CCGs but find it difficult to find the
correct route in.
ACTION 5: FF will take these comments to the CCGs' executives and FF
managers to debate this issue.
Hip and Knee Replacement
MCHFT will not achieve in hip and knee replacement. Currently MCHFT are
14.4% down. Initiatives have been put in place and the prediction is that
MCHFT will achieve in 2014/15. The main reasons for the failure to achieve
was VTE prophalaxis and drugs.
Stroke
MCHFT have achieved the target twice in 10 months (data until January
2014) and are 9.7% below target YTD
• Provision of a stroke bed within four hours of admission to the
Emergency Department is a challenge
• Stroke specialist nurses, discharge co-ordinator and ward coordinator meet daily to discuss capacity and demand
• The tender for the Specialist Stroke Community Rehabilitation
service will be awarded in June 2014 – with implementation by
November 2014
• Stroke services will be subject to a full report in June 2014

NHS Vale Royal Clinical Commissioning Group
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Friends & Family
The results are good apart from maternity which is a difficult area for
MCHFT to survey, but they are doing work around this to increase the
scores.
Quality Visits
CWP - JG gave feedback on the positive and worthwhile time spent working
with CWP and highlighted the following:
•
•
•

•
•
•

Engaged and built relationships within the teams
Visited wards and spent time with the community teams
Discussed the issues and challenges CWP encounter and how the
CCG could be supportive. One issue arising was around CWP not
understanding the difference between the old PCT and the newly
formed CCG.
Corporate team were really pleased about the visit and were open
and engaging
Staff were complimentary about working for CWP
Expert patients go to schools to give presentations

Going forward JG will work with Jo Watts from CWP and look at what is
reported. This will be about getting the assurances but also focusing on the
good work which they do.
MCHFT - CF gave feedback on the visit to Wards 2, 9 and 13 and
highlighted the following:
•
•
•

Nursing staff were very enthusiastic
Staff welcomed the ward visit and it gave them some extra dedicated
time to talk with the patients
Ward 2 in particular was now doing some good work following on
from the issues the ward had experienced. The new ward manager
is extremely enthusiastic and spends a lot of time on the ward which
staff felt was beneficial.
Time is spent around patient comfort and both falls and pressure
ulcer incidents have fallen.

District Nurse Visit - SFO gave feedback on the visit as follows:
•
•
•
•
•
•

Visits were arranged following the takeover of the monitoring by the
CCGs from East Cheshire Trust.
Visits were made in Vale Royal CCG and South Cheshire CCG
Met with the district nursing teams from Band 7 to Band 2 nurses.
Looked at training, working in teams, support, communication,
access to bank staff and their aspirations going forward
Overwhelming what came across was the enthusiasm and team
work
There were concerns around communication, bank staff and the
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•

recent reorganisation of the service
Some of their concerns were reflected in the radar reports from the
East Cheshire Quality and Contract meeting.

A number of themes came out of the visit and this will be produced in a
paper which will be fed back to the teams. The plan going forward is to
produce an action plan with the areas of concern the district nurses
identified.
AH asked if the district nurses could engage with primary care and
communicate the difficulties they are experiencing. SFO explained that there
was a variance in working and a reorganisation of the service had taken
place. Difficulties will be shared with their managers and be part of an action
plan going forward.

3.3.1

JT explained that on the 26th June, a meeting of team leaders of district
nurses, mental health, allied health professionals and representatives from
acute trust is being held. The meeting will look at how the representatives
can have an input and be part of the nurse council. The meeting will also
look into being a mechanism to support the provider board and to be an
expert reference group which would be a place where some of the issues
raised could be shared.
Mortality Update
The CCGs have received recent data showing that MCHFT's mortality rate
has now come down to 1.12. There are a lot of initiatives in place as can be
seen in the report. The CCGs attend the Mortality Reduction group which is
now held monthly instead of quarterly. JT and T.Savage will be attending
the weekly case note review meeting which has just commenced.
There has been a significant improvement from MCHFT since January in all
of the initiatives they have put in place to reduce mortality.

3.3.2

An Area Team Single Item Quality Review meeting took place in May
consisting of the CCGs, Healthwatch, Local Authorities and MCHFT to
discuss the issues around the never events, mortality and staffing levels. An
action plan will be developed by the Area Team and SEC will bring the
action plan to this committee when it is received.
AQuA Mortality Report
SEC reported on the review which had been requested jointly with MCHFT
and AQuA. The review report was published in March with 49
recommendations. These recommendations will be reviewed at the Clinical
& Quality Review meeting with MCHFT and mortality will now be a standing
item on the agenda of that group. SEC assured the committee that MCHFT
had accepted the recommendations outlined for MCHFT and the action plan
is being developed and will be monitored through the aforementioned review
meeting.
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3.3.3

Falls Update
SFO presented a paper which had been requested by NHS Vale Royal
Governing Body to give an understanding of the activity and how MCHFT
are managing the falls agenda. The concern was around the quantity and
the severity of the falls incidents. The paper shows that there has been an
increase in the severity of the falls over the last 12 months within MCHFT.
The rationale behind this is that MCHFT are following NICE guidance which
stated that any patient having an unwitnessed fall should be treated as a
potential head injury and will be monitored for a period of time with
neurological observation. This means that those falls which were previously
classed as “no harm” will now be classed as “low harm”. SFO circulated a
diagram showing that falls within MCHFT were coming down. MCHFT have
an active Falls Group and have plans going forward. An action plan is being
developed which will be shared with the CCGs.

