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Committee Management
3.1.1

Apologies for Absence
Apologies were received from Dr Jonathan Griffiths, Tracy Parker-Priest, Dr
Judi Price and Dr Bob Pugh.

3.1.2

Minutes of the last meeting and matters arising
The minutes of the NHS Vale Royal CCG Governing Body meeting held on 5
June 2013 were approved as a correct record.

3.2

Governance

3.2.1

Declaration of Interest
There were no new Declaration of Interests and Conflicts of Interests
declared.

3.2.2

Severance Payments and Whistleblowing
At the NHS Vale Royal CCG Governing Body meeting held on 5 June 2013
members noted the guidance from NHS England on the process for approval
of severance payments and wording in constitutions on whistleblowing. The
Whistleblowing Policy and Severance Payments have been reviewed and are
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compliant with the requests from NHS England. The CCG has not entered
into any compromise agreements or severance payments since it has been
established. Providers will also be asked to provide assurance in line with
recent guidance..
The Governing Body:
• Noted the contents of the report regarding policy, employment
contracts and severance payments.
• Agreed the adoption of the statement to be included in the
Constitution.
• Agreed the process for gaining assurance from NHS Providers.
3.2.3

Equality and Diversity
The Equality and Diversity update report focussed on three areas of work:
Provided an update of progress against the current CCG Equality and
Diversity Plan.
Highlighted key areas of work need to provide assurance on meeting the
requirements of the act specifically around CCG decision making and
monitoring provider performance.
The next steps.
Previously Equality Impact Assessments were required but the process was
deemed too bureaucratic and ceased in 2010. The emphasis is now on
embedding the process within the organisation. The report provides a
checklist which Governing Body members can review to be aware of equality
implications – the checklist will act as a trigger if further information is required
to provide assurance. The checklist will be referred to in all CCG meetings.
Training will be provided to all CCG staff.
The Governing Body:
• Noted the contents of the Equality and Diversity report summarising
the progress so far against Equality Act 2010 requirements and
actions that need to be undertaken to provide further assurances to
mitigate risk.
• Noted that number 6 of the briefing paper/checklist (page 26 of the
agenda) should read – ‘Board members as decision makers from all
relevant health services needed to ‘see’ the equality analysis.

3.2.4

Assurance Framework Update
There has been an emphasis on the importance of risk management
arrangements within the organisation and training has been provided to staff
which has resulted in an improvement on the level of reporting. The three
Programmes Boards, Starting Well, Living Well and Ageing Well have now
established individual programme level risk logs. Risks ranked 12 and above
are escalated to the Corporate Risk Register and presented to the
Governance and Audit Committee for review. After review the Governance
and Audit Committee can request further information from risk owners if
required.
The Governing Body:
• Noted the contents of the report summarising the risk management
arrangements.
• Noted 8 risks ranked 12 and above.
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•
•
3.2.5

Noted there were no risks for closure during July 2013.
Noted there were no risks recommended for de-escalation.

2013 NHS Vale Royal CCG Serious Incident Management Policy
The Serious Incident Management Policy is a new policy which details the
responsibilities for both stakeholders and staff of NHS Vale Royal CCG. The
policy details:
How serious incidents will be reported.
How these will be investigated.
How learning is shared with professionals and across organisations.
It was asked what measures are taken if the CCG is not satisfied with the
response of the provider. It was emphasised that the process is very clear for
both the CCG and the provider and any issues would be raised at the Quality
Review Meeting. The priority for both CCG and provider is to have a process
to protect patients.
The Governing Body:
• Ratified the NHS Vale Royal CCG Serious Incident Management
Policy.

3.2.6

Adult Safeguarding Update
A summary of the Safeguarding Adults update report was given detailing the
roles and the responsibilities of safeguarding within the CCG and an update
on actions required for compliance. An action plan has been developed in
response to the Department of Health’s report on Winterbourne View.
There was a query regarding Safeguarding Adult training and whether
providers had reached the mandatory target of 80% of staff trained. If
providers had not achieved the 80% target but had an action plan to do so,
they were ranked green. It was therefore unclear if providers had actually
achieved the target. Due to the uncertainty of the information it was agreed
that the assurance provided should be ranked as an amber status rather than
green. Due to recent changes regarding mandatory training for CCG staff
further data has been requested on the number of staff requiring training. In
house training will also be offered. Unfortunately, due to a portal system
used, staff cannot access training when off site.
It was noted that the deadline for compliance is June 2014 but it would be
beneficial to have a timescale against each individual action required to assist
monitoring the delivery of the action plan.
It was added that the Local Learning Disability Partnership Board will be
reporting into the Health and Wellbeing Board in future which provides an
additional assurance point.
The Learning Disability Action Plan is in the process of a national stock take
and will undertake a programme of validation around evidence along with the
plan. This will involve meetings with the Director of Adult Social Care and
Area Teams so it was important to be clear on progress.
It was encouraging that part of the action plan used the Quality Assurance
Framework and it was requested that the Governing Body members would
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benefit from a report giving assurance on how the evidence is being used to
inform future commissioning intentions.
The Safeguarding Adults Framework previously had a mechanism in place to
share best practice across the Cheshire footprint and the North West. It was
asked if a similar process was being used. It was confirmed that NHS
England had taken the responsibility to share best practice linking into the
Local Safeguarding Boards attended by CCGs.
Judi Thorley, Nurse Member, has been invited to join the national
Winterbourne View Steering Group and informed the members she would a
point of contact for any feedback/issues.
The Governing Body:
• Noted the Adult Safeguarding update report.
• Noted that the assurance provided for Safeguarding Adult Training
should be amended from green to amber status.
• Requested a more detailed Action Plan with timescales against each
task.
3.2.7

Safeguarding Children Policy
The Safeguarding Children Policy has been reviewed and updated following
the implementation of the new Working Together document. It was queried
whether there was sufficient cover when the Designated Nurse was absent. It
was confirmed that cover is arranged to cover absence across four CCGs.
The Governing Body:
• Noted the Safeguarding Children Policy.

3.2.8

Anti-Fraud, Bribery and Corruption Policy
The Anti-Fraud, Bribery and Corruption Policy is a standard policy covering
recent legislation. The aim of the policy is to ensure that staff have an
understanding of the definition of fraud, bribery and corruption and a clear
process to follow.
Detailed discussion followed regarding the following sentence within the
‘Summary’ section of the policy:
‘For the purposes of this policy ‘reasonably held suspicions’ shall mean any
suspicions other than those which are totally groundless (and/or raised
maliciously).’
It was suggested that the sentence would deter staff from reporting a situation
without adequate evidence. Staff should be encouraged to report any
concerns they may have.
The Governing Body:
• Requested the Anti-Fraud, Bribery and Corruption Policy be
amended following comments from the Governing Body members
and presented to the Governance and Audit Committee for approval.
• After approval at the Governance and Audit Committee the
Governing Body should be informed of amendments as a ‘matters
arising’ rather than an additional agenda item.
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3.2.9

Emergency Preparedness Update
Lynda Risk, Chief Finance Officer, has been appointed as Accountable
Emergency Preparedness, Resilience and Response (EPRR) Officer, on
behalf of the CCG and attends the Local Health Resilience Partnership
(LHRP) linking into the wider Cheshire, Warrington and Wirral health economy
footprint. The CCG is classed as a Level 2 responder organisation which is
an operational role supporting the area team. The CCG has an on call register
and all staff on the register have received appropriate training.
The Governing Body:
• Agreed the CCG Emergency Preparedness Resilience and Response
(EPRR) Assurance Framework.
• Noted the terms of reference for the Local Health Resilience
Partnership.
• Approved the CCG Incident Response Plan.
• Noted the CCG Heatwave Plan.

3.3

Business

3.3.1

Chief Officer Report
The Chief Officer Report included the following key points:
Authorisation – NHS Vale Royal CCG is now fully authorised without
conditions. The Chief Officer thanked all staff, Governing Body members and
providers for their contribution in obtaining full authorisation.
Engagement Road shows – the CCG has held two road shows to give the
public an opportunity to hear about the role of the new CCG, what the NHS
reforms mean for our population locally and share commissioning plans for
2013/14.
A Joint Governing Body meeting was held in July between both NHS South
Cheshire CCG and NHS Vale Royal CCG.
Recruitment – an update was given regarding recruitment. A senior director
role of Programme Director of Integration is being advertised. The post is
jointly funded by NHS South Cheshire CCG, NHS Vale Royal CCG and key
local partners through the Partnership Board.
The two Health and Wellbeing Boards across Cheshire West and Chester and
Cheshire East have combined forces to submit a joint application Pioneer Bid
to become an integrated care pioneer.
Urgent Care – an update was given on A&E, Out of Hours and Service
Development with challenges around the nationally mandated NHS 111
number.
NHS England Area Team held a Checkpoint 1 Assurance meeting with the
CCG on Monday 5 August 2013. Assurance was required for five domains. It
was an involved process and it was agreed with the Area Team that future
meeting should be arranged to enable clinicians to participate.
A question was raised regarding the engagement road shows. At each road
show the most common question was concerning improvement of access to a
GP appointment. It was asked why the issue was raised at a CCG as primary
care services are commissioned by NHS England. It was suggested that the
public are not aware of the new organisational roles and the CCG has a
responsibility of working with primary care to improve the situation.
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The Governing Body:
• Noted the Chief Officer’s Report.
3.3.2

Highlight Report: Starting Well, Living Well and Ageing Well Work
Programmes
The report includes performance information following the CCG Assurance
Checkpoint 1 meeting held on 5 August 2013 with NHS England. The
response from NHS Vale Royal CCG will be provided in a future report to the
Governing Body.
The progress of the three Programme Boards – Starting Well, Living Well and
Ageing Well has been ‘RAG’ rated in terms of whether it is deemed on track.
The indicator for Cancer waits 62 – maximum two month (62) wait from urgent
GP referral to first definite treatment for cancer has a red status. It was asked
if relevant action was being taken to reach the target. Further commentary
was included in the General Area Team Comments. NHS Vale Royal CCG
has a challenge due to the small number of patients involved which can
trigger a red status more quickly than if larger numbers of patients are
involved. Concerns have been raised with the Area Team. An additional
challenge arises as individual patient information cannot be discussed as it
will breach the Caldicott Guidance rules on data. Was noted that irrespective
of this we should be doing the best for our patients and meeting the targets.
The Governing Body:
• Noted the performance information following the CCG Assurance
Checkpoint 1 meeting held on 5 August 2013.
• Noted the summarised work of each Programme Board.

