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Ref.

Discussion and Action Points

2.1

Committee Management

2.1.1

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 Simon Whitehouse, John Clough, Diane
Noble and Annabel London.
2.1.2

Minutes of meeting held 5th June 2014
The minutes from the last meeting were agreed and approved by the
Governing Body.
The 360-degree survey will now be taken at the September Informal
Governing Body meeting, as it was not taken at the July meeting as detailed
in the minutes.

WJ

It is noted that the Operational Plan has been developed into a shortened
version for ease of reading.
NHS South Cheshire CCG Governing Body:
• Approved the minutes from the NHS South Cheshire CCG Formal
Governing Body meeting held on 5 June 2014.
2.2

Patients Story : “Meet Steve & Elouise” – Experiences of reverse
barrier nursing
A short film was presented about a patient at Leighton, who had attended
A&E at Leighton Hospital where he had subsequently been an in-patient as
he had an uncommon condition and was prone to infection.
His wife also gave her account as a patient’s relative. Their story did not
present a positive experience of hospital care because the patient (who is
an expert in his own condition) had not been listened to, or involved in his
own care in hospital.
The Governing Body thanked Emma Leigh for the sensitivity shown in
making the ‘Patient Story’ films.
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The Chair thought it prudent for the Governing Body to keep the story in
mind during the meeting and think of ‘how we as a CCG can change things
in Commissioning’ and ‘are we following through changes to patient care’.
The Governing Body were saddened by the treatment that Steve had
received and stated that basic patient care is an essential part of the
‘medicine’ for the overall care of the patient.
The film is to be shown at the CCG Quality and Performance Committee,
Governing Body members voiced that they would like the MCHfT Board to
see it also. The Chair agreed to write to the MCHfT Chair offering the film
for use at one of their future Board meetings.
2.3

Governance

2.3.1

Corporate Risk Register 2014-15

A Wilson

The Corporate Risk register was circulated with the agenda prior to the
meeting. It provides details on new risks identified during the last reporting
period, risks being recommended for closure or score readjustment,
together with comprehensive details of the controls, assurances and
mitigating actions. The detailed contents of the report were discussed at the
recent Governance and Audit Committee held in July.
CR 2014–22 : Sustainable Primary & Secondary Workforce – Governing
Body members stated they would like two separate risks to be considered
for this risk subject and asked that it be reworded to reflect this..

F Field

L Risk confirmed that the clinical guidelines governed by NICE needed
some adjustment on the risk register.
The Chair felt that the Risk Accountable person for South Cheshire should
be from the South Cheshire CCG. At present both South Cheshire and
Vale Royal Clinical Chairs have this responsibility. L Risk agreed to look at
how practical it would be to make this change.

L Risk

The Governing Body agreed to:
•
•

note the contents of the Corporate Risk Register as at 21 July 2014
detailing 22 ‘live’ risk entries; and
note that risk CR2014-16 is to be retired, CR2014-01 risk to be
escalated to risks core 16 and two new risk entries namely CR201422 & CR2014-23.
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2.4

Business

2.4.1

Chief Executive Report (S Whitehouse absent)
F Field presented the paper which had been circulated with the agenda prior
to the meeting. The report provided an overview of important Clinical
Commissioning Group (CCG) business and activities that had not been
provided to the Governing Body.
Key points raised were:
• S Whitehouse is in the process of visiting all GP Practices located in
both South Cheshire (and Vale Royal) to discuss issues and challenges
faced by local GPs; main themes are listed in the report. A more
detailed report will be brought to the October Formal Governing Body.
•

The CSU Board to Board meeting has taken place with clear timescales;
and named responsibility for each service; six months has been given to
deliver on an action plan.

•

The Connecting Care Board (CCB) has decided to consider whether it
takes over the function of Systems Resilience Group as well as CCB.
This subject is to be discussed further at the September Informal
Governing Body.

S
Whitehouse

WJ

The Governing Body agreed:
• To note the contents of the paper.
2.4.2

Multi Agency Public Health 2-Year Strategic Plan for Cheshire,
Warrington & Wirral
The above paper was circulated with the agenda prior to the meeting for
information.
Paul Cody, Deputy Director of Cheshire & Merseyside Public Health
Collaborative Service (CHAMPS) presented the paper along with Dr
Heather Grimbaldeston. They reported that a NHS England led MultiAgency Strategy Planning workshop will be taking place on 17 September
2014 to engage with key stakeholders to shape the Cheshire, Warrington
and Wirral multi-agency five year strategic plan and agree a partnership
approach with key milestones, stating that this will be an opportunity to
share positive thoughts and expertise. Members are asked to email Helen
Unsworth to book a place at the workshop.
The Governing Body agreed:
• To note the contents of the paper.
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2.4.3

Workforce Performance Management Framework
The paper was circulated with the agenda prior to the meeting presenting
data on staffing across the two CCG’s including statutory workforce
indicators for those staff directly employed by NHS South Cheshire CCG.
This was the first time that the Governing Body had received a detailed
workforce profile and the CCG senior team is working closely with the CSU
HR team to further refine and develop the report. It was felt important to
share the revised version with the Governing Body for comments and a
proposal around how the reporting can be further improved.
F Field presented the paper and stated that the report was a shared report
with Vale Royal CCG as both CCG’s have a shared management team.
The Governing Body asked how the 64% South Cheshire and 36% Vale
Royal shared management split was working and also queried the high
turnover of staff in the early part of the year.
F Field explained that the staff turnover had been a little high due to the
CCG being a new organization and staff securing employment from
previous employers quite quickly. There had also been personal changes in
staff circumstances needing staff to move geographic area. No concerns
had been raised at exit interviews.
Discussion ensued around staff working excessive hours to achieve
deadlines, key points were:
•
•
•

•
•

Volume of papers to read before meetings
Governing Body would like the report to show how staffing matches
what needs to be delivered – need for a skills matrix.
The Governing Body asked if the shared management arrangement with
Vale Royal CCG remains good value for money and asked to receive a
paper and opinion from Chief Executive regarding this.
Governing Body queried “Are we doing the right things?”
The Governing Body asked that future reports contain a more helpful
presentation of data as they found a comparison ‘to last month’
unhelpful in informing them of trends..

S
Whitehouse

The Governing Body agreed:
•
•

To note the contents of the report and the associated actions
needed in achieving the required target rates.
To recognise that there is further work to do in order to refine this
reporting process.
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2.4.4

Safeguarding Children & Adults at Risk Annual Report
The above paper was circulated with the agenda prior to the meeting and
gave 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.
The report demonstrates the CCG’s strong commitment to safeguarding and
promotes the welfare of children, including children cared for by the Local
Authority, and Adults at Risk who are living within the South Cheshire
community. It further provides information about how the CCG carried out
its statutory responsibilities.
F Field presented the paper: there was a suggestion that an individual story
explaining ‘what happened next’ be brought to future Governing Body
meetings, this was agreed by the Governing Body. This is now required
from our three main Providers at their Quarterly Contract meetings.

F Field

In answer to the need to address the South Cheshire residential/nursing
care homes workload, F Field confirmed that the Quality and Performance
Committee are monitoring this. We share one designated nurse with EC
CCG who has responsibility for all adult safeguarding issues and this has
become a very pressurised situation. Her workload is being considered
currently.
F Field reported that training for CCG staff was above target. The
Safeguarding Designated Nurse liaising with GPs, is making sure they are
compliant. However, It is to be noted that NHS England has overall
responsibility for GP Training, not the CCG Designated Nurses.
•
•

2.4.5

The Governing Body:
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.

Carers Policy
The Carers Policy was circulated with the agenda prior to the meeting and
gave an update on work done to deliver the Strategy for Carers in East
Cheshire 2011-15 and supports the current actions that South Cheshire
CCG are taking to ensure local carers have access to good services locally.
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A Phillips joined the meeting to give an overview of the Carers Policy. She
reported that there are over 2,100 carers working in partnership with East
Cheshire CCG and the Cheshire East Council (CEC) to support carers to
have a life outside carer duties, adding that an action plan has been
developed to assure this.
A Hudson commented that the paper had been a stimulating read
encouraging him to enquire who the Carers are at his own practice and
asked how best to share this information with the Local Authority.
F Field stated that the allocation of funding for Carer breaks was being
jointly commissioned and allocated between CCG and CEC.
The Governing Body:
• 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).
2.4.6

GP Practice Schemes Payment
The paper was circulated with the Agenda prior to the meeting providing the
Governing Body with historic information regarding to the Primary Care
Schemes. Another late paper had been shared prior to the meeting with a
detailed financial update letter (dated 5 August 2014) received from NHS
England Area Team confirming a proposed final financial settlement offer
regarding transferring the responsibility for these schemes back to the CCG
and asked the Governing Body to make a decision on the next steps.
GP members: A Wilson, A Hudson, P Goodwin and A Spooner all
declared a ‘Conflict of Interest’ under this subject and G Bruce, as
Deputy Chair, was asked to Chair this item.
Following a discussion the following comments were made:
L Risk stated that there is a complex history with different preceding
organisations surrounding this offer. She asked the Governing Body if they
wished to accept or reject the final offer from the Area Team. She felt this
final late offer would not be improved upon by NHS England Area Team.
It was noted that GPs had been disappointed with NHS England’s response
following a previous meeting in that they had not made any attempt to
contact individual Practices to discuss these payments.
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The Governing Body asked that S Whitehouse or A Wilson write to NHS
England voicing the disappointment from GPs that they had not involved
Practices, to acknowledge the spirit of working together between Practices
and CCGs and for NHS England to discuss and involve Practices in the
future.

S
Whitehouse
/A Wilson

The required decision was not an easy one to make in the timescale given
and it was noted that there is a need to also take this item to the
Membership Council for further discussion on a way forward despite any
decision made today.
The Governing Body Members, excluding the GPs who were not eligible to
vote due to Declaration of Interest, voted as follows:
6 (six) voted to accept
1 (one) abstention
It was queried whether this issue should be discussed at the Heath &
Wellbeing Board and Scrutiny Board : this was noted by the Chair.
A Wilson offered to write to GPs on today’s decision and outlining how the
CCG take this decision forward. All those who voted asked to have their
names added to the letter for signature.

A Wilson

The Governing Body:
•
•
•

2.4.7

Noted the offer from NHS England as outlined in the letter from
R Favager dated 5th August 2014.
Approved in principle the recurrent transfer of 50% of the funding
of the schemes with an additional transitional support.
Noted the Governing Body unhappiness in respect of those actions
not carried out by the Area Team and requested that these be
actioned where appropriate.

Special Educational Needs & Disabilities (SEND) & the Impact of the
Children & Families Act
The paper was circulated with the agenda prior to the meeting and provided
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.
T Matthews presented the paper to give assurance to the Governing Body,
key points were:
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•

•
•
•
•

changes for the CCG include a different process to the Education,
Health & Care Plan for the 0-25 age group, to promote better transition
and to give a more educational and holistic approach.
provision for individual personal health budgets.
a requirement for Local Authorities to explain SEND to the community.
New statutory requirement for the CCG to provide role of Designated
Medical/Clinical officer.
The new Act comes into force on 1st September 2014 : currently working
on an action plan. A Provider Group has also been established.

The Governing Body suggested that it would be useful to have case studies
available to help parents understand the process. It was also suggested
that GPs could be approached to offer help to T Matthews and the Local
Authority develop the plan.
The Governing Body:
• Noted the contents of this report. Starting Well Programme to
oversee the development of further actions to ensure the
membership is fully informed of the legislation and implications for
their service users/patients.
2.4.8

Ambulance ‘Deep Dive’ Update
The paper was circulated with the agenda prior to the meeting and provided
the Governing Body with a progress report on 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.
S Milne presented the paper. She and the CCG team were currently
reviewing data from the ‘deep dive’ – work is due to be completed in
October 2014 with the final outcome being brought to the December
Governing Body meeting. The Urgent Care Board is overseeing the
process. Short term initiatives that have been put in place by the CCG and
NWAS that will help improve the current situation.
Report data was questioned as to whether it addressed the issues.
S Milne explained that the ‘deep dive’ is still on-going and more information
is awaited but benchmarking shows that NWAS is one of the most efficient
ambulance trust’s in the Country and that targets are expected to be
achieved.
S Milne suggested a further presentation to the Governing Body before the
December meeting to give more assurance. J Thorley suggested that a
patient story be included in the report.

S Milne
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The Governing Body members wished to acknowledged and give support to
the good progress that has already been made despite the team still being
in the process of the ‘deep dive’.
The Governing Body:
•
•

2.4.9

Noted the content of the report.
Approved 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.

Continuing Health Care (CHC) Reviews Backlog
The paper was circulated with the agenda prior to the meeting highlighting
the current situation for patients with CHC funded nursing care (FNC) review
needs and update on progress to improve the current backlogs of
assessments.
F Field explained the deteriorating position, which now has an action plan to
address the issues. Some progress has already been made and it is
perceived that the backlog will be dealt with by next year (January 2015).
The continuing health care service will move away from the CSU to the
CCG in the future.
A full paper will be brought to the October Formal Governing Body meeting.

F Field

The Governing Body:
• Endorsed the current actions in place with CMCSU CHC/FNC teams
to improve performance.
2.4.10

CQC Inspection: Dementia Care at MCHfT
The above report was circulated with the agenda prior to the meeting
informing the Governing Body of the results of a recent unannounced CQC
inspection at MCHfT.
The report also highlighted the areas covered in the inspection reporting the
findings of the CQC and informing the Governing Body how the resulting
plan of action will be monitored within the CCG.
J Burgess introduced the paper and confirmed that MCHfT have sent an
action plan to CQC. This has not yet been shared with the CCG.
An update paper will be brought to the Governing Body in four months’ time.

J Burgess
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The Governing Body:
• Reviewed the report, noted areas of concern and agreed the
proposed actions.
2.4.11

Equality & Diversity Update
The Equality and Diversity Update paper was circulated with the agenda
prior to the meeting providing 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). This paper was for information.

A Woods

The Governing Body:
• Noted the contents of the report.
2.5

Quality & Performance

2.5.1

Quality Report
The Quality Report was circulated with the agenda in advance of the
meeting providing the Governing Body with a progress report monitoring the
performance activity of our providers against clinical quality and patient
safety requirement for the period ending May 2014.
S Cooke presented the report highlighting the following points:
• the Quality team have conducted several quality visits since the last
meeting.
• Paediatric service meeting has now taken place with MCHfT.
• Stroke services: CQC had reported that MCHFT were at risk, this is
being address and monitored at the Clinical Quality and Patient Safety
Review meeting with MCHfT.
The Governing Body:
• 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.

2.5.2

Mortality Update
The Mortality report was circulated with the agenda in advance of the
meeting providing the Governing Body with an update of the current
performance of Mid Cheshire Hospitals NHS Foundation Trust (MCHfT)
against published mortality measures.
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It also provided an update on the outcome of the Quality Review of Mortality
in MCHfT in May 2014 updated on measures MCHfT have put in place to
reduce mortality rates and the collaborative working with NHS SCCCG and
NHS VRCCG.
S Cooke presented the paper and reported that good progress is being
made.
The Governing Body recognised the efforts being made by MCHfT and the
work being undertaken to improve performance.
The Governing Body:
1. Noted the summary update on Mortality measures at Mid Cheshire
Hospitals NHS Foundation Trust.
2. Noted the outcome of the Quality Review of Mortality Review report
held in May 2014.
2.5.3

Safe Staffing Report
The paper was circulated with the agenda prior to the meeting providing 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.
S Cooke reported that since June 2014 staffing levels at MCHfT have
become more transparent, she added that there will be a recruitment drive
in October for more nursing staff.
The Governing Body were satisfied with the report.
The Governing Body:
• Noted the summary update on Safe Staffing.

2.5.4

NHS Constitution Measures
The report was circulated with the agenda prior to the meeting providing the
Governing Body 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.
The report was taken as read but was acknowledged as being out of date as
the data was from April 2014. L Risk agreed to look at the timings of the
report.
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The Governing Body:
Noted the contents of the NHS Constitution Target measures 2014-15
for the period pending April 2014; and
Noted any exception updates against those measures which are
experiencing adverse activity and the mitigating actions to resolve the
performance levels.
2.6

Financial & Contract Management

2.6.1

Finance Report
The Finance Report was circulated with the agenda in advance of the
meeting, providing the Governing Body with the financial position for Month
3, 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.
L Risk presented the Finance paper and highlighted the following key points:
• Forecast surplus is £1.020 million in line with the planned surplus being
0.5% of the CCG’s resource.
• The ICT funding has been identified with a capital fund available from
the NHS England Area Team.
• A revised bill has been received from NHS Property Services, this is with
regards to the National shortfall with no value earmarked hence the
CCG have noted this as a risk.
.
The Governing Body:
• noted that the CCG is forecasting a surplus of £1.020 million, being
0.5% of the income and in line with the plan; and
• noted 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
• noted 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
• noted 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
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•

•

noted 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.
noted the statement of financial position, the cash planning and the
reported Better Payment Practice Code performance as at month 3.

2.7

Operational Management & Regulatory Updates

2.7.1

The paper provides the Governing Body with the following Minutes to be
noted:
Quality & Performance Committee Minutes from 29 May 2014
&
Joint G&A Committee from 24 June 2014
&
Clinical Commissioning Executive 12 June 2014
The Governing Body:
• Noted the Quality and Performance Committee minutes from 29
May 2014.
• Noted the Governance & Audit Committee minutes from 24 June
2014
• Noted the Clinical Commissioning Executive minutes from 12 June
2014

2.8

Any Other Business
There being no further business the business part of the meeting was
closed.
The Chair asked the Public if they had any questions for the Governing
Body:
Question 1 : Subject – Complaints
a) How does the Governing Body monitor the frequency, nature and
outcomes of complaints made to the CCG?
b) Is the Governing Body confident that the CCG’s complaints,
communications and redress processes are sufficiently robust?
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Answered by J Thorley:
a) JT confirmed that there is a formal process in place to deal with
complaints; the CCG team also looks at other data sources available, ie
Friends and Family Test/incident/NHS Choices professional concerns
etc to cross reference information. A summary from Quality department
is shown on the NHS South Cheshire CCG website.
It should also be noted that the CCG are transferring the complaints
service in-house for CMCSU this year.
b) JT affirmed that the CCG are in the process of reviewing the
governance process which looks at complaints to strengthen the
process.
There was an offer to discuss this subject outside the meeting to discuss
individual cases and share experiences of the current complaints service.
Question 2 :
In light of CSU provision being brought ‘in house’ - how will the service be
taken forward?
Answered by J Thorley:
JT explained that this is in the early stages of being reviewed and this could
be discussed in more detail at the end of the meeting.
The Chair on behalf of the Governing Body thanked the Public for their
questions voiced today.
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Risk Assurance – September 2014
Date/Time: Thursday 2nd October 2014, 14:00 Reporting Period: 2014-15
Author: Lisa Carr,
Governing Body Lead: Lynda Risk,
Performance & Risk Manager
Chief Finance Officer
Purpose of Report

Agenda Item No.

This paper provides the Governing Body members with a summary dashboard
of all risk entries held on the Corporate Risk Register 2014-15. It also provides
copies of Risk Highlight forms presenting comprehensive details for those risks
graded 12 and above, including any new risks identified during the last
reporting period, those risks being recommended for closure or score
readjustment.

3.3.1

This report follows the guidance stemming from the NHS Audit Committee
Handbook 2014 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 30th September 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
Robust risk management processes ensure that the CCG delivers its objectives to its patient
population.

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
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•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
The Governing Body are asked:
1) To note the contents of the Corporate Risk Register as at 15th August 2014 detailing a total
of 24 live risk entries of which 15 are rated 12 and above; and
2) To note one new risk has been added namely Community Paediatrics, one risk has been
de-escalated namely Mortality at MCHfT, one risk has been escalated namely Community
Services; and
3) To note that the Governance & Audit Committee have reviewed the contents of the
Corporate Risk Register at its meeting held on 30th September 2014.

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

Objectives

Strategic

Help recovery
from ill health
/ injury

Ensure
positive
patient
experience

Treat & Care
in safe
environment

Everyone

Good
Governance &
Value for
Money

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 @ 15 September 2014

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 Highlights 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.

As at 15 September there are a total of 24 corporate risks, 11 finance risks for SCCCG and 10 finance
risks for VRCCG. Below provides a summary indicating which risk entries are new, to be escalated,
de-escalated or retired. A dashboard has been developed to provide 'at a glance' an overview on all
corporate and finance risk entries together with Risk Highlight Forms from the Corporate Register
where a risk has been scored 12 and above.
Corporate Risk Register as @ 15 Spetember 2014
Total Risk
Entries

Risks
b/f

Risk
Retired

Risk Score Deescalated

Risk Score
Escalated

Risk Entries
New

Total Live Risks

Corporate

24

11

CR2014-04

CR2014-02

CR2014-24

23

Finance : VR

10

3

10

Finance - SC

11

3

11

Total

45

17

1

1

1

44
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20

Possible

3

3

6

9

12

15

Below presents the risk entries for 2014-15, this summary provides
an updated position as at 15-09-14

G
G

Unlikely

2

2

4

6

8

10

Rare

1

1

2

3

4

5

1

2

3

4

5

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

G

Gross Risk

N

G

ID No.

Risk Descriptors

4

Jun-13

5

Aug-13 Commissioning Support Services - SLA Delivery

6

Aug-13 Personal Health Budgets

7

Aug-13 Patient Identifable Data - S251 (ASH)

Sep-13 ICT Security

8

Mar-11 Business Community Services - contract delivery

Oct-13

9

2

Mar-11 Continuing Health Care Services - safe care

3

1

Entry
Date

Mortality Rates

Mar-14 Conflict of Interest - code of practice

10

Feb-14 Learning Disability

11

Jan-14

12

NICE TA 236

Mar-14 Performance Management Reporting

13
14

Mar-14 Health & Safety measures

15

Jun-14

Transfer of CHC/Complex Care Service

Jun-14

Safeguarding Referrals

17

Mar-14 Stroke Services

16

Never Events @ MCHfT

Jun-14

Primary Care IT Funding

Category
Clinical /
Operational
Clinical /
Operational
Operational /
Financial

High

25

20

Technology /
Operational
Technology /
Financial
Clinical /
Political

15

12

10

N

9

8

5

G

N

N

G
N

T

Target Risk

Total No. of Risk Entries

Compl eted
Control s

Total Closed Risks

1

Total Live Risks

23

Total Risks Ranked 12>

16

T

24

4

3

2

1

16

CONTROL

CONTROL

Avoid
Reduce
Eliminate
Transfer
Accept

Risk
Owner

Executive
Owner

Avoid

F Field

F Field
F Field

T

20

Avoid

T Matthews

T

12

Reduce

K Highfield

L Risk

T

12

Reduce

S Cooke

F Field/T ParkerPriest

T

16

Reduce

L Risk

L Risk

T

9

Reduce

T Matthews

T Parker-Priest

T

20

Reduce

K Highfield

L Risk

N

G

Very Low

T

N

T

Sep-14

G

G

G

6

T

* After initial Controls further investigation may impact on NET score fluctuating

Low

G
N

Clinical
Operational

16

Medium

After
Control s

N

IMPACT / CONSEQUENCE

RISK TYPE

Net Risk

N
N

Before
Control s

Trending

25

16

Risk Rating

20

12

Catastrophic

15

8

Severe

10

4

Moderate

5

4

Minor

5

Likely

Negligible

Almost Certain

LIKELIHOOD

DASHBOARD OVERVIEW
Corporate Risk Register 2014-15

F Field
T Parker-Priest
F Field
T Parker-Priest
F Field
T Parker-Priest
F Field
T Parker-Priest

G
N

T

12

Reduce

M Dickinson

Operational

G

N

8

Eliminate

R Smethurst

Clinical /
Performance
Clinical /
Performance
Performance /
Operational
Clinical /
Performance
Operational /
People
Operational /
People

G
N

T

12

Reduce

J Burgess

9

Avoid

S Cooke

9

Eliminate

L Risk

L Risk

G
G
G

T

N

G

T

9

Reduce

S Cooke

F Field
T Parker-Priest

T

10

Eliminate

L Risk

L Risk

12

Reduce

F Field

F Field

ReduceAccept

F Field

F Field

Eliminate

K Highfield

L Risk

T

N
G

N

T

N

Clinical
Financial /
Technology

G
N
G
N

N

6
16

Closed
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20

Possible

3

3

6

9

12

15

Below presents the risk entries for 2014-15, this summary provides
an updated position as at 15-09-14

G
G

Unlikely

2

2

4

6

8

10

Rare

1

1

2

3

4

5

1

2

3

4

5

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

G

Gross Risk

N

G

ID No.

Entry
Date

18

Jun-14

Better Care - Capacity of Partners

19

Jun-14

Professional Concerns - system/process

20

Jun-14

Risk Descriptors

21
22

Jul-14

Local Health Economy Sustainable Workforce

Jul-14

Budget Management Approach - system

24

Jun-14

23

Designated Doctor supporting Safeguarding appointment
Project Management Approach/System
Methodology

Sep-14 Community Paediatrics - Waiting Times Breach

Category
Operational /
Political
Operational /
Clinical

High

25

20

16

Clinical

15

T

Target Risk

Total No. of Risk Entries

Compl eted
Control s

Total Closed Risks

1

Total Live Risks

23

Total Risks Ranked 12>

16

T

24

Sep-14
Very Low

CONTROL

CONTROL
Risk
Owner

Executive
Owner

16

Reduce

D Eden

D Eden

9

Reduce

S Cooke

F Field
T Parker-Priest

12

Reduce

F Field

F Field

N

12

Reduce

K Highfield

L Risk

G

12

Avoid

Fiona Field

Dr A Wilson

9

Reduce

A Whittingham

L Risk

Reduce

Tracey
Matthews

L Risk

12

10

9

8

6

N
G
N

G
G

T

Avoid
Reduce
Eliminate
Transfer
Accept

G

G

T

* After initial Controls further investigation may impact on NET score fluctuating

Low

G
N

Operational
Operational /
Technology
People /
Political
Operational /
People

Medium

After
Control s

N

IMPACT / CONSEQUENCE

RISK TYPE

Net Risk

N
N

Before
Control s

Trending

25

16

Risk Rating

20

12

Catastrophic

15

8

Severe

10

4

Moderate

5

4

Minor

5

Likely

Negligible

Almost Certain

LIKELIHOOD

DASHBOARD OVERVIEW
Corporate Risk Register 2014-15

N

N
T

5

4

3

2

1

12
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5

10

15

20

25

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

Negligible

Minor

Moderate

Severe

Catastrophic

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

Below presents the risk entries for 2014-15

Sep-14

IMPACT / CONSEQUENCE

RISK TYPE
Entry
Date
1
2

Financial

Apr-14

Specialised Commissioning

Financial

Apr-14

Contract Over-performance

Financial

Apr-14

Financial Ledger Readiness

Financial

Apr-14

Quality Innovation, Productivity & Prevention (QIPP)

Financial

Apr-14

Continuing Health Care (CHC)

Financial

Apr-13
(b/f )

Mental Health

Financial

Apr-14

Learning disability services pooled arrangement

Financial

Forecast surplus and control total

Financial

Integration agenda within existing CCG resource
2015/16

Financial

11

10

5

Public Health Allocations

6

Apr-13
(b/f )

7

Financial

8

CCG Allocations

9

Apr-14

3

Category

4

Risk Descriptors

Apr-13
(b/f )
Apr-13
(b/f )

High

25

20

16

Medium

15

12

10

9

G
N

G
G

Before
Controls

5

4

3

2

1

G
N

N
N
N
N

G
N

Net Risk
After
Controls

T
T
T

CONTROL
Avoid
Reduce
Eliminate
Transfer
Accept

Risk Owner

Executive
Owner

S Lowe

L Risk

6

S Lowe

L Risk

9

S Lowe

L Risk

16

S Lowe

L Risk

6

S Lowe

L Risk

9

S Lowe

L Risk

9

S Lowe

L Risk

6

S Lowe

L Risk

9

S Lowe

L Risk

12

S Lowe

L Risk

12

S Lowe

L Risk

12

G
N

G
N
G
N

G

6

G
N

G
N
G
N

Gross Risk

8

Very Low

G
N

G
N

G

Low

Trending

5

Likely

Risk Rating

Almost Certain

LIKELIHOOD

DASHBOARD OVERVIEW
Finance Risk Register 2014-15
NHS South Cheshire CCG

Target Risk
Completed
Controls

T
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Finance 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

LIKELIHOOD

Objective : Everyone Counts 5 Domains &
Organisation Effectiveness

Minor

Control Types
Critical Success Factor Date Sep-14

Risk Types
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 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

Updated

Risk

Impact

Gaps In Controls or Assurance

3 4 12

* 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.

Sep-14

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service, however non
recurrent transitional funding has now been
received for 2014/15. Funding for Primary
* Discussions are held as required between
Care Schemes has been settled for 2014/15.
the CCG and the NHS England to resolve/
Other issues will be communicated/notified
settle allocations issues
to the CCG on an individual basis. Nhs
property services, National risk pool, and
Quality premium remain under discussion.
The planning assumption is that resource is
equal to expenditure.

Likelihood

Management Assurance / Actions

3 2

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

Sep-14

6

Risk Level

Risk

2

Controls In Place

Medium

4 12

Current

Low

3

Impact

Likelihood

Risk Owner

Entry Date

Sue Lowe
Sue Lowe

Risk Type

Financial

01/04/14

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.

3

01/04/2013 b/f 13/14

Ref No.
SC 2014 - 1
SC 2014 - 2

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

Avoid

6
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2

6

4 4 16

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

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

3 2

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

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

9

6

* 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.
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Sep-14

* 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.

Sep-14

4 16

3 3

Sep-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

01/04/14

Financial
Financial

01/04/14

Sue Lowe
Sue Lowe

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.

01/04/14

SC 2014 - 3
SC 2014 - 4
SC 2014 - 5

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.

3

9

6

* The financial risks of Personal Health
Budgets will need to be managed. The
oustanding assessements(including learning
disability assessments from Cheshire 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 as to
how the contributions to the National risk
Pool will operate in 2014/15.

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

* There were 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.
New claims against the CCG are accounting
for on a monthly basis.

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

3 3

3 3

2 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 as to how the contributions to the
National risk Pool will operate in 2014/15.

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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Sep-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.

Sep-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.

Sep-14

3

3

Medium

3

Low

Sue Lowe
Sue Lowe
Sue Lowe

Financial

01/04/14

Financial

01/04/14

SC 2014 - 8

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 - 7

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.

01/04/2013 b/f 13/14

SC 2014 - 6

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

Sep-14

* Planning meetings are progressing with
East Cheshire Council, and stategic meetings
* Planning meetings are progressing with
are taking place with providers and partners.
East Cheshire Council, and stategic meetings
Better Care Funds for 2015/16 has been
are taking place with providers and partners,
integrated into the 5 year Plans, and
including the innovation fund (included in
monitored via the CCG and Health & Well
the budgets for 2014/15) to be used by the
Being Board. The Revised Better Care Fund
Provider Board for tranformation change.
submission is being finalised in readiness for
the deadline of 19th September 2014.

9

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 return of the
notified surplus in 2014/15.

Sep-14

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
* Dialogue with NHS England is taking place
this surplus in 2014/15. The final return of
to secure the return of the forecast surplus
the surplus is £0.048million short of the
in 2013/14 into 14/15.
surplus in the published accounts for
2013/14. NHS England will not be returning
this shortfall. However CCG Plans have been
accepted and the CCG is monitored against
Plan on a monthly basis.

3 3

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

3 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. The Revised
Better Care Fund submission is being
finalised in readiness for the deadline of
19th September 2014.

Sep-14

3

9

Medium

3

3

Medium

3

Medium

Sue Lowe
Sue Lowe
Sue Lowe

01/04/14

Financial
Financial

15/01/2014 b/f 13/14

SC 2014 - 11

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 - 10

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.

15/01/2014 b/f 13/14

SC 2014 - 9

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.

* 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. By October it is expected that
assessments will have been completed, this
will the allow the CCG to measure the
financial impact.

* 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. 2013/14 issues have
now been settled. The CCG will 'ring fence'
its existing related budgets to ensure that
stability across partners is observed during
the transitional period in 2014/15, whilst
clients from the pool are assessed for CHC.
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Risk Owner: Fiona Field

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.

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-03-11
01-01-15

Gross
Net
Target

3
3
3

3
2
3

9
16
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

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-01

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

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

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

•
•
•
•
•

• 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 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.
• Trajectories agreed with CSU CHC team using additional nursing resource to
clear backlog by Jan 15.
• Performance report received by CCGs every month at contract meetings.

CSU SLA for CHC Service
CHC Meeting Group Terms of Reference / Minutes
Quality & Performance Committee TOR / Minutes
Monthly Performance Report to Q&P Committee
Tender Waiver for Integral Health Solutions Project Management

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

CHC team capacity issues, additional staffing being recruited currently skill shortage.
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.
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• Action Plan in place but not yet delivering improvements.
• Action plan trajectory beginning to show initial improvement(August 14)

MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

Regular monthly contract meetings challenge, in detail, the current
CHC situation. This covers the patient, clinical aspect of the service,
1 safeguarding of patients, and the staffing resources. The financial
element of the service is also monitored as well as the outstanding
restitution cases.

Some initial improvement beginning to show to clear the
backlog of patients awaiting reviews(Aug 14). CCGs have
agreed to extra staffing resource on perm basis.

FF/TPP

Dec 14

Transfer of CHC team into CCG is progressing well. Integral Health
Solutions delivering this piece of work for the 5 CCGS of Cheshire and
2
Wirral. Some concern re the SCCCG being able to have ASH status
which is critical of CHC team being able to deliver the clinical service.

Due diligence report completed. Business case well on the
way to completion – financial case being prepared .

Integral Health
Solutions /
FF/TPP

Jan 15

3

4

5

RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Tracey Matthews

Link to Strategic Objective :

Domain

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

01-03-11
01-01-15

Gross
Net
Target

4
4
3

5
4
2

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

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

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15

Catastrophic

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

20
16
6

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

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

Negligible

RISK

CR 2014-02

RISK HIGHLIGHT REPORT

IMPACT / CONSEQUENCE

Tick 

Control



Avoid

Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology


Performance
Risk Definition and Rationale for Score

• The contract cannot yet offer CCGs the assurance it requires. The current indication is of management and operational issues in the service requiring further
investigation and assurance.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•
•

•
•
•
•

Contract / Schedules in place
Monthly Contract Review Meetings TOR/Minutes
SCCCG/VRCCG Lead Commissioners
Quality & Performance Committee TOR
Project & Resource Plan (Starting Well)
Quality Scorecard

Jul-14 reassigned risk to SCCCG Partnerships & Governance Director.
GP audit results
Performance reporting/ community scorecard
ECT weekly report relating to District nursing to GP practices

GAPS IN ASSURANCE (What additional assurances should we seek?

• Sept-14 – Ongoing operational and team issues highlighted with District Nursing Service in Crewe
Issues highlighted with Out of Hours Service and provision of GPs
Current performance information including RaDaR identified as not fit for purpose across all service lines
Ongoing unacceptable vacancy rates and staff sickness rates in district nursing across SC and VR CCG
Unclear information flow relating to operational/ quality issues in Community services
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MITGATING ACTIONS (What have we done/what more should we do?

All service specifications within community services are being
1 reviewed including a service summary to capture key operational
issues (approximately 30)

2

Progress-to-Date

Sept-14 –Three priority areas were identified to be
completed as a matter of urgency. These were Respiratory
Service, Continence Service and the District Nursing
Service. CCG Clinical overview of these reviews is expected
mid-September with completion by the end of September.

To develop Quality Markers for each specification starting with the
three prioritised services as above.

3 Contract query issued relating to the District Nursing Service

Sept-14 – Response provided. As a result of the Trust’s
response a detailed workforce plan has been requested

4 Contract query to be raised relating to Out of Hours Service

Sept-14 – Raised at September Contract Monitoring
Meeting

5

Production of action plan by ECT following Quality visit for District
Nursing

6

Work collaboratively with ECT to identify required performance
information and ‘early warning’ criteria

Sept-14 – Action plan being produced by East Cheshire
Trust, to be monitored by the CCGs

Assigned Lead

Due Date

Sharon Parke

End Sept
2014 (for
three initial
reviews)

Sharon Parke

End
October 14

Lynda
Risk/Stephen
Evans
Lynda
Risk/Stephen
Evans
Sue
Cooke/Sue
Forrester
O’Neil
Sharon Parke

October 14
October 14

Sept-14
October 14

RECOMMENDATIONS

•
•
•
•

To maintain risk entry
To upgrade risk level to 16 (from 12)
Clarify risk ownership
To consider splitting this risk to reflect those risks identified relating to operational service/ management issues separate from on-going risk relating to the
Trust’s financial position and economic sustainability longer-term
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

14-08-13
01-01-15

Gross
Net
Target

5
4
3

4
4
3

25
16
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

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

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 identifiable data unless explicit consent retrieved from the patient.

Negligible

RISK

CR 2014-03

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

• 13-06-13 Publications Gateway Reference Number 168 letter issued to all CCGs confirming the current situation relating to Section 251 and the ability to process
data in the CCG.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•

• 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 Accredited Safe Haven
application.

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
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GAPS IN ASSURANCE (What additional assurances should we seek?

• 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.
• Aug-14 DoH conducted consultation on publication entitled “Protecting Patient Information”. Findings to be released in Oct-14. Future ASH Organisations to be
operational by Jan-15.
• Sep-14 - The Secretary of State for Health, after receiving advice from the Confidentiality Advisory Group (CAG), has 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. 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.

MITGATING ACTIONS (What have we done/what more should we do?

1 Application for CCGs to achieve ASH Status

Progress-to-Date

This is currently awaiting an evaluation of the CHC service
to that is being brought back into the CCGs from the CSU
and will require the CCGs to achieve ASH status to support
it.

Assigned Lead

Lisa Carr /
Suzanne
Crutchley

Due Date

End
October
2014

2
3
4
5
RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Sue Cooke

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

14-06-13
01-01-15

Gross
Net
Target

4
4
3

4
4
3

16
16
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

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-04

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

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

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

•
•
•
•
•
•
•
•
•
•
•

• AQuA Mortality Review findings submitted to Governing Body meetings
scheduled in June 2014.
• Management Action Plan being monitored by Clinical Quality & Patient Safety
Review meeting on monthly basis.
• Escalation reports will be presented to Quality & Performance Committee
• NHS England CWW Area Team held single item quality review meeting with
commissioners and MCHFT in May 2014.
• Jun-14 VRCCG Lay Member & Executive Nurse attended weekly Mortality
Case Note Review at MCHfT in Jun-14.
• MCHFT standard item in QUEST committee relating to Mortality Rates.
• MCHfT Clinicians present exception reports when specialist areas mortality
rate is higher than expected.
• Jul-14 receipt of Action Plan from single item quality review and monitoring
occuring at Quality Review meeting monthly. Mortality Reduction Plan also

NHS Standard Contract
Contract Review Meeting TOR & Minutes
Clinical Quality & Patient Safety Review Meeting TOR & Minutes
Quality & Performance Committee TOR & Minutes
Mortality Data Performance Reports
AQuA Mortalilty Review Findings issued April 2014
Management Action Plan developed May 2014
Regular telephone conversations with CQC & Monitor
NHS England Area Team Meetings / Minutes
NHS England Quality Surveillance group TOR / Minutes
Licence to NHS England for University of Birmingham HED DATA published
monthly
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part of the monitoring arrangements.
• CEC & CWaC Scrutiny Committee meeting scheduled in July with CCGs &
MCHfT to take assurance on position.
GAPS IN ASSURANCE (What additional assurances should we seek?

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

MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

1

2

3

4

5
RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Lynda Risk

Failure of Cheshire & Mersey Commissioning Support 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.

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

14-08-13
01-01-15

Gross
Net
Target

5
4
3

4
4
3

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

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

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15

Catastrophic

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

25
16
9

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-05

RISK HIGHLIGHT REPORT

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial



Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•

•
•
•
•
•

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

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.

GAPS IN ASSURANCE (What additional assurances should we seek?

• 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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MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

1

2

3

4

5
RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

06-09-13
01-01-15

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

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

15

Catastrophic

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

Gross
Net
Target

5
5

4
4

20
20

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

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.

Negligible

RISK

CR 2014-07

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

• 13-06-13 Publications Gateway Reference Number 168 letter issued to all CCGs confirming the current situation relating to Section 251 and the ability to process
data in the CCG.
CONTROLS (What are we currently doing about the risk?)

•
•
•
•

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

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

•
•

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

GAPS IN ASSURANCE (What additional assurances should we seek?

• 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
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MITGATING ACTIONS (What have we done/what more should we do?

1

Extension of Windows XP support obtained for all security update
until end of Mar 2015.

Progress-to-Date

CCG deployment of Windows 7 is now completed (End
August 2014), the GP rollout is on track to complete as
originally planned for the end of October 2014.

Assigned Lead

Due Date

Sam Richard
CSU Project
Manager / Kevin
Highfield

End Oct
2014

2

3

4

5
RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Mark Dickinson

Link to Strategic Objective :

Domain 6 – Organisation Effectiveness

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

28-10-13
01-03-15

Gross
Net
Target

4
3
4

4
3
2

16
9
8

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

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Sep-14

NICE 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.

Negligible

RISK

CR 2014-08

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

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

• Contract Review Meetings TOR/Minutes
• Quality & Performance TOR/Minutes
• Joint Primary & Secondary Care Medicines Committee (JMMC)
TOR/Minutes
• MCHfT SIG meeting TOR/Minutes
• Pathway assessed by CCG Prescribing Leads as non-NICE compliant

• 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 of words.
• JMMC (15.1.14) informed that the MCHfT Cardiology dept wished to discuss
the wording further on 17.1.14 and JMMC would be informed in due course.
Current status is on-formulary but is not clear to all clinicians 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 the matter has been raised formally with UHNS as a contracting
matter. SC and VR are Associates to their contract.
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• Sept-14 Stoke MMT expect it to be used in line with NICE and unaware if the
matter has been raised formally with UHNS as a contracting matter. SC and VR are
Associates to their contract.
GAPS IN ASSURANCE (What additional assurances should we seek?

• 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.
MITGATING ACTIONS (What have we done/what more should we do?

1

Progress-to-Date

Assigned Lead

Due Date

.

2
3
4
5
Recommendations

• As at Sept-2014 to de-escalate from 4x3=12 to 3x3=9

42 of 259

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

Link to Strategic Objective :

Domain 1 -

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-02-14
01-10-14

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

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Risk Owner: Julia Burgess

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
Political/Legal

Tick 



Clinical
Financial
Technology
Performance



Risk Definition and Rationale for Score

• The identified risk is recorded as reputational and political. The Government response to the investigation to Winterbourne View was contained in the policy
document Transforming Care, and set a target date by which time all patients resident in independent hospitals would be returned to a community setting. This
broad aim is the subject of discussion and planning jointly with local authorities, and although progress has been made with a number of individuals, there are
still small numbers of people in placements out of area who need very specialised care. This is a national problem, and our CCG response is not unusual. There are
a number of existing providers who have expressed an interest in meeting the needs of individuals, and if we can formalise our requirements we can work to
develop the market.
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”
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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:
MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

1

2

3

4

5

6
RECOMMENDATIONS

• To maintain on risk register
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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.