3.4

Policies for Ratification
FF presented the NHS Vale Royal CCG and NHS South Cheshire CCG
Safeguarding policies which will be taken to the Governing Bodies for
ratification. The policies were brought to this committee for comments and
FF asked that any comments to be sent to Moira McGraph and Ann Eccles
for their respective policy.

3.5

Nursing Homes Update – Exceptions
MB was unable to attend the meeting and no representative was available
to attend.
The committee felt that the report did not give any assurance around the
safety of the patients currently in Alsager Court. Redacted for the purposes
of a public meeting.
FF assured the committee that joint robust action plans were in place. A
discussion around what should be included in the report ensured.
FF explained that she had been involved in the work being done around the
homes and reiterated that the nurses are spending most of their time visiting
and working with the homes. FF also explained that the work being done
around bringing the CHC and Complex care back into the CCGs will help to
alleviate the shortage of resources.

4.0
5.0
5.1

ACTION 6: FF will discuss with MB outside of this meeting how to take
the report forward.
Committee/Partnership Minutes
The Chair acknowledge the attached Minutes of meetings for information
Any Other Business
AH raised thoughts for debate 1) role of the committee in seeking assurance
of internal controls and performance with in the CCG - 2) access to and
knowledge of the CCG structures and processes by Providers 3)

NHS Vale Royal Clinical Commissioning Group
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committees understanding of quality and performance role with in the
Provider Board and how this impacts on the CCG quality team etc.
Discussion highlighted the Quality & Safeguarding strategy, the 6Cs,
development of reporting from CCE and LC highlighted work on internal
controls. Members of the Governance & Audit committee have proposed
attending the QP Committee. JG’s visit to CWP echoed a desire from
Providers to understand access and knowledge of the CCGs - FF offered to
take these issues back to the executive body. Work continues around the
development of the Provider Board and the Alliance contract offers some
understanding of requirements to be addressed on quality and performance.
5.2

SEC has been approached by Jonathan Taylor from Healthwatch in West
Cheshire around working with the CCGs. SEC asked if the committee would
like a representative from Healthwatch to be a member of this committee.
DN explained that most CCGs have a member of Healthwatch on their
Quality & Performance committee and it would be good for the CCGs to
work with them and involve them in areas where the CCGs are unable to
scrutinise.
ACTION 7: SEC to contact Jonathan Taylor in relation to him being a
representative on this committee.
Date and Time of Next Meeting: 26th June 2014 at 9.00am in the
Boardroom, Bevan House.
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Agenda Item No: 2.2
Meeting Name:

Governance & Audit Committee: Extra Ordinary Meeting

Date/Time: 22nd May 2014
13.00-15.00hrs
Chair:

Venue: Ground Floor Meeting Room,
Bevan House

Suzanne Horrill
Lay Member - Audit

Meeting No.: 1
Reporting Period: 2014-15

Membership/Attendees
Name
Suzanne Horrill
Vacancy
Vacancy
Lynda Risk
Tracy Parker-Priest
Linda Elliott
Matthew Elcock
Paul Basnett
Lisa Carr
Suzanne Crutchley
Simon Whitehouse
Dr Jonathan Griffiths
Rachel Smethurst
Ref.
1.1
1.1.1

1.1.2

Organisation
NHS VRCCG
NHS VRCCG
NHS VRCCG
NHS SCCCG/VRCCG
NHS VRCCG
MIAA
MIAA
Grant Thornton
Grant Thornton
NHS SCCCG/VRCCG
C&M CSU
NHS SCCCG/VRCCG
NHS VRCCG
NHS VRCCG

Job Title
Lay Member - Audit
Lay Member - Audit
Clinical Member
Chief Finance Officer
Director of Partnerships & Governance
Internal Auditor
Local Counter Fraud Specialist
External Auditor
External Auditor
Performance & Risk Manager
Information Governance Manager
Chief Executive
Chair of Governing Body
Business Manager