3.4

Quality and Performance

3.4.1

Quality Report
The Quality Report provides high level information on complaints, PALS and
professional concerns and Serious Untoward Incidents for month ending June
2013. A route cause analysis is being undertaken on two Serious Untoward
Incidents reported in June and further details will be provided at the
Governing Body meeting in October 2013.
It was asked if the CCG were involved in route cause analysis investigations
involving Cheshire and Wirral Partnerships Foundation Trust (CWPT). It was
confirmed that at present the CCG are not involved with route cause analysis
investigations with CWPT. The Quality Meeting have agreed that joint
working is a necessity. CWPT have employed new Incident Managers who
are in the process of meeting with CCGs and it would be an appropriate time
to discuss the situation in more detail during the introductory meetings.
The Quality Report presented to the Governing Body meeting in June 2013
raised concerns regarding an increase in pressure ulcers at Mid Cheshire
Hospitals Foundation Trust. The CCG has been working with Mid Cheshire
Hospitals Foundation Trust carrying out a root cause analysis to identify
trends. There were trends around documentation and how ulcers are
assessed and as a result an information pack has been produced for
clinicians and an information pack produced for patients to keep next to the
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bedside. The information packs are being piloted on two wards and will be
monitored through the Quality and Performance Committee.
The Governing Body:
• Noted the position relating to clinical quality and patient safety from
the main providers Mid Cheshire Hospitals Foundation Trust,
Cheshire and Wirral Partnership Foundation Trust, East Cheshire
Trust Community Services and BMI South Cheshire Hospital.
• Sanctioned any action plans developed.
• Agreed to provide an update in the next Quality Report on the
response from Cheshire and Wirral Partnerships Foundation Trust
and route cause analysis investigations.
3.4.2

Mortality Report
The report provides a summary of the performance of Mid Cheshire Hospitals
Foundation Trust against mortality measures. The publication of the Francis
report has prompted a review of mortality rates across all providers in
England. Although not on the list of 14 Trusts investigated in the Keogh
reviews Mid Cheshire Hospitals Foundation Trust has a higher than expected
mortality rate.
It is a complex issue as different mortality rates are used. Mid Cheshire
Hospitals Foundation Trust subscribe to CHKS which is a commercial
provider of health care intelligence and quality improvement. CHKS provides
a mortality measure known as Risk Adjusted Mortality Index (RAMI). Dr
Foster Intelligence Service publishes an annual hospital report which uses the
Hospital Standardised Mortality Rate (HSMR). Additionally, the Department
of Health introduced a measure known as Standardised Hospital Mortality
Index (SHMI) to act as a common mortality measure across the whole of
England in 2011. The Keogh review looks at SHMI and HSMR with SHMI
being encouraged as the national measure.
It was important to note that the data was not ‘real time’. The SHMI data is
three months behind and the HSMR data is produced annually.
It was asked what measures are being taken to address the situation and is
there a link between staffing levels and mortality? Staffing levels may have
an impact on the figures and Mid Cheshire Hospitals Foundation Trust has
recently staged a recruitment drive for nurses. There has also been difficulty
in recruiting junior doctors. Mid Cheshire Hospital is geographically
disadvantaged as junior doctors at the Mersey Deanery tend not to move out
to the more rural areas of the county.
A ‘deep dive’ at Mid Cheshire Hospitals NHS Foundation Trust will be
undertaken by the Advancing Quality Alliance (AQuA) later in the year.
Doctors are also liaising with coders to ensure correct diagnosis.
The Governing Body:
• Noted the position update relating to mortality at Mid Cheshire
Hospitals Foundation Trust.
• Noted the assurance measures in place to ensure improvement in the
Hospital Standardised Mortality Ratio (HSMR) and Standardised
Hospital Mortality Indicator (SHMI).
• Approved the outcome of the meeting held with NHS England Area
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Team in engaging with Mid Cheshire Hospitals Foundation Trust and
Advancing Quality Alliance to undertake a detailed review of
mortality at Mid Cheshire Hospitals Foundation Trust.
• Approved the collaborative piece of work with Mid Cheshire
Hospitals Foundation Trust and key stakeholder looking at deaths
within 30 days following discharge from hospital.
3.4.3

Plan for Dementia 2013-14
A summary was given of the Plan for Dementia highlighting the joint work with
Chester and Cheshire West Local Authority. The plan links into the Integrated
Strategic Needs Assessment (ISNA). There is a suggestion that the number
of patients within care homes with advanced dementia were not initially
diagnosed. There is a need to educate GPs and the public. Memory Services
can present an opportunity to specify performance indicators. There needs to
be a positive message that early diagnosis of dementia will provide the
opportunity to provide the right treatment, it should be treated as a chronic
condition. The Carers section of the Action Plan is a summary – detailed
work is currently being undertaken on carers by the CCG and the Local
Authority.
The Governing Body:
• Noted the contents of the report summarising the Action Plan for
Dementia 2013/14.
• Agreed approach taken outlined in the Action Plan.
• Requested an update for a future Governing Body meeting on the
joint work with the Local Authority regarding carers.
Financial and Contract Management

3.5.1

Finance Report
The following key points were highlighted:
The CCG is forecast to achieve a surplus of £1.2 million which is 1% of the
CCG recurrent resource as required by NHS England Financial Framework.
There is over performance with contracts at Mid Cheshire Hospitals NHS due
to the clearance of a backlog of elective admissions.
The budget for the University Hospital of North Staffordshire NHS Trust has
been increased and includes vascular activity which is primarily as a result of
the specialty not being included in the original contract offer.
Further work is being undertaken to ensure that Continuing Health Services
activity is correctly assigned to the CCG.
There is a tight running cost allowance due to the size of the CCG.
There is on-going work within NHS England to fully understand issues in
relation to Specialist Commissioning.
The Scheme of Reservation and Delegation has been amended to increase
signatories for invoices as presently only the Chief Officer and Finance Officer
are signatories.
The Governing Body:
• Noted the CCG continues to report a forecast surplus of £1.2 million in
line with the control total; however noting the increased pressures.
• Noted the forecast overspends in contract over performance £2 million,
and continuing care £0.5 million ,offset in part by forecast underspends
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3.5.2

in prescribing and also offset by delays/slippages in investment
schemes.
• Noted the continued issues with regard to the transfer of specialised
commissioning funds of £4.518 million to NHS England.
• Note the further risks identified; and
• Approved the recommended detailed scheme of delegation and
reservation; delegating future changes to the CCG Governance & Audit
Committee.
Procurement
The Governing Body were requested to sign off the draft Procurement
Strategy subject to final legal sign off from the CCG’s solicitors. It was
important to ensure that all procurement activities meet all legal and statutory
requirements when commissioning NHS funded services. The procurement
process sets out the framework to ensure the best interest for patients.
The Governing Body:
• Approved the contents of the draft Procurement Strategy subject to
final legal sign off from the CCG’s solicitors.
• Noted the principles of the paper in achieving the CCG’s vision and
strategic goals.

3.5.3

Trust Strategy
Tracy Bullock, Chief Executive of Mid Cheshire Hospitals NHS Foundation
Trust, gave a summary of the Trust’s 2020 Vision and Three Year Work
Programme.
It was noted that discussions had been had between Mid Cheshire Hospitals
NHS Foundation Trust and the University of North Staffordshire Hospital
Foundation Trust and it was asked how this will impact on patients within Vale
Royal. TB replied that it was not an exclusive agreement with the University
of North Staffordshire Hospital Foundation Trust and the Trust has
discussions with other providers including the Countess of Chester Hospital
Foundation Trust. The Trust also requires the Victoria Infirmary at Northwich
to be a key part of the strategic direction and services will be maximised.
There were concerns that the relationship with the University of North
Staffordshire Hospital Foundation Trust for tertiary services may have adverse
effect on patients within Vale Royal who prefer to travel to Liverpool or
Manchester. TB reaffirmed that there was not an exclusive agreement with
the University of North Staffordshire Hospital Foundation Trust and there are
partnerships with other specialist hospitals. Patients also have a choice when
discussing their treatment with a healthcare professional which hospital to
attend. Mid Cheshire Hospitals NHS Foundation Trust is reviewing all
partnership arrangement to ensure the right services are provided for the local
population.
The Governing Body:
• Noted Mid Cheshire Hospitals Foundation Trust 2020 Vision and
Three Year Work Programme.

3.5.3

Part 2
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At the Governing Body meeting held in June 2013 a formal paper was
requested for the proposal to introduce a ‘Part 2’ section to the meeting. The
emphasis was on the principles of transparency, openness and accountability
but it was recognised that on occasion confidential and/or personal issues
would need to be discussed in private. The Part 2 section of the meeting
would be used as an exception.
The Governing Body:
• Noted the contents of the report Note the contents of the
report.
• Approved the proposal for the provision of a part 2 section of
the Governing Body meeting.
• Agreed the principles outlined in the report
• Supported a review and amendment to the constitution of the
CCG.
Operational and Management Regulatory Updates
2.5

The Governing Body noted the following minutes:
• Governance and Performance Committee 27 June 2013

2.6

Any Other Business
There was no any other business.
Date and Time of next meeting
The next NHS Vale Royal CCG Governing Body meeting will be held in public
at 3.00 pm on Wednesday 2 October 2013 at Winnington Recreation Park,
Winnington, Northwich.
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PURPOSE OF REPORT

AUTHOR

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

Lisa Carr
Performance & Risk
Manager
Governing Body Lead

Lynda Risk
Chief Finance Officer

GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
i) note the contents of the report summarising the risk
management arrangements, in particular new risks identified
during the reporting period; risks which are being
recommended for closure; risks reviewed with
recommendations to de-escalate existing score.

Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

No

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

Prepared by Lisa Carr, Performance & Risk Manager
Assurance Framework Update
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1.0

OVERVIEW / SUMMARY OF KEY POINTS
The 3 Programme Boards namely, Starting Well, Living Well and Ageing Well established their
individual programme risk logs in June 2013 which will be updated and reported to the
respective Programme Board meetings on a monthly basis. Risks ranked 12 and above from
these logs will be escalated to the Corporate Risk Register (Appendix 1) and presented to the
Governance & Audit Committee to review. Subject to further scrutiny the committee members
may seek further comprehensive summaries from the risk owners by asking them to complete a
‘Risk Return Form’, a number are being presented in Appendix 2.