Link to Strategic Objective :

Domain 5 - Organisational Effectiveness

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15-07-14
01-12-14

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

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sept-14

Negligible

RISK

CR 2014-15

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
• Additional member of staff employed to clear backlogs of reviews

• 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
• Monthly contract meeting monitoring progress on additional staffing to clear
backlog
• Teleconference Meeting on 01-09-14 sought approval from CCG Partner for
‘IHS’ to develop a Business Case for formal approval by respective Governing
Bodies by Nov-Dec 2014.
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GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•
•
•
•
•

Consultation with CHC/Complex Care staff not started – 3 month period link to formal notification letter being issued.
Integral Health Solutions to produce Business Case and seek approval from respective Governing Bodies.
Ascertain whether the SCCCG to acquire Accredited Save Haven (ASH) to process patient identifiable data.
Awaiting the CCG Partner to serve formal notification to the CSU on the requirement to transfer of CHC services and to note the services identified to transfer.
Ascertain copy of the CSU’s current Business Continuity Plan
Unclear on the strategic link to the pan Cheshire transformation programmes including Connecting Care & Caring together strategies.
Lack of Competitor Analysis and Horizon Scanning reviewed together with other options of the existing service provision and quality/safety of care to users.
Still need to define the Governance & Accountability model following transfer of services and legal advice to be sought as part of project plan deliverables.
MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

1

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

These are teleconferences with all parties so ownership of
the process is apparent to all 5 CCGs(names lead officers)

FF/TPP

Jan 15

2

Weekly management teleconferences driving forward the work to
transfer with Integral Health Solutions and CSU

Action plan in place plus completed due diligence report in
place

FF/TPP

Jan 15

3

Monthly Steering group of all 5 CCGs plus Integral Health Solutions
(company employed by all CCGs to deliver the work)

Due diligence report completed, business case being
prepared for all CCGs and Area Team.

FF/TPP/Integral
Solutions

Oct 14

4

Project Manager written to CCGs to ascertain their related risks
relating to the CHC transfer

Responses have been returned and uploaded to the
project risk log.

P Desborough
H Heywood

Oct-14

H Heywood

Oct-14

IHS + N Ryder
(CSU)

Sep-14

CSU + IHS

Sep-14

H Heywood drafting letter on behalf of CCG Partner Accountable
5 Officers to send to their NHS England Area Team outlining the
intentions to withdraw service from CSU as @ 31-01-15.

IHS has been authorised to delivery business case and
SCCCG producing Tender Waiver Return

To conduct a stock take of data required to evaluate the current
6 performance of service delivery against the priorities for health
outcomes and the value for money through use of resources.

IHS has completed stocktake and the next phase of this
task is for the CSU to provide the resources to provide the
data needed for scrutiny and review.

To qualify the CSU’s request for additional resource investments
during the transition from their provision ensuring safety and
7
sustainability. A full breakdown and case summary of needs to be
presented by 16-09-14.

Steering Group made request on 12-08-14 and awaiting
returns.

RECOMMENDATIONS

• To maintain risk on register
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 1

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-02-14
31-03-15

Gross
Net
Target

4
4
3

3
3
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

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sept-14

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.

Negligible

RISK

CR 2014-17

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
Political/Legal

Tick 



Clinical
Financial



Technology



Performance



Risk Definition and Rationale for Score

• The revenue funding was transferred from NHSE to the CCG’s from April 2014, due to historic investments in IT the revenue monies were recalculated across
Cheshire which left an over gap from 2013/14 of 338k need to pay the current service provision to the CSU.
• Application for transition funding (as advised by NHSE this will be available for 2 years) was submitted to NHSE to cover the notified gap for 2014/15. A total
request of 338k was requested for 2014/15 for both CCG’s; we were notified in July that although transitional funding for year 1 had been approved we were still
left with a 20k gap for SC and a 15k gap for VR.
•
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•

• Contracts with MCHFT will be resigned to include novated costs
• Deployment of Latest Docman version to cost transfer to central funding
•

NHS England Transitional Funding Application
Finance Reporting Detailing cost models
Governing Body - Terms of Reference / Minutes
Review of current service contracts costs
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GAPS IN ASSURANCE (What additional assurances should we seek?

• 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. Mitigating actions and progress status defined overleaf:

MITGATING ACTIONS (What have we done/what more should we do?

Novate current support costs for Medisec & Anglia ICE systems over
to MCHFT as part of their contract. These were originally paid by the
1 PCT before Commissioning of services through the CCG, bringing a
reduction in revenue costs of 31k (Anglia ICE) and 9k (Medisec) for
2015/16.
Deployment of the latest version of the Docman application to GP
practices is planned as part of the new GPSOC-R contract with HSCIC.
2 Due to the changes in central funding this will ensure all license costs
(currently 50k) will be picked up by NHSE and will reduce the need for
transition funding.
Reduction of the highest support cost for Primary Care, this is
3 currently the COIN infrastructure that provides all data lines to GP
Practices for network, telephony via N3 contracted links with BT.

Progress-to-Date

Assigned Lead

Due Date

Steve Evans is to begin talks with MCHFT around contract
novation in discussions planned for October, date to be
confirmed.

Kevin Highfield

Mar
2015

Currently working with the Docman supplier to begin
deploying across SC & VR GP practices from the beginning
of October.

Kevin Highfield

Mar
2015

Working with the CSU to look at new technical solutions to
enable contract cost reductions for data line connectivity.
Initial meeting planned for 17th September 2014.

Kevin Highfield

Mar
2015

4

5

RECOMMENDATION

• To remain on Corporate Risk Register
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Risk Owner: Fiona Field

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

16-06-14
01-01-15

Gross
Net
Target

3
3
2

4
4
3

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

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-20

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

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

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

•
•
•
•
•
•

• 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

Governing Body Constitution
Governing Body Minutes
Membership Council TOR/Minutes
Job Description
CCG letter to NHS England alert issue
Discussions and action plan with MCHFT to offer alternative solutions(Mark
Wilde)

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

Ability to recruit nationally as skills shortage post
Discussions with provider Trusts locally taking place
Jul-14 permanent position still needs to be filled.
Action plan with MCHFT
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MITGATING ACTIONS (What have we done/what more should we do?

1

We have advertised nationally twice.

We have recruited a part time cover post for Cheshire East (ex
2 member of staff) but only covers the east of the LSCB patch. No cover
for South Cheshire .

3

We have formulated a plan with MCHFT with several options to be
explored over next 2 months.

There will be an increased cost to SCCCG to cover the cost of
4 additional paediatrician support to address this statutory duty
correctly. The cost is to be shared with ECCCG and MCHFT

Progress-to-Date

NO interest shown to national adverts

Assigned Lead

Due Date

F Field

Dec 14

Plan of options being explored with MCHFT (community
paeds) including possibility of ex member of community
paeds team covering South Cheshire on short term basis.
New work plans being discussed with paediatricians in
MCHFT for long term solution.

F Field

Dec 14

Agreement in principle from all parties.

F Field

Dec 14

Member of staff covering the East of the LSCB patch

5

6

RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 6 – Organisation Effectiveness

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-06-14
01-05-15

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

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Jul-14

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.

Negligible

RISK

CR 2014-21

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.
• Delay in further progress due to new project manager being reallocated to Community services project until end October 2014.
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
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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:
MITGATING ACTIONS (What have we done/what more should we do?

A Project Manager has been employed on a fixed term basis for 12
1 months to engage with key stakeholders in the organisation and work
with TMI systems to develop and map the CCG requirements

Progress-to-Date

Initial meeting with TMI and new project lead to baseline
current system took place 12/08/14. TMI confirmed
expected new software release bringing required
enhancements had being delayed until end of Q4. Further
progress meeting was planned for 25/09/14 but due to
reallocated of project manager to community services
project until end October this is to be replanned.

Assigned Lead

Due Date

Sharon Parke
2015

2
3

4

5

6
RECOMMENDATIONS

• Maintain on risk register.
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Risk Owner: Fiona Field

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.

Link to Strategic Objective :

Domain

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-06-14
01-06-15

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

Net

5

10

Severe

LIKELIHOOD

Gross

10

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Jul-14

Negligible

RISK

CR 2014-22

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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MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

AW

Liz Thomas, workforce transformation lead for Health Education
1 England (North West) visited the CCG Jun-14 to outline the workforce
survey being proposed by HEE North West.
The primary care team are preparing the communications rolling out
across South Cheshire and Vale Royal to explain issues of planning
2
workforce across the health economy rather than each individual
practice working in isolation

Initial communications being planned
Discussions happening at Membership and also new
federations asking other providers for help in workforce
planning through Connecting care meetings.

The transformation plan, the Primary Care team are looking at the
3 educational opportunities for developing the correct skill mix to
sustain Primary Care.

Liz Thomas is exploring training opportunities and we have
asked Cheryl McKay to undertake some scoping with cross
boundary Deaneries to understand how we can strength
our links with neighbouring academic institutions.

AB

Federations

4

5

RECOMMENDATIONS

• To maintain risk entry
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RISK

CR 2014-24

RISK HIGHLIGHT REPORT

Risk Owner: Tracey Matthews

Failure of Mid Cheshire Hospitals Trust (MCHfT) to deliver Autistic Spectrum disorder/ADHD diagnostic assessments for children referred to
the service within 18 weeks

Link to Strategic Objective :

Domain

Risk Rating:

Risk Control / Type :

Open Date
Target Date
Closure Date

01-9-14
01-03-15

Gross
Net
Target

4
4
3

4
3
2

16
12
6

20

25

Likely 4

4

8

12

16

20

Tick 

Control
Avoid
Reduce

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Transfer

Rare 1

1

2

3

4

5

1

2

3

4

5

Accept
Risk Type

Catastrophic

Likelihood x Impact = Score

15

Severe

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

10

Moderate

LIKELIHOOD

Net

5

Minor

Gross

Almost Certain 5

Negligible

20
15
10
5
0
Apr

Updated Sep-14

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

IMPACT / CONSEQUENCE



Eliminate

Tick 

Political/Legal
Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

• Waiting times for diagnostic assessments are far in excess of acceptable waiting times
• Long standing consultant paediatrician and speciality doctor vacancies which MCHFT has been unable to recruit to (financial resource available within MCHFT).
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•

• Contract meeting held in September raised issue relating to unacceptable
waiting times.
• Quality and Performance meeting received verbal update (July) immediately
following quality visit.
• MCHfT are developing an action plan with milestones. (to be monitored by
through established Quality and performance committee process)
• Service user and consultation audit from provider

NHS Standards Contract & Signed Schedules
MCHFT Contract Terms of Reference & Minutes of Meetings
MCHFT Clinical Quality Terms of Reference & Minutes of Meetings
CCG Starting Well Programme Terms of Reference & Minutes of Meetings.
CCG Quality Visit Report Findings Sept 2014

GAPS IN ASSURANCE (What additional assurances should we seek?

• Awaiting receipt of the Community Paediatrics Performance dashboard (request made April 14)
• Awaiting receipt of Community Paediatrics Service action plan supporting Quality visit report findings with milestones defined in respect of waiting times;
recruiting to vacant posts; effective use of current staff skills- i.e. ADHD nurses
• Service to promote current referral pathway and criteria with GP’s
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1

MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

Quality visit and action plan: need to ensure effective monitoring and
reporting systems on the action plan progress

Report has been agreed by both parties and action plan
requested. Meeting arranged to discuss progress of action
plan and issues identified above

Tracey
Matthews

October 14

Lynda Risk /
S Evans

2 Escalation to Contracts meeting- contract query to be raised

Tracey
Matthews

3 Completion of highlight risk report and submission to G&A Committee

4

Service has recently changed its referral pathway for ADHD. Parents
have to access parenting course prior to service (NICE guidance)

Potential impact on local classes commissioned by Local
Authority. Information and referral pathway to be
communicated by the service to primary care

19/9/14

Evelyn Loke

5

RECOMMENDATIONS

• New Corporate Risk entry stemming from Starting Well Risk Log.
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Chief Officer Report
Date/Time: 2nd October 2014, 1400-1700
Author: Jo Vitta, Business Manager

Reporting Period: 2014 - 2015
Governing Body Lead: Simon Whitehouse, Chief
Officer

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.

3.4.1

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
1) Governing Body are asked to note the contents of the paper
2) Agree to delegate the responsibility for decisions required regarding the Procedures of
Limited Clinical Value to the Clinical Commissioning Executive
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 Officer Report
1.0 Introduction
1.0

This report provides an overview of important Clinical Commissioning Group business that
is not detailed elsewhere in the agenda.

2.0 NHS South Cheshire CCG Annual General Meeting
2.1 The first NHS South Cheshire Annual General Meeting (AGM) took place on Thursday 18th
September 2014. The AGM reflected the successful work undertaken by the CCG
programme work streams in 2013/14. The event showcased our annual accounts feedback,
the starting well, living well and ageing well programmes, plus a call for action from our
Diane Noble, Governing Body Lay Member. There was also an update on the 5 year
Connecting Care Strategy
2.2 There were approximately 40 people in attendance at the event who were made up of
members of the public, stakeholders and colleagues. Feedback from the day has been
positive and indicated that attendees found the content relevant and that they had a better
understanding of the CCG responsibilities and strategy.
2.3 The AGM followed on from a joint patient experience conference that was held in
conjunction with NHS Vale Royal CCG and NHS Eastern Cheshire CCG. This was equally
well attended and there was lively debate and discussion around how CCGs can really build
and utilize the patient experience as part of the commission process.
3.0 NHS England Assurance Visit
3.1 The CCG assurance process has been designed to provide confidence to internal and
external stakeholders as well as the wider public, that CCGs are operating effectively to
commission safe, high-quality and sustainable services within their allocated resources.
3.2 Assurance conversations provide the opportunity to underpin a supportive and
developmental approach that helps CCGs to become the best commissioning organisations
they can be, building on what CCGs are already doing to hold themselves accountable to
their communities, members and stakeholders.
3.3 The quarter one quality assurance visit with NHS England took place on Tuesday 9th
September 2014 and was structured under the following headings:
• The six assurance framework domains that reflect the key elements of an
effective clinical commissioner:
o Are patients receiving clinically commissioned, high quality services?
o Are patients and the public actively engaged and involved?
o Are CCG plans delivering better outcomes for patients?
o Does the CCG have robust governance arrangements?
o Are CCGs working in partnership with others?
o Does the CCG have strong and robust leadership?
• Quality and Performance:
o A&E Performance
o RTT Performance
o NHS Constitution Standards
o Quality
• Cross Cutting themes:
o Parity of Esteem
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o
o
o

Focus on equality, reducing inequality
Better Care
GP Out of Hours

3.4 The feedback received from NHS England at this point has been positive and the Area
Team recognises the efforts being undertaken across the CCG and the local health and
social care economy to deliver improved outcomes for the local population.
3.5 In particular the Area Team recognised the positive work that has been done with MCHFT
on mortality. The A&E 4 hour target was not highlighted as a Q1 issue but it was
recognised that recent performance had deteriorated and that MCHFT routinely struggled
during the winter period. The NHS England Area Team would be looking for more detailed
assurance around this at future Assurance meetings. All parties recognised that the RTT
work and the resilience planning was key to ensuring that A&E and other urgent care
services were going to be in a position to cope over the winter period.
3.6 An area of concern remains relating to the poor performance on the IAPT service (access
and recovery target). There remains a focus on ensuring that improvements are delivered
in the contractual performance of the current provider.
3.7 For 2014-15 the Assurance process needs to involve independent members by way of
enhancing the transparency and robustness of the assurance conversations. It was agreed
that HealthWatch were in a good position to support this. Detailed guidance on the role of
the independent member will be produced later in the year.
4.0 NHS England Local Area Team Restructure
4.1 NHS England are required (along with many other NHS organisations) to make a share of
savings to assist with the financial pressures of frontline NHS services. Due to this NHS
England are expected to reduce their running costs by approximately 15% (£80 million).
This has meant that there will be significant restructuring across England.
4.2 NHS England will be discussing plans with their staff over the coming weeks. But some
early indications are as follows:
• NHS England are proposing a more integrated model across regions and areas outside
of London, consolidating work where it makes sense across regions and area teams.
This will obviously mean some change, especially to leadership arrangements, with Area
Directors likely to oversee a larger geography, working more closely as part of the
regional team, with each Area Director also taking on a national lead role for a specific
topic.
• NHS England has noted that some of the changes are not just about savings as they
have also identified core commissioning skills where they expect to strengthen these
capabilities. These include specialised commissioning, the design and implementation of
new local care models, support for new CCG and local government integrated
commissioning models, payment reform and incentive design, and operational research.
NHS England hopes that during these restructures they will redeploy expertise internally
to strengthen these functions.
4.3 NHS England have informed us that as decisions of further details are decided upon, they
will continue to engage with local stakeholders to ensure they are fully aware of any
changes that will affect work on the ground. In the meantime NHS England have informed
us that they will continue to discharge its responsibilities as normal and that any changes
that do take place will be gradual and in consultation with us over the course of the rest of
the financial year.
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4.4 There is very real challenge for CCGs as we are also required to deliver a reduction in our
RCA next week. However, the agenda is very much one of shifting responsibility from NHS
England to CCGs as part of the co-commissioning agenda. Whilst there is no disagreement
around the need to really discuss and develop the co-commissioning agenda to expect this
to be delivered well whilst also delivering the reduction in running costs.
5.0 GP Practice Visits
5.1 Currently 16 of the 18 South Cheshire practices have been visited. Unfortunately the visits
to Kiltearn Medical Centre and Oaklands Medical Centre have not yet taken place.
However, these have now been arranged and will be completed imminently. As previously
noted these visits have been exceptionally useful and have helped to further define the
main issues facing our Practices.
5.2 Following the completion of these visits there will be a comprehensive report back to the
Governing Body for discussion and agreement of next steps. The report will look to identify
common themes as well as detailing how this links to the CCGs 360 degree feedback.
6.0 Operational Resilience Plan – Final Submission
6.1 Following the submission of our Operational Resilience Plan on 30th July 2014 to NHS
England they have now reviewed the plan and assurance framework. The CCG received
positive feedback from our Local Area Team regarding the comprehensive plan that was
submitted and the assurance framework. Following discussions with the Local Area Team,
NHS England have now given CCGs the opportunity to amend and provide further
information into the plans for final submission on Friday 19th September 2014.
6.2 Development is continuing within the CCG to ensure the requirements of a Systems Delivery
Group are being met. It has not yet been decided how this will be delivered; however
discussions are continuing to develop this reporting model.
7.0 Cancer Services Update
7.1 The Trust Boards of Mid Cheshire Hospitals Foundation Trust (MCHfT) and the University
Hospital North Staffordshire NHS Trust (UHNS) through their partnership programme,
Stronger Together, have a strategic intention to extend their partnership working to cancer
services. It proposes to move to detailed planning and formal engagement to develop
integrated breast cancer, including breast screening, and gynaecological cancer services
and develop a satellite Radiotherapy facility at Leighton Hospital. They also propose to
develop a lung cancer partnership.
7.2 Through the Stronger Together partnership both MCHfT and UHNS propose to evidence
through their business case how cancer care can be enhanced with a number of distinct
advantages to patients including:
•
•
•
•
•
•

Sustain and develop specialist services locally;
Increase patient choice;
Offer joined up care, as close to where patients live as possible;
Improve patient access to care, including Radiotherapy treatments;
Recruit together the highest calibre of clinical staff;
Deliver outcomes comparable with the best.

7.3 The CCG, alongside NHS England’s Specialised Commissioning teams and Public Health
teams, are working closely with both Trusts to explore this proposal in more detail. Any
changes to clinical pathways will undergo detailed review, planning and extensive

60 of 259

engagement, including patient groups, commissioners and all key stakeholders. All
proposals will undergo rigorous assessment and challenge to ensure that any changes will
be safe and will either maintain or improve the quality of patient care.
8.0 Joint Scrutiny Meeting - Mortality
8.1 As the Governing Body will be aware 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.
On the 23rd July 2014 the CCG was asked to attend a Joint Health Scrutiny meeting that
was arranged as part of the agreed action plan following on from the Single Item Quality
review initiated by NHS England into MCHFT.
Present were representatives from the two local authorities (chairing the meeting as
Scrutiny Leads), NHS England, NHS Vale Royal CCG and NHS South Cheshire CCG,
HealthWatch and MCHFT.
8.2 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
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

8.3 The main discussions focused around the following issues:
• 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 organization - culture
 Management of and using learning from compliments, complaints, patient and staff
surveys
8.4 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
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•

Continue the whole health economy discussions around how health services will be
commissioned and provided in the future

9.0 Specialised Commissioning Changes
9.1 Earlier this year, NHS England set up a task force to improve our work on specialised
commissioning on behalf of patients and the public. This move was instigated to address a
number of challenges causing significant pressures across the system, and to bring about
urgent improvements in the way services are commissioned. Gaining financial control, and
asserting ‘grip’ on the £13 billion specialised services budget was paramount. However, the
introduction of the task force was not solely about the money.
9.2 Its creation indicated a step-change in the way NHS England commissions highly specialised
and specialised services. The dedicated task force team was focused from the start on
bringing about real improvements in the way we do business, ensuring that the services
delivered to patients across England are planned and delivered in a safe, and efficient way,
ensuring consistently high standards across the board.
9.3 The 10 NHS England Area Teams who have the responsibility for commissioning specialised
services have also responded to the challenge of the need to refocus work and deliver
improvements. Their work is focused on ensuring that the operational commissioning
arrangements are effective and the local budgets are under control.
9.4 The task force was originally set up for a period of three months, and has been extended into
the autumn in order to ensure a smooth transition into new commissioning arrangements. In
just three months, the task force working very closely with the 10 area teams has put in place
the building blocks which will put NHS England’s specialised commissioning function on a
much firmer footing for the future.
9.5 The challenge for CCGs is that it is highly likely that the outcome of the taskforce work will be
to identify a number of areas where CCGs are expected to take on responsibility for the
commissioning of the services. It is unlikely that there will be any additional staff resource to
accompany this additional shift of work and responsibility
10.0 Annual Audit Letter 2013/14
10.1 Further to the extraordinary governing body meeting held on 5th June 2014 to receive the
clinical commissioning group’s accounts and annual report, the final annual audit letter has
now
been
received
from
our
external
auditors,
Grant
Thornton
(http://www.southcheshireccg.nhs.uk/publication/8050-nhs-south-cheshire-ccg-audit-findingsreport). To confirm, the clinical commissioning group received an unqualified opinion for all
aspects of the 2013/14 audit. S
Changes
11.0 Cheshire and Merseyside Commissioning Policies Review
11.1 NHS South Cheshire and NHS Vale Royal CCGs inherited Central and Eastern Cheshire
Primary Care Trust’s Commissioning Policy for procedures of limited clinical value that
sit outside of the main contracts and the policy on infertility treatments. Due to this
Cheshire and Merseyside Commissioning Support Unit were commissioned to review
these policies on behalf of the 12 CCGs across Cheshire and Merseyside.
11.2 A process of the review was developed that was staged over seven processes. These
were:
• Stage 1 – Policy stimulation – practice or evidence
• Stage 2 – A full evidence review considering National Institute for Health and
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•
•
•

•

•

Clinical Excellence guidance and the most up to date clinical evidence base
Stage 3 – Pre Equality Impact Assessment
Stage 4 – Production of potential policy for CCG [primary approval
Stage 5 – A full public consultation across the Cheshire and Merseyside Clinical
Commissioning Group area including public events, telephone and online
consultation. During the consultation 5,827 people across Cheshire and Merseyside
visited the Commissioning Support Unit website, 535 people completed the survey
and 72 public events took place. Many of the respondents stated they were
commenting generally, although there were also a number of comments pertaining
to Infertility and Mental Health but no overall themes.
Stage 6 – Review consultation findings, final approval by CCG and full Equality
Impact Assessment including a financial review of the impact of changes to the
Infertility policy was undertaken by the Cheshire and Merseyside Commissioning
Support Unit, further financial assessments of the wider policy have also been
undertaken internally within the Clinical Commissioning Group which show a
potential for limited additional spend through the implementation of the policy
Stage 7 – Policy Implementation and monitoring

11.3 Following this review process a pan Cheshire and Merseyside Clinical Commissioning
group meeting took place to determine a common position across the Clinical
Commissioning Group. Within the proposed new policies a majority of the original
clinical areas remain unchanged in terms of clinical priority or decision making. Originally
there were 99 policies in total that required review. 95 of these policies have been
reviewed and any amendments applied. Some policies had important clinical changes
or had political\financial implications for the CCGs and have needed more detailed work
and consideration by CCGs. These policies are In-vitro Fertilization (IVF); Varicose
Veins treatment; Continuation of Glucose Monitoring and Erectile Penile Implants (4
policies).
11.4 The following recommendations proposed are:
• IVF - A move to implement National Institute for Health and Clinical Excellence
guidance for infertility treatment. This includes moving from 2 cycles of In-vitro
Fertilisation to 3 and increasing the upper age limit for referral from 40 to 42.
• Continuous Glucose Monitoring – This will be commissioned by the Clinical
Commissioning Group but with strict criteria and from within a Centre of Excellence.
• Erectile Penile Implants – To be commissioned but only in clearly defined criteria i.e.
for men who have failed to respond to the British Society for Sexual Medicine
guidelines first and second line recommended treatments and who have one of the
following conditions; Peyronie's disease, post – priapism or malformation of the
penis.
• Varicose Veins – New National Institute for Health and Clinical Excellence guidance
recommends lower thresholds for varicose vein surgery than currently in place
across Cheshire and Merseyside. However, implementing the National Institute for
Health and Clinical Excellence guidance for varicose veins would require a large
amount of additional resources. Discussions with providers have also indicated that
there is some anxiety about capacity to deliver the potential increase in varicose
vein activity. At this stage it is recommended that the current guidance is upheld
with and that further research is conducted for evidence and financial implications.
11.5 The final draft policies, Equality Impact Assessment and Consultation Outcomes have
now been received by the Clinical Commissioning Group.
Once ratified the
Commissioning Support Unit will produce a single interactive version of the Policy and
integrate contractual changes as appropriate. The Clinical Commissioning Group will
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launch the policy with providers and use this as a platform to reaffirm the Individual
Funding Request processes. The Clinical Commissioning Group will also provide
feedback on the public consultation via its website.
11.6 Due to the clinical feedback from the CCGs Clinical Commissioning Executive requesting
further financial analysis it is proposed that the Governing Body agree to the above
recommendation with the proviso that the final sign off is agreed by the Clinical
Commissioning Executive on Thursday 9th October 2014.
11.7 Following this agreement it is proposed that annual reviews to the policy be carried out
based on new guidance and evidence. This will be carried out on a pan Cheshire and
Mersey basis by the Commissioning Support Unit.
12.1
Co-commissioning of Primary Care
12.1 In previous Chief Executive Officer reports the Governing Body have been updated on the
discussions relating to the co-commissioning of primary care.
12.2 NHS England sent correspondence out to all CCGs in May asking for expressions of
interest. The detail of this correspondence identified a number of key priorities that any
expression of interest should detail how the proposals fit with five-year strategic plans and
in particular, how they will help:
• achieve greater integration of health and care services, in particular more cohesive
systems of out-of-hospital care that bring together general practice, community health
services, mental health services and social care to provide more joined-up services
and improve outcomes;
• raise standards of quality (clinical effectiveness, patient experience and patient safety)
within general practice services, reduce unwarranted variations in quality, and, where
appropriate, provide targeted improvement support for practices;
• enhance patient and public involvement in developing services, for instance through
asset-based community development;
• tackle health inequalities, in particular by improving quality of primary care in more
deprived areas and for groups such as people with mental health problems or learning
disabilities.
12.3 There remains debate relating to the scope of any co-commissioning and this encompasses
a wide spectrum of activity, including:
• working with patients and the public and with Health and Wellbeing Boards to assess
needs and decide strategic priorities;
• designing and negotiating local contracts (e.g. PMS, APMS, any enhanced services
commissioned by NHS England);
• approving ‘discretionary’ payments, e.g. for premises reimbursement;
• managing financial resources and ensuring that expenditure does not exceed the
resources available;
• monitoring contractual performance;
• applying any contractual sanctions;
• deciding in what circumstances to bring in new providers and managing associated
procurements and making decisions on practice mergers.
12.4 The CCG did make an expression of interest but provided no further detail at that point in
time as there was a clear need to engage and discuss the membership in this issue. These
discussions have been ongoing and the more formal proposal is now being worked up. This
proposal will detail a proposed team structure that will be required to deliver this agenda.
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Report
Reporting Group: Governing Body
Report Title: Revised NHS South Cheshire CCG Constitution
Date/Time: 2nd October 2014
Author: Jo Vitta, Business Manager

Reporting Period: 2014-15
Governing Body Lead: Dr Andrew Wilson

Purpose of Report

Agenda Item No.

To ask the Governing Body to review the revised CCG Constitution and
support an application to NHS England for 3rd November 2014.

3.4.2

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The CCG Constitution is fundamental to the effective working of the CCG. It sets out various
matters including the arrangements that it has made to discharge its functions and those of its
governing body; its key processes for decision making, including arrangements for ensuring
openness and transparency in the decision making of the clinical commissioning group and its
governing body.
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 is asked to:
•

Review the revised CCG Constitution, which has been updated since the CCG was
authorised (January 2013). The revisions in the Constitution are clearly highlighted
within the document and signposted in the change log (both attached).

•

Note that the Membership Council have considered the revisions and agreed to
changes, specifically the change to the delegated authority for signing off the Annual
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Report and Accounts. The Membership has agreed to delegate the authority for signing
off the CCG Annual Report and Accounts for 2014-15 to the Governing Body.
•

Note the required ‘Checklist’ and the CCG self-assessed ‘Impact Assessment’, which
provides assurance to the Governing Body that the CCG has made the amendments in
line with ‘Procedures for clinical commissioning group constitution change, merger or
dissolution’, May 2013 (gateway ref: 00128).

•

Support the application to NHS England to make changes to the CCG Constitution, and
submit to the Regional Director of Operations and Delivery by Monday 3rd November
2014.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
No
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Report Title: Revised NHS South Cheshire CCG Constitution
1. Introduction
1.1. Every CCG must have a constitution and it must comply with the particular requirements of
the NHS Act 2006 as amended by the Health and Social Care Act 2012.
1.2. The CCG Constitution is a key document for each clinical commissioning group that sets out
various matters including the arrangements that it has made to discharge its functions and
those of its governing body; its key processes for decision making, (including arrangements
for ensuring openness and transparency in the decision making of the clinical commissioning
group and its governing body) and arrangements for managing conflicts of interest.
1.3. Under section 14E, the CCG may apply to NHS England to vary its constitution (including
doing so by varying its area or its list of members). If NHS England grants the application, the
variation to the constitution will come into effect.
1.4. The CCG has developed significantly since becoming authorised as a statutory organisation
on 1st April 2013. Over the past 18 months, as a membership organisation, working with a
new shared management team and a newly appointed Governing Body we have refined the
way we work to ensure the focus remains on commissioning for improved patient outcomes,
driven by front line professionals.
1.5.

As a result the Membership Council have reviewed the CCG Constitution and considered
revisions which reflect changes in the CCG since authorisation and the Governing Body are
being asked to support an application being made to NHS England by Monday 3rd November
2014.

2. Application Process

2.1. In May 2013 NHS England issued ‘Procedures for clinical commissioning group constitution
change, merger or dissolution’ (Publications Gateway ref: 00128), which set out the
procedures in the circumstances where a CCG would want to apply to NHS England to make
changes to its constitution. There are two opportunities a year to apply, in June and
November.
2.2. The application will include:
•

A copy of the revised CCG Constitution (NHS SC CCG Constitution);

•

A copy of the ‘Change Log’, clearly signposting the amendments (attached);

•

A letter from the Chair and Chief Officer (serving as the required self-certification –
‘checklist’) giving assurance that the constitution continues to meet the requirements of
the Act, that the member practice practices have agreed the proposed changes.
Assurance that stakeholders have been consulted if required and that legal advice has
been sought, if necessary (to be drafted);

•

A completed ‘impact assessment’ of the changes, which cover the factors required to
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be considered by NHS England set out with the guidance (attached).
2.3. The CCG has reviewed the guidance and its constitution and discussed revisions with the
Membership Council and is now in a position to make an application to NHS England through
regional CCG Assurance and Development Team, Regional Director of Operations and
Delivery by Monday 3rd November 2014. The CCG will also be sharing the revised
Constitution with the area team’s Director of Operations and Delivery before formally
submitting the application.
2.4. NHS England will acknowledge all applications within two weeks of receipt and will notify the
CCG in writing of the outcome of its decision within 8 weeks (Monday 5th January 2015).

3. CCG Constitution – Revisions & Changes Log (Signposting)
3.1. The Constitution is being revised to take account of changes that have occurred since being
established as a Statutory body. A summary of the changes being made to the CCG
Constitution is set out in the ‘Change Log’ (attached). The attached change log presents a
summary of the changes made to the Constitution.
3.2. Some of the changes relate to changes to the CCG governance and decision making
structure, such as the CCG ‘Clinical Advisory Board’ (CAB) no longer exists and the CCG
now has the ‘Clinical Commissioning Executive’ (CCE). The CCGs Strategic Goals have also
been revised since the CCG was established.
3.3. One of the more fundamental changes that the Membership Council have considered is a
change to the delegated authority for signing off the Annual Report and Accounts. Whilst the
current CCG Constitution reserves the authority to the Membership Council, the
recommended change being made is to delegate the authority for signing off the CCG Annual
Report and Accounts for 2014-15 to the Governing Body. More detail is presented in Section
4. below.
3.4. The CCG has also included a statement with the revised Constitution that specifically
references the right of members or employees to make a protected disclosure, following
guidance from the NHS England (Publications Gateway ref: 00053). See section 9.0 in the
revised Constitution.
3.5. Some of the other changes include: the updated vision statement of NHS South Cheshire
CCG, the change of practice name and address to two member practices within South
Cheshire and the change in governance of the Commissioning Advisory Body (CAB) to the
Clinical Commissioning Executive (CCE), and the Terms of Reference included as an
appendix in the revised Constitution.
3.6. The Constitution has also been revised to take into account the CCGs updated Declaration of
Interest Policy 2014-15.

4. CCG Constitution – Scheme of Reservation and Delegation
4.1. As part of this review of the Constitution an area that the CCG membership have agreed to
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amend is the current Scheme of reservation and delegation (SORD) - which sets out those
decisions that are reserved for the membership as a whole and those decisions that are the
responsibilities of the group’s Governing Body, the Governing Body’s committees and subcommittees, the group’s committees and sub-committees, individual members and
employees.
4.2. The Membership Council have agreed to amend the Scheme of reservation and delegation,
so that the responsibility of signing off the Annual Report and Accounts is delegated to the
Governing Body.
4.3. This year the process for signing off the Annual Report and Accounts 2013-14 was complex
and whilst it was delivered within the required timeline, it presented some challenges (outside
of the CCGs control) to ensure there was sufficient time for member practices to consider and
fully understand the audit appraisal of the Draft Annual Report and Accounts and physically
sign off the accounts on the day before the publication. There was insufficient time to bring
the membership Council back together to receive the recommendation from the Governing
Body.
4.4. Whilst it remains important for the Membership Council to understand and support the Annual
Report and Accounts, it has been recognised that there needs to be more a pragmatic
process for signing off the accounts whilst still sharing the draft accounts with members and
them receiving the external audit appraisal of the accounts, so they are engaged and fully
informed throughout the process.
4.5. Therefore the Membership Council has agreed to amend the current delegated arrangements
as set out within the CCG Constitution so that the final recommendation of the Annual Report
and Accounts will come from the Governance & Audit Committee to the Governing Body, and
the delegated authority for the final sign off of the Annual Report and Accounts will be with
the Governing Body.
4.6. The Membership Council will remain involved throughout the process of the drafting the
Annual Report and Accounts for 2014-15. This would include the opportunity for the External
Auditors to attend the Membership Council prior to the Annual Report and Accounts being
drafted to help raise awareness and build confidence in terms of understanding the national
requirements of the content as laid down in the CCG Annual Reporting Guidance.
5. Conclusion
5.1. The CCG has developed significantly since becoming authorised as a statutory organisation
on 1st April 2013. Over the past 18 months, as a membership organisation, working with a
new shared management team and a newly appointed Governing Body the CCG has refined
the way it works to ensure the focus remains on commissioning for improved patient
outcomes, driven by front line professionals.
5.2.

As a result the Membership Council have reviewed the CCG Constitution and considered
revisions which reflect changes in the CCG since authorisation and the Governing Body are
being asked to support an application being made to NHS England by Monday 3rd November
2014 for variations to the Constitution to be approved.
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5.3. The application will include:
•

A copy of the revised CCG Constitution;

•

A copy of the ‘Change Log’, clearly signposting the amendments;

•

A letter from the Chair and Chief Officer (serving as the required self-certification –
‘checklist’) giving assurance that the constitution continues to meet the requirements of
the Act, that the member practice practices have agreed the proposed changes.
Assurance that stakeholders have been consulted if required and that legal advice has
been sought, if necessary;

•

A completed ‘impact assessment’ of the changes, which cover the factors required to
be considered by NHS England set out with the guidance.

5.4. A significant revision to the CCG Constitution is the amendment to the current Scheme of
reservation and delegation (SORD).The Membership Council have agreed to amend the
Section 4.1 of the SORD, so that the final recommendation of the Annual Report and
Accounts will come from the Governance & Audit Committee to the Governing Body, and the
delegated authority for the final sign off of the Annual Report and Accounts will be with the
Governing Body.

6. Recommendation
6.1. The Governing Body is asked to:
6.1.1. Review the revised CCG Constitution, which has been updated since the CCG was
authorised (January 2013). The revisions in the Constitution are clearly highlighted
within the document and signposted in the change log (both attached).
6.1.2. Note that the Membership Council have considered the revisions and agreed to
changes, specifically the change to the delegated authority for signing off the Annual
Report and Accounts. The Membership has agreed to delegate the authority for
signing off the CCG Annual Report and Accounts for 2014-15 to the Governing Body.
6.1.3. Note the required ‘Checklist’ and the CCG self-assessed ‘Impact Assessment’, which
provides assurance to the Governing Body that the CCG has made the amendments in
line with ‘Procedures for clinical commissioning group constitution change, merger or
dissolution’, May 2013 (gateway ref: 00128).
6.1.4. Support the application to NHS England to make changes to the CCG Constitution,
and submit to the Regional Director of Operations and Delivery by Monday 3rd
November 2014.
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Constitution Amendments
Revised NHS South Cheshire CCG Constitution – record of amendments –
FINAL VERSION
Date/Time: Sept 2014
Version: 2
nd
To: Governing Body, 2 October 2014
(please note, this record notes only material changes, not spelling errors and typos)
Page no.

Paragraph no

Amendment

5

Foreword
para 3

Vision changed from:
‘to take responsibility for the commissioning and delivery of high
quality health services which are responsive to the needs of patients
and deliver improved health outcomes for whole populations.’
To:
‘to maximise health and wellbeing and minimise health inequalities,
informed by local voices and delivered in partnership’
Community services added to list of partners
Scholar Green Surgery changed to Green Moss Medical Centre
The Acorns Surgery changed to Waters Edge Medical Centre
5 domains added, 10 priority areas removed

14

Para 4
Table, line 8
Table, Line 9
4.4 Strategic
Goals
5.1.2

16

5.2.2 c

Changed from

9
9
11/12

•

Commissioning Advisory Body changed to Clinical
Commissioning Executive - throughout the document

‘[…] a comprehensive action plan on the steps that we will take to
embed […]’
To

16

5.2.2.1

23
27

6.1.1 final
para
6.7.1

28

6.7.3 e)i

29

6.7.4 f

‘[…] a Commissioning and Annual Report describing how we are
delivering against […]’
Changed from ‘Commissioning Advisory Body’ to ‘Clinical
Commissioning Executive’ (applies throughout)
Address details changed from The Barony…CW5 5QU to Barony
Court…CW5 5RD. This applies throughout.
Shows the Governance & Audit Committee to be a joint committee
with NHS Vale Royal CCG
Quality and Improvement Group replaced with Provider Clinical
Quality & Patient Safety Review Meeting
Section removed
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29/30
34
38/39

6.7.6
7.2.1
7.11

39

7.11.1, h

39

7.12.1, d& i

42

Section 8

47

9.10

The Clinical Senate – Groups linked
Urgent Care Group and Planned Care Group removed.
This is split into two separate section, one each for CFO and Director
of Partnerships and Governance
Inserted as Chief Finance Officer is the group’s senior information risk
owner
Inserted - Director of Partnerships and Governance is the Governing
Body lead for the Local Health Resilience Partnership
Cross checked with revised Declarations of Interests Policy – updated.
Chief Finance Officer replaced with Accountable Officer throughout
Insertion of paragraph following guidance from NHS Commissioning
Board- Publications Gateway ref: 00053.

Appendices
Appendices have been re-ordered as follows:
A - Definitions of Key Descriptions Used in this Constitution
B - List of Local Super Output Area
C - List of Member Practices
D - Standing Orders
E - Scheme of Reservation and Delegation
F - Prime Financial Policies
G - The Nolan Principles
H - The Seven Key Principles of the NHS Constitution
I - Various Terms of References
Appendix B – List of Local Super Output Areas:
List of Local Super Output Areas Organisation Code Changed from
5NR to 01R

Appendix B

Updated to include details of the LSOA changes - two of the previous
LSOAs in Nantwich were split to create five new LSOAs. This was
because the population had increased substantially across the ten
years and LSOAs were created to be roughly equal in size – around
1,500 people per LSOA. The changes were as follows:
E01018517 was split into:
E01033375
E01033376
E01033378
E01018453 was split into:
E01033372
E01033373

Appendix D
Appendix E

8.1
4.1

Appendix E

10.1
10.2
11

Appendix F

At authorisation the CCG had 109 LSOAs and now it has 112.
PCT changes to Clinical Commissioning Group
Appendix E – Scheme of Reservation and Delegation.
Approval of the group’s annual report and annual accounts - matter
reserved to the Governing Body – changed from Membership Council.
Responsibility for recommendations - changed to Governance & Audit
Committee from Governing Body.
Value changed to ‘in excess of European Procurement Threshold’
Value changed to ‘below European Procurement Threshold’
Inserted ‘…ensure the CCG adheres to NHS England’s guidance in
the provision and management of their banking arrangements’
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NHS South Cheshire CCG
Constitution Changes – Checklist
Checklist
Reason why the variation is being sought.

The proposed varied constitution, with the
amended clauses, clearly signposted to the
paragraph(s) of change (and highlighted or
tracked changes visible within the document),
with the full constitution (including appendices)
enclosed with the application.
Assurance that member practices have agreed
to the proposed change(s).