Present
Yes
n/a
n/a
Yes
Yes
Yes
Yes
Yes
Yes
Yes
n/a
Yes
Yes
Yes

Discussion and Action Points
Committee Management
Apologies For Absence
The Chair opened the extra ordinary meeting and welcomed all members, noting no
apologies had been tendered.
Declarations of Interest
The Chair asked members to make any declarations adding the she was a member of the
Pharmacy Regulatory Committee. No other interests were made.
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1.2
1.2.1

External Audit
External Audit Findings Report and Opinion on the 2013-14 Accounts
Copies of a paper entitled ‘External Audit Findings Report and Opinions on the 2013-14
Accounts’ produced by Grant Thornton Associates had been circulated with the agenda.
The External Auditor drew attention to the contents of the report which outlined the
planned approach to the audit, stating that the principal challenges for the CCG in its first
year of existence were to establish a new commissioning framework, develop
commissioning and monitoring arrangements which address local healthcare priorities
within financial targets.
It was noted that a significant amount of the planned audit work had been completed as at
9 May 2014 which had not identified any material errors or uncertainties in the financial
statements. The Chief Finance Officer had amended the accounts for the disclosure
changes primarily to improve presentation of the accounts.
A number of audit tests were being concluded in relation to secondary healthcare costs to
the supporting contracts; reviewing the management letter of representation; reviewing the
service auditor’s report on the Cheshire and Merseyside Commissioning Support Unit and
reviewing the final version of the Annual Governance Statement.
The External Auditor advised that the mis-match return reports for the Department of
Health had identified discrepancies between what the CCG had paid against invoice to that
recorded as received by University Hospital North Staffordshire. At this stage the net
position shown by the CCG's accounts includes the £0.6m expenditure that providers say
should not be included. Management was currently seeking to resolve the differences with
the providers. Whilst the differences are not material to the CCG's financial statements, the
External Auditor may be required to report them to the National Audit Office (NAO) for
Whole of Government Accounts purposes if the differences are not resolved. The Chief
Finance Officer confirmed that the finance team is conducting further detailed investigation.
After some further discussion it was noted that an unqualified opinion would be given
against the financial statements and the value for money element.

It was Agreed

Who

When

L Risk

Jun-14

 to note the contents of the external audit findings report and the
unqualified opinion on the 2013-14 Accounts; and
 that the Chief Finance Officer and the finance team were conducting
further investigations relating to the mis-match return reports; and
 that the Chair wished to acknowledge her thanks to Grant Thornton
for their audit opinion together with the respective CCG staff for their
contribution; and
 that the Chief Executive wished to place on record his thanks to the
external auditors for their opinion together with the respective CCG
staff for their support to deliver a successful result.
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Annual Report & Accounts 2013-14
Copies of paper entitled ‘Annual Report & Accounts 2013-14’ prepared jointly by the
Business Manager and Finance Team had been circulated with the agenda.
Copies of a paper entitled ‘Informing the audit risk assessment for NHS Vale Royal Clinical
Commissioning Group’ had been tabled at the meeting.
1.2.2

The Chief Finance Officer advised that a draft copy of the Annual Governance Statement
had been received at a recent Membership Assembly noting that the document followed a
prescriptive layout issued by NHS England. Slight modifications have been made following
a review exercise by NHS England Area team which have been logged and managed by
the Business Manager. The External Auditors have issued an unqualified opinion and the
statement will be ratified by the Governing Body and signatories to be retrieved by the
Membership Assembly.

It was Agreed

Who

When

L Carr

Jun-14

 to note the contents of the Annual Report & Accounts 2013-14; and
 to note the reporting sequence for ratification by Membership
Assembly members; and
 that the Chair and Executive Team wished to acknowledge their
thanks to the Business Manager, Finance Team, Performance & Risk
Manager and other staff who were involved in the production of the
Annual Governance Statement; and
 that the tabled paper on audit risk assessment be placed on the
agenda for the next meeting.
1.3

Governance
Declarations of Interest Register NHS Vale Royal CCG 2013-14
Copies of a paper entitled ‘Declarations of Interest Register NHS Vale Royal CCG 201314’ prepared by the Business Manager had been circulated with the agenda.
The Business Manager stated that in March 2014 the Chief Executive had written to all
staff and Members of the Governing Body to complete and return a ‘Declarations of
Interest’ form. These returns have been processed and transferred to the Declarations of
Interest register which details 16 entries for Governing Body & GP Members and 26 entries
for employees.

1.3.1

The CCG’s draft Standards of Business Conduct and Declarations of Interest Policy has
been reviewed by the Governance & Audit Committee together with the Membership
Assembly and is now awaiting ratification by the Governing Body. It states in paragraph
5.3.5 that the Governance & Audit Committee will review the register twice per annum.
The Chair advised that alerts to refresh the register entries should be issued prior to the
register being reviewed by the Committee on a 6 monthly basis. She also commented that
a system to update the register relating to staff leavers be cross reference. It was furher
noted that the entries relating to the Governing Body Members was published on the
CCG’s website for transparency purposes.
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It was Agreed
 to note the update on Declaration of Interest Register for NHS Vale
Royal CCG 2013-14; and
 that an update report be received on a 6 monthly cycle.