Number of Risks
Below presents the total number of risks residing on the joint Corporate Risk Register and the
Finance Risk Log as at 19 September 2013, full details held in Appendix 1:-

2013-14

No of Risk
Entries

New Risks
Aug 2013

New Risks
Sept 2013

Closed
Risks

TOTAL LIVE RISKS

Joint Corporate Risk Register

26

5

0

3

23

Finance Risk Log VRCCG

8

8

0

0

8

Reporting Level

Closed Risks:
There are 2 risks identified since the last reporting period to be retired from the Corporate
Register, namely CR-2013-09 Development of Neighbourhood Teams and CR-2013-11 Process
Mechanism of Professional Concerns. See Appendix 1 for full explanation.

Risks Recommended for De-escalation:
There are no risks being recommended for de-escalation.

Risks >12 Escalated from Programme Risk Logs:
There is 1 new risk escalated since the last reporting period from the respective Programme
Risk Logs as indicated below. Appendix 2 details comprehensive updates for those risk ranked
12 and above.
ID Ref
AW
2013 -15

Entry Date

Aug-13

Risk Description
Transitional Care / Community Intervention
Beds - procurement/contracting pilot services

Prepared by: Lisa Carr, Performance & Risk Manager
Assurance Framework Update

Current
Score

Risk Owner

16

S Ikin
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AGEING WELL PROGRAMME

Owner: Susan Ikin

Commission safe high quality care in line with the NHS Mandate, NHS Constitution and National Guidance.
Transitional Care/Community Intervention Beds - procurement/contracting pilot services

Risk Type / Rating :

Mar

Jan

Feb

Dec

Nov

0

Oct

21-08-13
31-10-13

5

Sep

16

Jul

4

Aug

Opened Date
Target Date
Closure Date

4

Current

10

Jun

Current:

L x C = Level
4
4
16

May

Rating
Initial:

Initial

16

15

Cross Cutting

Date Last Reviewed: 13/09/13

Risk Definition & Rationale for Current SCORE

20

Categorise Risk Type

Apr

Risk Aim

2013-01

APPENDIX 2

• The Programme Board are aware that the procurement of the Winter
2013/14 additional transitional care/community intervention beds
has been delayed due to initial conflicting procurement advice.
• Plan was for beds to be rolled out from September 2013 and fully
operational by end of November 2013. Currently 3 out of the 27
additional beds are operational.
• Expressions of Interest for primary care input and care home bed
capacity has been delayed due to procurement advice.

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

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

• CCGs have split the services into 3 lots case management & support, bed capacity and
medical cover. SLAs have been developed for each of these lots for both South
Cheshire and Vale Royal.
• East Cheshire Trust have commenced development of standard operating policy to
cover the three aspects of service provision, to support governance arrangements
between providers.
• CSU Head of Procurement has been contacted for definitive advice in relation to way
forward.
• Time-line: July 2013 pilots approved by Governing Body. 21/08/13 email to Directors
raising conflicting procurement advice received causing delays with contracting.
22/08/13 Project Team Meeting confirmed the outcome measures for performance
monitoring service and service specifications confirmed. 01/09/13 Service
Specifications produced for Care Home Beds, Nursing/Social Care Case Management
and Medical Cover lots. 08/09/13 Exception report produced for Programme Board.
09/09/13 Teleconference with CSU Head of Procurement to clarify advice on
contracting pilot services. 10/09/13 written clarification from CSU Procurement.
13/09/13 CSU Procurement distributing request for expressions of interest. 13/09/13
awaiting LAT primary care commissioning advice.

• Agreed with CCG contracting team and CSU Head of Procurement contracting
approach for pilot
• 01/09/13 Service Specifications produced outlining service required, outcome
measures and location of service provision.
• CSU administrating expressions of interest from local North West Framework Care
Homes, based around Nantwich, Crewe, Sandbach, Winsford, Northwich
• Contacted Local Area Team with proposal for contracting with practices (based on
rd
advice of CSU procurement). Awaiting response, this will be followed up w/c 23
September.
• Agreed with CCG contracting team and CSU procurement the process for
contracting nursing/social care case management and support services. This will
be done through SLA in existing Intermediate Care Services contract.

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

• Continue monitoring of contracting implementation. All providers are being made
st
aware that services needs to be operational from 31 October. This will still have a
one month tolerance on the original full implementation by end of November

A
C
T

Prepared by: Lisa Carr, Performance & Risk Manager
Assigned
to
Action Detail
Assurance Framework
Update

GAPS IN ASSURANCE (What additional assurances should we seek?

• CCG awaiting confirmation from LAT on agreement for contracting medical cover
for service.

Progress-to-Date

Due Date
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Aim

Owner: Steve Tatham

Commission safe high quality care in line with the NHS Mandate, NHS Constitution and National Guidance.

Risk

NICE Guidance 2013 increase for IVF Treatment Cycles

Feb

Mar

Jan

Dec

Nov

Apr

Opened Date
Target Date
Closure Date

Oct

Current:

Current

Sep

L x C = Level

Initial

Aug

Rating
Initial:

Risk Definition & Rationale for Current SCORE

Jul

Categorise Risk Type

Date Last Reviewed: 16.09.13

25
20
15
10
5
0

Jun

Risk Type / Rating :

May

2013-04

STARTING WELL PROGRAMME

• The Programme Board are aware that the Cheshire PCT policy for
‘Fertility Services’ became out of date in 2009 which approves 2
cycles of IVF.
• Revised NICE guidance on IVF treatments published in February 2013,
not mandatory but recommends 3 cycles of IVF and 1 cycle for those
aged 40-42 providing their FSH is within normal limits
GP’s are currently informing women that they are entitled to the 3
cycles in line with the NICE guidance.

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

Specify –Ratify Fertility Service Policy by November 13 written by CSU using Public Health
data for 3rd round.
Measure- 3rd round data and decide if this should be considered via BESPOKE individual
funding and benchmark this with local CCG peers and nationally
Action – to decide if this is a financial risk or a reputation risk if the policy does/does not
allow 3 rounds.
Reasonable – as the above will comply with NICE CG 156 Fertility update Feb. 13
guidelines
Time-bound – Public Health Data by August 13 – Decisions on 3rd round by September
13 – Draft Policy by October 13 – Policy on internet /intranet site by November 13

• Fertility Services Policy needs to be reviewed and incorporate any modifications
subject to the findings from CSU and Public Health Teams on demand and finance
implications.
• A revised Fertility Service Policy will need to be ratified by the Governing Body
• Starting Well Programme team to communicate to Clinical and Contracting Leads
the requirements set out in the local Fertility Service Policy.
• Determine the potential incremental cost of the Policy change and budget
• CCG’s have engaged with local providers to be able to triangulate activity
projections with Public Health once received.
• Business Case is now on Verto for consideration in September 2013 and Governing
Body October 2013
• Decision as of 16.09.13 to include IVF now within CSU led review of IFR protocols
to be completed in March 2014.

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

GAPS IN ASSURANCE (What additional assurances should we seek?

• CCGs will agree any revisions in protocol with CSU following discussion paper tabled
at Governing Body

• CCG’s to receive a copy from CSU & Public Health team published findings on
projected demand and financial impact on IVF Treatments in line with new NICE
guidance

ACTION
PLAN

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

Assigned to
Steve Tatham

Action Detail
Business Case now on Verto and includes
recommendation’s, projected costs and activity.

Prepared by: Lisa Carr, Performance & Risk Manager
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Progress-to-Date
Decision as of 16.09.13 to include IVF now within CSU led
review of IFR protocols to be completed March 2014.

Due Date
September 2013
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Aim

Owner: J Burgess/S Evans

Commission safe high quality care in line with the NHS Mandate, NHS Constitution and National Guidance.

Risk

2013-03

LIVING WELL PROGRAMME

Introduction of Payment by Results for Mental Health

Risk Type / Rating :
Operational /Financial
Rating
Initial:
Current:

3

Initial

10

L x C = Level
20
3

Risk Definition & Rationale for Current SCORE

15

Categorise Risk Type

9

Date Last Reviewed: 17.09.2013

Current

5
0

Opened Date
Target Date
Closure Date

Apr Jun Aug Oct Dec Feb

Financial Risk: National policy has set out an implementation plan to introduce Payment
by results for mental health services. Introduction of this new method of
contracting/paying for services has now been scheduled for introduction in 2014/15,
however the initial scoping for this, working with our mental health provider, has
identified a financial pressure of £8m.
Operational Risk: Initial scoping of potential financial impact identified as a risk by PCT in
2011 – new tariff not yet implemented – risk therefore rolled over to CCGs on 1st April
2013

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

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

A commissioners group has been set up, with representation from all CCGs within the
CWP footprint. This collaborative approach enables the commissioners to agree a
consistent approach to the data and information prior to a joint meeting with CWP, the
mental health provider.

Attendance at CWP PbR meetings continues, with both contracting and
commissioning colleagues involved. Monitoring the implementation of the financial
and information systems continues. Clinical input is needed to understand the care
pathways, and this will be included as part of the scope of the project mental health
specifications.

Although the CCGs are working to the original and latest timetable for implementation,
national policy on the introduction of PbR has been quiet in recent months, and some
discussion questioning the value of this approach in acute care places some doubt on
whether the timescale will shift.

The interview process for this project continues, it is anticipated that the external
project team will be appointed by the end of September.

If the implementation goes to plan, there will be several data submissions by the Trust to
refine the activity data. These are scrutinised at CCG level.
GAPS IN ASSURANCE (What additional assurances should we seek?

This item is a regular agenda item for discussion at CWP contract meetings, in addition to
commissioners PbR meetings.

No additional assurances at present. Information provided by CWP is analysed on a
regular basis, with a regular dialogue to understand the CCG position.