Assurance that stakeholders have been
consulted if required.
A self-certification by the Chair or Accountable
Officer, on behalf of the CCG, that the revised
constitution continues to meet the
requirements of the Act.
Assurance that the CCG has considered the
need for legal advice on the implications of the
proposed changes, including whether advice
has been sought.
A completed impact assessment of the changes,
which should cover as a minimum the factors
required to be considered by NHS England set
out with the guidance.
Inclusion of a statement that specifically
references the right of members or employees
to make a protected disclosure [as per Sir David
Nicholson’s letter (Gateway 00053)].

Commentary / Yes / No
CCC Constitution has been updated in line with
operational/ governance changes at the CCG –
see Change Log for full list of revisions.
One example is to amend the Scheme of
Reservation and Delegation (SORD):
4.1 - Approval of the group’s annual report and
annual accounts:
The matter is currently reserved to the
Membership Council and a change is being
proposed to change this authority to the
Governing Body.
Revised CCG Constitution and record of
amendments enclosed with application –
attached.

Taken to Membership Council for discussion and
agreement:
17th July 2014
21st August 2014
18th September 2014
Not applicable – the revisions will not affect our
stakeholders
Letter to be drafted, to include the points of the
Checklist to serve as the self-certification.
Support from the CCG external Auditors (Grant
Thornton) on the signing off process
See attached sheet - below

Included , see section 9.10 (page 45)
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NHS South Cheshire CCG
Constitution Changes – Impact Assessment
The National Health Service (Clinical Commissioning Groups) Regulations 2012 (the Regulations)
set out the factors which NHS England must consider when considering an application under this
procedure. They are:
Impact Assessment Factors to be considered by
NHS England :
• That the constitution meets the
requirements of legislation and is
otherwise appropriate,

CCG Self- Assessed
Impact Assessment
Yes

Yes

•

That each of the members is a provider
of primary medical services

•

The CCG area is appropriate and there are no
That the area is appropriate (i.e. that
overlapping CCGs and no gaps
there are no overlapping CCGs and no
gaps)
Yes
That the Accountable Officer is
appropriate
Yes
That the CCG has made appropriate
arrangements to ensure it is able to
discharge its functions
Yes
That is has made arrangements to
ensure that its governing body is
correctly constituted and otherwise
appropriate
Limited/ Nil impact
The likely impact of the requested
variation on the persons for whom the
CCG has responsibility – so the
registered and resident population of
the CCG
Limited/ Nil
The likely impact on financial
allocations of the CCG and any other
CCG affected for the financial year in
which the variation would take effect
None
The likely impact on NHS England’s
functions
The extent to which the CCG has sought i. Unitary authority – no views sought as
requested variation has no impact on the
the views of the following, what those
Local Authority whose area covers the CCG
views are, and how the CCG has taken
(Cheshire East)
them into account:
i.
Any unitary authority and/ or
Other CCG - no views sought as requested
upper-tier county council whose i.
variation has no impact on other CCGs
area covers the whole or any
part of the CCGs area;
ii.
Any other CCG which would be ii. The CCG has taken the proposed the changes
through the Membership Council for
affected; and
discussion and agreement.
iii.
Any other person or body which

•
•

•

•

•

•
•
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•

•

in the CCG’s view might be
affected by the variation
requested
The extent to which the CCG has sought
the views of patients and the public;
what those views are; and how the CCG
has taken them into account, and
How often the CCG has applied for
variations of the kind requested.

The CCG has not sought the views of the patients
and the public on the requested variations as
they will not impact upon or affected patients
and the public directly, or the healthcare services
they receive.
None previously
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Report
Reporting Group: NHS South Cheshire CCG Formal Governing Body
Report Title: Cheshire East Council, NHS South Cheshire CCG and NHS
Eastern Cheshire CCG SEND Joint Commissioning Strategy: 2015-2015
Date/Time: 2nd October 2014 / 14:00-17:15
Author: S Rimmer/T Matthews
Starting Well Programme

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

Purpose of Report

Agenda Item No.

As part of the SEND (Special Educational Needs and Disabilities) reforms
3.4.3
there is a legislative requirement for each Local Authority, in conjunction with
its local partners, to publish via the Local Offer a SEND joint commissioning
strategy. This paper details the strategy that has currently been developed
between the Starting Well Programme team and Local Authority colleagues
and requires agreement by Governing Body.
State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The Joint Commissioning Strategy has been developed in partnership and aims to ensure
• children, young people and their families are enabled to improve their outcomes and life chances
• provision supports prevention, early identification and anticipates aspirations outlined within
individuals Education Health and Care Plans (EHCP).
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

•

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

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

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

Recommendations
To note and agree contents of the SEND Joint Commissioning Strategy.
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Cheshire East Council, NHS South Cheshire CCG and NHS
Eastern Cheshire CCG SEND Joint Commissioning Strategy: 2015-2015
1.0 Introduction
The Children and Families Act 2014 requires Local Authorities and Clinical Commissioning
Groups (CCGs) to jointly commission services for children and young people with special
educational needs and disabilities (SEND) particularly as a means of improving co-operation and
integration between services. There is also an emphasis on ensuring that services are holistic in
their approach and place the child and family central to support - encouraging active
participation, flexibility and choice by children, young people and their families.
This strategy sets out how we intend to develop and use joint commissioning to ensure that:
• children, young people and their families are enabled to improve their outcomes and life
chances.
• provision supports prevention, early identification and anticipates aspirations outlined within
individuals Education Health and Care Plans (EHCP).
There is a legislative requirement to have a joint commissioning strategy and plan for
SEND in place by September 2014.
The Council and its key partners have an existing Joint Commissioning Leadership Team. This
team is key to creating the culture and ethos necessary for ensuring that joint commissioning
has a positive impact across SEND services and provision.
2.0 Vision
Our vision for Children and Young People with Special Educational Needs and Disabilities is to
continue to improve their personalised goals, aspirations and outcomes through effective Joint
Commissioning that ensures that:
• the services developed and delivered are child and family centred.
• all partner agencies agree to participate in joint planning and performance management.
• pooled or aligned budgets are developed where appropriate
These are achieved by applying the principles below.
3.0 Principles
This set of agreed joint commissioning principles will underpin the strategy and the
implementation of joint commissioning for SEND: • All decisions are based on clear rationale for improving outcomes for children, young
people, their families and carers.
• We will ensure that systems are in place to Safeguard children and young people and
promote their welfare.
• We will focus on delivering high quality services that secure positive outcomes and offer
the best value for money.
• We will ensure there are systems in place for reviewing and monitoring outcomes for
children and young people with SEND. We will utilise this data to inform future joint
commissioning decisions.
• We will utilise a wide range of information to inform commissioning decisions - this
includes (not exclusively) the Joint Strategic Needs Assessment (JSNA), the Health and
Wellbeing Strategy, The Children &Young People’s Plan, the Local Offer, analysis of local
Education, Health and Care (EHC) Plans, the active participation of children, young people
and their families/ community.
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•

•
•
•

We will ensure there are robust governance and assurance processes in place, including
agreement on decision making and funding powers. We will ensure that all commissioning
processes, including tendering and procurement, are transparent and in line with good
practice and legal requirements.
We will take account of legislation; national, regional and local guidance and best practice.
We will secure strong and effective partnerships between the public, voluntary, community
and private sectors.
We will take account of the need to ensure sustainability, build capacity where appropriate
and source services as locally as possible.

4.0 Partners involved in Joint Commissioning Strategy
The partners involved currently include Cheshire East Council including Children’s services
(education, early help, and social care), Adult services, Public Health; NHS South Cheshire
CCG; NHS Eastern Cheshire CCG.
5.0 Scope of Joint Commissioning
It is recognised that across the wider partnership of Cheshire East Council; NHS South Cheshire
CCG and NHS Eastern Cheshire CCG there is a developing theme of Joint Commissioning. There is
a basic agreement from Executives and Directors that Joint Commissioning is a way forward for the
future across adult and children’s services.
This initial phase strategy and plan addresses the areas of joint commissioning we can address
with some immediacy and our longer term aspirations. As the wider strategy and process for joint
commissioning develops across the partnership this SEND strategy will link with this wider work. This
strategy will develop to reflect future arrangements and also help inform them.
It has been agreed by partners that the first phase of joint commissioning for SEND should focus on
the following areas:
• Undertake work with all partners to identify options for joint commissioning and link with Trafford
to better understand options, benefits, risks and implementation
• Establish robust governance systems for joint commissioning
• Define outcomes for joint commissioning
• Identify current services that could be prioritised for joint commissioning
• Identify how to involve parents, carers, children and young people in the commissioning
cycle
• Develop policy and process to deliver personal budgets in line with the Children & Families Act
2014.
6.0 Infrastructure to support Delivery of Joint Commissioning
The implementation of the Children and Families Act 2014 currently forms work stream 2 of the
Learning Disabilities Life Course Review which is a multiagency programme led by Cheshire
East Council.
A Project Delivery Team oversees the following working groups which include members from
Cheshire East Council, NHS Eastern Cheshire CCG and NHS south Cheshire CCG within this
work stream:
• Joint Commissioning
• Personal Budgets
• Local Offer
• Education Health and Care Plans
• Preparing for Adulthood
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The Joint Commissioning and Personal Budgets working groups have merged and this group
consists of members from Cheshire East Council, NHS Eastern Cheshire CCG and NHS South
Cheshire CCG. There is a need to ensure that representation within the Joint
Commissioning sub-group includes all key commissioners including public health and
NHS England in order to align commissioning intentions effectively.
To ensure a joined up approach a member of this working group is also a member of the wider
Joint Commissioning work stream (work stream 1 of the LD life course review).
7.0 Governance arrangements
The reporting and governance structure is as follows:
Cheshire East
Health and Well Being Board

Cheshire Joint Commissioning
Leadership Team (JCLT)
Learning Disabilities
Life Course Board

Project Delivery Team Children
& Families Act: Work stream 2

Local Offer
working group

EHC Assessment and
Plans working group

Starting Well Programme Board

Work stream 1: Joint
Commissioning

Preparing for Adulthood
working group

Joint Commissioning & Personal
budgets working group

NHS Eastern Cheshire CCG
governance process

NHS South Cheshire CCG Clinical
Commissioning Executive
NHS South Cheshire CCG Governing
Body
Joint Commissioning work for SEND will include a mechanism for developing commissioning
intentions for both Local Authority and CCG’s. This will be based on and informed by the
commissioning cycle.
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We are working to identify a process for jointly reviewing contracts, performance and the
impact for children and young people and their families, by utilising the EHC assessment and
plan review process and reporting of outcome measures.
We are working to develop an agreed process within joint commissioning and provision of
personal budgets to identify a system for dealing with disputes both between partners and
between commissioners, providers and families.
8.0 Developing Joint Outcomes
In order to develop joint outcomes as a means of evaluating the impact of joint commissioning
the working group is developing a framework based on utilising outcomes linked to the EHC
assessment and plan process and also outcomes based accountability system as part of the
commissioning cycle.
9.0 Expected Benefits
•
•
•
•
•
•
•

Ability to target services to give greatest impact on quality outcomes
Avoid duplication of commissioning and services
Ensure value for money and efficiencies; pooled resources
Develop co-ordinated services
Shared best practice
Shared expertise
Shared intelligence about need

10.0 Engagement with Children, Young People and Families
As part of joint commissioning we will work collaboratively to consult with and respond to all
relevant stakeholders including children, young people and their families and ensure meaningful
engagement and participation. We will ensure that all information linked to joint commissioning
is transparent and accessible to families.
11.0 Implementation of the Strategy
The joint commissioning strategy will be implemented through an on-going agreed joint action
plan which will be based around the following elements of the commissioning cycle and which
will identify current actions, aspirations and timescales for implementation and completion.
The commissioning cycle: 11.1: Assess:
• Identify current areas of joint commissioning
• Identify current and desired outcomes
• Utilise data from current needs analysis and gap/ duplication analysis- data review
• Review current specifications and performance indicators and identify contracts to
renegotiate
• Engage with service users and current providers to gather feedback on current provision
and required provision
11.2: Plan:
• Set priorities for joint commissioning
• Identify possible resources/ budgets
• Identify cross cutting issues
• Agree commissioning recommendations
• Plan services required and delivery of services
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11.3:
•
•
•
•

Do:
Pool resources- staff skills, knowledge and expertise/ budgets/ funding
Engage w
ith users and providers (current and potential)
Commission effective services

11.4: Review:
• Monitor and review services
• Quality reviews
• Performance outcomes
• Outcomes for children and young people with SEND and their families
• Engagement with users for evaluation and feedback
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Executive Nurse update
Date/Time: 2nd October 2014
Author: Judi Thorley
Executive Nurse

Reporting Period: 2014-2015
Governing Body Lead: Judi Thorley,
Executive Nurse

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with an overview of key activities,
information and events relevant to professional practice, nursing leadership
and the delivery of 6 Cs

3.4.4

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 in professional practice and
quality improvements across primary, community and secondary care
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 note the contents of this paper
Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined

82 of 259

Report Title: Executive Nurse update
1.0 Introduction
This report provides an update of key activities, information and events relevant to professional
practice, nursing leadership and the delivery of 6 Cs including developments in professional practice
and quality improvements across primary, community and secondary care.
2.0 Delivering out of hospital care workshop feedback
2.1 A workshop was held on 26th June bringing together practice nurses, community nurses including
district nurses, health visitors, school nurses, mental health and learning disability nurses, nurses
from MCHFT and Allied Health Professionals (AHPs). There was a lot of really interesting and useful
discussion and participants valued the opportunity to come together. The workshop covered the
following areas:
• An overview of Connecting Care
• Sharing details of the NHS South Cheshire CCG Practice Nurse Membership Council and
NHS Vale Royal CCG Practice Nurse Assembly
• On-going joint working and discussion about a mechanism to offer skills and expertise to
influence, challenge and realise opportunities in delivering Connecting Care
2.2 The key themes/priorities from the day were:
• Organisational change needs to include practitioners/frontline staff in strategy development
and planning
• Develop a mechanism to ensure that the skills and expertise of frontline staff is utilised in the
development and delivery of Connecting Care Strategy
• Use the 6Cs to develop shared pledge around Nursing and AHPs in delivering Connecting
Care
• Make sure that nurses, AHPs and social care colleagues are engaged
• Joined up IT systems
• Consider how the funding works to achieve integration of professionals.
• Less geographical variance with localised teams or service hubs, inter-disciplinary all patients
• Come together again including social care
2.3 A further workshop is being planned as is a process to ensure consistent input into NHS South
Cheshire CCG Practice nurse Membership Council and NHS Vale Royal CCG Practice Nurse
Membership Assembly and offering of expertise into the Connecting Care Board
2.4 A paper was taken to the Connecting Care Board on 27th August outlining a proposal to develop
an ‘Expert Reference Group’ as a mechanism to offer skills and expertise of frontline staff from both
health and social care and also patients and their experience to the board. The paper outlined a twoway communication process to support the implementation of the Connecting Care Strategy. The
proposal was supported and therefore an initial meeting will be arranged and the group will be tasked
with drafting Terms of Reference (ToR). The ToR will then be taken back to the Connecting Care
Board.
3.0 Quality and Safeguarding Strategy
3.1 In June, 2 stakeholder engagement events were held bringing together over 70 delegates from
various organisations i.e. NHS Vale Royal CCG, NHS South Cheshire CCG, East Cheshire Trust,
Cheshire Warrington and Wirral Partnership Trust, Mid Cheshire Hospitals Foundation Trust, Health
Watch, NHS England, Care Quality Commission, Nursing Home Provider, and Local Authorities.
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There was a further event on 14th August which patients groups from across South Cheshire and
Vale Royal attended. The attendees were asked ‘how we can achieve excellent or good quality?’
There were some really helpful comments and suggestions about what good ‘feels’ like along with
opportunities for working together. The Attendees were also asked to review the four ‘petals’ of the
strategy (Putting people first, Staff capabilities & Culture, Systems and Processes and Partnerships),
thinking about what this means to individuals, what are the opportunities, is there anything missing.
3.2 Attendees also reviewed the National Nursing and Care strategy ‘Compassion in Practice 6 Cs’:
Care, Compassion, Communication, Courage, Competence and Commitment. Attendees identified
what each ‘C’ means to them and again generated ideas about how to embed these into ways of
working to champion excellent practice and challenge poor practice.
3.3 A further event was facilitated in August for patient representatives. Despite patients/patient
groups being invited to the stakeholder events in June there were no representatives therefore a
further event was facilitated on 14th August bringing together patient representatives from across
South Cheshire and Vale Royal. The same format was used and again there were lots of useful
ideas/suggestions along with good practice experiences that can be developed. Based on feedback
from patient representatives the attendees were asked about their preference for a planned follow up
session, i.e. join with key stakeholder session or have a separate session. The patient
representatives said how much they valued the opportunity to have a whole afternoon considering
quality and safeguarding from a patient/service user perspective and they would welcome the
opportunity to have this focused time as a group again. This will be arranged for February/March
2015 and patients will also be invited to come along to the follow up stakeholder session.
3.4 There was an agreement from the 3 events that ‘good or excellent’ means keeping the person at
the centre of all that we do, working together with the person and those important to them, always
trying to understand what each person’s experience is, achieving ‘good or excellent’ is about how the
experience feels. The quality and safeguarding strategy was supported and opportunities identified to
work together. The feedback has been used to develop the delivery plan for the Quality and
Safeguarding action plan. A follow up event will be held in February to review progress.
3.5 There was support for the 6 Cs as core underpinning values for all stakeholders. Stakeholders
commented that although the terminology is not the same in different organisations the values are
the same and need to be embraced as outlined in the Quality and Safeguarding strategy. The
feedback relating to the 6 Cs have been used to further develop a draft quality framework which has
been jointly developed with Mid-Cheshire Hospitals Foundation Trust to use when carrying out
quality visits. The draft 6 Cs quality framework will be piloted during the next 2 months. It will then be
further developed and rolled out across all providers.
4.0 6 Cs
4.1 Draft quality framework to support quality visits using the 6 Cs is now developed and will be
piloted within the next 2 months.
4.2 As agreed by Governing Body there is currently a pilot underway within the Ageing Well
Programme to embed the 6 Cs as part of the governance mechanism to assure quality in
commissioning. There will be feedback provided in detail at the December meeting.
4.3 The quality team are planning to hold ‘drop in’ sessions for CCG staff relating to the 6 Cs,
feedback from the above pilot and embedding as part of our values.
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5.0 Mortality
5.1 The quality team continues to work closely with MCHfT on the Integrated Governance mortality
action plan, developed following the AQUA review of mortality. One of the joint actions for the CCG
and MCHfT within the plan is ‘realise ambitious quality aims with measurable goals across the health
economy, considering opportunities within pathways for patients and different approaches within and
outside of hospital’. Julie Smith, Director of Nursing and Quality MCHfT and Judi Thorley are leading
on this action, an initial meeting has been arranged, some of the outcomes and suggestions from the
‘Delivering out of Hospital care’ workshop will be used to inform discussion and next steps. A further
update on progress will be provided at the December Governing Body meeting
5.2 Terry Savage, Lay Member Vale Royal Governing Body and I attended one of the weekly case
note audits that MCHfT have been carrying out since January 2014. The weekly audits review all
deaths that have occurred in that week. Sitting in on the process and hearing from clinicians the
learning that this has provided was very useful. There is learning across and within MCHfT, and also
within primary and community care. Learning has been shared with medics and nurses across
MCHfT. Paul Dodds, Medical Director MCHfT has invited Terry and I to attend again as he would
value further feedback following review of the process and further development.
6.0 Practice Nurse Membership Council
6.1 The PN Membership Council have developed a delivery work plan to ensure that the National
Nursing and care strategy ‘Compassion in Practice 6 Cs’ is implemented in General Practice. At each
bi-monthly meeting they review progress against the plan, hold a clinical review and have feedback
on actions that ‘champions’ undertake on specific areas.
6.2 Most practices were able to have a nurse attend training that was provided on mentorship to
ensure that each practice can become a training practice, taking first placement first year student
nurses. A further date is being planned to cover those practices that were not able to attend. Some of
the PN’s are undertaking a full mentorship programme which will enable them to take students in
years 2 and 3 also.
6.3 Health Care Assistants were invited to a recent meeting to discuss their role and support that can
be offered to them. HCAs will be supported to come together again
6.4 Re-validation and portfolio development- The National Nursing and Midwifery Council are
changing the governance and process for continued registration. From next year all nurses are going
to be required to undertake robust re-validation similar to the process currently in place for doctors.
Plans are in place to deliver updates at the Protected Learning Time sessions.
6.5 Training needs analysis is being completed from which a training matrix will be developed. The
PN Membership Council is also working with Northwest Health Education England around workforce
development and planning.
6.6 The PN Membership Council is leading on the development and delivery of a local quality
scheme relating to ‘Vulnerable/isolated patients’.
6.7 The PN Membership Council are involved in 2 national pieces of work focused on development of
a career framework for PNs and education specification.
6.8 The ‘Hello my name is’ campaign http://hellomynameis.org.uk/ is currently being reviewed by the
Council to consider implementation in practice
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6.9 A pilot of a 3 day programme looking at ‘Inspiring innovation and leadership through health and
wellbeing begins on 16th October for Practice Nurses. Nurses from across Vale Royal will work
together with Nurses from South Cheshire on the programme which considers the 5 ways to
wellbeing as a mechanism to develop leadership and innovation. The nurses will be asked if they
would like to bring a paper to Governing Body to share their learning and experience
6.10 Tricia Vickers- Practice Nurse Quality Lead and Chair of PN Membership Council has been
invited to an evening reception at 10 Downing Street, celebrating the work of nurses, carers and
health professionals. Congratulations Tricia!
7.0 Care Quality Commission (CQC) New inspection regime
7.1 As Governing Body members are aware CQC commenced a new approach to inspections in
September last year. The aim of the new inspections is to get to the heart of patients’ experiences.
Inspections look at the quality and safety of the things that matter to people; the inspections look at
whether services are:
• Safe
• Effective
• Caring
• Responsive to people’s needs
• Well-led
Through this approach CQC will have a richer and broader understanding of the quality provided,
commenting on leadership and governance. Along with an experienced CQC inspector, teams for
inspections will include; professionals and clinicians, experts by experience, patients and carers.
7.2 MCHfT have been notified that their new inspection will take place during the week of 6th October
and East Cheshire Trust during the week 8th December. There will be several ways to get involved
and provide feedback and input including public meetings and focus groups.
8.0 Community Nursing Services
8.1 Following concerns raised at Membership Council about staffing pressures for the District Nursing
Teams it was agreed to undertake a structured quality review. A template was constructed identifying
key lines of inquiry under the 6 Cs and this has been used within each GP practice. The templates are
being reviewed from which key themes will be identified.
8.2 Andy Wilson and Judi Thorley have arranged to meet with Kath Senior, Director of Nursing East
Cheshire Trust (ECT) on 7th October to discuss the themes. ECT will then develop an action plan.
8.3 Any themes identified which have implications for General Practice and other commissioned
services will be identified and discussed with Membership Council and relevant Programme Boards
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Report
Reporting Group: NHS South Cheshire CCG Formal Governing Body
Report Title: Better Care Fund - Update
Date/Time: 2nd October 2014
Author: Simon Whitehouse, Chief Executive

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

Purpose of Report

Agenda Item No.

The paper presents the Governing Body with an updated position on the
national changes to the Better Care Fund (BCF) policy and the CCGs response
to the changes in guidance.

3.4.5

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The Better Care Fund provides an opportunity to transform local services so that people are
provided with better integrated care and support. It encompasses a substantial level of funding to
help local areas manage pressures and improve long term sustainability of their health and care
economies. The Fund will be an important enabler to take the integration agenda forward at scale
and pace, acting as a significant catalyst for change and improving health outcomes for our
population.

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 are asked to:
•
•
•
•
•

Note the national changes to the BCF policy
Recognise that the CCG remains as the accountable body that will need to sign off the
governance arrangements
Provide any comments on the final submission that met the 19th September deadline
Note the financial challenge that this will create should the schemes not deliver the change
in activity
Recognise the alignment of the BCF submission with the CCGs 2 year plan and the 5 year
Connecting Care Strategy

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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Report Title: Better Care Fund - Update
1.0 Background
1.1 The £3.8bn Better Care Fund (formerly the Integration Transformation Fund) was announced
by the Government in the June 2013 spending round, to ensure a transformation in integrated
health and social care. The Better Care Fund (BCF) is one of the most ambitious ever
programmes across the NHS and Local Government. It creates a local single pooled budget to
incentivise the NHS and local government to work more closely together around people,
placing their well-being as the focus of health and care services.
1.2 The BCF is a critical part of the NHS 2 year operational plans and the 5 year strategic plans as
well as local government planning.
2.0 Revised Guidance and Submission
2.1 Over recent weeks there has been a significant increase in activity relating to the local BCF
plans. The CCG has been working very closely with partners around the development of these
plans. The national assurance process has increased the level of scrutiny being applied and
this has driven a significant increase in work locally in order to meet the revised planning
schedule.
2.2 The BCF plans are written on a Local Authority footprint and the allocations into the pooled
budget arrangements are CCG specific.
2.3 The substantive change in policy is that, of the £1.9bn additional NHS contribution to the BCF,
£1bn will remain within the BCF but will now be either commissioned by the NHS on out-ofhospital services or be linked to a reduction in total emergency admissions. The intention of
this policy change is to ensure that the risk of failure for the NHS in reducing emergency
admissions is mitigated, and CCGs are effectively compensated for unplanned non elective
activity. The following bullet points summarise the changes to policy agreed by Ministers.
•

•

•

•

The £1bn proportion of the BCF will replace what was originally the ‘pay for performance’
fund linked to the production of a plan and delivery against national and local metrics. No
payment will now be linked to these metrics, although Health and Wellbeing Boards will be
expected to continue to set levels of ambition for these within their plans. Further detail on
requirements for these metrics is included in the technical guidance. Total emergency
admissions replace the original metric of avoidable emergency admissions.
Health and Wellbeing Boards are invited to agree a target reduction in total emergency
admissions. The funding corresponding to any reduction forms one element of the pay for
performance fund. The outstanding balance will be spent by CCGs on ‘NHS commissioned
out-of-hospital services’ as part of the BCF plan.
For the proportion of the £1bn funds linked to a reduction in total emergency admissions,
money will be released from the CCG into the pooled budget on a quarterly basis,
depending on performance. These payments start in May 2015 based on Quarter 4
performance in 2013/14. The remaining proportion of the £1bn will be released to the CCG
upfront in Quarter 1 in 2015/16.
If the locally set target is achieved then all of the funding linked to performance will be
released to the Health and Wellbeing Board to spend on BCF activities. If the target is not
achieved, then the CCG will retain the money proportional to performance, to be spent by
the CCG in consultation with the Health and Wellbeing Board.
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•

•
•
•

•

The expected minimum target reduction in total emergency admissions will be 3.5% for all
Health and Wellbeing Board areas, unless an area can make a credible case as to why it
should be lower. All areas can set more ambitious targets should they wish, and the amount
of funding linked to performance will increase accordingly.
The local target and resulting funding linked to total emergency admissions will be based on
the total figure for the whole Health and Wellbeing Board area, not just to the portion
resulting from BCF schemes.
All plans will be expected to clarify the level of protection of social care from the £1.9bn NHS
additional contribution to the BCF, including that at least £135m has been identified for
implementation of the Care Act
Every Health and Wellbeing Board is asked to sign off and resubmit their Better Care Fund
Plan by 19 September. Up to and after this date there will be a support and assurance
process so that the Chief Executive of NHS England (as the accounting officer of the BCF)
and Ministers can be confident that the plans are affordable and deliverable in 2015/16.
A separate note will be sent to areas outlining the expectations of the support and
assurance process through to 19 September and beyond

3.0 National Timetable of next Steps
•
•
•
•

September 19th 2014 Revised Submission
22nd September – 3rd October Desktop Review of Plans NHS England
10th October Moderation Exercise Complete
17th October Final presentation and recommendations to Sir Bob Kerslake, Simon Stevens
and Ministers

4.0 Local Authority Better Care Fund Submission
4.1 The BCF submission is required to detail the schemes that will be delivered locally but also how
the proposal meets the following national conditions:
• Protecting Social Care Services
• 7 day services to support discharge
• Data sharing
• Joint assessment and accountable lead professional for high risk populations
4.2 The final BCF submission for the Local Authority area can be found at this linkBetter Care Fund re-submission

5.0 Recommendations

5.1 The Governing Body are asked to:
• Note the national changes to the BCF policy
• Recognise that the CCG remains as the accountable body that will need to sign off the
governance arrangements
• Provide any comments on the final submission that met the 19th September deadline
• Note the financial challenge that this will create should the schemes not deliver the change
in activity
• Recognise the alignment of the BCF submission with the CCGs 2 year plan and the 5 year
Connecting Care Strategy
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Report
Reporting Group: NHS South Cheshire CCG Formal Governing Body
Report Title: Continuing Health Care (CHC) Services Update
Date/Time: 2nd October 2014
Author: Fiona Field
Director of Partnerships &
Governance
Purpose of Report

Reporting Period: 2014-15
Governing Body Lead: Fiona Field
Director of Partnerships &
Governance
Agenda Item No.

To highlight to the Governing Body the current contracted service situation for
3.4.6
patients with Continuing Health Care needs.
State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
Continuing Health Care (CHC) 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 commissioning CHC services from Cheshire and
Merseyside Commissioning Support Unit (CMCSU), both NHS South Cheshire CCG and NHS Vale
Royal 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

•

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

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

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

Recommendations
The Governing Body is asked to:
• note developments in the current actions in place with CMCSU CHC teams to improve
CCG performance and
Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Update on Continuing Health Care (CHC) Services
1.0 Introduction
1.0 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 teams have
several ICNs within them whose role is one of assessing 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 hospital
discharge delays, a nurse from the CHC team is based in the hospital and organizes twice
daily ‘panels’ to consider the assessments/agree or disagree with assessment and arrange for
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 (and their
commissioners). This prioritised rapid response service has avoided delays in discharge
throughout all of 2013 and up to the present date.
1.1 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 oversees these
patients and review their needs to ensure they are receiving the right care (and finances) to
meet their needs.
2.0 Current Situation
2.1 As previously reported to South Cheshire Governing Body the CCG has taken the decision to
transfer the Continuing Health Care (CHC), Funded Nursing Care (FNC) and Complex Care
service from Cheshire and Merseyside Commissioning Support Unit into the Clinical
Commissioning Group, on a shared basis with Cheshire and Wirral Clinical Commissioning
Groups.
2.2 Discussions have taken place regarding the host arrangements for employment of the CHC,
FNC and Complex Care nurses and administrative teams, and it is proposed that South
Cheshire Clinical Commissioning Group will host the shared service on behalf of West
Cheshire Clinical Commissioning Group, Wirral Clinical Commissioning Group, Vale Royal
Clinical Commissioning Group, and Eastern Cheshire Clinical Commissioning Group.
2.3 In June 2014, the Clinical Commissioning Groups across Cheshire and Wirral commissioned
Integral Health Solutions to undertake a Due Diligence Review of services prior to the transfer
of the services to the clinical commissioning groups. A draft report has now been shared with
Cheshire and Wirral CCGs. This report has confirmed that there is an urgent need to recommission the CHC service due to clinical quality, safety and governance concerns.
2.4 Whilst it is recognised that the CSU has inherited a significant number of legacy issues from
PCT’s and has endeavoured to address these during the last 2 years, the service has
experienced substantial challenges that have impacted on the operational performance of the
CHC service.
2.5 Key Findings of the Due Diligence Review:
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•

CHC Service Performance
The CSU is failing to deliver a comprehensive CHC service as outlined in the SLA for
2014/15. Levels of performance in key areas do not meet the national KPI targets and
prioritisation of resources means that 3 month and 12 month reviews are not currently
being undertaken. Not only does this pose a potential financial risk to the CCG, but there
is also a potential clinical risk, particularly to patients who have not had a review in the last
12 months. The backlog of CHC reviews were previously reported to the Governing Body
in August 2014 and remain a risk to the CCG. Current CSU data supplied shows there are
over 200 reviews (CHC and FNC) outstanding more than 12 months and some patients
could be waiting up to 24 months before a review. We have requested an urgent action
plan and trajectories to reduce this backlog to an acceptable level that minimises the
clinical risk to patients. This trajectory, once agreed, will be monitored monthly by the
clinical commissioning group lead.

•

Clinical Leadership and Direction
There is a distinct lack of clinical strategic leadership and a lack of a transformational
operating style which is essential in order to develop a continuous quality improving
service. There is little evidence of strategic direction or of a strategic development plan to
improve the service going forward.

•

Capability and Capacity Issues
Workforce issues have had a major impact on the ability of the CSU to deliver a
comprehensive CHC, FNC and Complex Care Service. These issues have been widely
acknowledged and recognised as a critical issue. In three out of five CCGs the CHC
service is failing to meet statutory targets and key performance indicators. The services
are under significant pressure despite the CHC teams carrying a high workload and
working significantly long hours to maintain service delivery. In August 2014 additional
resources were verbally requested by the CSU to manage operational pressures in the
service; these have been agreed across South Cheshire CCG and Vale Royal CCG as
means of mitigating ongoing operational capacity concerns.

•

Quality Assurance and Governance
There are serious concerns raised by all five CCGs regarding quality assurance, in terms
of delivering the service to the required quality standard, and in accordance with the
National Framework for CHC and FNC. These concerns have been acknowledged by the
CSU. Whilst locality reports have been produced and issued, these have failed to assure
the CCGs about the performance of the service, are lacking the level of data accuracy and
completeness required, and have poorly supported CCG’s from a performance / business
Intelligence perspective.

2.6 Despite the significant challenges faced by the locality teams, it should be noted, however, that
the locality teams are highly thought of by the CCGs and have managed to sustain the
operational elements of the service during testing circumstances.
3.0 Conclusion
3.1 The Due Diligence Review concludes that fundamental full-scale change is therefore required at
a strategic, tactical and operational level. Also, that investing additional resources into
operational services alone will not address the issues raised within the review. To deliver
sustainable change, focus must be given across all areas.
3.2 The findings from the draft Due Diligence Review were presented to NHS South Cheshire CCG
during September 2014.
South Cheshire
CCG has since written formally to the
Commissioning Support Unit, highlighting:
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•
•
•

concerns relating to service failure
requesting formal transfer of the locality teams (CHC and FNC), specialist nurses and their
associated administrative support with effect from 31 January 2015 to South Cheshire CGG
requesting the Commissioning Support Unit puts in place urgent measures to ensure the
stability of the Continuing Health Care service, prior to transition to the Clinical Commissioning
Groups at the end of January 2015.

3.3 NHS South Cheshire CCG has also sought confirmation that the Commissioning Support Unit
provides ongoing assurance that a stabilised state has been established, that reduces any
clinical risk to patients. This approach has also been adopted by the other four CCGs across
the Cheshire and Wirral footprint.
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Report
Reporting Group: South Cheshire Governing Body
Report Title: Winter Resilience Update
Date/Time: 3nd October 2014 / 14:00
Author: Sue Milne/Linda Banner-Perry
Service Delivery Manager

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

Purpose of Report

Agenda Item No.

To provide Governing Body members with an update on winter assurance
processes for 2014-15 including the allocation and non-recurrent winter
investment funding.

3.4.7

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The investment of non-recurrent winter funding improves patient experience by enhancing access
to appropriate services during the winter months of November – March.
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:
i)
Note the contents of the report.
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: Winter Resilience Update
1.0 Introduction

There is national recognition of increased access to urgent and emergency services across
the winter months, which officially run from November to March. During this time central
government scrutiny and performance monitoring increases to ensure patient demand for
timely access to safe and appropriate services are met.
This scrutiny involves the assessment of local health economy winter planning
preparations by NHS England and considers:
•
how robust preparations have been undertaken
•
how pressures will be monitored daily
•
how effective action will be undertaken to address growing pressure
For the last 2 years Government has released non-recurrent winter funding to help local
economies address this increasing pressure.
2.0 2013-14 Impact of Winter

Although there was little activity relating to pandemic flu or major severe weather in 2013,
the winter continued to present challenges to NHS Mid Cheshire Hospital Foundation Trust
as it experienced bottlenecks in processing patients mainly due to severe outbreaks of
diarrhoea and vomiting (D&V). These issues impacted n the availability of beds and
therefore capacity within the hospital, which affected performance against the 4 hour
standard.
NHS Mid Cheshire Hospital Foundation Trust’s Emergency Department achieved the 4
hour standard in the first three quarters of the year but failed the standard in quarter 4.
The failure of quarter 4 was down to a virulent strain of D&V , which re-infected patients
just before the 72 hour all clear timeline. Approximately 20% of the hospital bed stock was
affected between January and March 2014. Under the circumstances NHS England
recognised that, although the target was breached, they did not have serious concerns
about the Trust’s ongoing 4 hour performance.
The Urgent Care Centre achieved the standard for all 4 quarters, which did mean that the 4
hour standard was achieved at Trust level for all 4 quarters.
In preparation for 2014-15 the CCG’s Quality Team stated that they are assured in relation
to the Trust’s Infection Control procedures. However, if D&V starts to appear on the daily
pressures monitoring report, the CCGs will consider undertaking an additional Infection
Control audit. In addition to this the Trust has made provision for an un-used ward to be
opened if D&V occurs again in 2014-15, facilitating the isolation of patients, which will
reduce the impact on patient flow.
3.0 2014-15 Winter Assurance Process

In the summer of 2014, NHS England notified CCGs that Urgent Care Working Groups
(UCWG), previously responsible for monitoring health and social care pressures during the
winter months, were to be developed into System Resilience Groups (SRG). These have
become responsible for elective as well as non-elective performance.
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As part of the national assurance process for 2014-15, CCG’s are required to produce and
submit an Operational Resilience and Capacity Plan (ORC Plan). A draft copy of the plan
was produced, approved through the UCWG and submitted to NHS England on the 30th
July 2014.
The draft Plan was extremely well received by NHS England who indicated they felt
‘Medium’ Assured with the 2014/15 winter planning arrangement. They have identified the
following main areas requiring further assurance as:
•
Primary care resilience
•
Mental health resilience
•
Winter investment decision yet to be made
Over the last couple of months work has progressed on the draft ORC Plan and in
allocating the 2014-15 non recurrent winter investment money. Final plans are required to
be submitted to NHS England on 18th September. NHS England will then assess the final
plans and inform CCG’s on how to access the non-recurrent funding.
4.0 2014-15 Winter Investment

In June 2014 NHS England notified CCG’s about 2014-15 winter investment funding, with
the aim of alleviating the time pressures felt last winter when the announcement was not
made until November. This year £1,077,705 was allocated to NHS South Cheshire CCG
and £636,496 NHS Vale Royal CCG; a total of £1.7m compared to £1.088m in 2013-14.
In addition, NHS England also announced £250m fund to address pressures in delivery of
the 18 week Referral to Treatment (RTT) target. This funding was additional to current
Trust contract levels and has enabled hospitals to increase elective activity between July –
September in preparation for the non-elective winter increase on resources.
5.0 2014-15 Winter Investment Allocation

The 2013-14 winter investment process was developed further for 2014/15, to incorporate
a two phased evaluation process that would enable providers to have the maximum lead-in
time possible to create robust applications.
Prior to confirmation from NHS England regarding the final allocation of winter funding the
revised winter investment approach was promoted on the 13th June with a deadline date of
4th July for completed applications. Partners, community and voluntary groups were
notified of the application deadline.
The application form illustrated the evaluation criteria, which was based around the list
below and applications were allocated a score of 1, 2 or 3 for criteria not met, partially met
or fully met respectively.
•
•
•
•
•

Urgent Care outline business case – 8 deliverables
National priorities
Volume of service users
Number of organisations involved
Speed of implementation
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•
•

Potential savings
Sustainability after 31st March

The UCWG also decided that 5% of the winter investment allocation should be ring fenced
for use by the Third Sector.
A small team of CCG staff completed an initial scoring exercise in preparation for the
Phase One evaluation by the Urgent Care Working Group (UCWG). On the 22nd July
members of the UCWG considered each application identifying them as.
• Fully supported – to be prioritised for funding
• Partially supported – additional information, or amendments requested prior to the
application being prioritised
• Not Supported – application rejected
The outcome of the UCWG was presented to the Provider Board on 25th July. Provider
Board members indicated that future processes would benefit from weighting being
incorporated into the scoring approach to enable the stronger pressures such as reducing
hospital admissions and facilitating effective patient discharge to be given the highest
weighting.
The Provider Board requested that three applications identified as not supported (049 - 7
mental health beds at Leftwich Green, 013 - Care home clinical helpline. 014 - COPD
clinical helpline) be reconsidered during the Phase Two evaluation process.
All applicants were notified of the outcome on 28th July and sent an amended application
form for final submission by 8th August.
Phase Two evaluation involved the rescoring and re-ranking of submitted applications
based on the amendments submitted by providers. Using the outcome measures listed on
the application template as key priorities, a number of options were created with community
bed capacity and admission reduction as a focus. The options were created by CCG staff
in preparation for the August UCWG and aimed to improve patient flow at Leighton via:
•
•
•

Reducing A&E admissions
Reducing delays in discharge
Reducing length of hospital stay

Representatives from the GP Federations were invited to the UCWG held on the 19th
August, for the winter investment discussion. The resulting options were discussed but no
agreement could be reached.
One of the concerns identified was that NHS England’s use of the 4-hour target to hold the
local health and social care economy to account needed separating from the local priorities
used to on the application template. Following the meeting, a concern was also raised that
the UCWG was not given enough opportunity to review the supported schemes against
those scored lower.
An extraordinary meeting was therefore held on 4th September. Prior to the meeting, the
scoring system was revised to separate the scores from local and national priorities.
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The rescoring order was then considered by all partners and thorough debate was
undertaken resulting in all applications being re-ranked in order of support by the whole
group.
This latter ranking was based on the consensus of the UCWG of how to maximise costeffectiveness in relation to achieving the 4 hour A&E wait.
A total of 9 applications were received from the GP Federations offering services such as
acute visiting scheme, consultant geriatrician in primary care, COPD and care home help
lines and a service called ‘My Right Care Cheshire’. The two applications relating to acute
visiting scheme and consultant geriatrician successfully reach the final discussion held on
the 4th September, but were unsuccessful at this stage. The CCGs will consider the
feasibility of segmenting future winter investment funds to ensure parity of access.
6.0 Successful Applications

The following applications were identified by UCWG members on the 4th September for
2014-15 winter investment funding:
No
001
004
019
005
101
102
051
100

042
020
057
025

039
041
037

Applicant and Scheme Name

Funding
Allocated
Consortium – Healthy Living SPOA
£40,000
British Red Cross – A&E supported £45,000
discharge
ECT – OOH in hours additional GP
£144,835
CEC – Rapid Care Service
£93,000
CEC – Additional Social Work Support
£81,900
CEC – Step Up and Step Down Beds
£156,788
CWaC – Rapid Care Service
£62,000
CWaC – Additional Social Work Services £159,125
Social Work Staff £50,000
Re-ablement Care Hours £59,125
Step Down Beds £50,000
MCHfT – UCC open Saturday and £59,136
Sunday
ECT – OOH Additional weekend cover
£59,977
ECT – Subcut fluids in community
£73,066
ECT – DN Training and on-going support £13,698
ECT & MCHfT – Enhanced therapy £214,000
provision
MCHfT – Development of PAA
£281,600
MCHfT – Increased emergency general £100,316
surgery bed capacity
MCHfT – Increased ED staffing
£129,760

Sector
Third Sector
Third Sector
Primary Care
Social Care
Social Care
Social Care
Social Care
Social Care

Primary Care
Primary Care
Community
Care
Community
Care
(in/out reach)
Secondary Care
Secondary Care
Secondary Care
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The process has resulted in reduced non-recurrent investment in Secondary Care from
54% to 33% and increased investment in Social Care from 22% to 32% as illustrated in the
table below:
Sector
Primary Care
Secondary Care
Community Care
Social Care
Third Sector

Amount
2013-14
£132,000
£696,000
£123,000
£284,000
£56,000

%
10%
54%
10%
22%
4%

Amount
2014-15
£263,948
£511,676
£300,764
£552,813
£85,000

%
12%
33%
18%
32%
5%

7.0 Next Steps

A Performance Management Framework (PMF) has been developed for use by the System
Resilience Group (Appendix 1) for monitoring the impact and expenditure of the 2014-15
non-recurrent winter investment funding. The framework contains a project implementation
plan, monthly progress report and year-end report.
Lead Officers of successful applications will present key implementation milestones
supported by monthly targeted spend and activity to the Operational Resilience Group on
the 23rd September. Following this, actual spend and activity levels will be monitored
monthly through the Operational Resilience Group, with progress being reported to the
System Resilience Group.
The final Operational Resilience and Capacity Plan will be submitted to NHS England on
18th September for review. Once completed the CCG will be advised on how to access the
non-recurrent winter funding.
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Appendix 1 - Winter Investment Performance
Management Framework

2014-2015 Winter Investment
Implementation Pack Guidance Notes
Project Plan Tab MUST Include as a Minimum
Key actions required (critical path) for implementation to be identified as a milestone
Initiative start date
Monthly performance reporting dates
Initiative end date
Year end Report Date

Monthly Performance Report MUST Include
Separate budget lines to be identified for staffing / equipment / consumables / on-costs as a minimum
Anticipated costs identified for each month for each budget line
Actual costs identified and detailed monthly in arrears. It is acknowledged that due to the timing of the SRG
these costs may not be firmed up until the following month.
Anticipated potential costs savings identified for each month using the tarriffs illustrated in this guidance. Please
indicate whether these savings are real cash saving or whether they are avoided costs.
Actual cost savings identified and detailed monthly in arrears. It is acknowledged that due to the timing of the
SRG these costs may not be firmed up until the following month.
Key performance measures identified and target performance illustrated for each month
Actual performance identified for each key performance measures for each month.
Supporting commentary including risks / issues and opportunities. Organisations are expected to capture in
organisational risks logs when appropraite.
TARRIFF STRUCTURE
GP visit - £35
Minor injury visit - £57
A&E visit - £57
Hospital admission - £1,500

Final Service Report MUST Include
Budget lines to replicate those listed in the monthly reporting tab
Anticipated costs identified for each quarter and year end for each budget line
Actual costs identified and detailed for each qyuarter and year end.
Anticipated potential costs savings identified for each quarter and year end. Please indicate whether these
savings are real cash saving or whether they are avoided costs.
Actual cost savings identified for each quarter end year end.
Key performance measures identified and target performance illustrated for each quarter and year end.
Actual performance identified for each key performance measures for each quarter year end.
Illustration of a patient story.
Supporting lessons learned including what worked well / what did bot work well / what could be improved.
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2014-2015 Winter Investment
Project Plan
NAME OF ORGANISATION:

NAME OF INITIATIVE:

CONTACT NAME:

CONTACT NUMBER:

KEY MILESTONES

September
2014
Target Date Actual Date

October
2014
Target Date Actual Date

November
December
2014
2014
Target Date Actual Date Target Date Actual Date

January
2015
Target Date
Actual Date

February
March
April
2015
2015
2015
Target Date Actual Date Target Date Actual Date Target Date Actual Date
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2014-2015 Winter Investment
Budgetary and Performance Monitoring
Monthly Report
NAME OF ORGANISATION:

NAME OF INITIATIVE:

CONTACT NAME:

CONTACT NUMBER:

BUDGETARY REPORTING

November
2014
TARGET
ACTUAL
£
£

December
2014
TARGET
ACTUAL
£
£

January
2015
TARGET
ACTUAL
£
£

February
2015
TARGET
ACTUAL
£
£

November
2014
TARGET
ACTUAL

December
2014
TARGET
ACTUAL

January
2015
TARGET
ACTUAL

February
2015
TARGET
ACTUAL

March
2015
TARGET
£

ACTUAL
£

Staffing
Equipment
Consumables
On Costs

KEY PERFORMANCE MEASURES
REPORTING

March
2015
TARGET

ACTUAL
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POTENTIAL COST SAVINGS

November
2014
TARGET
ACTUAL
£
£

December
2014
TARGET
ACTUAL
£
£

January
2015
TARGET
ACTUAL
£
£

February
2015
TARGET
ACTUAL
£
£

March
2015
TARGET
£

ACTUAL
£

REAL CASH SAVINGS

AVOIDED COSTS

COMMENTARY
Risks

Issues

Opportunities
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2014-2015 Winter Investment
Budgetary and Performance Monitoring
Year End Report
NAME OF ORGANISATION:

NAME OF INITIATIVE:

CONTACT NAME:

CONTACT NUMBER:

BUDGETARY REPORTING

Quarter 3
2014
TARGET
ACTUAL
£
£

Quarter 4
2015
TARGET
ACTUAL
£
£

Total
2014/2015
TARGET
ACTUAL
£
£

Quarter 3
2014
TARGET
ACTUAL

Quarter 4
2015
TARGET
ACTUAL

Total
2014/2015
TARGET
ACTUAL

Quarter 3
2014
TARGET
ACTUAL
£
£

Quarter 4
2015
TARGET
ACTUAL
£
£

Total
2014/2015
TARGET
ACTUAL
£
£

Staffing
Equipment
Consumables
On Costs

KEY PERFORMANCE MEASURES
REPORTING

POTENTIAL COST SAVINGS

REAL CASH SAVINGS

AVOIDED COSTS
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PATIENT STORY

What Worked Well

LESSONS LOG
What Did Not Work Well

What Could Be Improved
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Report
Reporting Group: NHS South Cheshire Clinical Commissioning Group Governing Body
Report Title: Commissioning Support Unit - Update
Date/Time: 2 October / 14:00-17:00
Author: Simon Whitehouse, Chief Executive

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

Purpose of Report

Agenda Item No.