Who

When

R
Smethurst

Sept-14

NHS VRCCG Assurance Framework 2013-14
Copies of a draft paper entitled ‘Governing Body Assurance Framework 20-13-14’
prepared by the Performance & Risk Manager had been circulated with the agenda.

1.3.2

The Performance & Risk Manager drew attention to the contents of the draft assurance
framework stating that this had been subject to an internal audit review which received
‘significant’ assurance in March 2014. Further modifications have since been made with
the inclusion of a dashboard listing the top ten high level risks which could have an
adverse impact on the realization of the strategic objectives. These risks have been linked
to category types and assigned to executive risk owners.

It was noted that further work was required to determine the risk appetite against each of
the high level risks. The Chair proposed that the draft assurance framework be reviewed
at the next informal governing body meeting scheduled in July 2014 in order to embed and
take ownership on its contents.
It was Agreed
Who
When
 to note the refreshed contents of the draft Assurance Framework
2013-14; and
 that the draft assurance framework be reviewed at the next informal
Governing Body meeting scheduled in July 2014,

L Carr

Jul-14

NHS VRCCG Governance & Audit Annual Report 2013-14
Copies of a draft paper entitled ‘NHS VRCCG Governance & Audit Annual Report 2013-14’
prepared by the Performance & Risk Manager on behalf of the Chair had been circulated
with the agenda.

1.3.3

The Performance & Risk Manager stated that the document followed a prescribed
reporting format taken from the NHS Audit Committee Handbook published in March 2011
by Healthcare Financial Management Association (HFMA). The purpose of the document
is to summarise the work of the committee during the previous year to form part of the
Chair’s assurance opinion.

The report reflects its own effectiveness, the content of the annual governance statement
together with risk management and assurance framework controls, reliability and integrity
of assurances retrieved from internal and external audit, financial statement and
management operational arrangements.
It was Agreed
Who
When
 to note the contents of the draft Governance & Audit Annual Report
2013-14; and
 that the report be forwarded to the Governing Body for ratification.

L Carr

Jun-14
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1.4

Internal Audit
NHS Vale Royal CCG Assurance Framework Review 2013-14
Copies of a paper entitled ‘NHS Vale Royal CCG Assurance Framework Review 2013-14’
produced by Mersey Internal Audit Agency (MIAA) had been circulated with the agenda.

1.4.1

The Internal Auditor advised that Appendix 1 detailed the assessment criteria used to form
a judgment of ‘Significant’ assurance against the draft Assurance Framework 2013-14 in
March 2014. It was noted that 5 observation statements had been made to signpost
further improvements in terms of embedding the monitoring arrangements into the
governance arrangements.

It was Agreed

Who

When

 to note the contents of the NHS Vale Royal CCG Assurance
Framework Review 2013-14 which achieved ‘Significant’ Assurance.

NHS Vale Royal CCG Information Governance Review 2013-14
Copies of a paper entitled ‘NHS Vale Royal CCG Information Governance Review 2013-14
prepared by MIAA had been circulated with the agenda.
1.4.2

The Internal Auditor advised that the draft findings had been presented to the last meeting
held in March 2014, noting ‘Significant’ assurance had been achieved. Against the
assessment criteria there were 12 agreed level 2 and 1 level 1.

It was Agreed

Who

When

L Carr / S
Crutchley

Jun-14

 to note the contents of the NHS Vale Royal CCG Information
Governance Review 2013-14 had achieved ‘Significant’ Assurance;
and
 that the recommendations form part of the CCGs Internal Audit
Tracker and the Information Governance Toolkit work planner.

Director of Internal Audit Opinion 2013-14 for Vale Royal CCG
Copies of a paper entitled ‘Director of Internal Audit Opinion 2013-14 for NHS Vale Royal
CCG prepared by MIAA had been circulated with the agenda.

1.4.3

The Internal Auditor took Members through the contents of the report which provided a
summary of the work completed during 2013-14 inclusive of nine internal audit reviews,
facilitated learning workshop sessions and support in the development of the Conflicts of
Interest requirements and risk management.
It was noted that the overall opinion was of ‘Significant’ assurance as a result of generally
sound systems of internal control being consistently applied to meet the organisation’s
objectives.
Six of the internal audit reviews attained ‘Significant’ Assurance level and three were of
‘Limited’ Assurance these related to Commissioning Support Unit Contract Management,
Conflicts of Interest and Performance Management & Reporting all of which reside on the
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Assurance Framework and form part of the Internal Audit Tracker work plan which will
monitor the implementation of the management responses.
It was Agreed

Who

When

 To note the contents of the Director of Audit Opinion and Annual
Report 2013-14 of ‘Significant’ Assurance.
Internal Audit Plan 2014-15 – NHS Vale Royal CCG Final
Copies of a paper entitled ‘Internal Audit Plan 2014-15 – NHS Vale Royal CCG Final
prepared by MIAA had been circulated with the agenda.