ACTION
PLAN

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

Assigned to

Action Detail
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Progress-to-Date

Due Date
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Risk Aim

2013-01

LIVING WELL PROGRAMME

Owner: S Cooke

Commission safe high quality care in line with the NHS Mandate, NHS Constitution and National Guidance.
The national mortality rate at Mid Cheshire Hospitals Foundation Trust (MCHfT) is higher than
expected on national mortality measures

Risk Type / Rating :

Risk Definition & Rationale for Current SCORE

Categorise Risk Type
Clinical / Performance
Rating
Initial:
Current:
Opened Date
Target Date
Closure Date

L x C = Level
4
4
16
4

Date Last Reviewed: 16.09 2013

4

16

14-06-13
Ongoing
Ongoing

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

• May 2013 – North of England Dashboard-identified national mortality rate at
MCHfT had increased over time. Initiatives had been put in place in 2011
which should have impacted on the mortality rate by 2013.
• May 2013 – CCG/CSU met with MCHfT to discuss mortality measures and
initiatives that have been implemented to reduce mortality rate
Outcome - MCHfT/CCG to undertake a piece of work on deaths within 30 days
of discharge.
CCG to understand further the mortality rates at speciality level and initiatives
put in place to reduce mortality
May 2013 – NHS Trusts to be included in the Kehoe review into mortality
rates announced. MCHfT only just missed being included in the review
• June 2013 – escalated to Executive Team – meeting convened with NHS
England area team
Outcome – CCG’s/ MCHfT to request ‘deep dive’ review from Advancing
Quality Alliance (AQuA)
Prepared
by: Lisa
Performance
& Risk
Manager
• August
2013Carr,
- MCHfT
suspect that
patients
with ‘zero length of stay’ are

Assurance Framework Update

Risk Definition
• Mortality rates at MCHfT have been identified as higher
than expected by NHS England presented by the National
Information Centre.
Rationale for current score
It is high risk for the national mortality rate at MCHfT to be
higher than expected. This affects the quality of patient care and
patient safety, therefore until all evidence is available to
understand why the mortality rate is higher than expected and
the mortality rate is decreasing the current score will continue.
It should be recognised that any measures that are put in place
to reduce mortality rates can take 6-18 months to make a
difference.
MITIGATING ACTIONS (What have we done/what more should we do?

• Working with CSU and MCHfT to investigate factors that may influence
mortality rates
• Have looked at other sources of information e.g. Patient experience,
complaints etc. to triangulate data to develop an overview of MCHfT
• Appraised Governing Body, NHS England Area team of the issues around
mortality rates at MCHfT
What do we need to do?
• There is no date planned for the AQuA ‘deep dive’ review. This has
been escalated to NHS England Area team to take forward. The delay
is due to capacity issues in AQuA because there are other NHS Trusts
who have worse mortality rates who are the priority.
• Plan the review of deaths within 30 days of discharge. Will need
Public Health/GP Practice collaboration to identify patients groups in
light of information governance rules on patient identifiable data
available to CCG’s
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• May 2013 – North of England Dashboard-identified national mortality rate at
MCHfT had increased over time. Initiatives had been put in place in 2011
which should have impacted on the mortality rate by 2013.
• May 2013 – CCG/CSU met with MCHfT to discuss mortality measures and
initiatives that have been implemented to reduce mortality rate
Outcome - MCHfT/CCG to undertake a piece of work on deaths within 30 days
of discharge.
CCG to understand further the mortality rates at speciality level and initiatives
put in place to reduce mortality
May 2013 – NHS Trusts to be included in the Kehoe review into mortality
rates announced. MCHfT only just missed being included in the review
• June 2013 – escalated to Executive Team – meeting convened with NHS
England area team
Outcome – CCG’s/ MCHfT to request ‘deep dive’ review from Advancing
Quality Alliance (AQuA)
• August 2013 - MCHfT suspect that patients with ‘zero length of stay’ are
having an effect on mortality rates
Action: CCG/CSU working with MCHfT to understand effects of ‘zero length of
stay’. CSU and Head of Performance at MCHfT to meet with National
Information Centre to understand metric calculations and apply to mortality
indices
• July 2013 – North of England dashboard shows that national mortality rate at
MCHfT has increased. CCG/CSU working with MCHfT to identify issues
around coding and specific specialities.

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

• National mortality rate at MCHfT will decrease consistently and is in line with
the national average
• Mortality rates in specialities within MCHfT with a higher than expected
mortality rate is decreasing
• Coding of deaths by MCHfT are accurate
• Results of the AQUA ‘deep dive’ are available, action plan formulated and
actions implemented
• August 2013 – Report presented to Governing Body
• August 2013 – MCHfT presented at Local Quality Surveillance Group
• August 2013 – presentation on the current position of mortality rates at
MCHfT to Quality and Performance Committee
Prepared
by: Lisa Carr,
& Risk
• September
2013Performance
- CCG/CSU have
metManager
with National Information centre

Assurance Framework Update

• Working with CSU and MCHfT to investigate factors that may influence
mortality rates
• Have looked at other sources of information e.g. Patient experience,
complaints etc. to triangulate data to develop an overview of MCHfT
• Appraised Governing Body, NHS England Area team of the issues around
mortality rates at MCHfT
What do we need to do?
• There is no date planned for the AQuA ‘deep dive’ review. This has
been escalated to NHS England Area team to take forward. The delay
is due to capacity issues in AQuA because there are other NHS Trusts
who have worse mortality rates who are the priority.
• Plan the review of deaths within 30 days of discharge. Will need
Public Health/GP Practice collaboration to identify patients groups in
light of information governance rules on patient identifiable data
available to CCG’s

GAPS IN ASSURANCE (What additional assurances should we seek?

• Need a date for the AQuA ‘deep dive’ review to enable the CGG to gain
assurance that MCHfT are undertaking all measures possible to reduce
mortality rates
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4.3.1

AUTHOR
PURPOSE OF REPORT

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.

Simon Whitehouse
Chief Officer

The report details:
•
•
•
•
•

•
•

An update on the CCG & NHS England Q1 Checkpoint Assurance
Process
An overview on the NHS England Call to Action
The progress made of the Pan Cheshire Pioneer Application Process
& the Partnership Board covering South Cheshire & Vale Royal
An update on the Social Care Integration Transformation Fund
The current position on NHS 111
Membership Assembly
Allocations Policy Workshop

GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
i) Note the contents of the report.

Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

No

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

Yes

RESOURCES: Issues outlined

No
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REPORT TITLE

Chief Officer Update
1.0

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

2.0

CCG Assurance Checkpoint Process
2.1 The Interim CCG Assurance Framework for 2013/14 was published in May 2013 and is
intended to help NHS England, patients and the public identify how well Clinical
Commissioning Groups are performing in their role as the commissioners of local health
services.
2.2 CCGs are accountable to their local populations and to NHS England for planning and
delivering comprehensive and high quality care that meets the needs of their local
community. This framework will support CCGs to deliver this and will support the process
of local service transformation and result in improved outcomes for all patients.
2.3 The publication of the Interim Assurance Framework kicks off an engagement process with
CCG staff, patient groups and other key stakeholders that will inform a final Framework to
be published in the autumn of 2013.
2.4 The process is based on three main elements.
1. Delivery – ensuring that the CCG is delivering for its population the full range of
outcomes and standards (both national and local) agreed in its plan.
2. Capability – ensuring the CCG is set up to serve patients and communities effectively,
both now and for future generations with the required skills and knowledge, and is
exhibiting the appropriate behaviours.
3. Support – determining the nature and level of support a CCG needs to be a great
commissioner.
2.5 A Balanced Score Card is then produced that details CCG performance against the
following areas:
• Are people getting good quality care?
• Are patient’s rights under the NHS Constitution being promoted?
• Are health outcomes improving for local people?
• Are CCGs commissioning services within their financial allocations?
• Are conditions of CCG authorisation being addressed and removed (where this is
relevant)?
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2.6 The NHS Vale Royal CCG Scorecard from the Q1 checkpoint is detailed below.

2.7 The red detailed in Domain 3 relate to the position against target of the number of MRSA
and Clostridium Difficile cases.
2.8 The Area Team will work with Clinical Commissioning Groups for those domains that are red
or amber red to provide the appropriate level of assurance to the regional team as part of
the moderation process.
2.9 The Area Team has been asked to complete the following questions by the 18th September
2013:
a) Is there agreement on the cause of an issue?
b) Is there a plan for recovery?
c) Have timelines for improvement been set?
d) Has support or intervention been agreed with the Clinical
Commissioning Group?
2.10 Specifically for Domain 2 (which is “patient’s rights under the NHS Constitution”) the Area
Team has been asked to comment on any concerns for the delivery of the performance
measures in the future. By the 20th September 2013 the Area Team will write a Clinical
Commissioning Group plan, reflecting discussion with Clinical Commissioning Group at the
checkpoint meeting.
3.0

NHS England: A Call to Action
3.1 NHS England has called on the public, NHS staff and politicians to have an open and
honest debate about the future shape of the NHS in order to meet rising demand introduce
new technology and meet the expectations of its patients. This is set against a backdrop of
flat funding which, if services continue to be delivered in the same way as now, will result in
a national funding gap which could grow to £30bn between 2013/14 to 2020/21.
3.2 A new publication, ‘The NHS belongs to the people: a call to action’ sets out these
challenges facing the NHS, including more people living longer with more complex
conditions, increasing costs whilst funding remains flat and rising expectation of the quality
of care. The document says clearly that the NHS must change to meet these demands and
make the most of new medicines and technology and that it will not contemplate reducing or
charging for core services.
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3.3 NHS England, along with other national partner organisations, will be providing support to
local GPs, charities and patient groups to hold meetings to discuss these issues. These
meetings will provide the mechanism for patients and the public to have a genuine say in
how the NHS of the future will look.
3.4 All feedback from these meetings, as well as national events and online contributions via
NHS Choices, will be published and used to help shape a longer-term strategy for the NHS.
This will need to be in place by early 2014 to feed into commissioning plans for Clinical
Commissioning Groups in 2014/15 and 2015/16.
4.0