This report provides an overview of the future commissioning plans for
Commissioning Support Services.

3.4.8

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
The Governing Body is requested to endorse the current approach being taken to the provision of
commissioning support services:
•
the CCG has identified a range of services where it has been assessed that the CSU has
not delivered services to the expected standards, and that, despite improvement plans, a
decision has been made that it is unlikely that the current provider will be able to meet these
standards.
•
The CCG has decided to bring elements of the governance and compliance service ‘in
house’.
•
the CCG has agreed to work collaboratively with our peer CCGs of Cheshire and Wirral to
develop a new CCG led/hosted model to deliver Continuing Health Care, Complex Care and
Funded Nursing Care services.
•
where services are being retained with the CSU, revised service specifications and key
performance indicators are being developed and will be included in the revised Service
Level Agreement. This is due to be signed in October 2014. This will also provide greater
clarity for the 2015/16 SLA.
•
for the main “public facing” services (Continuing Health Care and Governance and
Compliance Services transfer dates of January 2015 have been agreed and work plans are
being developed to address TUPE (staff transfer) implications and to commence a
programme of service improvement.
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
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•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
Following a detailed assessment of the CSU services and the options available in terms of
commissioning the services, the approach identified has been assessed as the most effective way
to improve service delivery and achieve value for money.
The options considered include:
•
maintain CSU as provider, with improvement plans
•
follow a procurement process to identify an alternative provider
•
provide the service within the CCG or in collaboration with other CCGs
The Governing Body is asked to:
•
endorse the approach being taken in the summary provided in Table One in relation
to the commissioning plans for commissioning support provision
•
confirm support for the development of service improvement plans in relation to
Continuing Health Care and the services included in the Governance and
Compliance Service
The CCG has worked with the CSU to develop the Service Level Agreement for 2014- 2015 to
include more defined specifications and Key Performance Indicators. This should support improved
performance, where required, across retained service lines.

Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Commissioning Support
1.

Executive Summary

1.1

In 2012/13 The Clinical Commissioning Group (CCG) took the decision to commission a
number of services from the newly formed Cheshire and Merseyside Commissioning
Support Unit (CMCSU). A Service Level Agreement for 2013-14 was agreed.

1.2

This paper follows on from information provided in previous Chief Officer briefings and has
been prepared to update the Governing Body with an assessment of the current
performance of the services provided by CMCSU and to update the Governing Body on
those areas where an assessment has led the CCG to change our commissioning approach
for “support services” which would mean potentially withdrawing some services from
CMCSU.

1.3

In order to comply with NHSE requirements, the CCG commissioned an external review of
all services provided by CMCSU. This external review ensures what we have undertaken
the appropriate due diligence which has supported our decisions in relation to
commissioning support services.

1.4

The output from these external reviews has identified a range of services where it has been
assessed that the CSU has not delivered the required standards (contractual noncompliance) and despite improvement plans a decision has been made that it is unlikely
that the current provider will be able to meet these standards. (See Table One). The CCG
is agreeing clear improvement plans with these services. Continued non-compliance with
regards to delivery will result in the Governing Body being asked to support a change in the
delivery of the commission support services. The services where the recovery action plans
are being developed are •
HR & OD
•
Communications
•
Business Intelligence

1.5

The CCG has agreed to work collaboratively with our peer CCGs across the Cheshire and
Wirral footprint to develop a new CCG led/hosted model to deliver Continuing Health Care,
Complex Care and Funded Nursing Care. This is a result of contractual non compliance.

1.6

Where services are being retained with the CSU revised service specifications and key
performance indicators are being developed and will be included in the revised Service
Level Agreement. This is due to be signed in October 2014.

1.7

For the main “public facing” services (Continuing Health Care and Governance and
Compliance transfer dates of January 2015 have been agreed and work plans are being
developed to address staff transfer via Transfer of Undertakings (Protection of Employment)
(TUPE) implications and to commence a programme of service improvement.

2.0

Context

2.1

In 2013-14 the CCG commissioned a range of services from CMCSU. Following
dissatisfaction with the level of performance in a number of the service lines an assessment
of these services has been undertaken in order to inform our commissioning support plans
going forward.

2.2

NHS England have issued guidance in relation to CCGs making decisions in terms of plans to
“do, share, or buy” in relation to commissioning support.
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2.3

The CCG has undertaken an internal review of each service it commissioned in 2013-14 to
assess the quality of service delivered, value for money and preferred approach to
commissioning/delivering this service going forward.

3.0

Finance

3.1

The total projected expenditure on CSU services in 2014-2015 would be circa £1,109,508 had
we commissioned CMCSU for the same range of services commissioned last year.

3.2

As outlined in more detail in Section 13 the CSU has developed a process to recover
“stranded costs” which they believe is consistent with national guidance. The implication of
this is that the CCGs plans to redesign services may be constrained by the risk of “double
running” and need to remain within existing budgets. The CCG is clear however that service
failure (contractual non compliance) should not result in stranded costs being applied.

4.0

Quality and Patient Experience

4.1

The overarching motivation for the review of services provided by CMCSU is to improve the
quality of service provided to our population. This includes internal as well as external service
users.

4.2

As part of the ongoing monitoring of CMCSU services specific issues were found in relation to
a number of client facing services; these include significant concerns in relation to:
•
the robustness/timeliness of monitoring processes in relation to continuing health
care, complex care and funded nursing care placements
•
the effectiveness of processes associated with management of serious untoward
incidents, professional concerns, complaints and freedom of information requests
•
in reviewing the services opportunities to improve the access and efficiency of
services will be fully considered.

5.0

Consultation and Engagement (Public/Patient/Carer/Clinical/Staff)

5.1

Formal consultation processes are being followed where staff are impacted by any change.
Our Human Resources Team are overseeing the consultation to ensure legislative processes
are followed.

5.2

As services are redesigned relevant individuals Public, Service Users, Carers and Clinicians
and Staff will be included in the process to maximise the opportunity to improve the service.

6.0

Equality

6.1

Where staff are impacted our HR team are supporting the CSU and CCG to apply appropriate
legislative processes e.g. TUPE.

6.2

As services are redesign the impact on service users will be assessed to ensure there is not a
negative equality impact on service users

7.0

Legal

7.1

The CCG has a Service Level Agreement in place with CMCSU. This is governed by NHS
England who have issued guidance for CCGs who decide to bring services back in house.
The CCG is closely liaising with the NHS England Cheshire, Warrington and Wirral Area
Team to ensure they are supportive of any decisions taken by the CCG.

8.0

Communication
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8.1

Within each service review a communications plan is developed to communicate the changes
internally and externally, as appropriate.

9.0

Background and Options

9.1

As detailed the CCG took the decision to commission a number of services from the newly
formed CMCSU in 2012/13. This paper has been prepared to update the Governing Body
with an assessment of the current performance of the services provided by CMCSU and to
update the Governing Body on those areas where an assessment has led the CCG to
change our commissioning approach for “support services” which would mean potentially
withdrawing some services from CMCSU.

9.2

The breakdown of the services that the CCG purchased in 2013-14 and the planned approach
going forward is shown in Table One below:

Table One
Commissioning Intentions for Commissioning Support
Product & Component Offered by
CMCSU
HR & OD

Approach being
taken
CSU

Date of
Implementation

Business partnering
Transactional support
Learning & development

September 2014

Procurement

Clear recovery
action plan
developed and
revised KPI’s put
in place. 6 month
timeframe for
improvement

Use CSU on a case by case basis

No change

N/A

Purchased on a shared basis across NHS
South Cheshire CCG, NHS Vale Royal
CCG & NHS Eastern Cheshire CCG

No change

N/A

Comms & Engagement

CSU (no change)

Strategic Advice
Media Management
CCG Staff & CCG Member Practice
Communications
Digital Communications
Stakeholder Management Systems

Clear recovery
action plan
developed and
revised KPI’s put
in place. 6 month
timeframe for
improvement
CSU (no change)

Medicines Management

ICT

Essential IT End User

CSU ad hoc

In House

Clear recovery

October 2014

October 2014
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Essential IT Network Infrastructure
Packaged Services IT Training
(all above include GP IT)
Business Intelligence
Data Management
Portal delivery (Necto & CMiP)
Self Service (Necto & CMiP)
Statutory Returns
Provider Returns
Corporate Reporting
Locality Analyst Service
Ad-hoc Analysis & Project support

action plan
developed and
revised KPI’s put
in place. 6 month
timeframe for
improvement
CSU (risk of non
compliance)
Clear recovery
action plan
developed and
revised KPI’s put
in place. 6 month
timeframe for
improvement

CHC

CHC/FNC
FNC Review
CHC Case Management Review
QA & Authorisation
Management of disputes & complaints
Management of retrospective claims
Adult Physical disability
Learning disability
Specialist Mental Health
Provider QA & performance
management
Systems & shared contract management
support

In House
Change to current
service provision
as a result of
contractual non
compliance. NHS
England have
been notified.

Governance & Compliance
FOI administration
Subject Access requests
PALs
Complaints / MP Letters
IFR
Incident Repository (Datix)
Incident Reporting / Serious Incident
Management
NHS 111 Directory of Service Support

Mixed
In house
CSU
In house
In house
CSU
In house
In house

There remains
significant
concern with
regards to the
ability of the CSU
to be able to
respond to the
action plan in a
satisfactory
manner

The five CCGs across
the Cheshire and
Wirral footprint
have formed a
collaborative project
to develop a shared
model with greater
CCG leadership
through a
management board.
NHS South Cheshire
CCG has agreed to
host staff ("pay and
rations").
Staff transfer due to
be completed 31
January 2015.
Service development
plan due to take
place through the
first half of 2015.

CSU
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Finance

In House

Do not use CSU
Contracting

No Change

Do not use CSU

Transformation

No Change

Do not use CSU

No Change

In House
In House

9.3

In considering the performance of the CSU during 2012-13 the CCG commissioned an
external review of the services provided by the CSU. The methodology used to undertake
the diagnostic review included interviewing key staff from both the CCG and CSU, to form an
assessment of performance against the SLA and key areas of risk.

9.4

Four drivers outline the need for the change in the way that CCGs want to manage
commissioning support services in the future. These are based on the concerns raised
primarily in the past six months:
•
Outcomes and quality – the services meet the commissioning needs of the CCGs and
either offer a good service user experience or enable the CCG to make good clinical
commissioning decisions and effect transformational change for the benefit of our
population
•
Responsiveness and integration – commissioning support services need to be
responsive to the day to-day needs of the CCG and be focused on the delivery of the
CCG plans. To do this they must be integrated with clinical commissioning staff. This
results in greater visibility and control of services that are managed in line with the
intent of the CCGs. The fact that almost all the CSU teams are based a considerable
distance from our own base has made this integration difficult and has been seen to
lead to both poor delivery standards, lack of awareness of CCG issues, and priorities,
and a duplication of effort.
•
Agility and capability for change – the services are flexible in reaction to changing
strategic demands. The fact that CCG and CSU are separate organisations with their
own governance and line management structures has restricted the opportunity to
make rapid changes to delivery standards. The need for CSU staff to “gain
permission” from their own organisation before completing urgent work, or to change
operating practice, has caused frustration and contributed to an inefficient operating
model with CCG staff undertaking activities to compensate for the perceived
weakness in CSU delivery.
•
Affordability and relative cost – The CCG has assessed the costs of individual
services against the resource required to deliver the service and made a view on the
value for money being received. The other hidden cost is the amount of CCG
resource being expended on “performance managing” CSU services or duplicating
work where the existing delivery is felt to be inadequate.

9.5

The process to review services made the following assessment of the services commissioned
from the CSU. As highlighted above there a theme was identified where the existing services
were often remote and lacked integration with the CCG staff. The consequence of this was
that the services were not offering the service required of the CCG and delivered poor value
for money.

9.6

Table One highlights the services and provides an update on the commissioning plans. The
three main areas, in terms of scale:
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9.7

Business Intelligence. During 2013-14 the CSU has been implementing a range of
improvement plans in order to address the concerns of the CCGs of Cheshire and
Merseyside. Despite this the CCG retains concerns as to the quality of the service being
delivered. The findings of the external review highlighted significant concerns regarding
‘transactional’ business intelligence due to the basic accuracy and quality of secondary care
data and a distinct lack of ‘transformative’ business intelligence support.

9.8

To address the findings of this review, we commissioned a piece of intensive support to
develop a detailed Service Improvement programme to ensure stabilisation of the Business
Intelligence Services, and to develop short, medium and long-term action plans. These will
ensure the service accurately reflect the needs of the CCGs and will improve the quality of
service provision. We have also requested a change to the line management arrangements
to ensure better integration of business intelligence with our internal teams.

9.9

Although improvements have initially been slow, we have now seen some improvement in a
number of the service lines (CCG statutory performance packs and Business Intelligence
support to the CCGs contracting and finance functions). Some of the areas requiring
continued focus are the production of GP practice packs and ad hoc reporting. These areas
are currently being progressed.

9.10 Customer Solutions Centre/Governance Processes. Whilst some services e.g. Information
Governance advice are assessed as working effectively significant concerns have been
raised in regards the effectiveness of a range of services which either directly or indirectly
interact with service users and professionals.
9.11 Many of the services are delivered through the CSU Customer Solutions Centre and following
an external review, a deterioration in the quality of the service has continued. Based on the
findings from our own external review, a decision to bring this service back into the local CCG
was agreed.
9.12 The services being withdrawn from CSU are Complaints and MP Letters, Freedom of
Information Requests, Serious Incidents, Professional Concerns, and PALS.
9.13 We have commissioned an external piece of work which is focusing on transferring those
services back in-house and developing a clear service specification and key performance
indicators for those services which will remain in the CSU. We have also seconded a
member of the CSUs Governance and Compliance team to support the transfer of services.
9.14 Continuing Health Care/Complex Care. The CCG has, along with the other CCGs across the
Cheshire and Wirral footprint, made a decision to withdraw this service on the basis of a
failure to deliver the service in line with the agreed specification. The five CCGs have
agreed to work collaboratively to develop a new model and commenced this with a Due
Diligence Review and Workforce Assessment across the Cheshire and Wirral footprint. This
highlighted significant risks and challenges that have impacted on operational performance
and delivery of the CHC service. The service received has been a reactive, transactional
service, focused on addressing the operational issues of CHC / complex care. There are
significant concerns regarding quality assurance, in terms of delivering the service to the
required quality standard, and in accordance with the National Framework for CHC & FNC.
Distilled down from the list of concerns and issues experienced with the current CHC service,
there are fundamental drivers which are the main reasons for requiring change in the
provision of the current CHC services:
•
Clinical Leadership and control of the CHC Service
•
Governance, transparency and visibility in all activities, risks, issues and performance
•
Demonstrating value for money from the services provided including thorough
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•
•
•
•
•
•
•

performance reporting and contract management
Understanding the financial risks and developing the ability to effectively forecast risk
Effective training, resourcing and utilisation of staff
Alignment and integration with CCG programmes and strategy.
At an individual patient level and consistently across the Cheshire footprint, is the
requirement to ensure:
Appropriate packages of care that meet individual patient clinical needs are put in
place
Clinical quality standards are met and providers effectively managed
Demonstrate value for money.

9.15 NHS South Cheshire CCG has been identified to act as “employer” in the new model with
TUPE transfer of appropriate individuals planned to occur on 31 January 2015. The staff will
be integrated into the CCG team either as a dedicated CCG Team or for specialist staff
covering the wider geographic area of Cheshire and Wirral. A governance structure is being
developed to ensure full leadership and ownership by all five CCGs.
9.16 A second phase of work is due to commence shortly, working with the existing team, to support
the seamless transfer of the services to the in-house model and looking at best practice
elsewhere, to identify enhancements to the current delivery model.
9.17 During the interim period the CCG is holding the CSU to account for ongoing delivery of the
service however where clear gaps have been evidenced additional resource has been
identified to mitigate the clinical risk.
9.18 Stranded Costs. CMCSU has developed an approach to recovering any costs that the
decisions made by CCGs leave them with e.g. redundancy costs or management overheads.
Where service failure has been identified, the CCG has been explicit that it will not be liable
for any stranded costs. The CCG is still working though this approach with the CSU and has
requested support from NHSE Area Team. An approach across the Cheshire and Wirral
footprint is being adopted to ensure consistency and to maximise the opportunities to mitigate
these costs e.g. through redeployment of staff.
9.19 A risk remains that whilst the negotiation of stranded costs take place, until clarity is achieved, it
will limit progress in redesigning services.
9.20 Retained CSU services. As outlined in Table 1 a number of services will still be purchased
through CM CSU, in addition the transfer date proposed for some services is January 2015.
As part of the 2014-2015 Service Level Agreement enhanced Key Performance Indicators
are being used to measure performance and the CCG will robustly performance manage the
CSU against these measures. This should provide a level of assurance that service delivery
is maintained during the transitional phase.
9.21 Governance by NHS England. As described in Appendix One NHS England have provided
guidance to CCGs in respect of any decisions to remove services from CSU.
9.22 In order to ensure the CCG complies with this guidance we have ensured our commissioning
plans have been proactively shared with NHS England, peer CCGs and Cheshire and
Merseyside CSU. This has enabled us to assess the potential risk to destabilising services
elsewhere. This assessment has helped inform our approach and contributed to the
approach described in Table One.
9.23 There remains a risk that NHS England could require production of business case, following the
NHS England template, to support the decision. The CCG has fed back that where they
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believe there has been a failure to deliver a service in line with the agreed specification then
this is not appropriate. This position is consistent with our peer CCGs across Cheshire,
Warrington and Wirral.
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To: CCG Clinical Leads
Our Ref: RR. 32a.
Gateway reference: 01087

Commissioning Development Directorate
Room 4N28, Quarry House
Quarry Hill
Leeds LS2 7UE
Rosamond.roughton@nhs.net
0113 825 1943
6 February 2014

To: CCG Accountable Officers
Dear Colleague
Commissioning Support Services: Advice on Value for Money Assessment of
“Significant Changes” from Outsourced to In-House Provision
In October, we signalled that we would invite CGGs to work closely with their
Area Team to develop a sound business case for consideration by their
governing body, where CCGs wished to bring a significant proportion of
commissioning support services back in-house from a CSU. This is because of
the impact such a decision may have on the CCG, the stability of the CSU, and
the continuity of supply for neighbouring CCGs and NHS England.
The business case should demonstrate the basis of the decision and consider
the financial and HR implications on the wider community and system as a
whole. It should provide the CCG’s governing body with assurance that a robust
decision-making process has been followed.
The annex to this letter sets out in more detail the rationale for this and our
advice on a process that will support value for money and robust decisionmaking.
This advice aims to strike a balance between supporting CCG choice of how and
from whom they secure their CSS, whilst ensuring that the impact on the wider
commissioning sector is taken into account in that decision, and that costs are
appropriately apportioned.
Yours Sincerely,

Rosamond Roughton
National Director: Commissioning Development

Annex
High quality care for all, now and for future generations
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Rationale
To secure the best possible outcomes for patients and value for taxpayers,
commissioners need access to excellent and affordable commissioning support
services (CSS). Clinical Commissioning Groups (CCGs) vary in their approach to
sourcing CSS. Support services arrangements were tested as part of the
authorisation process for all CCGs.
Many CCGs are reviewing their support service arrangements and considering
some changes to the balance between make, share, and buy. NHS England
together with NHS Clinical Commissioners has issued a toolkit to help CCGs
work systematically through these decisions:
http://www.england.nhs.uk/2013/11/13/ccg-mk-shr-buy-tool-kit/
This advice relates to how NHS England and CCGs should work together where
the outcome of a “make, share, buy” review is a recommendation to switch
significant support services from a CSU to in-house provision. Many CCGs and
NHS England Area Teams are highly reliant on the support services offered by
CSUs and significant in-housing by one or more CCGs is likely to require
reconfiguration of the operational model for support services in the local health
economy. This could result in a loss or degradation of service for other
commissioners using the affected CSU, potentially compromising their ability to
commission health services effectively for their populations. It could also result in
significant stranded costs associated with organisational change, which would
need to be funded out of the cash-limited running costs available to the
community of NHS commissioners. The majority of the running cost budget is
allocated by NHS England to CCGs to meet the operating costs of running their
organisations.
It is therefore crucial that such decisions are taken transparently and inclusively
to avoid excessive restructuring costs being imposed on the NHS and/or
degradation or loss of support services for some commissioners. NHS
organisations are duty-bound to account for their use of public funds and ensure
that scarce NHS resources are invested in the best interests of patients and
taxpayers. Where significant changes to support service arrangements are
proposed, best practice indicates the need for a robust business case to
evidence the value for money of the change, taking into account not just the
costs and benefits for the proposing organisation(s), but also the wider impacts
on other organisations in the health community.
Defining a “Significant Change”
Whether a proposed change is “significant” and should be subject to a rigorous
business case process, which has resource implications of its own, will depend
on local circumstances and the change proposed. CCGs should be guided by
their understanding of the magnitude of change that would present a significant
challenge to them and their CSU / the local health economy.
High quality care for all, now and for future generations
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Where the proposed change is of high monetary value and a large number of
staff are affected, there is a greater risk of a significant implementation challenge
for the proposing CCG(s) and the CSU, and potentially, high stranded costs and
loss of service for other commissioners. It is the likely incidence of stranded costs
and potential loss of service for neighbouring commissioners that should inform
whether a business case is needed. Where the proposed change to support
services could change materially the provision of specialist decision support
services (e.g. medicines management, Individual Funding Requests, Continuing
Healthcare), a business case will support effective risk assessment and patient
safety.
CCGs should raise any proposed changes in CSS arrangements with other
CCGs, their Area Team, and their CSU, and together determine whether the
circumstances warrant the production of a business case.
Business Case Template
The business case template is available at: http://www.england.nhs.uk/wpcontent/uploads/2014/02/bus-case-signif-hous.pptx
The most important aspects that the business case needs to address are:


The costs and benefits for the proposing organisation(s).



The costs and benefits for other organisations in the local health
economy, including identification of stranded costs and agreement as to
who will fund these costs in the event the change is implemented, and
assessment of the risk of loss of service for other commissioners.



The longer-term impact on the development of the service where inhousing is proposed and its future resilience. This is especially important
where the change is to support services that impact directly on patient
care (e.g. medicines management). It is imperative that the impact of the
change on the future viability, scale, flexibility, and development of the
service across the health economy is robustly assessed and that there are
clear benefits for patients.



Clear demonstration of value for money for patients and taxpayers.

Business Case Process
A successful business case process requires a CCG considering a significant
change to its arrangements for CSS to:

High quality care for all, now and for future generations
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1. Inform and engage with affected stakeholders, including their NHS
England regional and area teams, the affected CSU, and other NHS
customers of the CSU.
2. Agree collaborative working arrangements to share information and
findings to assess impact and value for money. This would be locally
determined, but it is our expectation that a process of peer review
involving the proposing CCG and its local commissioning partners could
allow full consideration of how risks of loss or degradation of service could
be avoided and stranded costs minimised.
3. Develop a business case based on the template provided.
4. Share information, including draft versions of the business case, with
NHS England at quarterly assurance meetings.
5. Should the CCG decide to progress with the change, in accordance
with good governance principles, submit the business case to its
governing body (which is the decision-maker), making clear the
agreed position regarding responsibility for estimated stranded costs and
whether the proposal has the full support of other NHS organisations.
We recognise that agreeing the scale of stranded costs and their allocation
between the proposing CCG(s) and the CSU (NHS England) will be the subject
of detailed discussion. In the event of dispute, all parties should commit to:


A formal negotiation period, with engagement by senior officials from
the relevant organisations.



If agreement cannot be reached locally, mediation, facilitated by an
independent panel of non-conflicted external parties, comprised perhaps
of CCGs and NHS England regional officials from a different area. Given
the strong relationships that exist in the NHS, we would expect negotiation
or mediation to result in a solution.



In the event that mediation did fail, binding adjudication, where
independent adjudicators determine which one of two solutions put
forward by the parties must be implemented. The two parties would
appoint a recognised independent provider of adjudication services and
would jointly bear the cost of this.

Whatever decision is arrived at, its implementation will be subject to the terms of
the SLA between the CCG and the CSU.
High quality care for all, now and for future generations
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Public Engagement and Communications – Update Report
Date/Time: 2nd October 2014
Reporting Period: 2014-2015
Author: Emma Leigh, Public Engagement
Governing Body Lead: Fiona Field, Director of
and Communications Manager
Partnerships & Governance
Purpose of Report

Agenda Item No.

This paper provides the Governing Body with an overview on the Public
Engagement and Communications activity between April - August 2014, and
what activity is planned up until December 2014.

3.4.9

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
This paper is to provide assurance that the Public Engagement and Communications function of
NHS South Cheshire is embedding the organisational vision to commission and deliver services
informed by local voices.

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 Board is asked to acknowledge the continued progress made from April to September 2014,
particularly in respect to:
1. the extensive summer roadshow activity which has taken place, reaching a diverse range of
our local geography;
2. the hosting of the first patient conference, Making a Difference, in Cheshire;
3. the development and eventual appointment of 15 Young Advisors in Cheshire East (75% of
those appointed live in the South Cheshire geography); and
4. launch of the formal membership scheme, Connected, to enhance involvement.

Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Public Engagement and Communications – Update Report
1.0 Setting the scene
1.1

The purpose of this report is to inform the Governing Body of Public Engagement and
Communications activity which has taken place during the period April - August 2014, and
what activity is planned up until December 2014.

1.2

With the introduction of Transforming Participation in Health and Social Care, a shift in how
we engage with our patients and members of the public is happening within NHS South
Cheshire Clinical Commissioning Group. To achieve improvements in quality and to enable
change we see great value in ensuring that citizens are fully included in all aspects of
service design and change and that patients are fully empowered in their own care.

1.3

The summer months have been strongly focused around a programme of ‘roadshow’
activity, the overview which can be found in Appendix 1. The full Insight Report from this
specific round of activity can be found in Appendix 2

2.0 Activity - Programme Specific Engagement and Outcomes
2.1

The following is a summary of the programme specific engagement (and outcomes) which
have been undertaken since April 2014 onwards

2.2

Starting Well Programme – Community Services Review – provision of touch screen based
survey in the public arena, together with face to face questionnaires carried out at the
Home-Start mini roadshow and the summer roadshows.

3.0 Activity – Engaging with Public, Patient’s and Stakeholders
3.1

Patient stories – the strong focus on collecting Patient Stories has continued, with the
resulting films being shown at the Quality and Safeguarding Board at Mid-Cheshire
Hospitals Foundation Trust. There has been recognition from our partners that the creation
of these filmed patient stories brings a greater level of understanding about what happens
from a patient’s perspective.

3.2

Stakeholder engagement and Young Advisors – it is most encouraging that the emphasis
on mutually supportive working relationships continues with many of our Stakeholders, in
particular with Cheshire and Wirral Partnership Trust, NHS Eastern Cheshire CCG and
Cheshire East Council. One of the most outstanding and notable pieces of work with our
stakeholders is the development and employment of 15 Young Advisors across the
Cheshire East Partnership. The work is being led by The Children’s Society on behalf of
Cheshire East Council. The ongoing developments of this work have seen NHS South
Cheshire CCG commissioning the Young Advisors to present at our recent Making a
Difference Patient Involvement Conference, which was hugely appreciated by the audience
present. Further developments during November 2014 will see NHS South Cheshire CCG
supporting Children’s Rights Month, which will incorporate Children’s Takeover Day.

3.3

Membership Scheme – The ‘Connected’ membership formally launched to coincide with the
Making a Difference Patient involvement Conference on 18th September 2014.
‘Connected’ brings together all aspects of public and patient involvement in South
Cheshire, allowing for consistency and a professional image. The membership information
will be managed within the MyNHS portal provided by Membra, as part of the CSU Field
Force offer to CCGS in the North West to further develop public and patient engagement.
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4.0 Planned Activity From September 2014 – December 2014
4.1

Activity from September to December 2014 will focus on 3 main themes:
• ongoing roll out of the ‘Connected’ membership scheme;
• Older People’s participation (during October 2014); and
• Younger people’s participation during November 2014.

4.2

In addition to the main areas of work NHS South Cheshire CCG will also be supporting the
flu clinic activity, as an opportunity to market and promote the ‘Connected’ membership.

5.0 Linking To Connecting Care Strategy
5.1

Ensuring that NHS South Cheshire CCG engagement and communications activity aligns
with the Connecting Care Strategy is a central consideration. In light of this, NHS South
Cheshire CCG has committed to developing the first draft of the communications strategy
for the ongoing work to establish key messages, key communications channels across all
seven partner organisations.

6.0 Communications Activity
6.1

Following the appointment of a new Public engagement and Communications Manager for
NHS Vale Royal CCG a Ketso workshop took place in order to review and develop the
communications activity which will be undertaken by the internal team. The outcomes from
the Ketso workshop are being developed into a communications matrix which will empower
and enable teams within both CCGs to determine the appropriate communications channels
for their own engagement work.

6.2

There is a renewed commitment from the CSU and the CCG communications teams to work
together in order to ensure and maximize smooth and seamless communications between
our external and internal facing communications.

7.0 Recommendations
The Board is asked to acknowledge the continued progress made from April to September 2014,
particularly in respect to:
1.
2.
3.
4.

the extensive summer roadshow activity which has taken place, reaching a diverse
range of our local geography;
the hosting of the first patient conference, Making a Difference, in Cheshire;
the development and eventual appointment of 15 Young Advisors in Cheshire East
(75% of those appointed live in the South Cheshire geography); and
launch of the formal membership scheme, Connected, to enhance involvement.
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Appendix 1 – Activity Tracker – April 2014 – July 2014

Month

Date and event

08.04.14

Young People’s
Participation
Network
(Stakeholder
engagement)

April 2014

11.04.14

Colleague
research group
(Colleague
engagement)

Purpose
Attendance and
leadership support to the
developing young
people’s participation
network led by the
Children’s Society on
behalf of Cheshire East
Council. Development of
early strategy to ensure
young people have a
voice in health and social
care

Colleague involvement to
ensure that the staff voice
is heard and helps to
shape the public facing
operational plan

Function and Outcome

Involving people
Outcome: NHS SC CCG
established as a lead
organisation for the
development of involving
young people in health
within east Cheshire.

Involving people
Outcome: some level of
staff engagement with the
development of the public
facing resource. Identified
a learning need that staff
need to be increasingly
involved with any public
facing resources they
produce.
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Month

May 2014

Date and event

Purpose

01.05.14

Equality Delivery
Systems Group
(Patient
engagement)

Quarterly meeting of the
EDS group to review
progress so far on the
mapping of service
involvement across the 9
protected characteristics.

01.05.14

CVS
Membership
Consultation
(Stakeholder
engagement)

SCCCG attendance to
discuss and be consulted
upon proposals for a new
‘paid for’ membership
model for third sector
organisations in the area.

21.05.14

Deaf Awareness
Training –
Provided by the
Deafness
Support Network
(Colleague
engagement)

Joint training venture
between SC, Vale Royal
and Eastern Cheshire
CCG. Training provided
as a response to
emerging EDS work, that
need require additional
training with regards to
supporting deaf and HI
patients

22.05.14

Young people’s
participation
Network
(Stakeholder
engagement)

Continued support to the
YPP network with the
forward planning for
Children’s Rights month.

27.05.14

Patient 1-1
patient story
session
(Patient
engagement)

To meet and listen to a
patient experience of their
healthcare journey.

29.05.14

Patient filming,
Cedars Medical
Practice
(Patient
engagement)

To create a patient-led
film about the value of
patient involvement to
promote Patient
Participation Awareness

Function and Outcome
Involving people
Outcome: Further
planning undertaken to do
a ‘deep dive’ against 3
protected characteristics –
mental health, visual
impairment and xyz. This
will be reviewed during
October 2014.
Involving people
Outcome: explanation of
how the CCG works with
and would like to work
with 3rd sector and
voluntary orgs. Will
continue to be involved as
this scheme develops in
order to monitor impact on
smaller organisations.
Informing and involving
people
Outcome: 20 people
attended the training, and
received certification in
basic deaf awareness.
Follow-up training to be
provided within 6 months
to focus on patients who
are deaf but do not sign.
Involving people
Outcome: Feedback into
the CCG, specifically into
the Starting Well team to
ensure that the CCG
supports initiatives during
November 2014
Involving people
(individual participation)
Outcome: The initial visit
to the patient and their
family was transcribed
and then followed with the
development of two
patient films, shown at SC
and VR Governing bodies,
plus the Quality Board at
MCHFT. This work is still
being continued.
Involving people
Outcome: The resulting
film was made available
during PPG Awareness
week to staff members.
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Month

Date and event

Purpose
Week 2014

29.05.14

South Cheshire
Federation of
PPGs
(Patient
engagement)

Federation members
undertook two workshops
(operational plan
development and design
of resources for the
Federation) in order to
ensure that the patients
voice is being included
within the work emerging
from the CCG.

30.05.14

Patient filming,
Ashfields
Medical Centre
(patient
engagement)

To create a patient-led
film about the value of
patient involvement to
promote Patient
Participation Awareness
Week 2014

Ketso Training
(Colleague
engagement)

Shared training venture
with Vale Royal and
eastern Cheshire CCGs.
Ketso is an engagement
training resource, which
promotes inclusivity. The
training was undertaken
with 43 attendees, 30 staff
members and 13 from the
3rd sector/voluntary
organisations

11.06.14

Quality and
Safeguarding
Strategy
workshop
(Colleague
engagement)

The purpose of this event
was to showcase the new
Quality and Safeguarding
strategy to colleagues and
partner provider
organisations in order to
develop an action plan for
the delivery of quality in all
settings.

13.06.14

Dementia
Friends Launch

As a partner to the
dementia work across

02.06.14

June 2014

Function and Outcome
Involving and informing
people
Outcome: 22 members
undertook two workshops,
which led to the
development of the SC
public facing operational
plan, in line with public
and patient expectations.
Branding was finalised for
the Federation, which is
now used within member
practices.
Involving people
Outcome: The resulting
film was made available
during PPG Awareness
week to staff members.
The film was also shown
at the Governing Body
meeting where members
acknowledged the
contribution that PPGs
make.
Involving and informing
people
Outcome: Since the
training has been
undertaken, the resources
have been used internally
within PLT with practice
staff, for Ageing Well
workshops, within End of
Life communications
development and within
team meetings for future
planning. Next steps
include the production of a
research report and
refresher training.
Involving and informing
people
Outcome: The results of
the workshop were
developed into an action
plan, which has resulted
in a further workshop
taking place with patients
for sense checking and
comment.
Informing people
Outcome: Good
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Month

Date and event
(Stakeholder and
public
engagement)

16.06.14

26.06.14

10.07.14

Support requested by the
End of Life partnership to
End of Life
assist with the
Communications development of a
Workshop
communications strategy
(Stakeholder
which would also support
engagement)
the aims and objectives of
the CCGs operational
plans
Stakeholder involvement
Cheshire East
and engagement to the
Council Young
wider Young People’s
People’s
Strategy for Cheshire
Strategy
East. Participation is
(Stakeholder
action planning
engagement)
workshops.

Patient 1-1
patient story
session
(Patient
engagement)

To meet and listen to a
patient experience of their
healthcare journey.

Home-Start mini
Summer
Roadshow
(Public
engagement)

To engage directly with
Home-Start staff,
volunteers and families to
make connections with a
targeted group within our
locality that were identified
as being a key audience
during the planning for our
new public facing
operational plans,
‘Shaping your healthcare
services.’

July 2014

16.07.14

Purpose
East Cheshire, South
Cheshire CCG assisted
with the planning and
delivery of the launch held
at Tatton park.

Function and Outcome
attendance from members
of the public, also local
businesses in Cheshire to
promote the Dementia
friends training and to get
commitment from
organisations that they too
will support the message.
Informing and involving
people
Outcome: Clear
description of mutual
target audiences and
stakeholders. Workshop
designed to be delivered
to the EOLP
Involving people
Outcome: Commitment to
the ongoing strategy for
young people in East
Cheshire.
Involving people
(individual participation)
Outcome: The patient
involved wishes to share
anonymous so with their
permission, an alternative
version of their story is to
be created. The story also
will act as a vital learning
tool for the Connecting
care work.
Involving and informing
people
Outcome: 20 people
attended, which included
a number of parents as
well as start and HoeStart volunteers. Issued
were raised around
Urgent care and out of
hours care, which will be
fed back into the Urgent
Care work. Operational
plans distributed,
Members for the new
Membership Scheme = 3
New Readers Panel
Members = 3 People
interested in joining a
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Month

Date and event

Purpose

Function and Outcome
PPG = 1
Paediatrics
Questionnaires completed
=5
Informing people
Outcome: The delivery of
the mapping exercise was
via ketso which had been
learned at our own
training session. As well
as completing a useful
mapping exercise it also
introduced new
stakeholders who will be
invited to future events to
be involved.