1.4.3

The Internal Auditor advised that consultation held with Executive leads, Clinical and Lay
Members had helped to formulate the contents of the internal audit plan and that this
second iteration had previously been agreed. There are 11 internal audit reviews to be
completed during 2014-15 associated with transparency and governance, patient
participation and customer services; informed commissioning and higher standards at a
value of £34,880.

Additional proposed reviews include Health & Wellbeing System Improvement Programme
and Commissioning Support Unit Service Delivery. Areas to be kept under review as part
of the ongoing risk assessment include reassessment of Providers, Mental Health
Commissioning, Data Quality, Primary Care Quality Premium and demonstrating Social
Value.
It was Agreed
Who
When
 To approve the contents of the Internal Audit Plan 2014-15 at a value
of £34,880

1.5

1.5.1

NHS Protect – Local Counter Fraud Specialist
Anti-Fraud Services Annual Report 2013-14
Copies of a paper entitled ‘Anti-Fraud Services Annual Report 2013-14’ prepared by
Matthew Elcock had been circulated with the agenda.
The Local Counter Fraud Specialist (LCFS) drew attention to the contents of the report
which summarised the work conducted by the team during 2013-14 including
communication and training events to raise awareness of anti-fraud and bribery
requirements, published policies, circulated information alerts and NHS Protect Bulletins
and also development work on the production of the Conflicts of Interest Policy and local
detection exercises.

It was noted that that a key element of the NHS Anti-Fraud Strategy is the professional
investigations of allegations of fraud to either prove or disprove an offense has been taken.
During 2013-14 no referrals were retrieved by our LCFS.
It was Agreed
Who
When
 To note the contents of the Anti-Fraud Services Annual Report 201314.
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Proactive Detection Exercise - Conflict of Interest Testing
Copies of a memorandum entitled ‘Proactive detection Exercise – Declarations & Conflict
of Interest Testing’ had been circulated with the agenda.

1.5.2

The Local Counter Fraud Specialist drew attention to the contents of the report with
particular attention draw to the conclusions and recommendations which indicated that
LCFS were not given the requisite information to test the Declaration of Interest Register
published by the CCG on its website to ensure it was a true, accurate and complete
representation. It was noted that no statutory requirement to hold personal information on
members and governing body members it is deemed good practice and appropriate given
their remit to make decisions and spend public money.
There are a number of constitutional requirements to be meet that would prevent an
appointment as a Governing Body Member such as an individual declaring themselves
bankrupt. The CCG needs to hold adequate personal information in order to carry out
background checks on Members for assurance purposes.

It was Agreed

Who

When

Minutes prepared by:
Name : Lisa Carr

Time

Dated

Chair’s Approval Signature:
Name : Suzanne Horrill

Time

Dated

 to note the contents of the Proactive Detection Exercise –
Declarations & Conflict of Interest Testing
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Meeting Action Log Tracker
Strategic Ownership

Simon Whitehouse / Lynda Risk

Executive SIRO

Tracy Parker-Priest

Caldicott Guardian

Owner

Chief Finance Officer and Finance Team
conducting further investigations relating to the
mis-match return reports relating to UHNS

L Risk / S Lowe

Jun-14

Work has been conducted and ongoing as at 16-06-14

2014-02

May-14

Copies of the external audit template 'Informing
the audit risk assessment for NHS Vale Royal
CCG' to be presented at June 2014 meeting

L Carr

Jun-14

* Report has been added to agenda for June 2014 meeting for formal
acknowledgement

May-14 1.3.1

Declarations of Interest Register to be
presented on 6 monthly cycle to committee

R Smethurst

Sep-14

* Item has been recorded onto the Committee Forward Planner and
scheduled update to be presented in September 2014

Item
No.

2014-01

May-14

Date

Action Descriptor

2014-03

Meeting Details

Reply Date

Committee Manager

Management Response

Dr Nicola Bishop
Lisa Carr

Admin Update

Status

Terms of Reference include internal controls, risk management and assurance framework,
internal and external audits, financial reporting and operational management.