South Cheshire & Vale Royal Partnership Board & Pan Cheshire Pioneer Bid
4.1 The Partnership Board has continued to meet on a regular basis. In July it held a full day
facilitated event that was led by David Fillingham (Chief Executive of AQuA).
4.2 There continues to be good energy and drive to help move this agenda forwards and there
is good sign up from our partners. Part of this sign up has been the agreement to jointly
fund a Programme Director. After a rigorous recruitment process the Partnership Board
have now appointed Diane Eden to this post. She is joining us from Cumbria PCT where
she has been involved in their integration work.
4.3 Diane joins at a crucial time as we start to shape the work streams for the delivery of this
key programme of work. There is a further workshop session planned for the end of
September and it is likely that the proposed name of ‘All Joined Up’ be adopted as the title
for the programme of work. A small Executive Group has formed to bring further focus to
the work.
4.4 In May 2013, NHS England and a collaboration of national partners signed up to a series of
commitments on how they will help local areas to integrate services. The aim is to bring the
fragmented parts of the system together, and make sure services are shaped around the
needs of people. A total of 111 areas applied to become integrated care pioneers, the final
list of which will be announced in the autumn. The 111 bids have been reduced to a shortlist
and then will be further whittled down further by the international selection panel to those
selected to take part in the groundbreaking initiative.
4.5 NHS South Cheshire CCG & NHS Vale Royal CCG worked collaboratively with partners to
produce, and then submit, a ‘Pan Cheshire Pioneer Application’. This was based around
covering the 700,000 residents and the £1.3bn health and social care economy. The main
drive was about 3 communities (west, central & east) connected with one ambition relating
to improved outcomes.
4.6 We were delighted to hear that our submission had made it through the first short-listing
process and that we had made it through to the interview stage. On Monday 16th
September Dr. Paul Bowen, Dr. Huw Charles-Jones, Lorraine Butcher, Mark Palethorpe
and Simon Whitehouse travelled down to the Department of Health in London to deliver our
presentation and then to answer questions from the selection panel. We will not hear
anything now until the final areas selected to take this national project forward are
announced by the Secretary of State for Health towards the end of October / early
November.
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5.0

Social Care Integration Transformation Fund
5.1 The Government has recently announced the results of its latest spending review. Although
NHS funding is expected to grow in ‘real terms’ in both 2014/15 and 2015/16, allocations
are expected to be increasingly challenging especially in the light of the announcement of
the significant pooling of funds for the investment in the integration of health and social
care. By financial year 2015/16, the fund will total £3.8billion nationally, with £1.9billion new
funding from Clinical Commissioning Group baselines.
5.2 For the average Clinical Commissioning Group, the establishment of the integration fund will
mean an additional £10million from its baseline allocation being transferred to a Local
Authority. Although there remains some debate about how this fund will be made up,
information from NHS England states that this will be in addition to existing funding
transfers.
5.3 Further, NHS England states “it is vital that the NHS realises the benefits of integration in
terms of reducing demand on health services, improving outcomes for patients and other
efficiencies”.
5.4 Plans will need to satisfy the following nationally prescribed conditions:
• Protection for social care services (definition determined locally);
• Seven day working in social care to support patients being discharged and prevent
unnecessary admissions at weekends;
• Better data sharing between health and social care, based on the NHS number;
• Plans and targets for reducing Accident and Emergency Department attendances and
emergency admissions;
• Risk sharing principles and contingency plans for if/when targets are not being met;
• Agreement on consequential impacts of changes in the acute sector.
5.5 The size of the fund could have a significant impact on the financial outlook of the Clinical
Commissioning Group. However, it is anticipated that it will support the development of the
shared local health and social care strategy ‘All Joined Up’.
5.6 Plans for the implementation of this policy will be agreed during 2014/15 and discussions
have begun with the Local Authority and the Health & Well Being Board. The Governing
Body will be briefed on a regular basis as discussions are progressed.

6.0

NHS 111
6.1 Background Information
6.1.1 The NHS 111 service is a nationally mandated service that CCGs are required to provide
and was launched in South Cheshire and Vale Royal on the 21st March 2013. The
purpose of the service is to reduce the increasing strain Primary Care services and
Accident and Emergency Departments have experienced in recent years. To alleviate
these pressures the Department of Health recently announced a £500million budget over
the next two years; £15million of which was allocated to NHS 111 in preparation for winter
2013/14.
6.1.2 In the North West, the NHS 111 service contract was awarded to NHS Direct. Their failure
to provide the envisaged service provided huge disruption to most Clinical Commissioning
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Groups as they had to return their clinical assessment calls back into their GP Out of
Hours Service. One or two exceptions were unable to take back their calls and made the
decision to stay with NHS Direct including Warrington, Salford, East Lancashire and
Blackburn and Darwen. After six months Warrington can report that the service is working
as intended and the broad objectives mentioned above have been met.
6.1.3 Presently, NHS 111 is working in approximately 70% of England and it is NHS England’s
intention to restore the service to the remaining 30%, including the North West, within the
next 12 to 18 months. Where the service is working NHS 111 has become an established
facet of NHS life, with thousands of patients using it every day, seven days a week.
6.2 Commissioning and Procurement
6.2.1 Blackpool CCG will provide commissioning support to the North West to support a
managed exit from the current provider, put in place safe, interim stability arrangements
and co-ordinate the re-procurement of the 111 service. North West CCGs have agreed to
engage a small centrally hosted team accountable through the Interim Programme Board
to provide the following functions:
•
•
•
•
•
•
•
•
•
•

Provide oversight and clinical leadership at national and regional level
Oversee and co-ordinate the activities of the 111 Interim Programme Board
Interface and engage with NHS England on behalf of CCGs as part of the step-in
arrangements and future re-procurement of the service
Provide on-going management of the current Provider as part of the managed exit, for
both clinical governance and contract management purposes
Co-ordinate engagement and agreement of the future clinical model
Provide and/or co-ordinate development of costed plans to support agreement on reprocurement footprints
Co-ordinate the transfer of responsibilities to a stability partner in advance of reprocurement
Lead on the production of the specification(s) with footprint leads for re-procurement
Co-ordinate the future procurement on a North West basis (footprints to be defined) with
NHS Shared Business Services
Co-ordinate the mobilisation process in partnership with CCGs

6.2.2 The GP representative on the Interim Programme Board for Cheshire, Warrington and
Wirral (CWW) is Dr Catherine Wall from West Cheshire CCG. Additionally West Cheshire
CCG host a local 1 WTE Commissioning Manager for the 6 CCGs in CWW, the role also
manages the Dos Administration and Maintenance support provided by the CSU.
6.2.3 The 111 GP Lead for South Cheshire and Vale Royal CCGs is Dr Keith Malone with
support of a Service Delivery Manager and Clinical Project Manager, the team work
closely with the local and regional GP and Management leads
6.3 Stability Partner
6.3.1 The North West region will enter into an interim 12 month contract with a stability partner,
brokered by Blackpool Clinical Commissioning Group, provisionally from the 29th October
2013, which may be extended until April 2015, whilst a re-procurement programme is
undertaken. The commencement date will remain provisional until the stability partner
contract is signed and NHS England has given final authorisation. The contract has been
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calculated on the basis of an agreed financial risk share arrangement, which is explained
below.
6.4 Financial Risk Share Arrangement
6.4.1 To achieve agreement between Blackpool Clinical Commissioning Group and a Stability
Partner a revised financial arrangements is required. These arrangements are based on
a financial risk share proposition designed to be both fair and realistic to all Clinical
Commissioning Groups. The South Cheshire and Vale Royal Chief Finance Officer has
been actively involved in these discussions and agreed the figures for our two CCGs.
6.4.2 The arrangement is largely based on the projected costs scheduled prior to the launch of
NHS 111 and take into account the additional costs associated with taking clinical
assessment calls back into GP Out of Hours services.
6.4.3 Following extensive discussions it was agreed that a Cheshire and Merseyside footprint
would provide optimal ‘critical mass’ for Clinical Commissioning Groups in Cheshire and
Wirral. This footprint offers appropriate economies of scale to ensure that sufficient
clinical personnel can be safely employed to provide clinical assessments.
6.4.4 Cheshire, Warrington and Wirral Clinical Commissioning Groups can be assured that
financial implications of the stability partnership will be closely monitored. NHS England
has brought in accountants KPMG to provide ‘due diligence’ for the risk sharing financial
arrangement. Blackpool Clinical Commissioning Group has sought objective advice from
external assurance partners Detica.
6.5 NHS Direct 0845 Help Line
6.5.1 On the 21st March 2013, the NHS Direct 0845 46 47 help line number ended for callers in
South Cheshire and Vale Royal and callers are currently requested to hang up and redial
NHS 111, free of charge, from the 29th October 2013 callers will hear a discontinued tone
rather than the message. It is essential that the Clinical Commissioning Groups
effectively communicate these changes to their communities.
6.6 Next Steps
6.6.1 Service Specification: Following the issues that occurred at the initial launch in the North
West the service specification has been thoroughly reviewed and refreshed by a team of
GPs for the re-procurement of the service, taking account of the main constraints of the
service, which relate to the necessity to despatch an emergency ambulance and the
retention of NHS Pathways (NHS Pathways is a national property licensed by NHS
England, containing algorithms as a proven method of clinical assessment).
6.6.2 Procurement: NHS Blackpool Clinical Commissioning Group (Lead CCG) is proposing to
employ Shared Business Services (SBS) to manage the re-procurement programme as
they will have no influence over potential bidders or eventual results.
6.6.3 Timetable: The re-procurement timetable is set to commence after April 2014, taking 12
months to complete. Clinical Commissioning Groups will need to return clinical
assessment calls to NHS 111, rather than their current GP Out of Hours services. This
timeframe will enable NHS England to reflect on the outcomes of the Urgent and
Emergency Review, and concerns raised by CCG commissioners. There will need to be a
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phased return with clear agreement from individual Clinical Commissioning Groups to
commit to this change.
6.6.4 NHS South Cheshire CCG and NHS Vale Royal CCG therefore need to decide on it’s
timeframe for returning to NHS 111. To not return is not an option, the ultimate deadline
for Clinical Commissioning Groups to return to NHS 111 is March 2015.
6.6.5 Contracting: To facilitate this phased return Clinical Commissioning Groups will have to
address contract issues with their GP Out of Hours Service, giving adequate legal warning
of the intention to change through a contract variation.
7.0

Membership Engagement
7.1 The Assembly continue to meet on a monthly basis with good attendance from our member
Practices. Recent discussions have focused on quality issues in both Primary Care and
with our main providers, commissioning intentions for 2014/15 and developing the thinking
around system working (including progressing the development of Extended
Practice/Neighbourhood Teams).