Cheshire East
CVS Mental
Health
consultation
(Stakeholder
engagement)

Participation in a mapping
of mental health service
provision across Cheshire
East, with other
stakeholders and third
sector organisations.

22.07.14

NHS SCCCG
Summer
Roadshow
(Crewe)
(Public
engagement)

Raise awareness of the
new operational plans
including increased
awareness of Connecting
Care.
Showcase key pieces of
work being delivered by
our three programmes,
Starting Well, Living Well
and Ageing Well.
Get the audience
motivated to become
involved and engaged for
the future

Involving and informing
people
Outcome: 45 people
attended the event. Good
participation from those
attending. 53% members
of the public, 47%
stakeholders.

23.07.14

Patient 1-1
patient story
session
(patient
engagement)

To meet and listen to a
patient experience of their
healthcare journey.

Involving people
(individual participation)
Outcome:

24.07.14

NHS SCCCG
Summer
Roadshow
(Sandbach)
(Public
engagement)

Raise awareness of the
new operational plans
including increased
awareness of Connecting
Care.
Showcase key pieces of
work being delivered by
our three programmes,
Starting Well, Living Well
and Ageing Well.
Get the audience
motivated to become
involved and engaged for
the future

Involving and informing
people
Outcome: 35 people
attended the event. Good
participation from those
attending. 42% members
of the public, 58%
stakeholders.

28.07.14

End of Life
Ketso workshop
(Stakeholder
engagement)

Delivery of a Ketso
workshop to the End of
Life partnership

Involving and informing
people
Outcome: Ketso
workshop delivered to

17.07.14
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Month

Date and event

30.07.14

Nantwich Show
– Summer
Roadshow
activity
(Public
engagement)

Purpose

Raise awareness of the
new operational plans
including increased
awareness of Connecting
Care.
Showcase key pieces of
work being delivered by
our three programmes,
Starting Well, Living Well
and Ageing Well.
Get the audience
motivated to become
involved and engaged for
the future.
To encourage members of
the public to have their
blood pressures taken
and to check pulse rates
and rhythms to aid in the
early identification of AF.
To raise awareness of
Think Pharmacy

Function and Outcome
stakeholders in order to
develop a
communications strategy
which will support the
aims and objectives of the
SC operational plans.

Involving and informing
people
Outcome: 50 members of
the public signed up for
the Connected
membership scheme. 123
blood pressure checks
completed. 100
information packs handed
out to members of the
public.
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Appendix 2 – Insight Report

Engagement Insight Report

Emma Leigh
Public Engagement and Communications Manager
NHS South Cheshire Clinical Commissioning Group
September 2014
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(A word cloud containing the feedback from teams regarding their Summer Roadshow experiences)
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Summary
Traditionally, NHS South Cheshire CCG has invested time and funds into delivering a programme of
Summer Roadshows in order to inform members of the wider community, plus providers and
stakeholder about forthcoming year’s activity and plans.
Following the publication of the two-year operational plan, it was decided to continue with the
roadshow format of delivery in order to raise awareness of the new operational plans including
increased awareness of Connecting Care; to showcase key pieces of work being delivered by our
three programmes, Starting Well, Living Well and Ageing Well; and to get the audience motivated to
become involved and engaged with the CCG for the future.
The Corporate budget funded the Summer Roadshows activities with a total spend of £2,827.96
Four events were held: Home-Start Central Cheshire; Crewe Library; Sandbach Town Hall and
Nantwich Show.
Based on a total spend of £2,827.96 (which does not include staffing costs) it can be assumed that
each new engagement contact, total contacts 306, has cost NHS South Cheshire CCG £9.24 to
generate. Nantwich Show proved to be the most cost effective event, costing £3.81 per contact.
Outcomes achieved in numbers
New Members for the forthcoming Membership Scheme (Connected)
New Readers Panel Members
People interested in joining a PPG
Paediatrics Questionnaires
SCCCG Information packs provided directly to public
Blood pressure checks performed
Total number of engagement contacts

(Visual Minutes artists
Library

35
15
14
19
100
123
306

at Crewe
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Introduction to NHS South Cheshire CCG Summer Roadshows
The purpose of the NHS South Cheshire Summer Roadshows:
• Raise awareness of the new operational plans including increased awareness of Connecting
Care;
• Showcase key pieces of work being delivered by our three programmes, Starting Well, Living Well
and Ageing Well;
• Get the audience motivated to become involved and engaged for the future
What the sessions will include:
1. Who are the CCG and what do they do
2. What are their priorities? – Operational Plan (picking out highlights from the op plan based on
demographic of those attending) and how this links to and will start to deliver Connecting Care
3. How do you get involved – Becoming a ‘member’ and sharing your feedback
The call to action for the target audiences is:
The ‘Sharing our plans’ resource is for everyone, it explains how the CCG will work during the next
two years, including how Connecting Care is part of these plans.
Get involved with the NHS South Cheshire CCG – ‘No decision about me, without me’ – there are
many different ways which you can become involved with the CCG to help us make a difference
Home-Start Mini Roadshow
The purpose of our mini roadshow to Home-Start staff, volunteers and families is to make connections
with a targeted group within our locality that were identified as being a key audience during the
planning for our new public facing operational plans, ‘Shaping your healthcare services.’
Why are these people a key audience?
Home-Start Central Cheshire is a local charity which was set up in 1996 in response to an identified
need for a support service for Central Cheshire families that was free at the point of access,
completely independent and available to all. Home-Start supports any family that has identified that
they need some support; in addition they also support a number of vulnerable families, young parents
and those who have contact with multiple services.
The operational plan has specific pieces of information relevant to this target audience, namely:
Keeping healthy during pregnancy Promoting appropriate use of urgent care services, and promoting
alternatives (Think Pharmacy; Choose well, Reiterating information about stopping smoking and
respiratory problems (particularly in children)
The call to action for this target audience is: Support your family - make sure that you use the right
urgent care service to support your family when they are unwell.

Nantwich Show
• Raise awareness of the new operational plans including increased awareness of Connecting
Care;
• Showcase key pieces of work being delivered by our three programmes, Starting Well, Living Well
and Ageing Well;
• Get the audience motivated to become involved and engaged for the future
• To encourage members of the public to have their blood pressures taken and to check pulse rates
and rhythms to aid in the early identification of AF
• To raise awareness of Think Pharmacy
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(Breakout session at Crewe Library)
Nantwich Show)

(Blood pressure checks at
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Activity undertaken
Operational Delivery Plan
The delivery plan saw involvement from all teams across NHS South Cheshire CCG. A great deal of
delivery support at the events was received from staff, who had received the relevant briefing sheet
prior to each event.
Home-Start
Wednesday
16th July 2014
11am-2pm
Crewe
Senior Team
attending:
• Simon Whitehouse
• Jo Vitta
• Dr. Nichola Bishop
• Catherine Mills
Sharon Heeks
• Emma Leigh
• Suzanne Rimmer

Summer Roadshow 1
Tuesday
22nd July 2014
4pm-6pm
Crewe Library
Senior Team
attending:
• Simon Whitehouse
• Andrew Wilson
• Jo Vitta
• Alison Philips
• Catherine Mills
• Emma Leigh
• Jason Gravestock
• Jenny Underwood
• John Turton
• Julia Burgess
• Katy Brownbill
• Liz Saadouni
• Natalie Sneyd
• Sharon Heeks
• Sue Forrester
O’Neill
• Suzanne Rimmer
• Tracey Matthews
• Amanda Best

Summer Roadshow 2
Thursday
24th July 2014
2pm-4pm
Sandbach Town Hall
Senior Team
Attending:
• Andrew Wilson
• Simon Whitehouse
• Jo Vitta
• Alison Phillips
• Emma Leigh
• Jason Gravestock
• Katie Whitehead
• Katy Brownbill
• Liz Saadouni
• Natalie Sneyd
• Philippa
Desborough
• Sharon Heeks
• Sue Forrester
O’Neill
• Suzanne Rimmer
• Tracey Matthews

Nantwich Show
Wednesday
30th July 2014
All day
Nantwich
Senior Team
Attending:
• Jo Vitta
• Jon Griffiths
• Andrew Wilson
• 4 x nursing staff
• Amanda Best
• Emma Leigh
• Janet Kenyon
• Katy Brownbill
• Natalie Sneyd
• Sally Clarke
• Sharon Heeks
• Susan Nixon
• Suzanne Austin
• Suzanne Rimmer
• Tanya JefcoateMalam

Resources
The bespoke resources were devised and produced by JG Creative, as part of the wider remit around
the development and marketing of the new public facing operational plan.
As part of the public consultation around the plan itself, members of the public and patients were also
consulted upon which types of resources they find most useful, they keep and refer to. In order to
meets the needs of our intended audiences the following were created:

Resource
First Aid Kit
Get Involved Leaflet
Operational Plan
Plaster Kits

To promote self-care
To promote and encourage a range of involvement
options
To inform public and patient’s about the CCG plans
Nantwich Show – to encourage people to sign up

Cost per unit
£2.95
28p
89p
79p
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Postcards (x2)
Post-it Notes
Water Bottles

To use when people did not want the full report
28p
Aide memoir about the CCG and its contact details
45p
Nantwich Show – to act as a permanent reminder of £1.48
contact details and to remind people to keep hydrated

(Resources used at the Summer Roadshow activities)
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Activity from this engagement activity
The following outcomes were achieved during the Summer Roadshow activity:
Outcomes achieved in numbers
35
New Members for the forthcoming Membership Scheme (Connected)
15
New Readers Panel Members
14
People interested in joining a PPG
19
Paediatrics Questionnaires
100
SCCCG Information packs provided directly to public
123
Blood pressure checks performed
Total number of engagement contacts
306
Based on a total spend of £2,827.96 (which does not include staffing costs) it can be assumed that
each new engagement contact has cost NHS South Cheshire CCG £9.24 to generate.
The tables below show a breakdown of the costs associated with each of the Summer Roadshow
engagement events held during 2014.
Summer Roadshow main costs
Crewe Library
Nantwich Show (including catalogue and
colleague tickets)
Refreshments at Crewe Library
Sandbach Town Hall
Visual artists (including poster production)

Costs
£60.00
£367.20

Home-Start Mini Roadshow – 16/07/14
Venue Hire
Operational Plan x 20
First Aid Kits x 20
Plaster Kits x 20
Water Bottles x 20
Get Involved Leaflet x 20
Post-it Notes x 20
Postcards (x2) x 20
Grand Total
Cost per engagement contact

Costs
£125.00
£17.80
59.00
£15.80
£29.60
£5.60
£9.00
£5.60
£267.40
£13.37

£14.00
£185.00
£1205.50

Crewe Roadshow – 22/07/14
Venue Hire
Refreshments
Visual artists
Operational Plan x 37
Plaster Kits x 37
Water Bottles x 37
Get Involved Leaflet x 37
Post-it Notes x 37
Postcards (x2) x 37

Costs
£60.00
£14.00
£602.75
£32.93
£29.23
£54.76
£10.36
£16.65
£10.36
Grand Total £831.04
Cost per engagement contact £22.46
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Sandbach Roadshow – 24/07/14
Venue Hire
Visual artists
Operational Plan x 31
Plaster Kits x 31
Water Bottles x 31
Get Involved Leaflet x 31
Post-it Notes x 31
Postcards (x2) x 31

Costs
£185.00
£602.75
£27.59
£24.49
£45.88
£8.68
£13.95
£8.68
Grand Total £917.02
Cost per engagement contact £29.58

Nantwich Show – 30/07/14
Nantwich Show stand, catalogue, entrance
Operational Plan x 150
Plaster Kits x 100
Water Bottles x 75
Get Involved Leaflet x 50
Post-it Notes x 100
Grand Total
Cost per engagement contact

Costs
£430.00
£133.50
£79.00
£111.00
£14.00
£45.00
£812.50
£3.81

Home-Start
Crewe 22/07
Sandbach 24/07
Venue
£125.00
£676.75
£787.75
Resources £142.40
£154.29
£129.27
Totals
£267.40
£831.04
£917.02
GRAND TOTAL FOR SUMMER ACTIVITY £2,827.96

Nantwich Show
£430.20
£382.30
£812.50
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Developing insight
Following the Summer Roadshows, teams were asked to provide feedback as to their own teams’
outcomes and next steps, as well as ideas what we could do differently next time.
What the teams said as feedback
•

•
•
•

What were the
key outcomes
for your team
as a result of
attending the
Summer
Roadshows?

•
•

•
•
•
•
•
•

•
What actions
will you be
following up
and why?

•
•
•

That we can put together very professional
public events, with a clear message and
using a variety of formats/channels to get
a message across.
We need to be better at engagement with
the real public
Third sector involvement needs to be
better both as commissioners and
providers
As a CCG we need to map stakeholder
groups for example Ageing Well does not
look at Dementia or End of Life
engagement which sit in Living Well but
would impact on our work
Focused discussion around quality and the
patient involvement role that one person
was already undertaking.
Highlighted where other engagement
opportunities could be taken to increase
public engagement around the quality
team work and other CCG work streams.
Opportunity to share the plans for mental
health with the public.
More engagement needed
Integration and partnership working is
definitely the way forward
Key worker roles for people with multiple
LTC
Make more efforts to work with Third
Sector / voluntary organizations
To ensure that the whole CCG team
(continues) to work with us in supporting
the events. Sharing the outcomes from the
events
The team is really enthused to promote
our own engagement plan.
Identification of our stakeholders including
protected characteristics groups
Engage with HealthWatch on a more
frequent basis
Identifying opportunities to involve public
representation into ongoing quality work
and development of quality tools.

Response and action for the
future
It is positive to hear from the team
that the events felt professional
and demonstrated clear messages
The Engagement and
Communications team can
support you; however teams need
to proactive in helping us to
identify audiences.
The Engagement and
Communications team are
developing a stakeholder matrix.
We are glad that you noted that
patients too undertake quality
roles.
We have consequently held a
patient quality workshop, with a
further workshop to run in 6
months’ time.

Again, we can support teams, but
you know what you need to
engage about better than us!
Identify the audience and reason,
and the Engagement and
Communications team will help
you make it happen.
This Insight Report is for all staff
to read and learn from.
We would be more than happy to
help you to promote your plan,
both with the wider team and
members of the public.
HealthWatch will be attending
more of our future events.
Since the Summer Roadshows,
members of the public have
expressed an interest in quality
work; need to devise an
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What the teams said as feedback

•

•
•
•
•

•
For future
annual
roadshows,
what would
you like to do
differently?

•
•
•
•
•

•
•
Any other
comments or
ideas you
would like to
share

•
•

There is a wealth of knowledge and
enthusiasm for quality improvement and
offers were made to help us in any way
that they could.
Some contact with other agencies –
Cheshire Libraries and exercise schemes.
Applying the above to cancer and EOL
To have a good cross section of the teams
at various events – to spread the load.
Timing of events - definitely hold the CCG
AGM before any events to launch key
messages on future plans. Spread the
events across a longer period – although
having them close together gave a
momentum – pros and cons to both.
More input from clinicians as the public
can relate to them as part of the
community.
Separate sessions for the public v other
partners or providers
Stands for Quality and Programmes to
showcase work that is ongoing or under
development.
Smaller huddles to allow everyone time to
speak.
Presenters to be able to see others
presentations to ensure minimal
duplication of content.
Living well such a large topic, might be
better some times to present as our
different themes.

Response and action for the
future
engagement and involvement plan
to make this happen.
Please follow up any contacts that
were left with you, it is important
that we keep people engaged if
they have expressed an interest in
being involved.

It feels as though this year’s
Summer Roadshow activity has
invigorated teams to want to
engage, let’s continue to build on
this – involvement starts at home!
AGM will be held as the start of
the summer activity for 2015.

Request increased clinician
involvement for future events.
Showcase the benefits to GPs.
Larger Quality presence is needed
at events. It was obvious from this
year that patients and members of
the public are interested and want
to get involved.
We can share presentations;
however we do need speakers to
also share their ideas with us in a
timely manner!

Present work in a thematic way,
rather than programme-led.
Good planning is key, however for
Overall I think the events went off very
well, great attendance and good energy on the future it remains clear that we
need to appreciate the time and
the day(s).
energy required in the planning
Need to share the outcomes from the
process (plus potential to include
events widely, both internal format and
Connected members too)
external audience too.
We need to think of different approaches
to engagement recognising there is no one The Engagement and
Communications team are
size fits all.
developing a matrix of options for
Instead of spending two hours covering
teams to use.
everything could we consider having a
week of engagement but different teams
going to different locations i.e. starting well This is a good idea, and there is
no reason why this cannot run
going to a nursery, Ageing Well to a Day
anyway through the year.
Care Centre.
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What the teams said as feedback
•
•
•

Both events were well organised and well
run and despite the heat and school
holidays a good turnout was achieved.
I liked the visual artists, and I thought the
presentations looked professional.
I’m not 100% confident that roadshows get
the most out of engagement ?alternative
ways of doing this

Response and action for the
future
Thank you.
Our audiences too enjoyed the
visual artists, did you know the
posters are available for you to
use?
Roadshows are just one way of
informing our public and patients
about what we do. The matrix of
options will help your team in the
future to decide which options are
right for you.
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Appendix 1 – Media Coverage
Newspaper article taken from Middlewich Guardian, Wednesday 13th August 2014

The story was also covered in:
Crewe Chronicle (in print media, not online): ‘Healthcare Roadshows are a success’
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Appendix 2 – Briefing plans
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Quality Report
Date/Time: 2 October 2014
Author: Sue Cooke
Job Title: Clinical Quality Manager
Purpose of Report

Reporting Period: July 2014
Governing Body Lead: Judith Thorley
Job Title: Executive Nurse
Agenda Item No.

This paper provides NHS South Cheshire Clinical Commissioning Group
(CCG) 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 July 2014

3.5.1

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
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Report Title: Quality Report
1.0 Introduction and Background

As stated in the NHS Standard Contract 2014/15 General Conditions 8 providers are required to
supply information to help generate a ‘Clinical Quality’ report detailing 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

Dec-13

2013-14

R

1.11

Green

Quarterly

Q1

2014-15

G

Green

Monitor

External Review - Monitor-concerns raised (Financial)

5

Quarterly

Q1

2014-15

G

4

Monitor

External Review - CQC warning notices (published)

0

Quarterly

Q1

2014-15

G

0

Staff Sickness rate

No target set

Monthly

April

2014-15

3.77%

HSCIC

Safer staffing

No target set

Monthly

June

2014-15

98%

HSCIC

0

Quarterly

July

2014-15

G

0

0

VTE Risk Assessment (published)

95%

Monthly

June

2014-15

G

99%

99%

Friends and Family test - Inpatient (Response Rate)

15%

Monthly

July

2014-15

G

45%

NHS England

No target set

Monthly

July

2014-15

75

NHS England

15%

Monthly

July

2014-15

20%

NHS England

No target set

Monthly

July

2014-15

55

NHS England

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

Monthly

July

2014-15

60

NHS England

Friends and Family test - Maternity Birth (Response Rate)

15%

Monthly

July

2014-15

10%

NHS England

No target set

Monthly

July

2014-15

74

NHS England

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

Monthly

July

2014-15

55

NHS England

Friends and Family test - Maternity Postnatal community
(Score)

No target set

Monthly

July

2014-15

64

NHS England

Friends and Family test - Maternity combined (average score)

No target set

Monthly

July

2014-15

63

NHS England

Dementia Case finding

90%

Monthly

June

2014-15

G

90%

94%

Unify2

Dementia Cases Diagnosed

90%

Monthly

June

2014-15

G

100%

100%

Unify2

Dementia Cases Referred

90%

Monthly

June

2014-15

G

100%

100%

Unify2

Pressure Ulcers (All)

4.83%

Monthly

August

2014-15

G

4.82%

HSCIC

Falls in hospital (with harm)

0.85%

Monthly

August

2014-15

G

0.66%

HSCIC

UTI Catheter

0.97%

Monthly

August

2014-15

R

1.10%

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)

Patient Experience

Friends and Family test - A&E (Score)

CQUIN -Safety
Thermometer

CQUIN

Friends and Family test - Maternity Birth (Score)

Latest
RAG Performance

G

R

YTD

Source
HSCIC

0

Monitor

NHS England

Unify2
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Report
Effectiveness
Measures

SHMI

1.20
1.15

Target

Financial year

Jan 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 to Dec 12

Apr 12 to Mar
13

Jul 12 to Jun 13

Oct 12 to Sept
13

Jan to Dec 2013

1.16

1.16

1.15

1.16

1.11

RAG

R

Jan to Dec
2013

YTD

1.11

SHMI

1.10
1.05
1.00

SHMI
Target

0.95
0.90

Mortality Measures
• The latest release of the Summary Hospital level Mortality Indicator (SHMI) measure of hospital mortality was issued by Health and Social Care
Information Centre (HSCIC) in July 2014. This covers the period January 2013 to December 2013.
• The SHMI score for this period at MCHFT has reduced from 1.163 (October 2012 – September 2013) to 1.119. However, several other
neighbouring trusts also show reductions in their SHMI score over the same period
• MCHFT still remains outside the narrower measure of the upper confidence limit. Compared to its’ ‘Peer group’, MCHFT still appears to be an
outlier as in the previous period.
• MCHFT is undertaking a number of initiatives to decrease mortality rates which will be described in the separate mortality report.
• NHS South Cheshire CCG and NHS Vale Royal CCG are working collaboratively with MCHFT to understand the initiatives being implemented to
reduce mortality.
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Organisational Level Quality Measures
Measures

Green

2014-15

Green

G

Green

External Review - Monitor-concerns
raised (Financial)

5

2014-15

4

G

4

External Review - CQC warning notices (published)

0

2014-15

0

G

0

0

Measures

Target

Financial year

April

April

YTD

No target set

2014-15

3.77%

Target

Financial year

April

No target set

2014-15

Safer staffing

May

Q1

YTD

External Review - Monitor-concerns
raised (Governance)

Measures

May

Q1

Financial year

Staff Sickness rate

April

RAG

Target

June

RAG

3.77%

May

June

99%

98%

RAG

June

YTD

98%
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Quality and Safety
Measures

Never events (published)

Measures

VTE Risk Assessment (published)

Target

Financial year

April

May

June

July

0

2014-15

0

0

0

0

Target

Financial year

April

May

June

July

95%

2014-15

99%

99%

99%

RAG

July

YTD

0

0

RAG

June

YTD

G

99%

99%

G

There have been no Never Events reported since December 2013.
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Patient experience
Measures

RAG

July

Target

Financial year

April

May

June

July

15%

2014-15

46%

46%

50%

45%

No target set

2014-15

78

75

74

75

15%

2014-15

23%

21%

21%

20%

Friends and Family test - A&E (Score)

No target set

2014-15

69

68

65

55

55

Friends and Family test - Maternity Antenatal care
(Score)

No target set

2014-15

65

73

61

60

60

15%

2014-15

13%

14%

12%

10%

Friends and Family test - Maternity Birth (Score)

No target set

2014-15

68

57

89

74

74

Friends and Family test - Maternity Postnatal ward
(Score)

No target set

2014-15

63

62

70

55

55

Friends and Family test - Maternity Postnatal
community (Score)

No target set

2014-15

56

79

30

64

64

Friends and Family test - Maternity Postnatal
community (Score)

No target set

2014-15

56

79

30

64

64

Friends and Family test - Maternity combined
(average score)

No target set

2014-15

63

68

63

63

63

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 - Maternity Birth (Response
Rate)

G

YTD

45%

75

G

R

20%

10%
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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”)

MCHFT have achieved a response rate for
inpatients of 45% against a target of 15% in
July 2014
The Friends and Family Test score for July
for inpatients
for MCHFT is 75; this is
based on 522 responses.
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MCHFT have achieved a response rate for inpatients of 20%
against a target of 15% in July 2014
The Friends and Family Test score for July within the A&E
department for MCHFT is 55; this is based on 522 responses

NHS England (September 2014):
The maternity FFT involves women answering questions
about antenatal care, their experience of birth and care
immediately after birth, and their care after they have gone
home. These different parts of the maternity care pathway
are often provided by different NHS organisations, and can
be accessed in a variety of ways. It is not therefore possible
to work out exactly how many women would have been
eligible to answer each of the FFT questions in each
organisation. As the number of women giving birth is a
clearly identified and counted population, the eligible
population and a response rate will be published for Question
2 (birth), but not for the other three questions.
MCHFT have reported an average across all 4 questions of
16% during July 2014, however the birth response rate is at
10% against a target of 15%.
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NHS England (May 2014):
NHS England has not prescribed a specific method of collection and decisions on how to collect data have been taken locally. Each trust has been
able to choose a data collection method that works best for its staff and people who use services. The guidance suggests a range of methods that
can be adopted including tablet devices, paper based questionnaires and sms/text messages, amongst others. The lack of a standardised
methodology means that there are likely to be, what are known as, mode effects. Mode effect is a term used to describe the phenomenon of different
methods of administering a survey leading to differences in the data returned. For example, we may expect to see differences in responses at a
population level when comparing paper based questionnaires to tablet devices. Mode effects do not prevent trusts from comparing their own data
over time periods when they have conducted the test in the same way, as any biases inherent in the individual approaches are constant over the
period.

155 of 259

CQUIN - Dementia
Target

Financial year

April

May

June

RAG

June

YTD

Dementia Case finding

90%

2014-15

96%

95%

90%

G

90%

94%

Dementia Cases Diagnosed

90%

2014-15

100%

100%

100%

G

100%

100%

Dementia Cases Referred

90%

2014-15

100%

100%

100%

G

100%

100%

Measures
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CQUIN - Safety thermometer
Target

Financial year

April

May

June

July

August

RAG

August

Pressure Ulcers (All)

4.83%

2014-15

3.59%

2.04%

4.83%

4.09%

4.82%

G

4.82%

Falls in hospital (with harm)

0.85%

2014-15

1.32%

1.11%

0.80%

1.95%

0.66%

G

0.66%

UTI Catheter

0.97%

2014-15

0.38%

0.37%

1.41%

0.78%

1.10%

R

1.10%

Measures

YTD

Falls
MCHFT has achieved a reduction in the total number of patient falls in 2013/14 compared to 2012/13 and is currently on track to achieve a reduction
in the total number of patient falls in 2014/15.
There have been no patient falls in MCHFT in Quarter 1 2014/15 that have resulted in serious harm. However the recording of falls resulting in low
harm has changed in response to updated NICE guidance. All patients who have an unwitnessed fall now require additional neurological
observations until there has been a medical review. These falls are categorised and recorded as low harm due to the increased level of clinical
observations
The Patient Falls Prevention Group is responsible for:
• Monitoring and reviewing all incidents relating to falls
• Identifying preventative measures to reduce falls and severity of falls
• Developing action plans in response to identified local and national requirements relating to falls prevention
• Acting as a resource for areas where high risk of falls is identified
•
Currently the initiatives being piloted around the prevention of patient falls are:
• Use of bed sensors for patients who are at high risk of falls
• Implementation of the Fall Safe Project
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South Cheshire CCG complaints, concerns, PALS and SUIs (Leighton hospital)
Measures

Apr

May

Jun

Jul

Aug

Concerns

4

6

9

9

8

Complaints

0

1

0

0

0

PALS

0

2

0

1

2

Serious Untoward
Incidents

0

0

0

0

0

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

Serious Untoward Incidents (SUI)
There has been 1 serious untoward incident in August 2014 which related to a patient safety incident, the patient was from outside the South
Cheshire area.
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Report
MCHFT
NHS CHOICES
MCHFT achieved a 4.5 star rating based on 226 ratings for the hospital, these ratings related
to Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There were 10 postings on NHS Choices during August 2014, of which 3 were negative.
The negative comments related to:
•
•
•

Staff attitude
Lack of communication/willingness to help
Slow results relating to Ultra Sound

MCHFT have replied thanking patients/carers for their feedback. They have apologised for
the issues that were raised i.e. communication with the medical team, treatment/manner dealt
with when attending the emergence department. MHCFT will raise these issues with staff
through various communication forums. MCHFT offer all patients/carers the opportunity to
meet and discuss their concerns.
Victoria Infirmary
Victoria infirmary - achieved a 5 star rating based on 32 ratings for the hospital, these
ratings related to Cleanliness, Staff Cooperation, Dignity and Respect, Involvement
in Decision and Same Sex Accommodation.
There was 1 posting on NHS Choices during August 2014, which was positive relating to
care received in the minor injuries department.
Commissioning for Quality and Innovation (CQUIN)
For MCHFT, the financial value of the 2014/15 CQUIN scheme equates to 2.5% of the
provider’s contract value.
For 2014/15, there are three national CQUIN goals which focus on the Friends and Family
Test, NHS Safety Thermometer and Dementia Care
MCHFT and the Clinical Commissioning Groups (CCGs) for Vale Royal and South Cheshire
have agreed a further nineteen goals
MCHFT have achieved all local CQUIN indicators for Quarter 1.

BMI South Cheshire
Serious Untoward Incidents (SUI)
There have been no serious untoward incidents in August 2014.
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NHS Choices
BMI – achieved a 3 star rating based on 2 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There no postings on NHS Choices during August 2014.
Friends and Family Test (FFT)
BMI have achieved a response rate for inpatients of 33% against a target of 15% during July
2014
Commissioning for Quality and Innovation (CQUIN)
BMI South Cheshire achieved all their CQUIN indicators for Quarter 1 2014/15.

Cheshire and Wirral Partnership (CWP)
Serious Untoward Incidents (SUI)
There have been 4 serious untoward incidents in August 2014 – all regarding patient
safety, 1 incident relating to a patient in the South Cheshire area and 3 incidents relating to
patients outside the South Cheshire area.
NHS Choices
CWP - achieved a 1.5 star rating based on 7 r a t i n g s for the hospital, these ratings related
to Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There were no postings on NHS Choices during August 2014.

East Cheshire Trust (ECT) – Community
Serious Untoward Incident (SUI)
There have been no SUIs during August 2014.
NHS Choices
ECT Community - No postings during August 2014 relating to Community Services
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Report
Reporting Group: NHS South Cheshire Governing Body
Report Title: MORTALITY REPORT
Date/Time: October 2014
Author: Sue Cooke
Clinical Quality Manager

Reporting Period: 2014-15
Governing Body Lead: Judi Thorley
Executive Nurse

Purpose of Report
•
•

Agenda Item No.
3.5.2

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 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 measures MCHFT have implemented, working with NHS South Cheshire CCG and
NHS Vale Royal CCG, to reduce mortality.

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

1.1

The latest release of the Summary Hospital-level Mortality Indicator (SHMI), a measure of
hospital mortality, was issued by the Health and Social Care Information Centre (HSCIC) in
July 2014. This covers the period January 2013 to December 2013.
The SHMI score for this period at MCHFT has reduced from 1.163 (October 2012 – September
2013) to 1.119. However, several other neighbouring trusts also show reductions in their SHMI
score over the same period
MCHFT still remains outside the narrower measure of the upper confidence limit. Compared to
its’ ‘Peer group’, MCHFT still appears to be an outlier as in the previous period.
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.

1.2

1.3
1.4
1.5

2.0 Introduction
2.1 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.
2.2 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.
2.3 In the last eighteen months, NHS Vale Royal CCG and NHS South Cheshire CCG have been
working jointly and collaboratively with MCHFT to understand the reasons for the higher than
expected mortality rates
3.0 Latest mortality rates
3.1 Latest Position of SHMI
The diagram below shows the position of MCHFT compared to All England Secondary Care
Providers for the period January 2013 - December 2013. This is the most up to date
published data and it can be seen that MCHFT are still remains outside the narrower measure
of the upper confidence limit. Please refer to Figure 1
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1.2
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Figure 1
4.0 Current actions being undertaken by MCHFT to reduce mortality rates:
4.1 Current actions being undertaken by MCHF to reduce mortality rates:
4.1.1 Continuing to work on actions in the reducing mortality action plan*. The timescales for
completion of the action plan is on schedule.
4.1.2 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. There will be a further visit arranged in the future.
4.1.3 Clinical Divisions and the Hospital Mortality Reduction Group are undertaking an indepth mortality review when higher than expected mortality rates are identified.
4.2 A series of inter-related projects to continue to reduce the Trust’s mortality rates remain in
progress:
Reliable clinical care
Actions include,:
• Real time data for nurse staffing levels are now available on national websites and on the
Trust website
• Further work is now being undertaken to identify if real time data for medical staffing can
be produced
• The possibility of providing access to senior clinicians at MCHFT for advice to GP’s prior
to an emergency admissions is to be reviewed
4.3 Effective clinical care
Actions include:
• The development and implementation of a systematic mortality case note review process
led by the Clinical Lead for Patient Safety
• Common causes of in-hospital deaths are identified by the Hospital Mortality Reduction
Group and focused pieces of work are disseminated to the Divisions for action
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4.4 Medical documentation, clinical coding and data consistency
Actions include:
• Specialty dashboards are to be developed to enable clinical teams within the organisation
to use the available data to drive forward improvement action plans at a speciality and
care group level. These dashboards will include mortality data.
• A review of the admission process is to be undertaken to allow for a definitive diagnosis
to be achieved earlier in the patients care, thereby improving the patient’s outcome.
4.5 End of life care
Actions include:
• The training programme for clinical staff on the new care plan for end of life is underway
• The End of Life Partnership have provided a nurse facilitator to work alongside the
MacMillan Palliative Care Nurse Specialists 3 days a week to assist in the roll out of the
training programme
4.6 Leadership
Actions include:
• Review of the Divisional led mortality groups
• Ratification and implementation of the Trust Quality and Safety Improvement strategy for
2014-2016 with ambitious quality aims
5.0 Involvement of NHS South Cheshire CCG and NHS Vale Royal CCG
5.1 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
joint Clinical Quality and Patient Safety Review meeting *.
*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 December 2014.

6.0 Recommendations
6.1

The Governing Body is asked to:i)
ii)

note the summary update on Mortality measures at MCHFT and
note the measures MCHFT have implemented, working with NHS South Cheshire CCG
and NHS Vale Royal CCG, to reduce mortality.
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Report
Reporting Group: NHS South Cheshire Governing Body
Report Title: Quality and Safeguarding Strategy
Date/Time: 2nd October 2014
Author: Judi Thorley
Executive Nurse

Reporting Period: 2014-2015
Governing Body Lead: Judi Thorley
Executive Nurse

Purpose of Report

Agenda Item No.

To provide an update to the Governing Body on the feedback and outcomes of
the engagement events to launch the Quality and Safeguarding Strategy. To
also provide an overview of how the feedback and outcomes from these events
have informed the delivery plan. To give an update on progress to date with
key actions

3.5.3

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

•

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

•

Improving health

•

Reducing health inequalities

•

Parity of esteem

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

Recommendations
The Governing Body are asked to note the outcome of the stakeholder engagement events and
support the approach for continued engagement
Action Required
Decision:
Approval Assurance
×l
×

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Quality and Safeguarding Strategy
1.0 Quality and Safeguarding Strategy
1.1 Following Governing Body approval of the Quality and Safeguarding Strategy in February 2014
a number of stakeholder events have been facilitated through the summer. The aim of the
engagement events was to have a shared understanding of ‘what excellent looks like’, what the
strategy means to stakeholders; identifying opportunities to work together and check out our
approach to quality and safeguarding.
1.2 There was an agreement from the 3 events that ‘good or excellent’ means keeping the person
at the centre of all that we do, working together with the person and those important to them,
always trying to understand what each person’s experience is, achieving ‘good or excellent’ is
about how the experience feels. The quality and safeguarding strategy was supported and
opportunities identified to work together.
1.3 Attendees also reviewed the National Nursing and Care strategy ‘Compassion in Practice 6Cs’:
Care, Compassion, Communication, Courage, Competence and Commitment. Attendees
identified what each ‘C’ means to them and again generated ideas about how to embed these
into ways of working to champion excellent practice and challenge poor practice. There was
support for the 6Cs’ as core underpinning values for all stakeholders. Stakeholders commented
that although the terminology is not the same in different organisations the values are the same
and need to be embraced as outlined in the Quality and Safeguarding strategy. The feedback
relating to the 6C's have been used to further develop a draft quality monitoring framework
which has been jointly developed with Mid-Cheshire Hospitals Foundation Trust to use when
carrying out quality visits. The draft 6 Cs quality framework will be piloted during the next 2-3
months. It will then be further developed and rolled out across all providers.
2.0 Key themes from the engagement events
2.1 The feedback/suggestions and comments were generated under the four ‘petals’ of the
strategy: Putting people first, Staff capabilities & Culture, Systems and Processes and
Partnerships. The feedback/suggestions and comments have been themed into:
• What is working well
• Future possibilities
• Challenges
• Goals
There were a lot of similarities in the feedback and suggestions from the stakeholder and
patient sessions. There was a real ‘energy’ and belief that together focusing on and working
with the ‘person’ at the centre of all that we do, whether this is a patient, carer or member of
staff we can achieve high quality, safe and effective health and care.
2.2 Putting people first
What is working well-Sharing and gathering of information, having different ways to gather
patient feedback, build on friends and family test and understanding patient stories.
Future possibilities- culture change prioritorising people over tasks, build on patient
engagement and feedback, involve patients in recruitment and retention, staff taking
responsibility to listen to patients-more of you said we did
Challenges- communication, working in ‘silos’ not together across health and social care,
organisational culture, understanding about individual responsibilities staff and patients.
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Goals- involve/work together with patients and staff from the start, real time regular
engagement and feedback, focus and increase services for ‘being well’ not just managing ‘ill
health’, good ‘customer care’ with consistent and effective discharge
2.3 Staff, capabilities and culture
What is working well- joint training between health and social care, shared learning through
incident reviews, partnership working between health and social care
Future possibilities- better ways to share information, more multi-agency and professional
training, values based recruitment, daily reflection on 6 Cs
Challenges- physical and cognitive barriers to communication, data not always used in a
meaningful way, communication and interaction can be rushed/disrespectful
Goals- individual treated as a ‘whole’ person, recording of consultation is routine, quality
standards are owned and challenge is the norm-leadership at every level
2.4 Systems and processes
What is working well- some good joint working around the patient in the community,
safeguarding boards vision and increasing incident reporting, flexible access to GP services
Future possibilities- health and social care coordinators particularly in children’s services,
joined up systems and processes, challenge systems to focus on people first
Challenges- systems that don’t talk to each other, people not supported to be engaged in their
own health, test results and treatment often delayed, transition between services
Goals- engage with patients in the vision at every step, person always at the centre, easily
understood and timely communication, co-production
2.5 Partnerships
What is working well- some good collaborative partnership working that always includes the
patient, patient ‘passports’
Future possibilities- directory of services, ‘one stop’ services, connecting care ensuring that
all partners identified and working together
Challenges- not always able to identify isolated and vulnerable people, agreeing what we
understand by ‘partnership’, competing pressures and pressures
Goals- shared qualities and values with the patient at the heart of partnership, a ‘voice’ for all
including young people and young carers, 7 day services
2.5 6 Cs
Communication is key without this other aspects of the 6Cs will fail, needs to be a 7th ‘C’
culture- 6 Cs at every level, 6 Cs to help focus on the person-thinking about what good ‘feels’
like.
6Cs allow us to share good practice and challenge poor practice, 6 Cs means something to
everyone-patients, public and staff empowered to achieve good quality
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3.0 Action/delivery plan
3.1

The key themes have been cross referenced to the Quality and Safeguarding action plan and
amended where needed to reflect themes not already in place and strengthen others. A
delivery plan has been drafted. The good practice has been shared within the CCG and with
stakeholders.

3.2

A clear focus of the action plan is ensuring that the person is at the centre of all that we do,
the aspiration within the strategy which has come out as a key theme in terms of future
possibilities and goals is to have the patient at the heart, engaged at every step making coproduction the way that work.

3.3

Key actions in the strategy seek to empower patients, the public and staff ensuring that each
has a voice that is listened to. On considering the themes we have amended mechanisms to
engage with patients to facilitate ‘patient and carer only’ sessions as these are very much
valued. These will be in addition to multiple stakeholder events which will include patients and
carers.

3.4

The Connecting Care Strategy aims to shift the focus to well-being and supporting patients to
manage their own health, which means building better partnerships in the community working
together across health, social care and voluntary. Some of the good practice ideas about
what’s working and future possibilities about information sharing will be useful to develop
further and have been added to the delivery plan

3.5

The approach used for the engagement events will be used as part of the delivery plan as
this facilitates joint working that has the patient and outcomes at the heart.

3.6

NHS South Cheshire CCG 6 Cs will be amended to have a 7th ‘C’ Culture; this will be
incorporated into our approach to quality. The 7th C Culture was identified at the engagement
events and is underpinned within NHS South Cheshire CCG commissioning intentions, and
the quality team vision and mission statement.

4.0 Progress with key actions
1.

Patients have put themselves forward to be ‘quality checkers’ as part of the quality team.
The vision is to have patients who work together with the team to carry out quality visits in
our main providers and work with us within programme boards to shape and support
planning and implementation and monitoring approaches to delivering high quality care.
We are working with Healthwatch to develop training and support for the patients to
become ‘quality checkers’.

2.

Healthwatch will be attending the Quality and Performance Committee meetings.

3.

The strategy is currently being drafted in an accessible/easy read format.

4.

The 6 Cs quality monitoring framework has been drafted, developed further with outputs
form the engagement events and will be piloted

5.

New approach to ensure that learning from incidents, complaints, and patient feedback has
been agreed and put in place

6.

The Quality of Health Principles which help to focus on some of the ‘softer’ experiences of
services are being used to inform the 6 Cs quality monitoring framework
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7.

Quality visits within some of our main providers have taken place

8.

Quality dashboard for care homes has been developed and is being implemented

9.

Pilot currently running within the Ageing Well Programme to embed the 6 Cs as part of the
core governance to ensure patient centred outcomes

10.

A pilot programme focused on leadership for innovation and 5 ways to well-being for
Practice Nurses will be delivered from October

11.

Practice Nurse Membership Council is in place, has a work plan to implement the 6 Cs and
is active in influencing and leading service development

12.

Practice Nurse Quality Lead in post

13.

Work has started with MCHfT to consider development of ambitious quality aims and
measurable goals across the health economy.

14.

Patient stories now come to the Governing Body, providing a further opportunity for
learning and challenge

15.

Designated Safeguarding leads have developed a comprehensive assurance framework
which incorporates legislative standards as well as the 6 Cs

16.

Safeguarding dashboards are part of the main contracts and are monitored quarterly.
There is a safeguarding lead within each GP practice
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Sign up to Safety Campaign
Date/Time: 2 October 2014
Author: Jason Gravestock
Job Title: Quality Improvement Manager
Purpose of Report

Reporting Period: July 2014
Governing Body Lead: Judith Thorley
Job Title:
Executive Nurse
Agenda Item No.

To provide the Governing Body with an update on the work that the quality
team have been involved with on behalf of NHS South Cheshire Clinical
Commissioning Group (CCG) and NHS Vale Royal Clinical Commissioning
Group (CCG) to participate in the ‘Sign up to Safety’ national patient safety
campaign.

3.5.4

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
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
NHS South Cheshire CCG Governing Body are asked to:
i.
ii.

Note the content of the report summarising the position taken o support eh Sign up to Safety
national patient safety campaign.
To approve the pledges proposed for the Sign up to Safety campaign.