Executive Leads

Updated

NHS Vale Royal CCG Governance & Audi Committee

Suza nne Horri l l

Jun-14
Live

Chair

Jun-14
Retired

Date

Jun-14
Retired

May-14
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Meeting Action Log Tracker
Strategic Ownership

Simon Whitehouse / Lynda Risk

Executive SIRO

Tracy Parker-Priest

Caldicott Guardian

Reply Date

Owner

Jul-14

Information Governance Review 2013-14, audit
May-14 1.4.2 recommendations form part of CCG Internal
Audit Tracker and IG Toolkit Work plan 2014-15

Management Response

* Performance & Risk Manager forwarded draft assurance
framework to admin leads and asked that is placed on agenda for
next informal Governing Body.
* Item has been recorded onto the Committee Forward Planner and
scheduled update to be presented in Spetember 2014

Jun-14

Governance & Audit Annual Report 2013-14 to
be forwarded to Governing Body for ratification

L Carr

May-14 1.3.3

L Carr

Draft Assurance Framework to be reviewed at
the next informal Governing Body meeting

S Crutchley

Item
No.

2014-04

May-14 1.3.2

2014-05

Action Descriptor

2014-06

Date

Meeting Details

* Performance & Risk Manager forwarded report to admin leads for
formal GB meeting in Jun-14.
* Approval was noted

Jun-14

Committee Manager

* IG Manager has reflected recommendations into the work plan.
* Updates to the Data Flow Maps and Information Asset Register will
be completed at a Management Team meeting scheduled in Sept-14.
* Item has been recorded onto the Committee Forward Planner for
periodic updates.

Dr Nicola Bishop
Lisa Carr

Admin Update

* Outcome of review to be reported back
to G&A in Sept-14 - place on committee
forward planner

Status

Terms of Reference include internal controls, risk management and assurance framework,
internal and external audits, financial reporting and operational management.

Executive Leads

Updated

NHS Vale Royal CCG Governance & Audi Committee

Suza nne Horri l l

Jun-14
Retired

Chair

Jun-14
Retired

Date

* Admin have added to forward
committee planner and facilitation slot
booked at Management Team Meeting

Sep-14
Retired

May-14
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Meeting Name: Clinical Commissioning Executive
Date/Time: Thursday 12th June 2014 / 09:00

Venue: Ground Floor Meeting Room

Chair: Simon Whitehouse

Meeting No.: 3

Membership
Name

Organisation

Job Title

Present

Sinead Clarke

NHS South Cheshire CCG

GP Executive Lead – Cancer &
End of Life

✓

John Clough

NHS South Cheshire CCG

Governing Body Lay Member –
Governance & Audit

X

Fiona Field

NHS South Cheshire CCG

Director of Partnerships &
Governance

✓

Jonathan Griffiths

NHS Vale Royal CCG

Chair, NHS Vale Royal CCG

✓

Suzanne Horrill

NHS Vale Royal CCG

Governing Body Lay Member –
Governance & Audit

✓

Jean Jenkins

NHS Vale Royal CCG

GP Executive Lead – Mental
Health

✓

Sue Lowe

NHS South Cheshire CCG &
NHS Vale Royal CCG

Senior Finance Officer

✓

Diane Noble

NHS South Cheshire CCG

Lay Member – Public and Patient
Involvement

✓

Tracy Parker-Priest

NHS Vale Royal CCG

Director of Partnerships &
Governance

✓

Lynda Risk

NHS South Cheshire CCG &
NHS Vale Royal CCG

Chief Finance Officer

✓

Andrew Spooner

NHS South Cheshire CCG

GP Executive Lead and Ageing
Well Lead GP

X

Teresa Strefford

NHS Vale Royal CCG

GP Executive Lead – Quality

✓

Simon Whitehouse
(Chair)

NHS South Cheshire CCG &
NHS Vale Royal CCG

Chief Officer

✓

Andrew Wilson

NHS South Cheshire CCG

Chair, NHS South Cheshire CCG

✓


NHS Vale Royal Clinical Commissioning Group

NHS South Cheshire Clinical Commissioning Group
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Guest Attendees
Name


Organisation

Job Title

Item

A Best

NHS South Cheshire CCG &
NHS Vale Royal CCG

Service Delivery Manager –
Primary Care

3.2.6

A Adams

NHS Vale Royal CCG

GP Executive Lead – Living Well

All

J Burgess

NHS South Cheshire CCG &
NHS Vale Royal CCG

Service Delivery Manager – Mental
Health

3.2.5

M Dickinson

NHS South Cheshire CCG &
NHS Vale Royal CCG

Head of Medicines Management

All

A Hudson

NHS South Cheshire CCG

GP Executive Lead – Quality

Part

T Matthews

NHS South Cheshire CCG &
NHS Vale Royal CCG

Service Delivery Manager –
Starting Well

3.2.2

J Turton

NHS South Cheshire CCG &
NHS Vale Royal CCG

Service Delivery Manager – Ageing
Well

3.2.1

Ref.
3.1.1
3.1.2

3.1.3

Discussion and Action Points
Welcome and Apologies
S Whitehouse welcomed all to the meeting and introductions took place.
Declarations of Interest
J Griffiths declared an interest in item 3.2.1 as Swanlow Practice receive
payment for visiting Elmhurst when the duty doctor is not available.