8.0

GP Elections
8.1 The advert inviting expressions of interest for the role of Governing Body GP went out last
week to all GP’s in Vale Royal. The CCG has advertised for 3 GPs plus a Quality Lead GP.
Once these elections are concluded we will be advertising for GP portfolio leads.
8.2 It is proposed to have the following clinical portfolio leads• Starting Well GP – Dr. Nichola Bishop
• Living Well GP – Vacancy
• Living Well GP - Dr. Jean Jenkins (Mental Health Lead)
• Ageing Well GP – Vacancy
• Medicines Management GP – Dr. Fiona McGregor-Smith
• Macmillan Cancer and End of Life GP – Dr. Achla Damania
• Primary Care GP – Vacancy

9.0

Allocations Policy Workshop
9.1 The Chief Finance Officer attended a Fundamental Review of Allocations Policy workshop in
Birmingham on 18th September organised by NHS England. The review followed the
recently published Advisory Committee on Resource Allocation (ACRA) recommendations
regarding CCG allocations.
9.2 The need to review the funding of allocations across the NHS is based on five main factors:
a) the change in commissioner responsibilities (NHS / Public Health /CCG)
b) an NHS England mandated responsibility to ensure effective use of resources
c) errors in the CCG financial baseline allocations in 2013/14
d) the current financial allocation is based on outdated population profiles e) the NHS
responsibility to address inequalities
9.3 The ACRA recommendations, if implemented, would present significant changes to the
2013/14 CCG allocations and with respect to NHS South Cheshire CCG would potentially
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result in a 6.24% (£12.8M) increase and for NHS Vale Royal CCG would result in a small
reduction of 0.26% (£311k) in its current funding level.
9.4 It is important to note, however, that the ACRA recommendations are only proposals and
that NHS England will make any final decisions about future allocations and any “pace of
change “ which may see changes in allocations implemented over several years.
9.5 It is expected that the 2014/15 CCG allocations will be confirmed by mid December 2013.
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GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care
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The VRCCG Governing Body are asked to:
i) Note the contents of the report summarising the work of
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REPORT TITLE

Highlight Report: Starting Well, Living Well and Ageing Well work Programmes
Starting well

PROJECT

Update

1.

Voluntary Perpetrator
Programmes

•

Tender process complete and provider appointed.

2.

Identification and Referral to
Improve Safety-responding to
domestic Abuse

•

Programme will deliver training, support and referral program for primary care staff and
provides care pathways for adult patients living with abuse and their children.
Project to offer capacity to SC-CCG.
Steering Group met in Sept.
Data collated and analysed for attendances at A&E/short stay admissions.
2nd Workshop took place in September to develop Action Plan with key stakeholders.
Finance secured and recruitment underway by MCHT.
IT solutions in place to capture robust outcomes data.
Roll-out commenced of bespoke healthy lifestyles training package with supporting
resources to GPs, nurses, community staff and key frontline LA staff.
Pilot Courses underway.
Drafts of the two health promotion booklets for 0-11 and 11-19yrs (later includes a mobile
platform for downloading to mobile phones covering teenage health and self-protection
issues) currently being agreed.
Paediatric Doctor commissioned.

3.

Paediatric Pathway 0-5yrs.

4.

Pilot Independent Domestic
Violence Advisor in A&E
Brief Interventions

5.

6.

Common Childhood Illness
Booklets

7.

Designated Dr for Safeguarding,
Child Deaths and
Fostering/Adoption Medicals
Cared for Children Nursing Team
Complex and Chaotic Young
People

8.
9.

•
•
•
•
•
•
•
•
•

•

AUG 2013
STATUS

OCT 2013
STATUS

ACHIEVED

ACHIEVED

ACHIEVED
•
•
•
•

Appointment made.
MDT meeting across health, LA and NHS England co-ordinated by CCG.
Plan underway to develop a multi-agency “escalation protocol” to ensure effective
management of complex young people.
Final meeting scheduled to review protocol in November 2013.

ACHEIVED
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Living well
10.
Carers Strategy

11.

Lung Cancer CNS
Development

12.

2 ww suspected cancer
referral form refresh

13.

Macmillan Practice
Nurse Development

•
•
•
•
•
•
•
•
•
•
•

14.

15.

X-Ray direct access Pilot

High Quality Diagnostic
and treatment pathways
compliant with NICE
guidelines

•
•
•
•
•
•
•

Joint Commissioning project to deliver shared Carers Strategy across West Cheshire CCG,
CWAC and Vale Royal CCG.
Action plan in place.
Carers Consultation underway.
2nd lung cancer CNS started in post September
Recruitment to lung pathway redesign post started
Dr Clarke involved in supporting Primary Care sites for developing CNS clinics and coworking with practice teams
2 ww Guidance and patient information leaflet now being hosted on e-PAIGE
SDM engaged in discussions regarding electronic Platform Development.
Forms reviewed and ready for launch.
Funding secured from Macmillan to train Practice Nurse from each practice in additional
skills.
The “Directory of Cancer and Palliative Care Services in Central Cheshire” has been
updated to reflect current pathways. This will be a key resource for the course and for
other clinical colleagues’ use.
Support secured from all partners to run pilot alongside a targeted PH campaign and GP
Education campaign.
Submission to go to CAB to progress pilot scheme.
Updated skin cancer activity in primary care in preparation for external cancer peer
review on 17th September
Specialised commissioning team and A.T. to involve CCG’s in pathway redesign decisions.
These will come as recommendations from the Provider Board.
CCG representative now attends Christie review meeting with specialised commissioning
and GM CCG’s.
Cancer Peer Review – Breast Internal Validation completed. Good assessment with a
highly performing team. Capacity issues identified amongst consultant surgeons and CNS
posts affecting performance of the MDT – MCHFT to progress a PID internally.
Cancer Peer Review – Head and Neck Internal Validation completed - Good assessment.
Need to review pathway due to the split of the MDT across 2 SCN’s and Specialist
providers.
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16.

Chemotherapy Reform

•
•
•
•

17.

Dementia EOL

•

18.

Workforce education
and practice
development on EOL

•
•
•
•
•
•

19.

20.

21.

EOL Advanced Care
Planning

Carer support at EOL and
bereavement Support

111

•
•
•
•
•
•
•
•
•
•
•

Chemotherapy prescribing group developed specification for electronic prescribing
Procurement process commenced for tool electronic prescribing
Discussion progressing with the Christie for Oncology input to AOService
MCHFT completed capacity review and have moved 500 breast chemotherapy treats per
year from the Christie to Leighton. This is protocol driven chemotherapy.
Dementia EOL pilot scope completed. Final evaluation report complete and awaiting
Dementia UK approval before circulation.
Service specification complete.
Outcomes and KPI’s for service specification agreed.
Transition Team developed to progress the merger of Cheshire Hospices Education and
the EOL service model into a new EOL partnership.
Shadow EOL Partnership Board had first meeting. Approval given to form the new EOL
Partnership as a Charity and for the Cheshire Living Well Dying Well Public Health Team
to be inclusive to the EOL Partnership
Met with Cheshire & Merseyside Strategic Clinical Network and aligned our work into the
wider network work programme and ensured our involvement in the appropriate
network groups
E-PAIGE launched and receiving a number of hits. Responsibility for updating the web
resource on a weekly basis now in place
Gold Standard Framework Audit complete and shared with member practices.
A framework on the management of the GSF Registers to be developed.
Started recruitment for 4 residential homes to participate in the six steps programme
Joint approach with the EOL Partnership and MCHFT to address the recommendations of
the review of the Liverpool Care Pathway
Immediate recommendations from the Liverpool Care Pathway review actioned.
Lead identified to develop and engagement strategy for EOL
Initial scoping of capacity v. demand management within crossroads contract complete
and for review.
Bereavement booklets launched.
All 3rd sector contracts agreed and KPIs in place.
Cheshire & Merseyside is the agreed footprint for 111 services across NHS North
Sexual health service listed in the DOS has been agreed with service provider and
commissioner and status changed from “commissioning” to “active” and CSU DOS Lead
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•
•
•
•
22.

Winter Planning

•

23.

Florence Telehealth
Service
Community Based
Parkinson Nurse Service

•
•
•
•
•
•

24.

25.

Inhaler Technique

26.

Review of Liaison
Psychiatry Service

•
•
•

27.
28.

Military Vetrans Access
to IAPT services
Adult
Neurodevelopmental
Services

•
•
•
•
•

identified
Blackpool Lead met with CFO to agree financial risk share involved for NHS VR CCG on the
111 project
NHS D statement released advising of withdrawal from delivery of 111 services and
appointment of NWAS as stability provider.
Regional negotiations continue with NWAS, to be stability partner for 111 service 12/18
months throughout re-tendering process
NHS North CCGs need to identify an appropriate date to issue a contract variation notice
to OOH providers to ensure the national 111 service is re-joined by April 2015
CWAC partnership working group has been implemented to commence planning for
2013-14 winter period.
11/12 GP Member Practices now operational.
34 patients using Vale Royal protocols.
Funding confirmed from Parkinson UK for 2yrs.
Specification for service revised following clinical input from neurology consultant.
Discussions commenced with UHNS regarding service commissioning.
Lack of agreement of the secondary care CQUIN at Mid Cheshire will limit
implementation across the health economy. To date Mid Cheshire have not signed up to
the CQUIN but have agreed to start work by focussing on staff training.
Obtained requirements for completion of the Equality Impact Assessment (EIA)
Workshop held with stakeholders, bringing together representatives from existing
service, CCGs, CWP, MCHFT. Existing service model described, together with
commissioner perspective, and alternative models of good practice.
Engagement with senior management at MCHfT has been problematic, so will be
attempting different methods to engage
Service now in place.

ACHIEVED

Autism sponsor group convened, initial scoping undertaken to establish work plan, (CEC)
For ADHD, new referral pathway introduced, now being monitored.
PD Service – project has yet to begin, awaiting activity figures for service at CCG level.
Figures and activity now been received from CWP.
Autism workshop taken place – outputs and outcomes to be taken up through the autism
strategy group.
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29.
30.
31.

Dementia Memory
Services
Mental Health
Specifications Review
Learning Disabilities

•
•
•
•

32.

24/7 Urgent Care

33.

Stroke Rehabilitation
Pathway

•
•
•
•
•

Service proposals developed with stakeholders and will be consulted upon with member
practices.
External Consultancy being sought to provide additional capacity for this project.
“My Life, My Say” engagement event for Cheshire West and Chester took place at
Winsford Lifestyle Centre on 9 September.
“Check Up” meetings held with both local authorities and other partners to review
progress with completing the 2013 LD Self- Assessment Framework and anticipated RAG
ratings
Meeting scheduled to examine possibility for pooled LD budgets with CWAC.
Three “Integrated Working” workshops delivered with key stakeholders.
Business Case to be developed by October 2013.
3 patient engagement events held with Stroke Association.
Service specification development underway.
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Ageing Well
34.
Integrated
Neighbourhood Teams
35.