Action Required
Decision:
Approval Assurance
x

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Sign up to Safety
1. 0 Overview Summary
1.1

‘Sign up to Safety’ is a national patient safety campaign which was announced in March 2014
by the Secretary of State for Health. Launched on 24 June 2014 with the mission to strengthen
patient safety in the NHS and make it the safest healthcare system in the world.

1.2

The Secretary of State for Health set out the ambition of halving avoidable harm in the NHS
over the next three years, and saving 6,000 lives as a result. This is supported by a campaign
that aims to listen to patients, carers and staff, learn from what they say when things go wrong
and take action to improve patient’s safety helping to ensure patients get harm free care every
time, everywhere.

1.3

The campaign is aimed across the care economy in primary, secondary or tertiary care and for
all settings, acute, mental health, learning disabilities, ambulance or community settings. Sign
up to safety also applies to national bodies, general practice and Clinical Commissioning
Groups.

2.0 Campaign Organisation
2.1 A National Co-ordinating and Support Group has been established, chaired by Sir David
Dalton who is supported by Dr Suzette Woodward as Campaign Director.
The following national organisations have committed to system wide support of Sign up to
Safety:
2.1.1

2.1.2

2.1.3

2.1.4

2.1.5

The Department of Health will provide Government-level support to the campaign
and work with the Sign up to Safety partners to ensure that the policy framework
supports the campaign and the development of a culture of safety.
NHS England will provide expert clinical patient safety input to the development
of improvement plans and framework for plan assessment. They will also play a
key leadership role in the campaign and will ensure all their programmes of work
described above are actively working to support the campaign.
Monitor and the NHS Trust Development Authority will offer leadership and
advice to trusts and foundation trusts who participate in Sign up to Safety and
who will develop and own locally their improvement plans. They will also sign
post to partner organisations for specific expertise where required.
NHS Litigation Authority which indemnifies NHS organisations against the cost of
claims, will review trusts’ plans and if the plans are robust and will reduce claims
Trusts will receive a financial incentive to support implementation of the plan.
The Care Quality Commission (CQC) will support Trusts signed up by reviewing
their improvement plans for safety as part of its inspection programme. CQC will
not offer a judgment on the plans themselves but consider them as a key source
of evidence for Trusts to demonstrate how they are meeting the expectations of
the five domains of safety and quality.
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3.0 Expectations of Organisations
3.1

To set out the actions that will be undertaken in response to the five Sign up to Safety
pledges and agree to publish this on the organisations website for staff, patients and the
public to see.

3.2

Provider organisations are expected to commit to turn their actions into a safety improvement
plan (including a driver diagram) which will show how organisations intend to save lives and
reduce harm for patients over the next 3 years

3.3

Currently, there are only one or two CCG’s signed up to the campaign. Therefore, in
consultation with Dr Suzette Woodward, it has been agreed that developing a safety
improvement plan would not be a suitable action for CCG’s to undertake. However, publishing
the pledges on the website would be a suitable demonstration of commitment especially when
supported with regular updates.

4.0 Sign up to Safety Pledges
4.1

Organisations and individuals who sign up to the campaign commit to setting out actions to be
undertaken in response to the following five pledges:
1.
2.

3.

4.
5.

Put safety first. Commit to reduce avoidable harm in the NHS by half and make
public the goals and plans developed locally.
Continually learn. Make their organisations more resilient to risks, by acting on the
feedback from patients and by constantly measuring and monitoring how safe their
services are.
Honesty. Be transparent with people about their progress to tackle patient safety
issues and support staff to be candid with patients and their families if something
goes wrong.
Collaborate. Take a leading role in supporting local collaborative learning, so that
improvements are made across all of the local services that patients use.
Support. Help people understand why things go wrong and how to put them right.
Give staff the time and support to improve and celebrate the progress.

5.0 Actions Completed
5.1

The quality team has worked closely with Judith Thorley, Executive nurse to populate the Sign
up to Safety pledges as directed in the guidance. The content was developed reflecting on
NHS South Cheshire CCG and NHS Vale Royal CCG Quality and Safeguarding strategy. Also,
the Chief Nursing Officer for England’s Nursing Strategy incorporating Compassion in Practice
which includes the 6C’s (care, compassion, commitment, competency, courage and
communication) as a framework for our commitment to the campaign. Learning points which
were raised at the recent engagement events with members of the general public, providers,
voluntary organisations have been utilised to demonstrate that the views of patients and public
have been listened to and acted upon in the pledges made.

5.2

Pledges that have been made on behalf of NHS South Cheshire CCG and NHS Vale Royal
CCG are a balance between actions that will be undertaken within the organisation and those
actions that rely on the interaction and engagement with patients, carers, providers and other
stakeholders.

175 of 259

6.0

NHS South Cheshire CCG and NHS Vale Royal CCG Sign up to Safety Pledges

6.1

In signing up NHS South Cheshire CCG and NHS Vale Royal CCG commit to strengthening our
patient safety by:
•
Describing the actions that will be undertaken in response to the five campaign pledges
•
Make public the pledges, engaging with the patients and public
•
Update the website regularly on progress against them

6.2

Pledge 1: Put safety first
•
Put the patient at the centre to ensure that we listen, hear and learn from their experience
•
To be a critical friend to providers and primary care and help develop plans for
improvement to reduce avoidable harm
•
Identify opportunities to put safety first in partnerships, processes, systems, work
programmes and risks
•
Work with patients, family carers, all our providers to have shared understanding of ‘what
excellent looks like’
•
Develop clear expectations of what the Quality and Safeguarding strategy means for
patients, family carers and all staff
•
NHS Standard Contracts with our providers to include all elements of quality and patient
safety including safeguarding
•
Seek evidence through contract monitoring and quality visits
•
Have safeguarding dashboards for both children and adults in the main NHS Standard
Contracts that are monitored quarterly
•
Completion of the annual safeguarding assurance framework, organise confirm and
challenge focus group
•
Support providers to have robust systems to monitor and respond to trends and themes
•
Share lessons learnt from serious incidents, complaints and any patient safety issues and
build systems to ensure necessary changes are implemented
•
Work with NHS South Cheshire CCG Membership Council and NHS Vale Royal
Membership Assembly to identify a lead for safeguarding in each GP practice
•
Develop a robust partnership with Regulators (CQC) and Local Authority safeguarding
teams to have early warning systems in place across all providers locally

6.3

Pledge 2: Continually learn
•
Ensure lessons learnt from Incidents are disseminated throughout the organisation
•
Monitor information received from professionals/service users and act on findings of
investigations
•
Continually improve our systems and processes for ensuring and assuring quality in all
commissioned services and primary care so that standards of patient safety and quality
are understood, met and effectively demonstrated
•
Use the organisational development plan to build a culture throughout the organisation
that supports the CCGs vision and values, embracing the 6Cs, valuing quality at the heart
of everything we do
•
Develop and deliver a leadership programme for Practice Nurses focused on
implementation of the 6Cs
•
Delivery plan to ensure GPs and other clinicians are fully engaged in the quality
assurance system and processes via on-going workshops, GP and Practice Nurse
Membership council/assembly.
•
Always engage clinical and service user expertise in commissioning of services to ensure
consideration of ‘reasonable adjustments’ for patients with disability(physical, mental
health and learning disability)
•
Continue to build relationships with our health and social care providers, patients and
public in providing information about the quality of health services to inform service
redesign
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•
•
•
•
•
•

Establish a Practice Nursing Membership Council/Assembly to implement the 6Cs and
empower the Practice Nurse voice
Develop a local implementation plan for implementing the 6Cs in Practice Nursing
Establish a Primary Care Quality development group
Develop a primary care quality framework in order to develop primary care quality
Establish a clear process to engage with all patient and carer groups in particular
increasing the voice of ‘harder to reach’ groups i.e. children and young people, people
with disability (physical, mental health, learning disability)
Develop a system of continuous quality improvement that is provider led

6.4

Pledge 3: Honesty
•
Apply the Duty of Candour to interactions with providers and internally
•
Be accountable to our local population
•
Turn the mirror on ourselves and ask challenging questions as we would to providers and
primary care
•
Work with local patient /service user groups and Health Watch to develop patient experts
as ‘quality checkers’ as part of quality monitoring
•
Plan and carry out announced and un-announced quality visits to our providers, with
Governing Body GP and lay members
•
Develop quality assurance in care homes, implementing a quality dashboard
•
Revise framework for Quality monitoring visits within Care Homes publish and share this
quality and safeguarding strategy with patients, public and providers including an easy
read version and accessible presentation
•
Quality reports to Governing Body in public will be published with the meeting paper s on
the CCG website
•
Ensure that take trends/themes to Quality Surveillance Groups in order to work
collaboratively with other CCGs, NHS regulators, Local Authorities, Health Watch and
NHS England in order to have whole system intelligence that informs quality improvement
•
Statutory safeguarding inspection reports, improvement plans and annual safeguarding
report

6.5

Pledge 4: Collaborate
•
Encourage and facilitate partnership working
•
Work in partnership with key stakeholders to increase choice maximising the health and
wellbeing of all patients and service users
•
Provide education about our work programmes to the local population and key
stakeholders
•
Work with others to co design and further development of improvements
•
Collaboratively work with quality and safety champions in primary care
•
Re design experiences for patients through incentives such as CQUINs with clear
outcome expectations
•
Continue to develop mechanisms and ways of working together with providers, Local
Authority partners, Health Watch and Third Sector to gather patient, carer and staff
experience, data and evidence of impact on outcomes
•
Work together with provider trust to develop and pilot a quality visit framework based on
the 6 Cs identified in the Nursing and Care Strategy Work together with NHS England to
further develop systems for quality improvement and monitoring
•
Implement the ‘Quality of Health Principles’ as part of quality monitoring approach
•
Work with key partners to agree and develop innovative ways to use clinical audit
approaches, evidence and research to support quality improvement
•
Work in partnership with all key partners to ensure that vulnerable groups have fair and
equal access to services and experience best care
•
ensure that there is a structure in place to follow any suggestions or ideas through,
provide feedback and understand how innovation can align to clinical priorities
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•
•

Patient stories to be presented at Governing Body to provide further opportunity for
learning and challenge
Work with all providers to develop mechanisms that provide evidence that each patient
contact meets NICE Quality standards

6.6 Pledge 5: Support
•
Promote shared learning across the health economy
•
Invite patients/carers to be part of groups and committees
•
Recognise the challenge of working with primary care and providers and make time for
reflection and learning to take place
•
Take responsibility for supporting primary care in delivering safe services.
•
Commissioning for Quality and Innovation (CQUIN) schemes will be developed annually
to incentivise local priorities for improvement with providers
•
Primary Care CQUIN/QoF will be reviewed annually and re focused to maximise health
outcomes where the CCG has any influence over indicators

7.0 Next Steps
NHS South Cheshire CCG Governing Body is asked to approve the pledges proposed for the ‘Sign up
to Safety’ campaign. Once approval is received:
•
•
•

The completed document will be submitted to the ‘Sign up to Safety’ campaign to publish on
their website
The pledges will be published on the CCG website
There will be CCG representation at the ‘Sign up to Safety’ launce event 6 October 2014

8.0 Recommendations
NHS South Cheshire CCG Governing Body are asked to:
i)
ii)

Note the content of the report summarising the position taken to support the Sign up to
Safety national patient safety campaign.
To approve the pledges proposed for the Sign up to Safety campaign
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: NHS Performance Targets – June/July 2014
Date/Time: Thursday 2nd October 2014, 14:00 Reporting Period: 2014-15
Author: Lisa Carr,
Governing Body Lead: Lynda Risk,
Performance & Risk Manager
Chief Finance Officer
Purpose of Report

Agenda Item No.

This paper provides the Governing Body members with a summary of the key
performance activity against the national headline NHS target measures for the
Clinical Commissioning Group and the performance activity attributed by our
main acute provider Mid Cheshire Hospitals Foundation Trust (MCHfT) for the
period ending June 2014 and July 2014.

3.5.5

This report follows the guidance stemming from the ‘Everyone Counts Planning
for Patients 2014-15’ together with a supplementary supporting planning
document published in December 2013. With particular focus on NHS
Constitution and NHS Outcomes Framework performance measures presented
in a scorecard held in Appendix 1.
By exception, summaries are provided on the adverse issues and the agreed
action plans jointly in development between commissioner and provider which
will be monitored at the respective project and contract meetings (Appendix 2).

State how this paper links to the NHS South Cheshire CCG Vision and Strategic Objectives
This report outlines a performance management framework that will monitor the decisions and
actions administered by commissioner and provider to achieve benefit realisation for healthcare
provision for our population.

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
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•

Improving health

•

Reducing health inequalities

•

Parity of esteem

Recommendations
The Governing Body are asked:
1) To note the performance activity of the validated headline NHS Performance Target
measures for the period ending June 2014 and July 2014
2) To note the mitigating actions to resolve the adverse performance activity as indicated in the
exception reports.
3) To note that the Joint Quality & Performance Committee reviewed the NHS Performance
Targets for June and July 2014 at its meeting held on 25th September 2014.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
No
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2014-15

Prevent
Premature
Dying

Enhance
quality of
Life
Long Term
Conditions

Objectives

Strategic

Help recovery
from ill health
/ injury

Ensure
positive
patient
experience

Treat & Care
in safe
environment

Everyone

Good
Governance &
Value for
Money

NHS
Performance Targets
Report 2014-15
This document provides a summary of the performance
measures stemming from the national NHS Constitution and NHS
Outcomes Framework. Identifying and quantifying risks and
mitigating actions to reduce potential breaches occurring which
could result in contractual penalties.
Reporting Period at @ June 2014

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

181 of 259

1.0 OVERVIEW / KEY SUMMARY POINTS
This paper provides the Joint Quality & Performance Committee with a summary report on the key
NHS performance measures for the Clinical Commissioning Group and the performance activity
attributed by our main acute provider Mid Cheshire Hospitals Foundation Trust (MCHfT) for the period
ending June 2014.
This report follows the guidance stemming from the ‘Everyone Counts Planning for Patients 2014-15
together with a supplementary supporting planning document published in December 2013.
Appendix 1 presents the scorecard of all indicators from the NHS Constitution and NHS Outcomes
Framework applicable to Commissioners. The validated statistics have been extracted from various
data warehouses and quality checked by the Business Intelligence team of Cheshire & Merseyside
Commissioning Support Unit. A RAG rating has been applied to each indicator using the tolerances
set nationally. A local rating has been set where national thresholds have not been determined.
Appendix 2 presents Exception report updates against those performance indicators (PIs) which did
not achieve target for the reporting period. Commentary has been sought from the CCG's designated
PI owner outlining the issues and corrective actions to mitigate against future breaches resulting in
contractual penalities.

For the reporting period ending June 2014 the key performance measures that did not met the set national
target include:
* A&E 4 Hour Waits standard which measures attendances where a patient spends 4 hours or less in an
Accident & Emergency department from arrival to transfer, admission or discharge. This month (June
2014) saw a breach against the 95% national target at 94.8% actual, this equated to low patient numbers
from NHS South Cheshire CCG population. The year-to-date position remains above the national target at
95.4%. The Systems Resilience Group are tasked to review the use of services across the health
economy that impact on the 4hr standard.
* Ambulance Red 1 & 2 (8 Minutes) which measures the incidents which result in an emergency response
arriving at the scene within 8 minutes presenting conditions that may be immediately life threatening and
most time critical. Performance continues to breach against the 75% national target at 70.6% (Red 1) &
69.2% (Red 2). A multi-agency project team has undertaken a deep dive into performance activity and a
report presenting findings is scheduled for October 2014 with an objective to achieve the national target at
a CCG level by quarter 4.
* 52 Week Referral to Treatment - Admitted>52weeks which measures greater than 52 weeks for
completed admitted patients whose clocks stopped during the period on an unadjusted basis. This month
the target was met however the Year-to-date position was affected by 1 case in May due to patient choice.
* Non Elective Admissions First Finished Consultant Episode for General & Acute specialities in a month.
This month (June 2014) activity was above the plan target of 1,762 at an actual of 1,780. Year-to-date
activity is below plan. This change has resulted through an agreed change to coding thus the CCG
contract team has agreed a block payment arrangement.
* First Outpatient Attendances (consultant-led)in general and acute specialities counts patients seen for
an examination or treatment within the period. This month (June 2014) activity was above the planned
target of 4,108 at 4,870 actual as a consequence Year-to-date is above target at 13,814. Through the
Planned Care Team work is being undertaken to investigate planned care data with particular focus on
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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

1,565

1,565

15.9%

15.9%

271

271

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

Page 3
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APPENDIX 1 – NHS South Cheshire CCG

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

92%

EB_4

Diagnostic Waits - 6 week waits

99%

EB_5

A&E Waiting Times - 4hrs Waits

95%

EB_6

Cancer 2 Week Wait - All cancer two week wait

93%

EB_7

Cancer 2 Week Wait - Non-suspected cancer breast
symptoms

93%

EB_8

Cancer 31 day first treatment

96%

EB_9

Cancer 31 day subsequent treatments - surgery

94%

EB_10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98%

EB_11

Cancer 31 day - Subsequent treatments radiotherapy

94%

EB_12

Cancer 62 day referral to first treatment -

85%

93.6%

95.6%

95.6%

96.1%

95.7%

95.7%

93.2%

95.9%

92.2%

93.8%

93.8%

99.6%

99.0%

99.5%

99.4%

99.4%

95.2%

95.9%

94.8%

95.4%

95.4%

95.4%

93.4%

95.4%

94.8%

94.8%

90.4%

98.4%

94.4%

94.3%

94.3%

98.9%

97.1%

100.0%

98.7%

98.7%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

95.7%

95.2%

97.2%

97.2%

87.0%

87.5%

90.6%

88.2%

88.2%
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Ageing
Well

Living well

Trend

Starting
Well

Frequency

0.0

18 Week Referral to Treatment - Incomplete
Patients

93.6%

Mthly

EB_3

93.8%

Mthly

95%

93.7%

Mthly

18 Week Referral to Treatment - Non-Admitted
Patients

93.3%

Mthly

EB_2

Q1

Mthly

90%

Jun-14

Mthly

18 Week Referral to Treatment - Admitted Patients

May-14

Mthly

EB_1

YTD
Apr-14

Mthly

Target

Mthly

Measure

Quarter 1

Mthly

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

EB_13

Cancer 62 day referral to first treatment - NHS
screening referral

EB_14

Cancer 62 day referral to first treatment - consultant
referral upgrade

EB_15 (i)

Ambulance - Category A (Red 1) - 8 minute
response

75%

EB_15 (ii)

Ambulance - Category A (Red 2) - 8 minute
response

75%

EB_16

Ambulance - Category A - 19 minute response

95%

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

EB_S4 (i)

100.0%

66.7%

83.3%

100.0%

100.0%

Q1
94.1%

87.5%

94.1%

87.5%

68.3%

70.6%

73.6%

73.6%

67.9%

70.7%

69.2%

69.3%

69.3%

97.2%

98.0%

95.7%

97.0%

97.0%

0

0

0

0

0

1.4%

1.4%

93.2%

93.2%

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

Mthly

EB_S4 (ii)

0

1

0

1

1

Mthly

0

0

0

0

0

0

Mthly

Number of 52 Week RTT - Admitted>52weeks

0

0

0

0

0

Mthly

Qtr

Qtr

83.8%

95%

Trend

0

0

0

0

0

0

0

0

0

0
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Ageing
Well

Jun-14

Mthly

80.0%

May-14

Living well

YTD
Apr-14

Starting
Well

Frequency

Quarter 1

Mthly

Mthly

90%

Mthly

Target

Mthly

Measure

Mthly

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

May-14

Jun-14

Q1

99.7%

99.0%

99.4%

99.4%

99.9%

99.9%

99.9%

99.9%

EB_S7 (i)

Ambulance Handover Time - delays of over 30
minutes

99.5%

EB_S7 (ii)

Ambulance Handover Time - delays of over 1 hour

99.9%

Trend
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Ageing
Well

YTD
Apr-14

Living well

Quarter 1

Starting
Well

Target

Frequency

Measure

Mthly

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

934

934

1,609

1,607

4,777

4,777

1,921

1,943

5,711

5,711

1,780

1,780

5,398

5,398

4,358

4,870

13,814

13,814

26,545

26,545

EC_2

Daycases (G&A)

Full year
plan: 21,572

1,561

EC_3

Total Elective admissions (G&A)

Full year
plan: 25,661

1,847

EC_4

Non-Elective admissions (G&A)

Full year
plan: 22,054

1,838

EC_5

First Outpatient Attendances (G&A)

Full year
plan: 57,898

4,586

EC_6

Subsequent OP attendances (G&A)

Full year
plan:
120,535

EC_7

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)

Full year
plan: 37,956

EC_10

Other referrals (G&A)

Full year
plan: 17,300

EC_11

Total referrals (G&A)

Full year
plan: 55,256

EC_12

First OP following GP referral (G&A)

Full year
plan: 33,957

EA_3

Mental Health - proportion of people who have
depression/anxiety who receive psychological
therapies

15%

8,936

8,936

3,497

4,707

3,866

12,070

12,070

Mthly

2,822

3,114

3,215

3,189

9,518

9,518

Mthly

3,499

1,319

1,333

1,313

3,965

3,965

Mthly

2,615

4,433

4,548

4,502

13,483

13,483

Mthly

Mthly

286

Mthly

Full year
plan: 4,089

2,663

2,666

2,872

8,201

8,201

2.7%

Trend

2.7%
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Ageing
Well

336

Elective Ordinary admissions (G&A)

Q1

Living well

312

EC_1

Mthly

Jun-14

Mthly

May-14

Starting
Well

YTD
Apr-14

Mthly

Frequency

Quarter 1

Mthly

Target

Mthly

Measure

Mthly

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Qtr

Domain

NHS Constitution & Outcomes Framework Measures

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

ED_2

Patient Experience of Primary Care - % of patients
with a poor experience of GP Services

ED_2

Patient Experience of Primary Care - % of patients
with a poor experience of GP & OOH Services

C1.1

Potential Years of Life Lost (PYLL) (DSR)

Annual

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)

23

C1.9

Mortality Rate - under 75 - Cancer (DSR)

136

C1.13

Antenatal assessments < 13 weeks

C1.14

Maternal smoking delivery

15%

C1.15

Breast feeding prevalence at 6-8 weeks

65%

C2.2

Long Term Conditions - proportion of people
feeling supported to manage their LTC

Annual

50%

May-14

Jun-14

Q1
33.9%

33.9%

17.3%

17.3%

Trend

5%

6%

2,029

Qtr

28

64%
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Ageing
Well

YTD
Apr-14

Living well

Quarter 1

Starting
Well

Frequency

Mental Health - proportion who complete treatment
who are moving to recovery

Qtr

EA_S2

Annual

Target

Annual

Measure

Qtr

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Qtr

. Enhancing quality of life

1: Preventing people from dying prematurely

Domain

NHS Constitution & Outcomes Framework Measures

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

May-14

Jun-14

Q1

135

133

406

406

13

9

29

29

C2.6

Emergency Admissions - Chronic Ambulatory Care
Sensitive Conditions

138

C2.7

Emergency Admissions - Asthma, Diabetes &
Epilepsy in under 19s

7

Trend
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Ageing
Well

YTD
Apr-14

Living well

Quarter 1

Starting
Well

Target

Frequency

Measure

Mthly

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

2. Enhancing qualityDomain
of life

NHS Constitution & Outcomes Framework Measures

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

15.9%

13.7%

15.1%

15.1%

3

4

18

18

82.8%

82.8%

0

0

PROMS - Hip Replacement

n/a

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

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 a poor experience of Out of Hours GP Services

C4.2

Patient Experience of Hospital Care

C4.3 (i)

Friends & Family Test (A&E)

C4.3 (ii)

Friends & Family Test (InPatient)

C5.3

HCAI - Overall number of cases of MRSA

80%

0

Mthly

C3.3 (i)

11

Mthly

15.7%

76.2%

83.3%

88.0%

Mthly

Emergency Re-admissions - % within 30 days of
discharge from hospital

69

68

65

Mthly

C3.2

78

75

74

0

0

0

13%

4.7

4.9
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Ageing
Well

762

Trend

Living well

762

289

No data

219

Emergency Admissions - Acute Conditions that
should not usually require hospital admission

Mthly

254

C3.1

Mthly

Q1

Qtr

Jun-14

Qtr

May-14

Starting
Well

YTD
Apr-14

Qtr

Frequency

Quarter 1

Qtr

Target

Annual

Measure

2012
2013
or
or
2012-13 2013-14

Annual

NHS Code

Programme

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

June

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Reporting Period

LM1

Stroke - proportion of high risk TIA case investigated
and treated within 24 hours

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

60%

May-14

Jun-14

Q1

6

6

3

15

15

80.0%

80.0%

66.7%

100.0%

100.0%

16.2%

17.1%

14.5%

15.9%

15.9%

102

86

83

271

271

512

512

541

1
2
3
4
5

1,565

Trend

1,565

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

YTD
Apr-14

Living well

Quarter 1

Starting
Well

Frequency

42

Mthly

HCAI - Overall number of cases of C Difficile

Mthly

C5.4

Target

Mthly

Measure

Mthly

NHS Code

Programme
2012
2013
or
or
2012-13 2013-14

Mthly

5. Safety & protection
Domain
from harm

NHS Constitution & Outcomes Framework Measures

June

APPENDIX 2 – NHS South Cheshire CCG Exceptions Report

Month and Year to Date exceptions - NHS South Cheshire CCG
First OP following GP referral (G&A)
Description
Activity
Plans

April

May
2,663
2,532

June
2,666
2,641

July
2,872
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

YTD
8,201
7,740

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
First OP appointments following GP referral have been above plan since the
beginning of the year and appear to be increasing.

500

0

Data Source: Unify (MAR)

GP written referrals (G&A)
Description
Activity
Plans

April

May
3,114
2,856

June
3,215
3,011

July
3,189
3,276

August
3,180

3,302

September October
3,295

3,144

November December January
3,292

2,974

3,140

February
3,147

March

YTD
9,518
9,143

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
GP written referrals were below plan in June; however, they were above plan April
and May and Year to Date.

500

0

Data Source: Unify (MAR)

Non-Elective admissions (G&A)
Description
Activity
Plans

April

May
1,838
1,871

June
1,780
1,913

July
1,780
1,762

August
1,868

Non-Elective admissions (G&A)
2,500

2,000
1,500

1,766

September October
1,729

1,911

November December January
1,869

1,904

1,786

February
1,729

March
1,946

CCG commentary : Stephen Evans
The Non-Elective admissions have shown an increase due to an agreed change to
coding, 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.

1,000
500

BI commentary
Non elective admissions were just above plan in June. Year to Date activity is below
plan.

0

Data Source: Unify (MAR)
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YTD
5,398
5,546

First Outpatient Attendances (G&A)
Description
Activity
Plans

April

May
4,586
4,927

June
4,358
4,669

July
4,870
4,108

August
5,266

September October

4,558

4,953

November December January

4,971

5,075

4,525

February

5,046

March

4,685

YTD

5,115

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 October.

First Outpatient Attendances (G&A)
6,000
5,000
4,000
3,000
2,000

BI commentary
First OP attendances were above plan in June and as a consequence Year to Date.

1,000
0

Data Source: Unify (MAR)

Subsequent OP attendances (G&A)
Description
Activity
Plans

Q1

Q2
26,545
26,308

Q3
33,134

Q4
32,634

28,459
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 October.

Subsequent OP attendances (G&A)
35,000

30,000
25,000

20,000
15,000

BI commentary
Subsequent OP attendances were 0.9% above plan in quarter 1.

10,000
5,000
0
Q1

Q2

Q3

Q4

Data Source: Unify (QAR)

Number of 52 Week RTT - Admitted>52weeks

The number of admitted pathways greater than 52 weeks for admitted patients whose clocks stopped during the period
Description
Activity
Target

April

May
0
0

June
1
0

July
0
0

Number of 52 Week RTT Admitted>52weeks
2

August
0

September October
0

0

November December January
0

0

0

February
0

March
0

0

CCG commentary: Stephen Evans
Contracting and the Planned Care team have reviewed this case at Warrington and
Halton FT (WAHFT). The reason this patient breached 52 weeks on the unadjusted
return is because suspension periods are not taken into account. The breach was
down to patient choice.

1

BI commentary
Whilst the target was met in June, the Year to Date picture is affected by a single
case in May.

0

Data Source: Unify
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13,814
13,704

Ambulance - Category A (Red 1) - 8 minute response
Description
% performance
National Target

April

May
83.8%
75%

June
68.3%
75%

July
70.6%
75%

August
75%

75%

September October
75%

75%

November December January
75%

75%

75%

February

March

75%

75%

CCG commentary : Sue Milne
A deep dive into performance commenced in May 2014 it is led by the CCG and includes
NWAS (provider) and Blackpool CCG (lead commissioner) to identiify hot spots and
pinch points locally (geographical, days, times etc) and facilitate the implementation of the
CQINs and cost neutral initiatives tosupport an improvement in performance. The
initiatives will include more "hear and treat" and "see and treat" pathways and partnership
working with GPs, OOHs, UCC and the ED.
An update was taken to CCE, Q&P and Gov Bodies in July/August. Findings will be
reported to the Q&P in Oct, with a full report going to CCE in Nov and GBs in Dec.
The outcome of the work will be the achievement of the Red 1 and Red 2 targets at CCG
level by Q4. Clinicians have also asked that the CCG consider whether reprocurement of
Ambulance Services for our population would be appropriate, the analysis being
undertaken will enable the CCG to consider this.

Ambulance - Category A (Red 1) - 8 minute
response
90.0%
80.0%
70.0%
60.0%

50.0%
40.0%

BI commentary
Ambulance Category A (Red 1) incidents which result in an emergency response
arriving at the scene within 8 minutes, presenting conditions are immediately life
threatening.
Responses were below target in May and June and consequently Year-to-Date.

30.0%
20.0%

10.0%
0.0%

Data Source: NWAS website

Ambulance - Category A (Red 2) - 8 minute response
Description
% performance
National Target

April

May
67.9%
75%

June
70.7%
75%

July
69.2%
75%

August
75%

75%

September October
75%

75%

November December January
75%

75%

75%

February

March

75%

75%

CCG Commentary : Sue Milne
A deep dive into performance commenced in May 2014 it is led by the CCG and includes
NWAS (provider) and Blackpool CCG (lead commissioner) to identiify hot spots and
pinch points locally (geographical, days, times etc) and facilitate the implementation of the
CQINs and cost neutral initiatives tosupport an improvement in performance. The
initiatives will include more "hear and treat" and "see and treat" pathways and partnership
working with GPs, OOHs, UCC and the ED.
An update was taken to CCE, Q&P and Gov Bodies in July/August. Findings will be
reported to the Q&P in Oct, with a full report going to CCE in Nov and GBs in Dec.
The outcome of the work will be the achievement of the Red 1 and Red 2 targets at CCG
level by Q4. Clinicians have also asked that the CCG consider whether reprocurement of
Ambulance Services for our population would be appropriate, the analysis being
undertaken will enable the CCG to consider this.

Ambulance - Category A (Red 2) - 8 minute
response
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%

BI commentary
Ambulance Red 2 Ambulance Category A (Red21) incidents which result in an
emergency response arriving at the scene within 8 minutes, presenting conditions
may be life threatening but less time critical.
Responses have been below target since April.

10.0%

0.0%

Data Source: NWAS website

A&E Waiting Times - 4hrs Waits
Description
% performance
National Target

April

May
95.2%
95%

June
95.9%
95%

July
94.8%
95%

A&E Waiting Times - 4hrs Waits
120.0%

100.0%
80.0%

60.0%
40.0%

August
95%

95%

September October
95%

95%

November December January
95%

95%

95%

February
95%

March
95%

CCG commentary : Sue Milne
The 4 hour wait was achieved for Q1 2014/15 and at aggregate level in June 2014 a
small number of breaches occurred. Approximately 9, specific to the South Cheshire
population. Notably there are known patients to the Emergency Department that use
A&E services as a ‘drop in’ clinic as an alternative to going to their GP practice.
Across the health economy demand on services had increased for the period of June
2014, the reason for this is being validated by the Trust. The System Resilience
Group (SRG) works across the health economy to improve the use of services.
Monthly meetings held to review progress of mitigating actions to support this
standard. MCHFT have identified system issues relating to service users not being
logged off the A&E CRM system. They are working on improving data quality and
validation for this area.
BI commentary
Performance fell below the 95% target in June having been met in the previous two
months.

20.0%
0.0%

Data Source: Unify
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Yearly Objective - 42

Cdifficile

YTD 15

Number of Clostridium difficile infections, as defined below, for patients aged 2 or more on the date the specimen was taken.
Description
No of Cases
Objectives

April

May
6
4

June

July

12
8

August

15
11

15

September October
19

23

November December January
27

30

33

February
36

March

39

42

CCG commentary: Sue Cooke
GP Quality Lead for NHS South Cheshire CCG has been in discussions with the
Consultant Microbiologist concerning antibiotic prescribing in Primary Care. Outcome
of this meeting was that the consultant microbiologist would be invited to the
prescribing leads meeting to raise issues around prescribing which can have an
effect on the number of C Difficile infections.

Cdifficile
45

40
35

Communty Infection Control teams and Consultant Microbiologist are involved in all
investigations of C Difficile outbreaks.

30
25

20
15
BI commentary
Clostrium difficile infections continue to exceed the Year to Date target. There were
3 at MCHFT, 2 at UHNS, 1 at RJAH and 9 in the community.

10
5
0

Data Source: HPA website

CPA - followed up within 7 days
Description
% performance
National Target

Q1

Q2
93.2%
95%

Q3

Q4

95%

95%

95%
CCG commentary: Julia Burgess
Awaiting information from the provider.

CPA - followed up within 7 days
100.0%
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%

BI commentary
3/44 patients were not followed up within 7 days of discharge from inpatient care.

30.0%

20.0%
10.0%
0.0%
Q1

Q2

Q3

Q4

Data Source: Unify

Receiving psychological therapies (IAPT)
Description
% performance
Target

Q1

Q2
2.7%
4.2%

Q3
4.3%

Q4
2.8%

3.8%
CCG commentary: Julia Burgess
Awaiting information from the provider.

Receiving psychological therapies (IAPT)
5%
5%
4%
4%
3%
3%
2%

BI commentary
The quarter 1 target of 4.2% was not met.

2%
1%
1%
0%
Q1

Q2

Q3

Q4

Data Source: Provider data
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Moving to recovery (IAPT)
Description
% performance
Target

Q1

Q2
33.9%
50%

Q3
50%

Q4
50%

50%
CCG commentary: Julia Burgess
A drop in recovery rates over the last 2 quarters has been seen. A systems review
indicated that the change to a self-referral system had an impact on recovery rates
recording. Through self-referral, all patients who complete a goal setting
appointment & fail to attend their first therapy appointment are also included.
However, they only have one set of psychometric scores, so will not show recovery.
When only actual completed treatments are included, recovery rates have remained
stable and in line with the national average, although below the national target. As
part of the NW IAPT Collaborative, work is being done to understand why the 50%
target is not achieved consistently in SC & VR. CWP have a data analysis action
plan in progress. IAPT services are discussed at monthly CWP contract monitoring
meetings.
BI commentary
The target was not met in quarter 1.

Moving to recovery (IAPT)
60%
50%
40%
30%
20%
10%
0%
Q1

Q2

Q3

Q4

Data Source: Provider data
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2014-15

Prevent
Premature
Dying

Enhance
quality of
Life
Long Term
Conditions

Objectives

Strategic

Help recovery
from ill health
/ injury

Ensure
positive
patient
experience

Treat & Care
in safe
environment

Everyone

Good
Governance &
Value for
Money

NHS
Performance Targets
Report 2014-15
This document provides a summary of the performance
measures stemming from the national NHS Constitution and NHS
Outcomes Framework. Identifying and quantifying risks and
mitigating actions to reduce potential breaches occurring which
could result in contractual penalties.
Reporting Period at @ July 2014

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
This paper provides the Joint Quality & Performance Committee with a summary report on the key
NHS performance measures for the Clinical Commissioning Group and the performance activity
attributed by our main acute provider Mid Cheshire Hospitals Foundation Trust (MCHfT) for the period
ending July 2014.
This report follows the guidance stemming from the ‘Everyone Counts Planning for Patients 2014-15
together with a supplementary supporting planning document published in December 2013.
Appendix 1 presents the scorecard of all indicators from the NHS Constitution and NHS Outcomes
Framework applicable to Commissioners. The validated statistics have been extracted from various
data warehouses and quality checked by the Business Intelligence team of Cheshire & Merseyside
Commissioning Support Unit. A RAG rating has been applied to each indicator using the tolerances
set nationally. A local rating has been set where national thresholds have not been determined.
Appendix 2 presents Exception report updates against those performance indicators (PIs) which did
not achieve target for the reporting period. Commentary has been sought from the CCG's designated
PI owner outlining the issues and corrective actions to mitigate against future breaches resulting in
contractual penalities.
For the reporting period ending July 2014 the performance measure that did not met the set target
are as follows:
* Ambulance Red 2 (8 Minutes) which measures the incidents which result in an emergency
response arriving at the scene within 8 minutes presenting conditions that may be immediately life
threatening and may be time critical. Performance continues to breach against the 75% national
target at 66.8% (Red 2). A multi-agency project team has undertaken a deep dive into performance
activity and a report presenting findings is scheduled for October 2014 with an objective to achieve the
national target at a CCG level by quarter 4.
* Ambulance Cat A (19 Minutes) which measures incidents presenting conditions which may be
immediately life threatening resulting in a fully equipped ambulance vehicle able to transport the
patient in a clinically safe manner arriving at the scene within 19 Minutes. Performance breached
against the 95% national target at 93.8%. A multi-agency project team has undertaken a deep dive
into performance activity and a report presenting findings is scheduled for October 2014 with an
objective to achieve the national target at a CCG level by quarter 4.
* Elective Finished first consultant episodes (FFCEs)- G&A Elective Ordinary Admissions, G&A
Daycases and Total G&A Electives all breached the planned target activity for the reporting period
July 2014. There has been analytical reviews of the activity data as emerging discrepancies are
occurring. A resubmission of the plans has been completed in June 2014 and forms part of the project
work with Integral Health Solutions.
* GP Written Referrals in General & Acute Specialities to First Outpatient following GP Referral
in General & Acute specialities have breached the planned target activity during July 2014. Analytical
work is being undertaken by the Primary Care and Contracting team to establish the cause of the
overperformance activity.
* HCAI - Overall number of cases of Clostrium difficile infections continue to exceed the Year-toDate target of 42 at an actual of 28 for the reporting period ending July 2014. The total breaches have
been 5 at MCHFT, 2 at UHNS, 1 at RJAH and 20 in the community.
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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

1,565

2,281

17.0%

16.5%

271

346

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

Page 3
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APPENDIX 1 – NHS South Cheshire CCG

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Diagnostic Waits - 6 week waits

99%

EB_5

A&E Waiting Times - 4hrs Waits

95%

EB_6

Cancer 2 Week Wait - All cancer two week wait

93%

EB_7

Cancer 2 Week Wait - Non-suspected cancer breast
symptoms

93%

EB_8

Cancer 31 day first treatment

96%

EB_9

Cancer 31 day subsequent treatments - surgery

94%

EB_10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98%

EB_11

Cancer 31 day - Subsequent treatments radiotherapy

94%

EB_12

Cancer 62 day referral to first treatment -

85%

EB_13

Cancer 62 day referral to first treatment - NHS
screening referral

90%

93.6%

94.2%

93.8%

95.6%

95.6%

96.1%

95.7%

95.7%

95.7%

93.2%

95.9%

92.2%

93.8%

96.0%

94.4%

99.6%

99.0%

99.5%

99.4%

99.9%

99.5%

95.2%

95.9%

94.8%

95.4%

95.4%

95.4%

95.4%

93.4%

95.4%

94.8%

93.2%

94.3%

90.4%

98.4%

94.4%

94.3%

95.7%

94.6%

98.9%

97.1%

100.0%

98.7%

98.6%

98.7%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

95.7%

95.2%

97.2%

100.0%

97.8%

87.0%

87.5%

90.6%

88.2%

92.3%

89.3%

100.0%

66.7%

100.0%

94.1%

100.0%

94.4%
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Ageing
Well

Living well

Trend

Starting
Well

Frequency

0.0

EB_4

93.8%

Mthly

92%

93.7%

Mthly

18 Week Referral to Treatment - Incomplete
Patients

93.3%

Mthly

EB_3

Jul-14

Mthly

95%

Q1

Mthly

18 Week Referral to Treatment - Non-Admitted
Patients

Jun-14

Mthly

EB_2

May-14

Mthly

90%

YTD
Apr-14

Mthly

18 Week Referral to Treatment - Admitted Patients

Quarter 2

Mthly

EB_1

Quarter 1

Mthly

Target

2013
or
2013-14

Mthly

Measure

Programme
2012
or
2012-13

Mthly

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Ambulance - Category A (Red 1) - 8 minute
response

75%

EB_15 (ii)

Ambulance - Category A (Red 2) - 8 minute
response

75%

EB_16

Ambulance - Category A - 19 minute response

95%

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

EB_S4 (i)

80.0%

83.3%

100.0%

87.5%

88.9%

88.0%

83.8%

68.3%

70.6%

73.6%

77.3%

74.6%

67.9%

70.7%

69.2%

69.3%

66.8%

68.7%

97.2%

98.0%

95.7%

97.0%

93.9%

96.2%

0

0

0

0

0

0

Qtr

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

1

0

1

0

1

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Mthly

Mthly

Number of 52 Week RTT - Non-admitted>52weeks

0

Mthly

EB_S4 (ii)

93.2%

Mthly

0

93.2%

Mthly

Number of 52 Week RTT - Admitted>52weeks

1.4%

Mthly

95%

1.4%

99.5%

99.7%

99.0%

99.4%

99.7%

99.5%

99.9%

99.9%

99.9%

99.9%

99.8%

99.9%

Trend
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Ageing
Well

Jul-14

Living well

Q1

Starting
Well

Frequency

Jun-14

Mthly

EB_15 (i)

May-14

Mthly

85%

YTD
Apr-14

Mthly

Cancer 62 day referral to first treatment - consultant
referral upgrade

Quarter 2

Qtr

EB_14

Quarter 1

Mthly

Target

2013
or
2013-14

Mthly

Measure

Programme
2012
or
2012-13

Mthly

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

EC_1

Elective Ordinary admissions (G&A)

Full year
plan: 4,089

Quarter 1

Quarter 2

YTD
Apr-14

May-14

Jun-14

286

312

336

Q1
934

Jul-14
373

Trend

1,307
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Ageing
Well

2013
or
2013-14

Living well

2012
or
2012-13

Starting
Well

Target

Frequency

Measure

Programme

Mthly

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

4,777

1,848

6,625

1,921

1,943

5,711

2,221

7,932

1,780

1,780

5,398

1,767

7,165

4,358

4,870

13,814

5,117

18,931

Full year
plan: 21,572

1,561

EC_3

Total Elective admissions (G&A)

Full year
plan: 25,661

1,847

EC_4

Non-Elective admissions (G&A)

Full year
plan: 22,054

1,838

EC_5

First Outpatient Attendances (G&A)

Full year
plan: 57,898

4,586

EC_6

Subsequent OP attendances (G&A)

Full year
plan:
120,535

EC_7

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)

Full year
plan: 37,956

EC_10

Other referrals (G&A)

Full year
plan: 17,300

EC_11

Total referrals (G&A)

Full year
plan: 55,256

EC_12

First OP following GP referral (G&A)

Full year
plan: 33,957

EA_3

Mental Health - proportion of people who have
depression/anxiety who receive psychological
therapies

Annual
target:
15%

EA_S2

Mental Health - proportion who complete treatment
who are moving to recovery

50%

ED_2

Patient Experience of Primary Care - % of patients
with a poor experience of GP Services

Q1

Jul-14

8,936

3,346

12,282

3,497

4,707

3,866

12,070

4,657

16,728

3,215

3,189

9,518

3,670

13,188

1,319

1,333

1,313

3,965

1,535

5,500

4,433

4,548

4,502

13,483

5,205

18,688

2,663

2,666

2,872

8,201

3,026

11,227

Qtr

3,114

2.7%

2.7%

Qtr

Mthly

2,822

Mthly

3,499

Mthly

2,615

Mthly

Mthly

26,545

Mthly

26,545

Trend

33.9%

33.9%

5%
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Ageing
Well

1,607

Daycases (G&A)

Mthly

1,609

EC_2

Jun-14

Living well

YTD
May-14

Starting
Well

Quarter 2

Apr-14

Mthly

Frequency

Quarter 1

Mthly

2013
or
2013-14

Mthly

Target

2012
or
2012-13

Mthly

Measure

Programme

Annual

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

Patient Experience of Primary Care - % of patients
with a poor experience of GP & OOH Services

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%

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

C3.1

Emergency Admissions - Acute Conditions that
should not usually require hospital admission

Quarter 2

YTD
Apr-14

May-14

Jun-14

Q1

Jul-14

Trend

6%

Qtr

28

17.3%

17.3%

Mthly

138

135

139

412

122

534

Mthly

64%

7

13

10

30

10

40

289

255

231

775

221

996
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Ageing
Well

Quarter 1

Living well

2013
or
2013-14

Starting
Well

Frequency

ED_2

Qtr

Target

Qtr

Measure

Programme
2012
or
2012-13

Mthly

of ill health or injury

2. Enhancing quality of life

1: Preventing people from dying prematurely

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

16.0%

14.2%

15.5%

11

3

4

18

3

21

76.2%

PROMS - Hip Replacement

n/a

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

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

Mthly

C3.3 (i)

83.3%

88.0%

82.8%

87.5%

Trend

84.1%
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Ageing
Well

16.3%

No data

16.0%

Qtr

15.7%

Emergency Re-admissions - % within 30 days of
discharge from hospital

Qtr

Jul-14

Qtr

Q1

Living well

YTD
Jun-14

Starting
Well

Frequency

Quarter 2

May-14

C3.2

80%

Quarter 1

Apr-14

Qtr

Target

2013
or
2013-14

Mthly

Measure

Programme
2012
or
2012-13

Mthly

Domain
3. Helping people recover following episodes of ill health or injury

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS South Cheshire CCG

75

0

0

0

Friends & Family Test (A&E)

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

42

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

Criteria
Everyone Counts
CCG Outcomes Indicator Set
Local Measures

Jul-14

Trend

13%

4.9

6

66.7%

3

0

0

15

13

28

100.0%

100.0%

Mthly

6

0

16.3%

17.2%

17.5%

17.0%

15.0%

16.5%

Mthly

4.7

102

86

83

271

75

346

512

512

541

1,565

716

2,281

1
2
3
4
5

80.0%

100.0%

85.7%

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

74

C4.3 (i)

Q1

Living well

75

Annual

55

Patient Experience of Hospital Care

Annual

65

C4.2

Mthly

68

Patient Experience of Primary Care - % of patients
with a poor experience of Out of Hours GP Services

Mthly

Jun-14

Starting
Well

YTD
May-14

C4.1

Key

Quarter 2

Apr-14

Mthly

Frequency

Quarter 1

Mthly

Target

2013
or
2013-14

Mthly

Measure

Programme
2012
or
2012-13

Mthly

5. Safety & protection
from harm

4. Positive experience of care

Domain

NHS Constitution & Outcomes Framework Measures
NHS Code

July

Reporting Period

APPENDIX 3 – NHS South Cheshire CCG Exceptions Report

Month and Year to Date exceptions - NHS South Cheshire CCG
First OP following GP referral (G&A)
Description
Activity
Plans
Variance to plan

April

May
2,663
2,532
5.2%

June
2,666
2,641
0.9%

July
2,872
2,567
11.9%

August
3,026
2,978
1.6%

2,664

September October
2,926

2,905

November December January
3,204

2,669

2,961

February

March

2,834

3,076

YTD
11,227
10,718
4.7%

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
First OP appointments following GP referral have been above plan since the
beginning of the year and appear to be increasing. They were above plan 1.6% in
July and 4.7% year to date.