Action

S Horrill and D Noble declared an interest in item 3.2.2 as they know staff
at the Provider.
Minutes of the Meeting held on 15th May 2014
The minutes of the meeting held on 15th May 2014 were agreed as a true
and accurate record.
Maters Arising
Quality Premium
Update to be provided at the July meeting. J Vitta to lead.

July 2014
J Vitta

Ambulance Deep Dive
To be discussed at the July meeting. S Milne to lead. TPP to arrange with
SM.

July 2014
S Milne
TPP

Local Quality Schemes – Primary Care
The wording has been amended as requested. No feedback received
from the LMC to date.

NHS Vale Royal Clinical Commissioning Group
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GP Care Homes Scheme
Update to be provided at the July meeting. J Turton to lead.

July 2014
J Turton

Urgent Care
The Scheme has been signed off by both Governing Bodies. Work is
progressing.

3.2.1

A Hudson requested that he be added to the distribution list.
Intermediate Care
J Turton presented the Intermediate Care Services Review Paper that was
circulated with the agenda. The purpose of the report was to provide the
Clinical Commissioning Executive with an overview of the findings of the
‘Intermediate’ Care Service Review and obtain a decision on the approach
to implementation given the recommendations of the Ageing Well
Programme Board.

June 2014
J Hooson

F Field explained that, although there was more work to be done on the
review, the next steps are to integrate with Connecting Care and the Local
Authority. It was stressed that Partners wish to be involved in this piece of
work and a workshop with stakeholders was proposed.
Dr A Wilson supported the direction of travel but raised concerns on how
this work fitted in with Extended / Integrated Neighbourhood Teams. He
stressed this should not become an isolated piece of work.
Concerns were also raised around the impact on Primary Care and
whether the additional costs for GPs managing patients in the community
had been factored into the projections. J Turton agreed to update costings
to include the impact on Primary Care.
Action: Update costings to include impact on Primary Care.

J Turton

On the request of Dr J Jenkins it was agreed that the generic term ‘mental
health’ be replaced with more specific terminology and to ensure that all
documentation reflects the Parity of Esteem approval.
Action: Replace the term ‘mental health’ with more specific wording
and reflect Parity of Esteem

J Turton

Clarification was provided on ‘Step Up Beds’ as J Turton explained these
beds were still available apart from at Overdene House Care Home. Beds
at Overdene are expected to be available from July. A communication will
be sent to all Vale Royal GPs.
Action: Communication to be sent to all Vale Royal GPs giving an
update on ‘Step Up Beds’ at Overdene House Care Home.

J Turton

Meeting will be arranged between F Field, T Parker-Priest, J Turton and S
Milne to ensure this works links to the Urgent Care project.

NHS Vale Royal Clinical Commissioning Group
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Action: Meeting to ensure review links into Urgent Care Project.

J Turton

The Commissioning Executive was asked to provide clarity on how this
review would link into the Connecting Care Board. It was agreed that work
would take place via email to produce an update report to include how the
Better Care Fund links to the Intermediate Care Services Review to be
presented at the June meeting of the Connecting Care Board.
Action: Produce updated report to take to the June meeting of the
Connecting Care Board.

J Turton

The Executive:
 Agreed to utilise the recommendations of the report as a
‘stepping stone’ to support a joint approach to redesign
‘Intermediate’ Care and reablement services.
 Advised that an updated report to incorporate how the review
links to the Better Care Fund be produced and presented to the
Connecting Care Board.
 Advised that an updated paper, to include risk and financial
information with regards to Primary Care as well as the outcome
from the Connecting Care Board, be presented at Informal
Governing Body meetings.

3.2.2

Action: Present further report at Informal Governing Body meetings
1:1 Maternity Service
T Matthews presented the report on 1:1 Maternity Services which provided
the Clinical Commissioning Executive with a summary of the background
and rationale for becoming an associate commissioner to NHS Wirral
contract for commissioning ‘One to One’ maternity services.

J Turton

The Executive were in agreement that as the service would offer more
choice to patients, it was in the best interest of the local population to
commission the service. It was recognised that by being an associate
commissioner to the Wirral CCG contract that there was a more direct
route to influence the contract and ensure that information flows.
Concerns were raised regarding how the provider would communicate and
inform GPs that their patients were using the service as patients self-refer.
T Matthews stated that One to One maternity Service were keen to
engage with Practitioners. Commissioning the service would also ensure
GPs had more influence over the service, receive better communications
and have access to more robust information. There were discussions
around potential clinical incidents and the reporting of them. T Matthews
reiterated that if the CCGs were associates to the contract this information
would be reported directly.
The CCE noted that concerns had been raised by MCHFT regarding this
service. T Matthews was asked to continue to work with MCHFT in order
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to manage their risks. The CCE accepted that the driver here was around
patient choice.
Clarification on how the tariff would be paid if patients were to have an
emergency or gave birth in hospital rather than at home was provided by L
Risk.