Transitional Care

•
•
•
•

•
•
•
•
36.

GP Care Homes Project

•
•
•
•

37.

Intermediate Care
Services Review

•

•
•
•

Configuration of Northwich Teams confirmed
Interim GP lead for Northwich team agreed
Proposed Business Cases due end of September 2013
Service Specifications have now been completed for both South Cheshire and Vale Royal.
There are six service specifications (and related SLAs) for each CCG, three relate to
community intervention beds and three relate to transitional care service. Care Home
Bed Capacity for service, Nursing/Social Care Case Management & support services,
Medical Cover in community.
Agreement with CSU on procurement process for contracting services. CSU have
contacted care homes on the Northwest Framework to request expressions of interest by
23rd September.
Agreement on outcome measures (based on national audit of intermediate care services).
Three non-weight bearing beds are now operational ahead of schedule (commenced
August 2013)
Timescale for operationalizing service is 31st October to give 1 month tolerance to achieve
the end of November timescale for full implementation.
Project manager now in place
EOL commissioner and EOL care coordinators now included in the work
EMI patients agreed for inclusion in the work and the specification
Contact with the CSU made re appropriate contact for inclusion in the work and
workshops.
Intermediate Care Service Review Workshop undertaken. The workshop took place on
the 12th September 2013. There was good representation from ECT, MCHFT, UHNS, CEC,
CWaCC and GPs from both Vale Royal and South Cheshire CCGs. The providers gave
presentations outlining the internal and external service pressures and gaps in current
service provision.
Service Specifications have been reviewed and changes made for agreement for contract
2013/14 (further work to be undertaken based on outcome of workshop).
Quality visits have been arranged for October 2013.
A number of developments within the CCG have impacted on the delivery of the original
project brief. These include; Partnership Board commencing work to develop vision for
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38.

3rd Sector Review

•
•
•

39.

40.

41.

Care Home Contracts
Review

Community Equipment
Services Review
Community Services
Review

•
•
•
•
•
•

integration; CEC and SC CCG Directors commencing work to develop a shared vision for
integration (intermediate care and extended practice teams). Therefore, an exception
report has been produced to ask for authorisation to make changes to the project in light
of this executive work, and taking into account current risk surrounding capacity and
demand analysis.
Joint Commissioning project to review commissioned services across West Cheshire CCG,
CWAC and Vale Royal CCG.
Historical spend mapped.
Revised priorities for future spend currently under development with an aim of
introducing common contracting framework across all three organisations.
Joint Commissioning project across West Cheshire CCG, CWAC and Vale Royal CCG to
introduce common contracting framework across all three organisations.
Service specification under development.
Planned soft market testing to commence September 2013.
Joint Commissioning project across West Cheshire CCG, CWAC and Vale Royal CCG to
review Community Equipment contract.
Service Specification underway.
Work is yet to commence on this project.
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To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care
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and improve ways of
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1.

Introduction

This Plan sets out CCG proposals to promote health equality across Vale Royal. It is anticipated
that the proposals contained within the plan will set the foundation for tackling health inequalities
in Vale Royal.
The World Health Organization defines health as "differences in health status between different
population groups". This can be illustrated as differences in mobility between elderly people and
younger populations or differences in mortality rates between people from different social classes.
Irrespective of the cause, good health is a basic human need and should represent a state of
complete physical, mental and social well-being. The increasing impact of Health inequalities is
one of the most vital challenges facing clinical commissioning groups.
Health Inequalities are recognised as have widened across England in recent years. Nationally, life
expectancy has improved but this is not the case for the most deprived communities. The
perceived "health gap" between classes and the most socially deprived areas in our wards are
widening Furthermore, the effects of health inequalities are not restricted to poor health
outcomes. As the West Cheshire Joint Strategic Needs Assessments illustrate: poor health is a
contributing factor to poverty and worklessness, poorer educational achievement and other forms
of social exclusion.
Vale Royal CCG is committed to systematic action to meet this concern and to commission services
effectively to meet this challenge.

2.

Objectives

The Vale Royal Health Equality Plan sets out our planned activities for 2013/14. Work has been
undertaken to ensure that the plan is anchored in reality, puts the patient first and is aspirational
yet achievable. The Plan is based on an honest appraisal of health inequalities in Vale Royal and
includes a series of objectives to be achieved during 2013/14.
The Health Equality Plan aims to build commissioning behaviours that respond effectively to local
health inequalities. The development of a prioritisation tool for responding to health inequalities
aims to encourage CCG staff to develop consistency in commissioning activities to respond to
differing health needs.
The Plan is to be ratified by the joint Quality and Performance Committee, who will oversee its
completion and attainment. The South Cheshire and Vale Royal Health Inequalities Sub-Group will
be responsible for the delivery of the Plan and will provide the annual update for Vale Royal's
Governing Body.
Finally, the Health Equality Plan aims not only to promote, protect and demonstrably improve the
health our communities but also to narrow recognised health gaps.
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3.

Factors Influencing Health Inequalities

The World Health Organisation defines health inequalities as ‘differences in health status’ or in the
distribution of health determinants between different population groups’.
Some health inequalities are linked to environmental or biological conditions outside the control
of the individual, for example older people are more likely to have a disability than younger
people. Many health inequalities, however, are the result of social, economic and environmental
conditions that are avoidable. In Vale Royal, one of the most significant health inequalities is the
difference in life expectancy between our most and least deprived populations. The rate of early
deaths or life expectancy has been improving faster in the affluent areas compared to deprived
areas so that health inequalities are widening in Vale Royal (figure). Inequalities in early deaths in
men is largely to heart disease but also cancers and cancers, particularly lung cancer, and COPD in
women.
‘The challenge is to allow each individual to realise their best span of quality of life and length
of life. It is the avoidable inequalities in health and unjustifiable variations in delivery of care
that matter’
Table No: 1
Trends in early deaths by deprivation group in Vale Royal
Vale Royal CCG, All Causes, Persons, Under 75 Mortality by Deprivation
500
450
400
350
300
250
200
150
100
50
0
2001-2003

2002-2004

2003-2005

2004-2006

Vale Royal CCG Q1-Q2
Vale Royal CCG Total
Linear (Vale Royal CCG Q1-Q2)

2005-2007

2006-2008

2007-2009

2008-2010

2009-2011

Vale Royal CCG Q3-Q5
England And Wales
Linear (Vale Royal CCG Q3-Q5)

Source: ONS Annual District Death Extracts and population estimates; IMD10

Deprivation is linked to unemployment and worklessness, having a low income, having few
qualifications and skills, living in poor quality or overcrowded housing, and being more at risk of
crime. These factors can have a direct impact on our health, and contribute to lifestyle behaviours
that can damage our health such as smoking, substance misuse and eating a poor diet. In addition,
social isolation and lack of access to services and support can contribute to health inequalities. We
need to work together with communities to make sure the most vulnerable are more able to enjoy
good health. Our vulnerable population groups include adults with learning disabilities, those who
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have been released from prison, people from gypsy and travelling communities, and migrant
workers.
Health Needs in Vale Royal
Vale Royal has a population of around 103,000 people who live in Winsford, Northwich &
Weaverham and surrounding rural areas. In general, the area has a younger age profile compared
to the borough average but Winsford has a much younger age profile compared to Northwich.
Starting Well
Giving every child the best start in life is crucial to reducing health inequalities and improving the
life chances of people throughout their lives. The foundations for virtually every aspect of human
development – physical, intellectual and emotional are laid in early childhood. What happens
during these early years (starting in the womb) has lifelong effects on health and well being,
educational achievement and economic status.
There are just over 25,000 children and young people aged under 19 years living in Vale Royal.
Nearly a quarter of children and young people aged under 18 live in the most deprived 40% of
localities. In the Winsford area the number of births to mothers aged under 20 is high compared
nationally and there is a low level of children achieving a good rate of development at age 5 and
poor educational attainment in later years. Childhood obesity rates at age 4-5 years are high
compared nationally. Hospital admission rates due to injuries and self harm are also high. Hospital
admission rates for self-harm are particularly high in the under 16s and are increasing in Winsford.
Living Well
We all like to feel good about ourselves and the lives we lead. Our mental wellbeing affects
everything we do. Those with good mental wellbeing have a higher satisfaction with life and are
much more likely to be in employment, be educated, be healthy and have closer relationships with
others. There is increasing evidence that positive mental wellbeing leads to a more flourishing and
fulfilling life at home, school, work and in the community we live. It is central to individual and
community resilience, our ability to function well, be productive, healthy and cope with adversity
and change.
Our physical and mental health is inextricably linked. People with long-term conditions are more
likely to experience mental health problems and those with mental health conditions are at
increased risk physical ill-health. Good mental health is a known protective factor. In Vale Royal
the prevalence of diagnosed long-term conditions such as Chronic Obstructive Pulmonary Disease
(COPD), Chronic Kidney Disease, Coronary Heart Disease and diabetes is higher than the national
average. Likewise the prevalence of recorded depression is also high.
People’s lifestyles can have a direct impact on their health. Nearly a quarter of people living in
Vale Royal are obese with some parts of Winsford having particularly high rates. The increasing
prevalence of unhealthy weight is a key reason why diabetes is the fastest growing long-term
condition in Vale Royal.
About 22% of people smoke and current and past smoking habits are helping to drive health
inequalities. 2011 sadly saw a high number of deaths from lung cancer compared to previous
years and rates of COPD are high. People’s drinking habits are also impacting on the health of
people in Vale Royal – with hospital admission rates for alcohol specific conditions high in parts of
Northwich. Death rates are increasing for liver disease particularly amongst men in deprived areas
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and 2011 also saw a high number of deaths from Upper Gastrointestinal cancer compared with
previous years – a number of cancers often caused by past smoking and drinking habits.
Table No: 2
Hospital admission rates from alcohol-specific disorders