500
0

Data Source: Unify (MAR)

GP written referrals (G&A)
Description
Activity
Plans
Variance to plan

April

May
3,114
2,856
9.0%

June
3,215
3,011
6.8%

July
3,189
3,276
-2.7%

August
3,670
3,180
15.4%

3,302

September October
3,295

3,144

November December January
3,292

2,974

3,140

February

March

3,147

3,339

YTD
13,188
12,323
7.0%

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
Apart from in June, GP written referrals have been above plan most of the year and
appear to be increasing. They exceeded plan 15.4% in July and 7% year to date.

500
0

Data Source: Unify (MAR)

Other referrals (G&A)
Description
Activity
Plans
Variance to plan

April

May
1,319
1,292
2.1%

June
1,333
1,346
-1.0%

1,313
1,469
-10.6%

Other referrals (G&A)

July

August
1,535
1,419
8.2%

1,475

September October
1,485

As Above

1,440

November December January
1,504

1,411

1,464

February

March

1,473

1,522

CCG commentary : Stephen Evans

4,000
3,500

3,000
2,500
2,000
1,500
1,000

BI commentary
Other referrals appear to be increasing and were above plan by 8.2% in July.
However, they are below plan by 0.5% year to date.

500
0

Data Source: Unify (MAR)
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YTD
5,500
5,526
-0.5%

Subsequent OP attendances (G&A)
Description
Activity
Plans
Variance to plan

Q1

Q2
26,545
26,308
0.9%

Q3
33,134

Q4
32,634

28,459

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 October.

Subsequent OP attendances (G&A)
35,000

30,000
25,000

20,000
15,000

BI commentary
Subsequent OP attendances were 0.9% above plan in quarter 1.

10,000
5,000

0
Q1

Q2

Q3

Q4

Data Source: Unify (QAR)

Elective admissions (G&A)
Description
Activity
Plans
Variance to plan

April

May
286
308
-7.1%

June
312
327
-4.6%

July
336
348
-3.4%

August
373
339
10.0%

September October
353

Elective admissions (G&A)

354

336

November December January
357

325

340

February

March

341

YTD
1,307
1,322
-1.1%

361

CCG commentary : Stephen Evans

As Above

400
350

300
250
200
150
100

BI commentary
Elective admissions have increased throughout the year and were 10% above plan in
July. However, they are 1.1% below plan year to date.

50
0

Data Source: Unify (MAR)

Daycases (G&A)
Description
Activity
Plans
Variance to plan

April

May
1,561
1,672
-6.6%

June
1,609
1,706
-5.7%

July
1,607
1,672
-3.9%

Daycases (G&A)

August
1,848
1,796
2.9%

1,672

September October
1,825

As Above

1,940

November December January
1,861

1,663

1,949

February
1,830

March
1,986

CCG commentary : Stephen Evans

400
350
300

250
200
150
100

BI commentary
Daycases have increased throughout the year and were above 2.9% above plan in
July. However, they are 3.2% below plan year to date.

50
0

Data Source: Unify (MAR)
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YTD
6,625
6,846
-3.2%

Number of 52 Week RTT - Admitted>52weeks

The number of admitted pathways greater than 52 weeks for admitted patients whose clocks stopped during the period
Description
Activity
Target

April

May
0
0

June

July

1
0

August

0
0

0
0

September October
0

0

November December January
0

0

0

February
0

March
0

0

CCG commentary: Stephen Evans
Contracting and the Planned Care team have reviewed this case at Warrington and
Halton FT (WAHFT). The reason this patient breached 52 weeks on the unadjusted
return is because suspension periods are not taken into account. The breach was
down to patient choice.

Number of 52 Week RTT Admitted>52weeks
2

1

BI commentary
Whilst the target was met in June, the Year to Date picture is affected by a single
case in May. This case occurred at Warrington and Halton, in the specialty of 'other',
and was attributable to 'patient choice'.

0

Data Source: Unify

Ambulance - Category A (Red 1) - 8 minute response
Description
% performance
National Target

April

May
83.8%
75%

June
68.3%
75%

July
70.6%
75%

August
77.3%
75%

75%

September October
75%

75%

November December January
75%

75%

February

75%

March

75%

75%

CCG commentary : Sue Milne
A deep dive into performance commenced in May 2014 it is led by the CCG and includes
NWAS (provider) and Blackpool CCG (lead commissioner) to identiify hot spots and
pinch points locally (geographical, days, times etc) and facilitate the implementation of the
CQINs and cost neutral initiatives tosupport an improvement in performance. The
initiatives will include more "hear and treat" and "see and treat" pathways and partnership
working with GPs, OOHs, UCC and the ED.
An update was taken to CCE, Q&P and Gov Bodies in July/August. Findings will be
reported to the Q&P in Oct, with a full report going to CCE in Nov and GBs in Dec.
The outcome of the work will be the achievement of the Red 1 and Red 2 targets at CCG
level by Q4. Clinicians have also asked that the CCG consider whether reprocurement of
Ambulance Services for our population would be appropriate, the analysis being
undertaken will enable the CCG to consider this.

Ambulance - Category A (Red 1) - 8 minute
response
90.0%
80.0%
70.0%

60.0%
50.0%
40.0%

BI commentary
Ambulance Red 1 responses were below target in May and June and consequently
Year to Date.

30.0%
20.0%
10.0%

0.0%

Data Source: NWAS website

Ambulance - Category A (Red 2) - 8 minute response
Description
% performance
National Target

April

May
67.9%
75%

June
70.7%
75%

July
69.2%
75%

August
66.8%
75%

Ambulance - Category A (Red 2) - 8 minute
response
80.0%
70.0%
60.0%
50.0%
40.0%

30.0%
20.0%

75%

September October
75%

75%

November December January
75%

75%

February

75%

75%

March
75%

CCG Commentary : Sue Milne
A deep dive into performance commenced in May 2014 it is led by the CCG and includes
NWAS (provider) and Blackpool CCG (lead commissioner) to identiify hot spots and
pinch points locally (geographical, days, times etc) and facilitate the implementation of the
CQINs and cost neutral initiatives tosupport an improvement in performance. The
initiatives will include more "hear and treat" and "see and treat" pathways and partnership
working with GPs, OOHs, UCC and the ED.
An update was taken to CCE, Q&P and Gov Bodies in July/August. Findings will be
reported to the Q&P in Oct, with a full report going to CCE in Nov and GBs in Dec.
The outcome of the work will be the achievement of the Red 1 and Red 2 targets at CCG
level by Q4. Clinicians have also asked that the CCG consider whether reprocurement of
Ambulance Services for our population would be appropriate, the analysis being
undertaken will enable the CCG to consider this.
BI commentary
Ambulance Red 2 responses have been below target since April.

10.0%
0.0%

Data Source: NWAS website
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Ambulance - Category A - 19 minute response
Description
% performance
National Target

April

May
97.2%
95%

June
98.0%
95%

July
95.7%
95%

August
93.9%
95%

September October

95%

95%

November December January

95%

95%

95%

February

95%

March

95%

95%

CCG Commentary : Sue Milne
A deep dive into performance commenced in May 2014 it is led by the CCG and includes
NWAS (provider) and Blackpool CCG (lead commissioner) to identiify hot spots and
pinch points locally (geographical, days, times etc) and facilitate the implementation of the
CQINs and cost neutral initiatives tosupport an improvement in performance. The
initiatives will include more "hear and treat" and "see and treat" pathways and partnership
working with GPs, OOHs, UCC and the ED.
An update was taken to CCE, Q&P and Gov Bodies in July/August. Findings will be
reported to the Q&P in Oct, with a full report going to CCE in Nov and GBs in Dec.
The outcome of the work will be the achievement of the Red 1 and Red 2 targets at CCG
level by Q4. Clinicians have also asked that the CCG consider whether reprocurement of
Ambulance Services for our population would be appropriate, the analysis being
undertaken will enable the CCG to consider this.

Ambulance - Category A - 19 minute response
120.0%
100.0%
80.0%

60.0%
40.0%

BI commentary
Ambulance 19 minute response performance fell below target in July.

20.0%
0.0%

Data Source: NWAS website

Yearly Objective - 42

Cdifficile

YTD 28

Number of Clostridium difficile infections, as defined below, for patients aged 2 or more on the date the specimen was taken.
Description
No of Cases
Objectives

April

May
6
4

June

July

12
8

15
11

August
28
15

September October
19

23

November December January
27

30

33

February
36

March

39

42

CCG commentary: Sue Cooke
GP Quality Lead for NHS South Cheshire CCG has been in discussions with the
Consultant Microbiologist concerning antibiotic prescribing in Primary Care. Outcome
of this meeting was that the consultant microbiologist would be invited to the
prescribing leads meeting to raise issues around prescribing which can have an
effect on the number of C Difficile infections.

Cdifficile
45
40
35

Communty Infection Control teams and Consultant Microbiologist are involved in all
investigations of C Difficile outbreaks.

30
25
20

BI commentary
Clostrium difficile infections continue to exceed the Year to Date target. There were
5 at MCHFT, 2 at UHNS, 1 at RJAH and 20 in the community.

15
10
5
0

Data Source: HPA website

CPA - followed up within 7 days
Description
% performance
National Target

Q1

Q2
93.2%
95%

Q3
95%

Q4
95%

95%
CCG commentary: Julia Burgess
Awaiting information from the provider.

CPA - followed up within 7 days
100.0%
90.0%
80.0%
70.0%
60.0%

50.0%
40.0%
BI commentary
3/44 patients were not followed up within 7 days of discharge from inpatient care.

30.0%
20.0%
10.0%
0.0%
Q1

Q2

Q3

Q4

Data Source: Unify
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Receiving psychological therapies (IAPT)
Description
% performance
Target

Q1

Q2
2.7%
4.2%

Q3
4.3%

Q4
2.8%

3.8%
CCG commentary: Julia Burgess
Awaiting information from the provider.

Receiving psychological therapies (IAPT)
5%
5%
4%
4%

3%
3%
2%
BI commentary
The quarter 1 target of 4.2% was not met.

2%
1%
1%
0%
Q1

Q2

Q3

Q4

Data Source: Provider data

Moving to recovery (IAPT)
Description
% performance
Target

Q1

Q2
33.9%
50%

Q3
50%

Q4
50%

50%
CCG commentary: Julia Burgess
A drop in recovery rates over the last 2 quarters has been seen. A systems review
indicated that the change to a self-referral system had an impact on recovery rates
recording. Through self-referral, all patients who complete a goal setting
appointment & fail to attend their first therapy appointment are also included.
However, they only have one set of psychometric scores, so will not show recovery.
When only actual completed treatments are included, recovery rates have remained
stable and in line with the national average, although below the national target. As
part of the NW IAPT Collaborative, work is being done to understand why the 50%
target is not achieved consistently in SC & VR. CWP have a data analysis action
plan in progress. IAPT services are discussed at monthly CWP contract monitoring
meetings.
BI commentary
The target was not met in quarter 1.

Moving to recovery (IAPT)
60%
50%
40%
30%
20%

10%
0%
Q1

Q2

Q3

Q4

Data Source: Provider data
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Report
Reporting Group: NHS South Cheshire CCG Governing Body
Report Title: Finance Report – Month 5 2014/15
Date/Time: 2nd October 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 5; 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.

3.6.1

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 £0.215 million (previously reported £0.179 million, also the early year
net forecast underspends of £0.230 million resulting in total potential excess surplus of £0.015
million; and
c. note that the CCG holds no general contingency to manage risk; and
d.

note the Acute & Community contract forecast over performance of £1.116 million and the high risk
of further movement; and

e. note that the CCG’s innovation fund (operating under the Alliance contract) is reporting that the
Provider Board initiatives contained within the fund are forecast to underspend by £0.444,
contributing to the CCGs financial position; and
f.

note that the CCG’s Planned Investment Scheme budget is reporting a forecast underspend of
£0.143 million, contributing to the CCG’s financial position; and

g.

note the focus on the Prescribing Budget and the reported forecast underspend of £0.651 million,
based on early data.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
No
Yes

Resources
Issues outlined
Yes

213 of 259

Report Title: Finance Report – Month 5 2014/15
1.0 Introduction
1.1
This report sets out the Financial Position for 2014/15, as at month 05, for NHS South Cheshire
CCG. This report follows the previous formal Governing Body report of 7th August 2014.
2.0 Financial Overview
2.1

The CCGs estimated resource at Month 5 is £205.833 million (previously reported
£204.506 million) including running costs of £4.238 million (circa £24 per head of
population). The increase relates to the transfer of service from NHS England for Primary
Care Information Technology, with a confirmed transfer of £0.446 million and a confirmed
transfer of £0.175 million for transitional funding. The CCG has also now received £0.706
million for the Referral to Treatment Funding (this being intended to clear backlog and
reduce the number of long wait patients).

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

202,564

3,269

205,833

(202,564)

(2,249)

(204,813)

Planned Surplus

-

1,020

1,020

Forecast Surplus

-

1,020

1,020

% of resource (plan)

-

0.5%

0.5%

2.3

The 2013/14 Control Total surplus of £1.942 has been returned to the CCG, this is less that the
actual CCG surplus in 2013/14 of £1.983 million.

2.4

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 and the
University Hospitals of North Staffordshire (UHNS) likely to cause the greatest concern,
continuing health care assessments(including complex case claims relating to learning
disabilities), and the impact of NHS England adjustments including Primary Care,
Information Technology, 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.

2.5

Table 2 below summaries the potential and confirmed impact of transfers of service or
cost measured against the potential resource to be received.
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Table 2

Potential transfers of service or cost measured against
potential resource
Primary Care information technology(recurrent £446k
& transitional £175k); resource received
Primary Care Information Technology Capital (Capital
to be allocated and accessed via the Area Team of
NHS England)
National Risk Pool for CHC restitution Claims*
NHS Property Services (National Shortfall)
Primary Care Schemes settlement for transfer (50%
Recurrent, plus 50% non-recurrent)
Shortfall of return of surplus from 2013/14
Resilience Funding (Urgent Care)
Referral to Treatment (RTT); resource received
Quality Premium- value non yet known
Total

Potential or
confirmed
resource/
base
budget
£000

Cost to
CCG
£000

621

641

297

-

600
1,078
694

600
48
1,078
694

3,290

4,257

767
429

*The cost to the CCG has been included in the CCG’s reported position

2.5.1 The CCG has received indicative costs, relating to NHS Property Services, from NHS
England of £0.154 million. The CCG will additionally add its share of estimated costs
£0.275 million (share of £0.443 million) relating to Elmhurst property services costs
which will be a shared cost across NHS Vale Royal CCG and NHS South Cheshire
CCG. The CCG’s share of this cost is included in the reported position; it is unclear at
this stage whether this fully addresses the national shortfall. The potential excess cost
over budget to the CCG is £0.132 million (£0.429 million less budget £0.297 million);
this cost is being reviewed and challenged.
2.5.2 NHS England have issued a framework to support planning for operational resilience
during 2014/15 which covers urgent and planned care, this is intended to move
beyond planning for urgent care over winter to year round resilience. The framework
expects the evolution of Urgent Care Working Groups into System Resilience Groups.
Urgent care funding will be allocated to CCGs on a fair share basis and is to be
shared amongst local systems in the same way as for 2013/14. The CCG is expected
to receive £1.078 million.
2.6

Following the budget book approval, there was a forecast budget shortfall of £0.953
million; however, based on limited current data at month 5 and the budget
adjustments following agreement of provider contracts, reduces the budgetary
shortfall to £0.215 million (previously reported £0.179 million).
Forecast over/under spends are based on limited data at month 5 and are reported at
£0.230 million underspent.
The budgetary shortfall of £0.215 million, together with the forecast underspends of
£0.230 million, results in a potential excess surplus of £0.015 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.
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See Table 3 below:Table 3
Forecast position

Forecast
Month 3
£000

Budgetary shortfall(Unidentified QIPP as agreed by
the Governing Body was £0.953 million; moving to
£0.179 million at month 3)
Budget changes for agreed/estimated contracts

(179)

Budgetary Shortfall month 05

(179)

Forecast
Month 5
£000
(179)

(36)
(215)

Forecast(overspends)/underspends month 5
Acute & Community Contracts
Continuing Care Services
Other Contracts
Running Costs
Prescribing Savings
Other Programme
Total forecast (overspends)/underspends month 5
Adjusted uncommitted (over spent) general reserve
MEMO potential (shortfall)/excess forecast surplus

253
(277)
64
86
208
334
155
155

(1,116)
(198)
625
651
268
230
15
15
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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. Risk highlights can also be seen below:-

Table 4
Risk Rating
Medium
Low
Medium
High
Low
Medium

Year
2014/15
2014/15
2014/15
2014/15
2014/15
2014/15

Risk
0-£2 million
0-£1 million
0- £2 million
0-£4 million
Audit risk
0-£1 million

7

Risk Title as per corporate Risk Register
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

2014/15

0-£2 million

8

mental health- payment by results

Low

2014/15

future costs
value unknown

Medium
Medium

2014/15
2014/15

0-£1 million
0-£2 million

Medium

2015/16

0- £10million

1
2
3
4
5
6

9
Learning Disability pooled arrangement
10 Delivery of forecast surplus and control total
Integration Agenda within existing resource
11 2015/16
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 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. The CCG is expecting an update from NHS England in month 6. There is also the
continuous financial risk of the cost and volume of continuing health care assessments exceeding
the CCG budget.

3.4

The CCG may have to contribute further to the national shortfall to NHS Property Services.
The CCG has received indicative costs from NHS England of £0.154 million. The CCG will
additionally add its share of estimated costs £0.275 million (share of £0.443 million) relating
to Elmhurst property services costs which will be a shared cost across NHS Vale Royal
CCG and NHS South Cheshire CCG. The CCG’s share of this cost is included in the
reported position; it is unclear at this stage whether this fully addresses the national
shortfall. The potential excess cost over budget to the CCG is £0.132 million (£0.429 million
less budget £0.297 million); this cost is being reviewed and challenged as necessary.
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3.5

The CCG has been informed that the Primary Care Information Technology responsibility
will transfer from Area Team (NHS England) to the CCG. The recurrent resource has now
transferred to the CCG budget at £0.446 million; however the cost of the service is
estimated to be £0.641 million. The CCG had applied for transitional funding to cover the
shortfall, and has received only £0.175 million this has resulted 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.

3.6

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. Settlement has been reached for 2014/15 to fund
the CCG circa £0.300 million recurrently and a further £0.300 million non-recurrently. The
Non recurrent funding is a transitional funding arrangement that will reduce to nil over the
next two years.

3.7

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 an
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.

3.8

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 £2.094 million has been set aside to be governed under an
Alliance Contract to fund the transformational change identified in the 2 year Operational Plan.

3.9

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
£205.833 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 1).

Total NHS
Provider
Total Non NHS
Contracts

Year variance

£000 Year to Date
Variance
Year Forecast
Outturn

£000 Year to Date
Expenditure

£000 Year to Date
Budget

£000

Summary of
Planned
Expenditure

Total Budget

Table 5

(580)
145,689

60,381

61,029

(648)

146,269
(536)

2,889

Other
Contracts

7,944

Continuing
Care Services

11,777

Prescribing

29,143

3,425
7,319
3,337

3,341

4,741

4,798

12,143

625

(4)
(57)

11,975

353

28,492

651

468

3,080

268

1

4,238

-

(198)

11,790
Other
Programme

3,348

Running Costs

4,238

1,691
1,223

1,765
Earmarked &
General
Reserves
Total Forecast
Expenditure

(215)

204,813

76

85,338

1,764
-

76

85,354
(16)

Surplus budget

1,020

425

Total

205,833

85,763

15

(230)

204,813 -

1,020

-

425
85,354

205,833 409
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4.2

Acute & community contracts (NHS and Non NHS), forecast overspent £1.116 million
(previously reported £0.253 million overspent)

4.2.1

The NHS acute and community contracts have now been agreed, apart from one
remaining contract that has yet to be finalised. The forecast overspend has been reduced
by £ 0.235 million based on the estimated impact that the £0.706 million Referral to
Treatment Funding will have on the forecast out turn. This report is based on the limited
activity data at month 4. The status of the largest contracts can be seen in Table 6 below:Table 6

Type
Acute
Community
Mental
Health
Acute
Ambulance

Budget Heading
Mid Cheshire Hospitals FT
East Cheshire NHS Trust
(Community)
Cheshire & Wirral
Partnership FT
University Hospital of North
Staffs NHS Trust
North West Ambulance
Service

Total
Contract
£000
89,809

Year
Forecast
Out turn
£000
90,202

Year
Forecast
Variance
£000
(393)

Red
Amber
Green
£000
Red

14,426

14,399

27

Green

13,910

13,911

(1)

Green

8,084

8,834

(750)

Red

6,007

6,180

(173)

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).

4.2.3

The Non-Elective admissions have shown a slight decrease in the first four months of
2014/15 however, the Trust is reporting a higher case mix of admissions, which is to be
reviewed. This remains an issue 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 In addition to the Urgent Care block agreement there was a further £1.8 million (at a contract
level) identified for the Provider Board which was subsequently transferred to MCHFT. The
purpose of this was to support the existing cost base within the Trust with the aim of releasing
capacity once the Provider Board Initiatives have had an impact across the local health
economy. The CCG recognizes that the Provider Board Initiatives may not have impacted on
the reduction in Non-Elective Admissions but is seeking to fully understand how the £1.8
million is supporting the Trust with the aim of retracting this resource as agreed. The review
into the reported change in case mix could impact on any release of this funding.
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.
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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 October.
4.2.5 The CCG has received an allocation of £0.706 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 has 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. The
operational delivery of this is being closely managed through NHS England.
4.2.6 The University Hospitals of North Staffordshire (UHNS) contract has been agreed at
£8.084 million, the forecast overspend at month 5 is £0.750 million (previously
reported at £0.121 million, this is a substantial overspend and this is being
investigated and monitored. The CCG has instigated discussions with the lead
commissioners, NHS North Staffordshire CCG. It has become apparent that the over
performance is not limited to the local CCGs but is being seen by all commissioners
and therefore two contract queries have been raised, one for planned care and one for
urgent care. As yet responses have not been received but it has been agreed that
NHS South Cheshire CCG and NHS Vale Royal CCG can be included in the demand
management process. The resultant contract penalties are being applied in full and
are being monitoring closely.
4.2.7

East Cheshire Community base contract has been agreed at £14.426 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 financial position. In addition, discussions over respiratory and
continence services at Audlem and Wrenbury continue, the financial impact of any
changes have yet to be agreed.

4.2.8

Cheshire and Wirral Partnership Trust contract discussions had 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 has now reduced our contract by £0.205 million in 2014/15, bring the
new agreed contract to £13.910 million. There is the potential to reduce the contract by a
further £0.600 million in 2015/16.

4.2.9 North West Ambulance contract has been agreed at £6.007 million, however there is some
concern that the contract is less than the 2013/14 out turn, therefore a forecast over
performance of £0.173 million has been included at month 5 based on the previous year.
4.3

Continuing Health Services, forecast over spend £0.198 million (previously reported
overspend £0.277 million)

4.3.1 A summary of the continuing care services budgets are shown in Table 7 below. The
forecast is based on information available at month 5 further work continues 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. However this contribution is
being challenged by CCGs at a National level and final guidance remains outstanding.
4.3.3

The CCG will be required to account for restitution claims which arose after the formation
of the CCG, currently forecast at £0.100 million.
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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 month 5, the estimated value of these reviews that have taken place and
impacting on the Continuing Health Services budget is £0.400 million, and this is reflected in the
CCG’s reported position. At the current time no complexity contributions will be made to the
council beyond those assessed as requiring CHC and following full assessment.

Table 7
Summary of
Continuing Care
Services Budget
Continuing Care
Personal Health
Budget
Mental Health
Learning Disability
Children
Other
Funded Nursing
Care
National Risk Pool
Provision reserveRestitution
Sub Total
Memo
Learning Disability
budget-programme
(pending CHC
claims)
Total

Year to
Date
Budget
£000
2,320

Year to
Date
Expenditure
£000
2,279

Year to
Date
variance
£000
41

Year
Forecast
Outturn
£000
5,597

Year
Forecast
variance
£000
(26)

482
1,275
400
270
25

201
531

268
772

(67)
(241)

112
11

81
11

31
-

598
1,917
400
242
25

(116)
(642)
28
-

2,687
767

1,120
320

1,025
320

95
-

2,329
767

358
-

300
11,777

125
4,740

41
4,797

84
57

100
11,975

200
(198)

1,097
12,874

657
5,397

575
5,372

82
139

1,015
12,990

82
(116)

Annual
Budget
£000
5,571

5.0 Planned Investment Schemes; Forecast underspend £0.143 million
5.1

The CCG has planned investments, as part of the operating plan, of £1.457 million. At month
5, £0.635 million has been transferred into the budgets, and £0.143 million is indicated as the
forecast underspend. The progress of the remaining schemes of £0.679 will be monitored
over the remaining year; a summary of schemes can be seen in Appendix 2.
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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 3.

6.2

At month 5 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 Focus- Prescribing; Forecast underspend £0.651 million (previously £0.086 million underspend)
7.1
The CCG total prescribing budget is £28.481 million (including budgets for GP prescribing
£27.276 million. Based on this forecast the CCG has increased its forecast underspend to
£0.651 million (previously reported £0.086 million underspend).The Prescription Pricing Division
(PPD) has now released its first prescribing forecasts for this year. Actual data for April –June
has been received and is plotted against total equivalent expenditure for the previous year and
can be seen in table 8 below:Table 8

7.2

The CCG’s actual prescribing data for April-June has been analysed by practice and plotted
against equivalent expenditure for the previous year in Table 9 below:-
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Table 9

8.0 Risk Management (Scenario Forecast Outturns)
8.1
The CCG will need to plan appropriately to manage the in- year financial risk. Table 10 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.
A more detailed assessment of risks can be seen in the Audit and Governance Report.
Financial risks are included on the corporate risk register.

Total NHS & Non NHS Provider Contracts

Prescribing
Running Costs
Other Programme
General Reserves
Control total
Allocations
Total scenario surplus/(deficit)
Surplus -Control Total

-

(1,116)
625

(1,116)

1,000

625

(1,000)

(198)

-

(198)

-

651
268
(230)
1,020
1,020
1,020

1,000
100
500
15
1,020
2,519

651
268
(230)
1,020
1,020
1,020

(230)
1,020
(1,000)
(4,210)

Forecast

Month 5
£000

Best
(1,116)

(3,000)
Other Contracts including
Learning Disabilities, Grants & Joint working
Continuing Care Services

£000

Summary Plan Position

£000 Probable

Worst

Table 10

£000

8.2
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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 £0.215 million (previously reported
£0.179 million), also the early year net forecast underspends of £0.230 million resulting in total
potential excess surplus of £0.015 million, which will be held as a general contingency to
manage risk; and

9.3

That the Governing Body notes that the CCG holds no general contingency to manage risk; and

9.4

That the Governing Body notes the Acute & Community contract forecast over performance of
£1.116 million and the high risk of further movement; and

9.5

That the Governing Body notes that the CCG’s innovation fund (operating under the Alliance
contract) is reporting that the Provider Board initiatives contained within the fund are forecast to
underspend by £0.444, contributing to the CCGs financial position; and

9.6

That the Governing Body notes that the CCG’s Planned Investment Schemes budget is reporting
a forecast underspend of £0.143 million, contributing to the CCG’s financial position; and

9.7

That the Governing Body notes the focus on the Prescribing Budget and the reported forecast
underspend of £0.651 million, based on early data.

Lynda Risk
Chief Finance Officer
2nd October 2014
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Appendix 1
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

192,290
4,260
(22)
6,036

Allocation

Running Cost reduction 2014/15

Allocation

Growth 14/15

Allocation

Return of forecast Surplus from 2013/14

Allocation

GP IT

Allocation

GP Transitional funding

Allocation

RTT 14/15 (referral to Treatment funding)

1,942
446
175
706

Allocation

202,564

3,269

192,290
4,260
(22)
6,036
1,942
446
175
706
0
205,833

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
446
175
706
0

192,290
4,260
(22)
6,036
1,942
446
175
706
0

205,833

205,833
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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

91

110

(19)

260

(41)

Amber contract agreed

Acute

Alderhey Childrens Hospital FT

605

0

605

0

605

252

247

5

584

21

Green contract agreed

Acute

Central Manchester University Hospital FT

1,030

0

1,030

0

1,030

429

275

154

793

237

Green contract agreed

Acute

Countess of Chester FT

421

0

421

0

421

176

182

(6)

416

5

Green contract agreed

Acute

East Cheshire NHS Trust (Acute)

1,309

0

1,309

0

1,309

545

475

70

1,108

201

Green contract agreed

Acute

Liverpool Women's Foundation NHS Trust

62

0

62

0

62

26

42

(16)

100

(38)

Amber contract agreed

Acute

Mid Cheshire Hospitals FT

89,809

0

89,809

0

89,809

37,425

37,832

(407)

90,202

(393)

Acute

Mid Cheshire Hospitals FT- Pending adjustments

11

258

269

0

11

258

Green

Acute

Mid Cheshire Hospitals FT- winter pressures 13/14

Acute

RTT (MCHT & other providers)

Acute

Robert Jones and Agnes Hunt FT

Acute

11

0

0

0

706

706

0

706

294

2,116

0

2,116

0

2,116

882

Royal Liverpool & Broadgreen NHS Trust

599

0

599

0

599

Acute

Salford Royal NHS FT

215

0

215

157

Acute

St Helens & Knowsley NHS Trust

236

0

236

0

Acute

Stockport NHS FT

373

0

373

Acute

University Hospital of North Staffs NHS Trust

8,084

0

Acute

University Hospital of South Manchester NHS FT

1,003

Acute

Warrington & Halton Foundation NHS Trust

Acute

Wrightington Wigan & Leigh NHS FT

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

23

(23)

23

Green

471

235

Green

855

27

2,029

87

Green contract agreed

250

257

(7)

618

(19)

Amber contract agreed

372

90

147

(57)

402

(30)

Amber queries remain

236

98

124

(26)

290

(54)

Amber contract agreed

0

373

155

236

(81)

484

(111)

Red contract agreed

8,084

0

8,084

3,368

3,823

(455)

8,834

(750)

Red contract agreed

0

1,003

0

1,003

418

402

16

1,029

(26)

Amber contract agreed

156

0

156

0

156

65

101

(36)

254

(98)

Amber contract agreed

110

0

110

0

110

46

95

(49)

188

(78)

Amber contract agreed

104

0

104

0

104

43

27

16

67

37

Green contract agreed

6,007

0

6,007

0

6,007

2,503

2,493

10

6,180

(173)

Red contract agreed

13,646

780

14,426

0

14,426

6,090

6,221

(131)

14,399

27

Green contract agreed

0

468

0

304

261

43

612

118

Green contract agreed

191

277

468

0

730

0

730

104

0

104

43

56

(13)

110

(6)

Amber contract agreed

35

13,910

0

13,910

5,796

5,794

2

13,910

0

Green contract agreed

80

80

0

80

0

2,381

0

2,381

992

997

(5)

2,393

(12)

144,917

772

145,689

60,381

61,029

(648)

146,269

(580)

104

Mental Health Cheshire & Wirral Partnership FT- pending adjustments
NCA

Non Contract Activity
Total NHS Contracts - Healthcare

Red contract agreed

294

13,875
2,381
143,396

(23)

£000

Contract Status at 16 Sept

Type

1,521

Red

Green
Amber
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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

65

0

65

0

65

27

31

(4)

79

(14)

Re d
Am be r
Gre e n

Type

Budge t He ading

Non NHS

British Pregnancy Advisory Service

£000

Non NHS

Pain Management - Interface Medical

193

0

193

0

193

81

78

3

187

6

Non NHS

Audiology - Multiple Providers

344

0

344

0

344

143

186

(43)

450

(106)

Red

Non NHS

Spire Cheshire

44

0

44

0

44

18

21

(3)

34

10

Green

Non NHS

BMI South Cheshire

1,828

0

1,828

0

1,828

762

889

(127)

2,156

(328)

Red

Non NHS

Bespoke Care Panel - Multiple Providers

210

0

210

0

210

88

57

31

210

0

Green

Non NHS

Eye Care Services - A Needham

Non NHS

Patient Transport Services - SRCL

Amber
Green

82

0

82

0

82

34

37

(3)

85

(3)

123

0

123

0

123

51

110

(59)

224

(101)

Total Non NHS Contracts - Healthcare

2,889

0

2,889

0

2,889

1,204

1,409

(205)

3,425

(536)

Int

Learning Disability Services with Local Authority

1,577

0

1,577

(480)

1,097

657

575

82

1,015

82

Int

Grants

945

0

945

0

945

394

288

106

686

259

Int

Joint Equipment

255

0

255

0

255

106

114

(8)

275

(20)

Int

Reablement

1,194

0

1,194

417

1,611

498

683

(185)

1,719

(108)

Red

Int

Hospice - St Lukes

343

0

343

0

343

143

141

2

341

2

Green

Int

CCG Innovation Fund

0

2,084

2,084

0

2,084

868

868

0

1,640

444

Green

4,314

2,084

6,398

(63)

6,335

2,666

2,669

(3)

5,676

659

988

0

988

0

988

412

399

13

988

0

0

621

621

0

621

259

273

(14)

655

(34)

988

621

1,609

0

1,609

671

672

(1)

1,643

(34)

Total Integrated Working Initiative
Primary Care Primary Care
Primary Care Primary Care IT
Total Primary Care

Amber
Red

Green
Green
Amber

Green
Amber

CHC

Continuing Healthcare (incl Mental Health)

7,623

0

7,623

400

8,023

3,176

3,412

(236)

8,779

(756)

Red

CHC

NHS Funded Care

2,687

0

2,687

0

2,687

1,120

1,025

95

2,329

358

Green

CHC

Continuing Healthcare Litigation Claims

593

474

1,067

0

1,067

445

361

84

867

200

Green

Total Continuing Healthcare

10,903

474

11,377

400

11,777

4,741

4,798

(57)

11,975

(198)

Prescribing

Prescribing

28,503

(12)

28,491

0

28,491

11,871

11,478

393

27,792

699

Prescribing

Healthcare at Home

652

0

652

0

652

272

312

(40)

700

(48)

Amber

29,155

(12)

29,143

0

29,143

12,143

11,790

353

28,492

651

-

Total Prescribing

Green
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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

1,304

(17)

1,287

0

1,287

536

481

55

1,467

(180)

Red

165

0

165

0

165

69

54

15

165

0

Green

(15)

15

(15)

15

Green

129

0

129

0

129

54

69

(15)

85

44

Green

0

0

0

0

0

0

0

0

Green

£000

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

751

523

1,274

(452)

822

531

343

188

679

143

Green

Reserve

Other Earmarked

848

355

1,203

(258)

945

501

291

210

699

246

Green

Total Other Programme

3,197

861

4,058

(710)

3,348

1,691

1,223

468

3,080

268

-

Running Costs

4,238

0

4,238

0

4,238

1,765

1,764

1

4,238

0

Total Running Costs

4,238

0

4,238

0

4,238

1,765

1,764

1

4,238

0

Total CCG Budget

199,080

5,549

204,629

399

205,028

85,262

85,354

(92)

204,798

230

483
0
0
0
780

(483)
1,020
0
0
(780)

2,222

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

(2,037)

3,269

Green

-

0

0

0

Green

425

1,020

0

Green

0

0

0

0

Green

0

0

0

0

Green

0

0

0

0

0

Green

185

(400)

(215)

76

76

15

(230)

Green

205,834

(1)

205,833

85,763

409

205,833

0

425

85,354
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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 4

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
196
5
7
2
26
22
5
17
36
5
0
0
3
37
32
30
16
532

-

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)

-

62
1
19
17
12
21
11
143

Ageing Well

417

3
0
7
6
104
120

(635)

822

(417) -

-

-

3
0
7
6
104
120

-

679

143
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Meeting Name: Joint Quality & Performance Meeting
Date/Time: 9am 26th June 2014

Venue: Boardoom, Bevan House, Nantwich

Chair: Terry Savage

Meeting No: 3

Membership
Name

Organisation

Job Title

Terry Savage

NHS VR CCG

Lay Member – PPI (CHAIR)

√
√

Dr Andrew Hudson

NHS SC CCG

Clinical Member

√

Director of Partnership & Governance (SIRO)

X

Diane Noble

Dr Teresa Strefford
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
Minute Taker

Irene Fairclough

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 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

√

Clinical Member

√

Executive Nurse

Safeguarding Nurse – Adult

√
x
x
x
x

Clinical Quality Manager **

√
X

Performance & Risk Manager

√
√

Locality Manager

X

Medicines Management Lead

X

Quality Improvement Manager

√

Director of Partnerships & Governance (SIRO)
Safeguarding Nurse – Children
Safeguarding Nurse – Children
Safeguarding Nurse – Adult
Contract Manager

Clinical Project Manager

√

Service Delivery Manager

√

Clinical Quality, Safeguarding & Performance Lead

√

Snr Quality Improvement Manager
Secondary Care Representative

X
√

Office Administrator
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Minutes
Ref.

Discussion and Action Points

1.0
1.1

Committee Management
Apologies for Absence
Apologies were received from Fiona Field, Mark Dickinson, Steve Evans
(Katie Riley to deputise), Debbie Lowe and Suzanne Horrill.
Declarations of Interest – There were no declarations of interest.
Minutes of the meeting held on 19th May 2014 were agreed as a true and
accurate record of the meeting.
Terry Savage took over as Chair and on behalf of the committee thanked
Diane Noble for her period of office in Chairing the meeting.