3.2.3

The Executive:
 Unanimously supported the proposal and acknowledged the hard
work undertaken.
Planned Care
C Sloan was in attendance to present the Planned Care Review Scoping
document that had been circulated with the agenda and to ask the Clinical
Commissioning Executive to agree the approach outlined in the document.
Mid Cheshire Hospital Foundation Trust (MCHFT) are involved and
engaged fully with this piece of work and have assigned a lead clinician to
be involved. Dr A Adams is also part of the team as the CCG / Primary
Care Clinical Representative. The Primary Care Team at the CCG are
also very involved and will be undertaking joint work on this area.
S Lowe requested that it was clear the intention of the work was to ensure
that the contract delivered at the 2013/2014 level i.e. no over performance.
It was acknowledged that all elective referrals that are appropriate and of
good quality would be paid for. Having robust data to help support the
understanding of this activity was crucial.
The Executive:
 Agreed to the planned care service as outlined in the paper with a
request that an update be presented at the September Clinical
Commissioning Executive. This update to include a plan for the
next phase of the project.

3.2.4

Action:
 Update to be presented at the September meeting of the Clinical
Commissioning Executive.
Programme Progress Report
The Programme Board Summary Report provided the Clinical
Commissioning Executive with a summary of the progress that has been
made across the three Programme Boards between April 2013 – March
2014.

Sept 2014
C Sloan

Members of the Executive found the report difficult to follow in its current
format but acknowledged the detail included was useful. It was requested
that all projects for each Programme Board be listed together.
Action: Amendments to the layout are implemented.
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The Executive:
 Requested amendments are made to the layout of the report.
 Requested the report be brought back to the Commissioning
Executive as a standard bi-monthly item.

3.2.5

Action: Report added as a standard item to future Clinical
Commissioning Executive Meetings (bi-monthly).
Integrated Mental Health Team
J Jenkins and J Burgess presented the proposal for an integrated mental
health team based in the community, which brings together the functions
of liaison psychiatry, a community based dementia service and is
incorporated within the neighbourhood teams.

J
Underwood

The CCG finance team has been involved in the plan and have raised
some concerns and identified risk areas. T Parker-Priest raised further
concerns with regards to the amount of monies identified within the
Integrated Care Teams budget to ensure that we were not double
counting.
The Executive:
 Agreed that the proposal be progressed further and for J Jenkins
and J Burgess to meet with Providers to resolve the identified
areas of risk and concerns with finance and procurement.
 Requested that the proposal be presented to the Connecting Care
Board.

3.2.6

Action: Discussions with Providers to progress.
Action: Agree timescales for the report to be presented to the
Connecting Care Board with D Eden.
Action: Update to be presented to the Clinical Commissioning
Executive in September.
Quality & Safety Champions in Primary Care
A Best presented the report on Quality & Safety Champions in Primary
Care to the Clinical Commissioning Executive with the aim of sharing the
outline proposal for the development of a Quality and Safety Champion
framework across the CCGs.

J Jenkins / J
Burgess
J Jenkins
J Burgess

Unanimously the Executive agreed that the proposal would have a big
impact for a relatively small amount of money although concerns were
raised that no funding streams were identified in the paper.
Following discussions on how this would be funded it was agreed that
monies from the Quality Premium would be used as a non-recurring
budget to support this work. This piece of work strongly supports the
quality agenda.
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The Executive:
 Agreed to approve the proposal for developing Quality and Safety
Champions across Primary Care.
 Identified that the Quality Premium be used to fund this piece of
work.

3.4.1

Action: All future proposals to identify how the work would be
funded.
Any Other Business
Format of the Meeting
It was agreed that the current format of the Clinical Commissioning
Executive Meetings are much improved and staff now feel like decisions
are being made and communicated to them.

All

Improvements are still required to ensure that outcomes from the meeting
are disseminated and the minutes are circulated promptly.
Creating a checklist for staff outlining which areas should be included was
proposed. This would include identifying risks and funding streams.
The Executive wished to thank staff for their hard work in producing the
reports presented at the meetings.

3.4.2

Action: Circulate decisions, outcomes and minutes of the meeting in
a timely fashion.
Action: Create report checklist to include identifying risks and
funding streams.
Date & Time of Next Meeting
The next meeting is to be held on Thursday 10th July 2014, *09:00hrs –
12:00hrs in the Large Ground Floor Meeting Room, Bevan House.

S
Whitehouse
J
Underwood

Deadline for agenda items and supporting papers is Tuesday 1st July
2014
*Please note all future meetings will be for 3 hours.
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