1.2
1.3

2.0
2.1

Action

TS referred to the issue of the quoracy of the meeting due to apologies. It
was stated that this meeting will be quorate as Tracy Parker-Priest and Judi
Thorley will be present as executives.
Clinical Effectiveness
NHS Performance Report - Reporting Period Mar 14
K.Riley presented the Performance Report on behalf of S.Evans with the
following exceptions:
MCHFT had given assurance that A & E had passed the target for April and
May 2014. There had been an issue in the past week due to a major
incident.
NHS South Cheshire CCG
Cancer 2 week wait is showing red which is 92.8% against 93%
Ongoing issues with NWAS. This piece of work is being taken forward by
Living Well.
Mixed Sex Accommodation breached in March. KR explained that as from
April there should be no more breaches in Mixed Sex Accommodation due
to the new build now being open.
1 x breached 52 wait. The reason for this is around coding and whether the
responsibility for the patient will lie with the CCGs or NHS England. This is a
national problem which is being looked at.
KR assured the committee that Business Intelligence (BI) is working with
MCHFT to look at data and this work is ongoing. The problem has also
been discussed as part of the CCG assurance process and been raised with
NHS England.
ACTION 1: KR to speak to the Business Managers about the CCG KR
Assurance Process.
1 case of MRSA reported in March
Issue with stroke. A piece of work is currently ongoing around the stroke
issue

NHS Vale Royal Clinical Commissioning Group
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Vale Royal
1 x 52 week wait
There were no exceptions to report
Financial performance
MCHFT reported a small underperformance for month 2 in both South
Cheshire CCG and Vale Royal CCG.
MCHFT have a concern with maternity where there is a considerable
underperformance in antenatal bookings which affect births for the year
going forward.
JT raised a question regarding assurance around C.Difficile and if the
learning has been embedded.
SEC gave assurance as follows:
MCHFT assurance is given at the Clinical Quality and Patient Safety Review
meeting and SEC also links in with Infection Control at MCHFT.
East Cheshire Trust Community. SEC attends the Infection Control Strategic
Committee and links in with Anita Swaine at East Cheshire Trust. SEC will
continue to build relationships with East Cheshire Trust and report back to
the committee.
2.2

Primary Care Update
AB gave a verbal update on Primary Care work programme.
Work is progressing on developing practice profiles that support the elective
referral review in Primary Care.
AB advised that due to significant anomalies within the data sets, assurance
of data accuracy has not been available. The CSU BI team and Primary
Care have endeavoured to scrutinise the validity of data coding and are
currently waiting for a refresh from MCHFT.
Once received, the profiles will be populated and disseminated amongst
member practices.
The Primary Care team has recently carried out a peer review audit of T&O
referrals. Findings and forwarding actions are being developed by Dr
Muirhead and Dr Uglow as part of the work.
In consultation with planned care colleagues, the Primary Care team will be
undertaking further peer reviews with the next specialty area being
Cardiology and post 30 day discharge death audit.
AB advised that the planned Primary Care assurance visit by NHS England
has been postponed, as the Area team reconsiders the function and
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purpose of the visits.
AB advised that there are no practices across South Cheshire or Vale Royal
have been identified as outliers for surveillance by the Area Team. Vale
Royal is, however, flagged by the Quality Surveillance Group as being in the
bottom quartile for access.
The Primary Care team has picked this up and is developing practice
specific action plans as well as supporting improvements through the
transformation agenda.
AB further advised that in line with national requirements, NHS South
Cheshire CCG and NHS Vale Royal CCG submitted positive expressions of
interest to the Head of Primary Care at CWW AT for co-commissioning
primary care. Details to be developed.
3.0
3.1

Patient Safety & Experience
Integrated Clinical Governance - S. Cooke
SC presented the report with the following exceptions:
No new areas to highlight
Mortality is still high for MCHFT. HED data from the University of
Birmingham is now being circulated by the Area Team each month. This
data has only been received by the CCGs for the past three months,
therefore, there has not been sufficient analysis on this data to bring to the
committee. BI is currently working on this and this measure will be brought
to the committee going forward.
SC gave assurance to the committee that MCHFT have a number of
initiatives in place around mortality. The CCGs attend the Mortality
Reduction Group. T.Savage (TS) and J.Thorley (JT) attended the Weekly
Case Note Meeting at MCHFT and gave feedback that it was a robust and
positive meeting.
TPP raised a question around a timeline for MCHFT to achieve the actions
which were set out in the AQuA report. AH explained that targets for
achievement will be set with MCHFT at the Clinical Quality Patient Safety
Review meeting.
ACTION 2: SEC to work on an action plan and trajectory to be SEC
completed to go to the October Governing Body.
JT reported on a meeting which has been arranged with Julie Smith,
Director of Nursing and the Deputy Director of Nursing to look at the patient
pathway around the nursing element from admission to discharge. This was
an action from the AQuA report. TPP asked if J.Turton from Ageing Well
and S.Milne from Living Well could be included in these meetings.
ACTION 3: J.Turton and S.Milne to be invited to subsequent meetings J Thorley
following on from the initial meeting.
JT further reported on the weekly Case Note meeting at MCHFT and said
that she would bring a paper to this committee and the Primary Care Quality
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Development Group around the significant lessons learnt around mortality
and “End of Life” plans.
JT
ACTION 4: JT to bring a report to the August meeting.
There was a further discussion around how the feedback from the MCHFT
weekly case note review meeting is disseminated into the CCGs and
Primary Care.
ACTION 5: Dr AH to raise this at the In-Hospital Mortality Reduction AH
Group. There was a further discussion around how the feedback from
the MCHFT weekly case note review meeting is disseminated to the InHospital Mortality Reduction Review Group.
A discussion ensued around the Task and Finish group being set up from
this committee to look at nursing homes. SFO explained that an initial
meeting has taken place with Eastern Cheshire CCG and the action plan
developed will come to the August meeting of this committee.
ACTION 6: SFO to bring a paper to the Quality & Performance SFO
Committee in August which clarifies the Terms of Reference, clinical
representation, links with Primary Care and MCHFT. AB to also link in
with the group.
3.1.1

3.2

3.5

Falls Update – Sue Forrester O’Neill
SFO gave an update on falls activity for April. There is some narrative in the
report around the Falls Safe Programme and the CCGs are still awaiting the
Action Plan from MCHFT for the coming year.
Mental Health Dashboard – Jason Gravestock
SC presented on behalf of J. Gravestock. The mental health dashboard has
been set up by Cheshire, Wirral and Warrington Area Team for mental
health providers and has been brought to the committee for information and
comment. Any comments from the committee and from J.Burgess and Dr.
J.Jenkins will be taken into account to develop a mental health dashboard to
be included in the Quality Report. It was agreed to take this forward and SC
to liaise with the Area Team.
Nursing Homes Update – Exceptions
MB thanked S.Forrester-O’Neill for her support and helping with the nursing
home visits.
MB reported on Nursing Homes for Quarter 4 and highlighted the following:
There were no red alerts for Nursing Homes in NHS SCCCG or NHS
VRCCG
Alsager Court: The Clinical Quality Commission (CQC) visited in April 2014.
Concerns were raised around staffing and care. Continuing Health Care
(CHC) is meeting with the Local Authorities and continues to monitor the
agreed action plan for Alsager Court.
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JT asked when the CQC would visit again. MB replied that CQC do not give
dates when they will visit and gave assurance that all is being done at the
moment. CHC link in with CQC and Local Authority and meet every Monday
to discuss the issues and if there was a concern this would be escalated
and CQC would go to visit the home.
SFO reported that she would be supporting joint themed visits for health and
social care at a meeting to take place at the end of June for Alsager Court.
SFO said that it was important that the joint visits are well themed and
targeted so that the enforcement process can be dealt with in a timely
manner.
MB reported on the introduction of a Quality Monitoring Tool which is
focused on health and social care input. The document as a whole would
take about 4 hours to complete but it can also be completed by using each
individual section in its own merit. MB would like to aim to use this on
routine visits to the homes, but it was noted that there are currently staffing
issues within the CHC team and it would be difficult for this document to be
used in a meaningful way at the present time.
DN asked if CHC had any links with Healthwatch. MB said that it is part of
the action plan to make contact with other organisations to enable joined up
working.
SEC said that a joint high level meeting is being arranged with Healthwatch
in both Cheshire West and Cheshire East to discuss joint working.
LC reported that CHC is on the Corporate Risk Register so the intelligence
that has been populated at this meeting will be captured.
JT put forward 3 points:
1. To have a report on the resources needed for each home to have
the Quality Monitoring Tool completed so that this can be escalated
and addressed.
2. To look at the 6Cs framework which will reflect the CQC 5 domains.
Issues around training and retention of staff will be covered within
these areas.
3. Could the exception report include assurance that patients in nursing
homes where new concerns are highlighted are safe. MB agreed to
include this in her exception reporting.
ACTION 7: MB/SFO to produce a high level report around the action
plan which is being worked on for CHC and bring to the August MB/SFO
meeting.
Care homes in South Cheshire
Audlem Nursing Home: There are no concerns from a CQC or CHC
prospective. However, it has come to light that there is currently no manager
or deputy manager in place at the moment. CHC plan to visit the home to
look at the situation.
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Cypress Court: There is an agreed action plan in place which is being
monitored. There has been a recent Local Authority and Healthcare meeting
with the provider and a further action plan was agreed at the meeting.
Huntercombe: There has been a CQC visit which gave high praise on how
the home had been turned around. The report is expected to be very
positive. MB highlighted the mental capacity training and DOLs at
Huntercombe which CQC highly recommended and will be advising other
providers of Huntercombe’s good practice.
It was discussed that Huntercombe has a psychologist who has undertaken
all of the assessments and the training.
Rosedale Manor: There is a new manager in place and improvements have
been made. Agreed action plan in place and improving.
Church House: There were concerns in December 2013 around sudden
deaths. This has now been resolved. There are no major concerns at the
moment but there are some whistleblowing concerns which need to be
looked at.
Care Homes in Vale Royal
Overdene: There are ongoing investigations around pressure ulcers. A
professional Safeguarding meeting is due to take place at the end of July.
The suspension has been lifted.
4.0
5.0

Committee/Partnership Minutes
The Chair acknowledge the attached Minutes of meetings for information
Any Other Business
TPP raised an issue for committee around the staffing issues within CSU
and CHC over recent months, NHS VR CCG and NHS SC CCG (CCGs)
have agreed that CHC will dedicate their time doing reviews and
assessments and not to do any re-evaluations of funded nursing care
placements. This was agreed by the CCGs as a mechanism to make sure
the assessments take place.
TPP further reported on the intention for CHC services to work within the
CCGs which is estimated to take place in Dec 2014/Jan 2015.
ACTION 8: MB to bring a formal report updating on FNC reassessments in nursing homes, the number of patients who are in MB
excess of 3 month, 6 month and 12 month reviews for the July meeting
of this committee.
Concerns were raised around the proposal to introduce a new risk
assessment tool which MB had spoken about in her report and it would now
appear that the resources would not be robust enough to take this
assessment tool forward.

NHS Vale Royal Clinical Commissioning Group

NHS South Cheshire Clinical Commissioning Group
238 of 259

Minutes
Annual Report: Discussion around the annual report to go to the
Governance & Audit Committee in September. SEC has asked for input for
report and it was agreed that the report be presented to this committee at
the August meeting for comment before going to the Governance & Audit
Committee. TPP asked if quoracy could be ensured for the August meeting
to look at the Annual Report.
ACTION 9: The annual report to be ready for presentation at the SEC
August meeting of this committee.
IF
IF to email attendees to ask for their August attendance.
TPP reported that MCHFT have failed on three elements in their Information
Governance Toolkit and that the CCGs had not been informed about this by
MCHFT. This will be taken up at the Contract meeting and an action plan
will be requested from MCHFT.
DN reported that she had met with Healthwatch and they are willing to
attend the Quality and Performance Committee meetings.
Date and Time of Next Meeting: 31st July 2014 at 9.00am in the
Boardroom, Bevan House.
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Meeting Name: Governance

& Audit Committee

Date/Time: 24 June 2014
14.00-16.00hrs

Venue:

Chair:

Reporting Period: 2013-14
Meeting No.: 2

Graham Bruce
Lay Member - Audit

Ground Floor Meeting Room
Bevan House

Membership
Name
Graham Bruce
John Clough
Dr Ged O’Sullivan
Lynda Risk
Fiona Field
Linda Elliott
Matthew Elcock
Paul Basnett
Lisa Carr
Suzanne Crutchley
Simon Whitehouse
Dr Andrew Wilson
Joanne Vitta

Organisation
NHS SCCCG
NHS SCCCG
NHS SCCCG
NHS SCCCG/VRCCG
NHS SCCCG
MIAA
MIAA
Grant Thornton
NHS SCCCG/VRCCG
C&M CSU
NHS SCCCG/VRCCG
NHS SCCCG
NHS SCCCG

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
Performance & Risk Manager
Information Governance Manager
Chief Executive
Chair of Governing Body
Business Manager

Present
Yes
Yes
No
Yes
No
Yes
Apols
Yes
Yes
Yes
n/a
n/a
n/a

NB: Business Items 2.3 to 2.6 will be presented to both respective Governance & Audit Committee Members – Meetings will overlap for 1hr
from 2.00pm

Ref.
2.1

2.1.1

Discussion and Action Points
Committee Management
Apologies For Absence
The Chair opened the NHS South Cheshire Governance & Audit Committee meeting and
welcomed members who had joined the NHS Vale Royal Governance & Audit Members at
2.00pm. It was noted that business items would be taken out of sequence whereby
receiving items 2.3 to 2.7 jointly concluding with 2.1.3 & 2.2. Apologies for absence were
received from Matthew Elcock.
It was acknowledged that the meeting would not be quorate due to attendance issues.
The CSU Senior IG Lead joined the meeting at 2.00pm for her timed item.
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2.1.2

Declarations of Interest
The Chair asked members to make any declarations of interest, none were recorded on
this occasion.
Minutes and Matters Arising
Copies of the minutes held on 27 March 2014 and 22 May 2014 had been circulated with
the agenda. Both sets of minutes were approved as a correct record.
Matters arising from the minutes were reviewed and those items to be carried forward as
ongoing actions are listed below:-

2.1.3

2.2

8.6.5 c/f to July 2014 – Safeguarding to ascertain from Contracting team list of suppliers
for Group A & B for Safeguarding
9.2.2 c/f to July 2014 – Interim Report Update on Never Events @ MCHfT from Quality
Manager
9.2.2 c/f to July 2014 – Year end report on Corporate Risk Register 2013-14
10.1.4 c/f to July 2014 – Terms of Reference to be reviewed by Chairs & Chief Executive
10.3.2 c/f to July 2014 – Bribery Strategy Work Plan to be presented at future meeting
Financial & Contract Management
Finance Report – Month 1
Copies of a paper entitled ‘Finance Report month 1 2014-15’ prepared by the Senior
Finance Manager had been circulated with the agenda.

2.2.1
Business item was taken out of reporting sequence. This was not discussed as Chief
Finance Officer had to leave the meeting at 5.00pm. It was noted that the Financial Report
for Month 1 had been discussed at the previous Governing Body meeting.
It was Agreed
Who
When
•

2.3
2.3.1

Integrated Governance & Assurance
Information Governance (IG)
Copies of two reports entitled ‘Main Provider IG Toolkit 2013-14’ and ‘Information
Governance Work Plan 2014-15’’ produced by the CSU Senior Information Governance
(IG) Lead had been circulated with the agenda.
The Senior IG Lead drew attention to the first report summarising the Information
Governance Toolkit attainment levels of the CCG’s three main providers. Particular
attention was drawn to Mid Cheshire Hospital Foundation Trust (MCHfT) noting that two
requirements had been graded with a level 0, and one requirement with a level 1.
It was noted that assurance should be sought from MCHfT at the next Contract Review
meeting, in order to take assurance that they were putting measures in place to address
the IG toolkit 2013-14 attainment gaps.
The Senior IG Lead briefed on the contents of the IG Toolkit 2014-15 work plan which
presented the schedule updates to be reported to the Governance & Audit Committee
during June, September, November and January meetings.
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Particular attention was drawn to the refresh of the Data Flow Map and Information Asset
Register which would be undertaken in September 2014 through the Senior Management
Team meeting. It was agreed that a letter be drafted for the Senior Information Risk
Owner to issue to suppliers to seek assurance on the processing of data.
The Performance & Risk Manager advised that an application was being drafted by the
CCGs to Health & Social Care Information Centre in order to apply for Accredited Save
Haven status.
Members thanked the Senior IG Lead for her report updates.
It was Agreed

Who

When

L Risk

Jul-14

• to email a request to all staff and Members to the Information
Governance 2014 mandatory training by 30 September 2014; and

L Carr

Jun-14

• that a draft letter be prepared in order for the CCG to circulate to
providers seeking confirmation on how and where personal data is
processed

S Crutchley

Jun-14

• to note the contents of the providers IG Toolkit 2013-24 attainment
levels; and
• that the Chief Finance Officer seek assurance on how MCHfT intend
to address the IG Toolkit 2013-14 gaps in the attainment levels at the
next Contract Review meeting; and
• that the contents of the IG Toolkit work plan 2014-15 be noted, and

• to note the update on Accreditation Safe Haven application being
progressed for the CCG

•

CSU Senior IG Lead left the meeting.

Risk Management
Copies of a paper entitled ‘Corporate Risk Register 2014-15’’prepared by the Performance
& Risk Manager and a paper entitled ‘Financial Risk Month 1’ prepared by the Senior
Finance Manager had been circulated with the agenda.

2.3.2

The Performance & Risk Manager stated that following academic best practice the
Corporate Risk Register 2013-14 was reviewed by senior managers and risk owners after
year end to determine whether to retire the risk entry or to transfer across to the new
Corporate Risk Register 2014-15. It was noted due to capacity a final report summarising
the 37 risk entries for 2013-14 would need to be presented at the next meeting in July
2014.
Attention was drawn the to the Corporate Risk Register 2014-15 noting 11 risks had been
carried forward and transferred across to the new risk register namely:
Continuing Healthcare Services (Rated 6)
Business Community Services (Rated 6)
Patient Identifiable Data (Rated 12)
Mortality Rates @ MCHfT (Rated 16)
Personal Health Budgets (Rated 16)
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ICT Security (Rated 20)
Commissioning Support Unit SLA Management (16)
NICE TA 236 Acute Coronary Syndromes (12)
Conflict of Interest (Rated 8)
Learning Disability (Rated 12)
Never Events (Rated 9)
It was noted that a further 9 new risk entries had been recorded between April and June
2014 namely:Performance Management Reporting (Rated 9)
Stroke Services at MCHfT (Rated 9)
Health & Safety (Rated 12)
CHC/Complex Care Service TUPE transfer (Rated 15)
Safeguarding Referrals at MCHfT & ECT (Rated 6)
Primary Care IT/funding (Rated 12)
Better Care Fund (Rated 16)
Professional Concerns (Rated 12)
Designated Doctor supporting Safeguarding (Rated 12)
The NHS Vale Royal CCG Chair commented that the register entries were not well
articulated insofar that they did not provide robust mitigating actions and status updates.
Some further discussion was held around the internal management process for monitoring
and ownership of risks. The Performance & Risk Manager advised that a Corporate Risk
Dashboard would be developed in line with the version being used for the Assurance
Framework with a view to ensure risk owners will identify the Gross, Net and Target Risk
scores and link to the strategic objectives. All risks ranked 12 and above from Programme
Risk Logs will be presented to the Committee by means of a Risk Return Form.
The Chief Finance Officer acknowledged that there was still some work to progress risk
maturity within the organisation and noted that the Internal Auditors were scheduled to
conduct an internal audit review in Quarter 4.
The Chief Finance Officer drew attention to the separate paper listing the financial risks
relating to NHS Vale Royal and NHS South Cheshire and stated that this would need to be
incorporated into the main Corporate Risk Register as a single entry.
It was Agreed

Who

When

• that a year-end report summarising all risk entries during 2013-14 be
reviewed; and

L Carr

Jul-14

• that the financial risk entries be incorporated into the main Corporate
Risk Register.

S Lowe /
L Carr

Jul-14

• to note the contents of the Corporate Risk Register 2014-15; and
• to acknowledge the NHS Vale Royal Chair’s concerns that the internal
process for monitoring of risk needed to remain high on senior
management agenda meetings.
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2.3
2.3.3

External Assessment
NHS England Area Team Checkpoint Quarter 3 Update
Copies of a report entitled ‘Assurance Checkpoint Quarter 3 Update’ produced by the
Business Manager had been circulated with the agenda.
The Chief Finance Officer drew attention to the report which provided an outline of the
outcome of the NHS England Assurance Quarter 3 Visit held on 20 March 2014. It was
noted that quarter 4 visit had been held on 5th June 2014 and the outcome of this visit
would be shared at the July 2014 meeting.

It was further noted that both NHS Vale Royal and NHS South Cheshire had received a fair
assessment for quarter 3.
It was Agreed
Who
When
• to note the contents of the report summarising the outcomes of the
NHS England Assurance Visit for quarter 3 held on 20 March 2014;
and
• to note that the outcomes of the quarter 4 assurance visit held on 5
June 2014 will be provided to the July meeting.
2.4

J Vitta

Jul-14

Internal Audit
Outcomes Based Commissioning Terms of Reference (TOR)
IT Service Continuity Plan Terms of Reference (TOR)
Audit Committee Development Terms of Reference (TOR)
Copies of the above mentioned terms of reference produced by Mersey Internal Audit
Agency (MIAA) had been circulated with the agenda.
The Internal Auditor took Members through the contents of terms of reference for the
internal audit reviews to commence on Outcomes Based Commissioning and IT Service
Continuity Plan. Some comments were made regarding additional names to be added to
the key contacts and distribution list. It was also noted that the IT Service review did not
include the GP practices.

2.4.1

Particular attention was drawn to the Audit Committee Development terms of reference
proposing that as part of the fieldwork a self-assessment exercise would be undertaken
using a checklist approach as set out in the NHS Audit Committee Handbook published by
Healthcare Financial Management Association 2011 refreshed 2014. Members were in
agreement that the survey be undertaken as soon as possible and to facilitate a joint
workshop during September 2014. It was also noted that a training programme of
events/seminars facilitated by MIAA for 2014-15 would be circulated to members for
information purposes.
The Internal Auditor advised that senior management had requested changes to the
scheduled of internal audit fieldwork against a number of business areas hence needed to
brief the Committee on these pending changes as this would impact on the timeline in
which findings would be presented to the committee. The NHS South Cheshire Chair
stated that both respective Governance & Audit Committees had signed off the Internal
Audit Plan 2014-15 and that requests for changes to the plan should be approved by the
Members.
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It was Agreed

Who

When

L Elliott

Sept-14

L Elliott

Jun-14

• to note the contents of the proposed terms of reference for Outcomes
Based Commissioning and IT Services Continuity Plan audit reviews;
and
• to note the contents of the proposed terms of reference for the Audit
Committee Development workshop to be held jointed in September
2014; and
• that copies of the training programme of events/seminar facilitated by
MIAA in 2014-15 to be circulated to all members.

CCG’s Internal Audit Tracker
Copies of a paper entitled ‘NHS Vale Royal CCG Information Governance Review 2013-14
prepared by MIAA had been circulated with the agenda.
The Performance & Risk Manager stated that she had developed a new system to support
the monitoring of the management responses against the internal auditors
recommendations and was in the process of transferring information across to the new
database.

2.4.2

It was noted that the status report presented the last 5 internal audit review findings issued
in March 2014 relating to Performance Management Reporting, Governing Body
Reporting, QIPP, Information Governance 2013-14 Assurance and Assurance Framework
2013-14 to improve the tracking arrangements on management responses relating to the
internal audit findings. It was noted that a total of 28 recommendations had been made
amongst the 5 reviews and that only 4 had been closed off the tracker as completed.
Members raised their concerns that targeted timelines had lapsed and that progress to
close down the open recommendations was too slow. They proposed that the initial
timelines may have been unrealistic and for executives to review and revise if appropriate.
The Internal Auditor asked what the current internal process was to ensure information
was collated. The Performance & Risk Manager advised that there was not a consistent
approach however reviewing the contents would be through the senior management team
meeting.

It was Agreed

Who

When

• to note that all internal audits will be transferred to the new database
monitoring system; and

L Carr

Jun-14

• that the Internal Audit Tracker be presented to the next Senior
Management team meeting for review purposes.

L Carr

Jun-14

• to note the contents of Internal Audit Tracker 2013-14 relating to the 5
final internal audit reviews for 2013-14; and

2.4.3

NHS Protect
No item to be reported this meeting.
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2.5

2.5.1

External Audit
Progress Report and Emerging Issues
Copies of a paper entitled ‘Progress Report and Emerging Issues’ prepared by the
External Auditor had been circulated with the agenda.
The External Auditor drew attention to the contents of the report which provided emerging
national issues and developments relevant to the CCG together with a number of
challenge questions in respect of these issues.

A progress update on work undertaken as at June 2014 noted the 2013-14 final accounts
audit and Value for Money conclusion was concluded and unqualified opinion issued on 5
June 2014.
It was Agreed
Who
When
• to note the contents of the Progress Report and Emerging Issues
prepared by Grant Thornton auditors.
Audit Risk Assessment
Copies of a memorandum entitled ‘Audit Risk Assessment for NHS VRCCG’ had been
circulated with the agenda.
2.5.2

The External Auditor advised that the assessment had been completed to support the
production of the Annual Accounts and Governance Statement. It was noted that the
document had been tabled at the extra ordinary meeting for information as part of the
evidence to complete the audit opinion.

It was Agreed

Who

When

• to note the contents of the of the Audit Risk Assessment for NHS Vale
Royal CCG.

2.6

2.6.1

Operational Management
Emergency Preparedness & Resilience Update
Copies of a paper entitled ‘Emergency Preparedness & Resilience Update’ prepared by
the John Turton had been circulated with the agenda.

The Chief Finance Officer took members through the contents of the report which was to
highlight incidents recorded during 2013-14.
It was Agreed
Who
When
• To note the contents of the Emergency Preparedness & Resilience
update.

2.6.2

Draft Forensic Testing Policy & Procedure
Copies of a paper entitled ‘Draft Forensic Testing Policy & Procedure’ prepared by the
CSU had been circulated with the agenda.
The Performance & Risk Manager advised that these documents had been drafted by the
CSU ICT Lead stemming from discussions held at previous NHS Vale Royal Governance
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& Audit Committee meeting whereby the Senior Information Risk Owner (SIRO) sought the
information to support Information Governance requirements.
The Internal Auditor asked whether the draft documents had been reviewed by NHS
Protect (Local Counter Fraud Specialist), it was noted that this was unknown at this stage
and to channel this through the CCG’s Service Delivery Manager for ICT to coordinate.
It was Agreed
Who
When
• to note receipt of the draft Forensic Readiness Testing Policy
Procedure prepared by the CSU ICT Lead; and
• that the draft copies of the Forensic readiness Testing Policy &
Procedures to be forwarded to the Local Counter Fraud Specialist for
comment; and

L Carr

Jun-14

Aug-14
K Highfield
• that a finalised version be forwarded to the Governing Body for
ratification purposes at the next formal meeting.
CSU Performance Update
The Chief Finance Officer provided a verbal update stating that following the independent
review carried out by Integral of the Cheshire & Mersey Commissioning Support Unit
Service Level Agreement a number of decisions had been made. The review findings and
management responses had been shared with the Governing Body Members and the CSU
Leadership team.
2.6.3

It was noted that the CCG had served notice to the CSU in respect of terminating certain
service provision and improvement plans were being drafted to support other key
functions. Particular attention was drawn to the Continuing Healthcare Service which was
going through a period of consultation to TUPE across the staff and bring the provision inhouse this was envisaged by December 2014.
Graham Bruce enquired whether Key Performance Indicators had been drafted following
the review. The Chief Finance Officer advised that she would bring a report to the next
meeting.

It was Agreed

Who

When

• to note the verbal update provided by the Chief Finance Officer; and
• that a report detailing key performance indicators against the CSU
services to be brought to the next meeting.

L Risk

Jul-14

•
MCHfT Mortality Report by AQuA
Copies of a paper entitled ‘MCHfT Mortality Report’ prepared by the AQuA had been
circulated with the agenda.
2.6.4

The Chief Finance Officer indicated that the report had previously been discussed at length
at the respective Governing Bodies. Terry Savage advised that himself and Judy Thorley,
Designated Nurse/Caldicott Guardian had recently attended a MCHfT’s weekly Mortality
Clinical Case Note review meeting stating that some of the challenges arising from the
discussions related to perceived inappropriate admission from Care Homes to the hospital
and no end of life plans for patients.
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Some further discussion was held relating to access to data and the time lapse of qualified
data being released.
It was Agreed

Who

When

Minutes prepared by:
Name : Lisa Carr

Time

Dated
30-06-14

Chair’s Approval Signature
Name : Graham Bruce

Time

Dated

• to note the contents of the MCHfT Mortality Report produced by
AQuA.

2.7

2.7.1

Any Other Business
Date & Time of Next Meeting
Meeting to be held on Tuesday 29th July 2015 at 1.00pm.
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Meeting Action Log Tracker
Strategic Ownership

Terms of Reference include internal controls, risk management and assurance framework,
internal and external audits, financial reporting and operational management.

Executive Leads

Simon Whitehouse / Lynda Risk

Executive SIRO

Fiona Field

Caldicott Guardian
Committee Manager

Owner

Reply Date

Jul-14
Jun-14

Jun-14
Open

Admin Update

* S Crutchley forward email (25-06-14) draft letter for SIRO signature
to circulate to providers on the process of personal data.
* L Carr to format wording onto letter headed paper.

Jun-14
Open

• that a draft letter be prepared in order for the
CCG to circulate to providers seeking
Jun-14 2.3.1
confirmation on how and where personal data is
processed

Management Response

Lisa Carr

Jun-14

L Carr

L Risk

• to email a request to all staff and Members to
Jun-14 2.3.1 the Information Governance 2014 mandatory
training by 30 September 2014

S Crutchley

Item
No.

L Carr forwarded email (25-06-24)to executives/secretaries to note
need to draft notification for IG training suggesting to channel via
'Friday Brief'.

2014-07

L Carr forwarded copy (25-06-14) of Provider IG Toolkit Report to
contract leads to present to the next MCHfT Contract meeting.

• that the Chief Finance Officer seek assurance
on how MCHfT intend to address the IG Toolkit
Jun-14 2.3.1
2013-14 gaps in their attainment levels at the
next Contract Review meeting;

2014-08

Action Descriptor

2014-09

Date

Meeting Details

Judith Thorley

Status

NHS South Cheshire CCG Governance & Audi Committee

Gra ha m Bruce

Updated

Date

Jun-14
Retired

Jun-14

Chair
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Jul-14
Sep-14

Status

Updated

Jul-14

Jun-14
Open
Sep-14
Retired

* L Carr to ensure the Corporate Risk Register to be reviewed by
enior Management Team on the second Monday of each month.
* Agenda item 07-07-14

Admin Update

Jul-14

L Carr
L Carr

Management Response

Jun-14
Open

J Vitta

• to note the contents of the proposed terms of
reference for the Audit Committee
Jun-14 2.4.1
Development workshop to be held jointed in
September 2014

Jun-14

• to note that the outcomes of the quarter 4
Jun-14 2.3.3 assurance visit held on 5 June 2014 will be
provided to the July meeting

L Elliott

Owner

• that agree that the financial risk entries be
Jun-14 2.3.2 incorporated into the main Corporate Risk
Register

• that a year-end report summarizing all risk
entries during 2013-14 be reviewed

L Carr

2014-11

Jun-14 2.3.2

2014-12

Item
No.

2014-10

• to acknowledge the NHS Vale Royal Chair’s
concerns that the internal process for
Jun-14 2.3.2
monitoring of risk needed to remain high on
senior management agenda meetings

2014-13

Action Descriptor

2014-14

Date

Meeting Details

Reply Date
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Status

Admin Update

L Elliott issued (25-06-14) a copy of the MIAA's events/seminar
programme.

Jun-14
Retired

Management Response

* L Carr issued email (27-06-14) to Matthew Elcock to comment of
draft Forensic Readiness Testing Policy/Procedure
* M Elcock responsed (30-06-14) to L Carr with copies of NHS
Protect’s guidelines for digital evidence
* L Carr forwarded (30-06-14) to K Highfield & J Murdy.

Jun-14
Retired

Reply Date

Jun-14
Jun-14
Jun-14
Jun-14
Aug-14

Owner

L Carr

• that a finalised version be forwarded to the
Jun-14 2.6.2 Governing Body for ratification purposes at the
next formal meeting

K Highfield

L Elliott

• that the draft copies of the Forensic readiness
Jun-14 2.6.2 Testing Policy & Procedures to be forwarded to
the Local Counter Fraud Specialist for comment

L Carr

• that the Internal Audit Tracker be presented to
Jun-14 2.4.2 the next Senior Management team meeting for
review purposes

L Carr

2014-16

• to note that all internal audits will be
Jun-14 2.4.2 transferred to the new database monitoring
system

2014-17

Item
No.

2014-15

• that copies of the training programme of
Jun-14 2.4.1 events/seminar facilitated by MIAA in 2014-15
to be circulated to all members

2014-18

Action Descriptor

2014-19

Date

Meeting Details

Updated

Minutes
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Jul-14

• That a report detailing key performance
Jun-14 2.6.3 indicators against the CSU services to be brought
to the next meeting

L Risk

2014-20

Minutes
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Meeting Name: Clinical Commissioning Executive
Date/Time: Thursday 14th August 2014, 09:00

Venue: Ground Floor Meeting Room

Chair: Lynda Risk

Meeting No.: 5

Membership
Name

Organisation

Job Title

Present

Alan Adams

NHS Vale Royal CCG

GP Executive Lead – Planned
Care

✓

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

✓

Fiona Field

NHS South Cheshire CCG

Director of Partnerships &
Governance

✓

Jonathan Griffiths

NHS Vale Royal CCG

Chair, NHS Vale Royal CCG

X

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

✓

Keith Malone

NHS South Cheshire CCG

GP Executive Lead – Urgent Care

✓

Diane Noble

NHS South Cheshire CCG

Lay Member – Public and Patient
Involvement

X

Tracy Parker-Priest

NHS Vale Royal CCG

Director of Partnerships &
Governance

X

Lynda Risk
(Chair)

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

✓

NHS Vale Royal Clinical Commissioning Group

NHS South Cheshire Clinical Commissioning Group
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Simon Whitehouse

NHS South Cheshire CCG &
NHS Vale Royal CCG

Chief Officer

X

Andrew Wilson

NHS South Cheshire CCG

Chair, NHS South Cheshire CCG

✓

In Attendance
Name

Organisation

Job Title

Item

A Best

NHS South Cheshire CCG &
NHS Vale Royal CCG

Service Delivery Manager –
Primary Care

5.2.6

M Dickinson

NHS South Cheshire CCG &
NHS Vale Royal CCG

Head of Medicines Management

5.2.4

S Evans

NHS South Cheshire CCG &
NHS Vale Royal CCG

Head of Contracting

5.2.2
5.2.3
5.2.4

S Milne

NHS South Cheshire CCG &
NHS Vale Royal CCG

Service Delivery Manager – Living
Well

5.1.4

Y Rispin

NHS Blackpool CCG

Associate Director of Ambulance
Commissioning

5.2.1

G Rose

NHS Blackpool CCG

Commercial and Contract
Specialist

5.2.1

NHS Vale Royal Clinical Commissioning Group

NHS South Cheshire Clinical Commissioning Group
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Ref.
5.1.1

Discussion and Action Points
Welcome and Apologies
The Chair welcomed everyone to the meeting. Apologies had been
received from Simon Whitehouse, Jonathan Griffiths, Diane Noble and
Andrew Spooner.

5.1.2

Declarations of Interest
No new or additional declarations of interest were made.

5.1.3

Minutes of the Meeting held on 10th July 2014
The minutes of the meeting held on the 10th July were agreed, however, a
note was requested regarding the ambulance paper (4.3.1) that target 5
would be achieved in the average 8.3 minutes. With regards to the LES
paper (4.3.4) comment should be made that there was discussion about
the GP role which is at present conflicting.

5.1.4

Matters Arising – ORC Plan for information
Discussion took place regarding the appropriateness of discussing the
ORC Plan at the Clinical Commissioning Executive (CCE) Meeting. It was
decided that this was the correct format for such discussion, taking into
account the role of the group. It was agreed that the purpose of raising
this at the CCE meeting was to provide a “check point” to make sure that
everything was going in the right direction. The decision was made not to
discuss the ORC Plan in detail but to “précis” this quickly.

Action

An overview of the ORC Plan was provided and confirmation that NHS
England required a written plan to be submitted by the 30th September
2014.
NHS England had had a teleconference with Simon Whitehouse and had
been pleased that NHS SC CCG and NHS VR CCG were keeping on top
of timescales. It was noted that this was largely down to the hard work put
in by Tracy Parker-Priest.
Feedback from NHS England the only area that needed to be addressed
was Infection Control in Mid Cheshire. The issues last year were felt to be
due to a particularly virulent strain of D&V over the winter months.
The ORC Plan is to be taken to the South Cheshire Governing Body next
month. Discussions concerning any final amendments to be taken to both
Governing Body Meetings in October.
Concerns were raised regarding the resilience of the primary care.
All agreed that they were happy with the direction and content of the ORC
Plan.

NHS Vale Royal Clinical Commissioning Group

NHS South Cheshire Clinical Commissioning Group
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5.2.1

NHS 111 Services – 2015/16 onwards
Prior to the arrival of guests from North West NHS 111 Programme Board
a short discussion took place regarding the local out of hours service. The
issue with the current 111 service was that there was no local knowledge
which was felt to cause problems with regards to the management of calls
and communication with patients.
Representatives from the North West NHS 111 Programme Board joined
the meeting. The Chair extended thanks to them for taking the time to
come to attend.
A brief overview and historical account of the 111 Service was made.
There is now a need to re-procure NHS 111. There are currently 4
proposals for consideration. Procurement is to start in October 2015 and
the new service would be phased in, in 2 weekly intervals. NWAS are to
remain in place as stability partner until the new system is fully
implemented.
For the purposes of costing it has been assumed that NHS SCCCG and
NHS VR CCG will want to be a part of the new contract. Assurances were
made that NHS VR CCG and NHS SC CCG would not be forced to be a
part of the new contract if they decided that they didn’t want to be.
It was reported that since the introduction of NWAS there had been a 20%
improvement from NHS direct for 2% cost.
Two of the GP’s present at the meeting advised that they currently worked
within the out of hours service.
It was discussed that emergencies worked well within the large footprint ie
patients who needed ambulance assistance. The service also worked well
for patients who needed to be referred to a pharmacist. Problems seemed
to arise for those patients who fell into the middle ground.
The concern was raised that it was important to ensure that the new
contract didn’t mean the CCG was paying twice for the same service with
111.
It was agreed that some flexibility with regards to what happens to “warm
transfers” would be beneficial to our patients. Representatives from North
West NHS 111 Programme Board advised the meeting that flexibility in
this regard was possible. The possibility of flexibility had not been made
clear to the CCG in the past.
Invitation for representatives to attend a workshop on the 28th August 2014
was extended to the meeting. It is anticipated that final proposals will be
provided to the CCG’s at this point in time.

NHS Vale Royal Clinical Commissioning Group

NHS South Cheshire Clinical Commissioning Group
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The Chair thanked the representatives from North West NHS 111
Programme Board for attending the meeting and they left at this point.
The meeting were briefly advised that out of hours service may put in a bid
and joint commission with NWAS.
With regards to the recommendations, the members present at the CCE
meeting agreed with all 4 of the recommendations made in the paper
submitted.
5.2.2

Termination of Pregnancy Services (TOPS)
The topic related to a collaborative recommissioning of TOPs Services
across Cheshire, Wirral and Warrington CCG’s.
Concerns were raised regarding the possible loss of the BPAS service. It
was agreed that dialogue must take place regarding any possible
extension of this service when required.
The question was raised whether any other providers would provide a
service similar to BPAS. The query was also raised regarding sexual
health services and whether the CCG ought to pay for such a service or if
these were excluded. Sexual Health Services are commissioned by Public
Health.
The importance of the requirement for patients to have to make a single
phone call to ensure an appointment was made. Clarification sought
regarding this.
The meeting agreed that they were happy to support recommissioning of
this service.

5.2.3

Enteral and Oral Nutritional Supplement (SIP) Feed products
Overview was made regarding the current situation, the contract was a 3
year contract inherited from the PCT that was arranged in 2005. This
contract has been rolled over year on year. Concern was raised that the
CCG was at risk of a legal challenge with regards to this contract as it was
very out of date and did not represent the current position.
The meeting agreed that procurement would be obtained on the basis of
option 4.1.

5.2.4

Tender for Community Pain Management Contract 2015/16
Discussion took place concerning the current arrangements for Pain
Management. This is a contract that was inherited from the PCT,
originally started in 2008. Concern was raised regarding the value of the
contract and that it was being delivered by 1 provider.
It was further noted that this is a service that patients like but that there are
issues such as the CCG having to pay for patients who do not attend for
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appointments, and the issuing of prescriptions.
The decision was made to re-commission this service but to restrict it to 3
providers. Clinical input should be obtained from Keith Malone who
already has some knowledge of this.
5.2.5

Policies of Limited Clinical Value
The CCE meeting are asked to make decisions on the 8 points raised on
page 144 of the report.
Concerns were raised considering the impact of going against the NICE
Guidelines particularly with regards to the number of cycles of IVF offered
to patients and the potential financial risk as there is no financial
information available from the CSU.
Concerns were also raised with regards to the new ways of working with
varicose veins and the impact this would have on GP’s if they wanted to
refer a patient to a Vascular Surgeon.
The decision was made to take this paper to membership for consideration
in October. It was stressed that the two CCG’s needed to either agree any
decisions made or to be aware of the consequences of having 2 differing
policies.

5.2.6

Quality Premium 2013/14 – Update on Investment Schemes
This paper was raised to provide an update to the Clinical Commissioning
Executive meeting. It was noted that this is an ongoing project which is to
be raised at the next CCE meeting in September 2014.

5.2.7

Diagnosing Lung Cancer Early – Diagnostic Pathway Redesign
This project has been funded by the McMillan Fund with the aim of
reducing patient wait for cancer referral. The patient pathway has been
reviewed. Removal of the need for a GP referral following a chest x-ray or
scan that is reported a “suspicion” of lung cancer.
A pathway has also been developed for patients requiring blood tests prior
to CT scan which should also reduce wait times.
GP’s are to monitor this system for a year, to ensure the identified
outcomes are achieved. The amended pathway was welcomed by the
CCE.

5.2.8

Quality & Performance Committee – Issues Arising
The question was raised regarding the ownership of the QIPP. It was
agreed that QIPP should be monitored by the CCE. Discussion took place
regarding the requirement for a flow chart to give some form of direction
regarding the route of getting papers into the CCE meeting for discussion.
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Concerns were raised that if we weren’t careful the CCE meeting would be
overwhelmed by new ideas. A clear pathway with regards to new ideas
needed to be established so as to not lose any new ideas. The decision
was made for such ideas to go through their own teams first. Suitable
pathways for this to be explored.
5.3.1

Any Other Business
The CCE were altered to the imminent publication of a McMillan press
release due out on Friday was discussed. Concerns were raised
regarding the local press release which was felt to be detrimental to NHS
Vale Royal CCG and would have a negative impact on staff. It was agreed
that McMillan were doing their best to keep cancer on the radar for the
elections next year. However the CCG need to work with McMillan to
ensure a balanced report was being made to local people.

5.3.2

Date and time of next meeting
11th September 2014 9am until 12.00noon
Meeting Room 3, Bevan House
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