All these factors help to explain why inequalities in early deaths are due to heart disease and
cancer in men and cancer, particularly lung cancer and COPD in women.
Ageing Well
There are just over 17,200 people aged over 65 years registered with Vale Royal practices.
Northwich has an older age profile than Winsford. A sizeable proportion of older people are
engaged in their communities and satisfied with the local area. For example 27% of older people
participate in regular volunteering across the borough.
Most older people are living at home and feel they are in good health but as they grow older an
increasing proportion have multiple long term conditions . Keeping people well as long as possible
is as important as reducing avoidable early deaths.
We estimate that nearly 600 people are living in a residential setting. Just over half of these
people are aged over 85 but this still represents only 16% of all over 85s. We estimate, for
example, that 82% of over 85 year olds had 2 or more long-term conditions and 31% had physical
and mental co-morbidity. Services that promote the health, well being and independence of older
people and, in so doing, prevent or delay the need for more intensive or institutional care, make a
contribution to ameliorating health inequalities and improving quality of life.
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One condition that has been a national priority is dementia. Over 500 people have been diagnosed
with dementia in Vale Royal – many people with dementia will have complex needs. These will
include a combination of mental, physical and social needs. A recent research study identified that
only 5% of patients with dementia have dementia with no other comorbidities. Heart disease and
depression are key co-morbidities. At the later stages, people can have high levels of dependency
and morbidity. There may also be around 475 people with dementia who have not been
diagnosed yet – the level of diagnosis in Vale Royal however is better than nationally.
At engagement events older people say they value flexible, responsive holistic services tailored to
their individual needs and express difficulties in navigating the system. They feel there are more
opportunities to keep people out of hospital. The demand for high intensity hospital care is
increasing faster than demographic growth in the over 85s. In Vale Royal emergency admission
rates have increased by 22% in the over 85s between 2006/07 and 2011/12. People aged over 85
also appear to stay in hospital slightly longer compared nationally or regionally.
More deaths occur during the winter months compared with the summer but some of these are
avoidable and provides evidence that the community and whole system are not proactively
looking after our most vulnerable during the winter. Excess winter mortality is apparent across
many European countries but is actually more evident in warmer European countries than colder
countries. Many of these deaths are caused by heart disease or respiratory conditions. There were
43 more deaths in the winter compared to the summer during 2011-12 but the excess winter
death ratio is not high in Vale Royal compared nationally but of note is that under 75 death rates
from influenza and pneumonia has been increasing during both the winter and summer months.
Most of us die within our ‘old age’ from a disease that in it’s advanced stages is incurable and
progressive whether this is, for example, heart failure, cancer or chronic obstructive pulmonary
disease. We however wish to live as well as possible before we die and most of us would like a
choice in how we are cared for and would prefer to die at home. In a national survey 56% of
people said that they would prefer to die at home, 24% in a hospice and 11% in a hospital. In 2012,
44% of deaths took place at home while 49% took place in hospital. Over the last few years, the
proportion of deaths that took place at home has increased particularly during 2012.
4.

Approach

In order to address health inequalities in Vale Royal we have adopted an approach based upon a
number of factors, as illustrated in the diagram overleaf.
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Table No: 3
Our Approach:

Joint Commissioning
Activities with our
partners
Developing a prioritisation
approach for vulnerable
groups with differing
health needs

Working in Partnership
with the Health and Well
Being Boards to identify
and act upon shared
priorities for health

Promoting Health
Equality across
Vale Royal

Commissioning Intentions
and Quality Assurance
Programmes with due
heed to the promotion of
health equality

Annual Equality Impact
Assessments to influence
commissioning decisions

Work with Public Health
Departments to
understand local health
inequalities

These key elements each have a distinct contribution to make to reducing health inequalities in
Vale Royal CCG and are defined in more detail in the following section.
Joint Strategic Needs Assessments
Vale Royal CCG has been actively involved in the development of our local Health and Wellbeing
Board, recognising from its inception that this was the vehicle for delivering a reduction in health
inequalities for our population, especially if we want to be proactive in influencing the wider
determinants of health.
We are involved in an ongoing cycle of assessment of need, informed by public health, that allows
us to jointly with health, social care and Healthwatch partners to develop our JSNA. This influences
our commissioning plans, the implementation of which should address those needs and so
improve health outcomes. We are focused on doing this in a way that has an emphasis on
reducing health Inequalities. Indeed the Health Inequalities National Support Team, when they
visited last year, commended Cheshire West and Chester area for having " an ambitious vision for
promoting wellbeing and tackling health inequalities". (HINST visit is item 5;H&WB April 2012
pack)
Joint Commissioning Activities
In order to reduce the impact of health inequalities Vale Royal CCG recognise that many partners
will have to collaborate and work together. To this end the CCG has engaged in joint
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commissioning activities to maximise potential health gain. The following section highlights the
areas of activity for 2013/14.
Table No: 4
Residential and Nursing Homes/CHC
Carers
Immediate Care and Rehabilitation (WC CCG)
Transitional Care (VRCCG)
Third Sector Commissioning
rd
(CYP – 3 Sector Develoment)
Drugs and Alchol
Sexual Health
Mental Health Services
LD Services
Telecare and Telehealth Service
Joint Equipment Service Review (including Independent Living Centres)
Information, Advice and Guidance Services
Lifestyle Services
Early Support for Children and Families (Evidence-based interventions; Young
Carers; Volunteer Co-ordinator; Workforce Development)
DV Interventions
School Health Services
Health Checks
Emotional Health and Wellbeing of Children and Young People
Children with Disabilities
Children in Care

Joint Officer Lead
Jamailia Tausif (CW&C)
Jo Jones (CW&C)
Amanda Lonsdale
Tracy Parker-Priest
Jo Jones (CW&C)
Tracy Parker-Priest
TBC (Public Health)
TBC (Public Health)
Lesley Singleton
(WCCCG)
TBC
Jamaila Tausif (CW&C)

TBC (Public Health)
Paula Ross (CW&C)
Gavin Butler (CW&C)
TBC (Public Health)
TBC (Public Health)
Sarah Clein (Public Health)
Paula Ross (CW&C)
Emma Meekin (CW&C)

Commissioning Intentions:
Commissioning is the process of ensuring that healthcare services are provided effectively and
that they meet the needs of the local population. It is a complex process with responsibilities
ranging from assessing local population needs, prioritising outcomes, procuring products and
services to achieve those outcomes and supporting service providers to enable them to deliver
outcomes for individual service users. In Vale Royal CCG, we establish an annual set of clinically
prioritised objectives to effect transformational change in the services we secure on behalf of our
populations. These are called our Commissioning Intentions. In addition to our commissioning
intentions, the CCGs also undertake a number of Quality Assurance Reviews: to review the quality
or scope of current service provision in clinically prioritised areas.
Our Commissioning Intentions and quality assurance reviews are presented as the targeted
actions being taken by the CCG to promote health equality in Vale Royal. The following table
highlights the Commissioning Intentions and Quality Assurance Reviews planned for 2013/14 for
Vale Royal CCG, alongside their anticipate health outcomes.
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STARTING WELL PROGRAMME
Project
Early Support
(CWAC & CEC)

Impact
Improve health, education
and social outcomes for
children and young people

Health Inequality Identified

Scope of Project
Narrow the developmental gap between
the most affluent and deprived wards
within the CCG’s

Early identification and
intervention

Low level of children achieving a
good rate of emotional, cognitive,
social and language development at
key developmental stages in the
‘wards’ of highest economic and
social deprivation.

Significant potential for
reducing duplication of
effort across agencies

Higher number of births to mothers
under 20 than nationally (in specific
wards)

Developing new approaches to support
young mothers under 20
Ensure proportional representation from
‘wards’ of highest economic and social
deprivation within Community
Paediatric Service

Progressive not repetitive
Provides multiple
opportunities to identify
additional needs and offer
of early help

Improving opportunities for children and
young people

Deliver an integrated early years model
of provision and subsequent care
pathways/services

Outcome Measures
2.5 Year developmental reviews
Early Years Foundation Stage Indicator
set.
Teenage Mothers enrolled on the Family
Nurse Partnership Programme
Teenage conception and abortion rates
Women’s experience of maternity
services
Families experiences of early support
services

Builds on existing agency
specific assessments and is
coordinated
Families Together
(CWAC)

Supports shared outcomes
Improve outcomes for
children and young people
who experience domestic
abuse/violence

Children and Young People living in
families where there exist domestic
abuse, parental drug and alcohol
misuse and mental health issues are
disproportionally represented in our
local authority care and youth justice
system.
¼ of under 18’s live in the most
deprived 40% of communities

Setting up of a multidisciplinary access
team to help families with complex
needs who depend on public services
IRIS Programme in Primary Care
Independent Violence Advocate based
at MCHT
Voluntary Perpetrator Programme

Need to clarify what CWAC plans are?
Indicators for IRIS will focus on numbers
of staff trained, confidence of
professionals improved, victims
supported and referrals to Domestic
Abuse Family Support Unit and
Safeguarding Teams.
Voluntary Perpetrator Programme will
outcomes will focus initially on
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Fair access
Identifying potential inequalities as a
result of geography, socio-economic
group, ethnicity, age and sex and
supporting access to most
appropriate services

(also support Living Well Project: Safer
Communities)

recruitment and programme
completions.

Paediatric Pathways

Ensure Paediatric Hospital
Admissions are in line with
our ONS Comparator CCG’s

Paediatric attendances at A&E and
non-elective admissions are
disproportionally higher within
‘wards’ of highest economic and
social deprivation.

Development of a Paediatric Care
Pathway to manage :
- the ‘Sick Infant’
- C&YP with LTC
- Chaotic & Complex Adolescents

Paediatric Admissions in line with ONS
Comparators:
2013/14 – 20% achievement of target
2014/15 – 60% achievement of target
2015/16 – 100% achievement of target

Emotional Health &
Wellbeing

Timely access to high
quality emotional and
mental health issues
support and improved
outcomes

The emotional health and wellbeing
in some cohorts of children and
young people is significantly poorer,
these groups include;
- Young offenders
- Disabled C&YP
- C&YP with Long Term
Conditions

Ensure that targeted vulnerable cohorts
have equitable access to provision.
Project to review current need and
outcomes, current provision and
proposals in respect to future provision.

Set of recommendations from review
into how the CCG’s will work to build on
what works and removed any gaps in
respect to:
• Timely access
• Re-offending rates
• Emotional Health & Wellbeing

Ensure robust transitional arrangements
are in place

All young people with complex and
chronic mental health needs have
planned and robust transition
arrangements in place.

Transitional arrangements to adult
services for those young people with
complex and chronic mental health
issues.
Disabled Children

Improve Education, Health
and Social Outcomes

Educational, Employment, Health
and Social Care Outcomes are
comparatively poorer for this cohort

Establish robust care pathways with
Local Authorities to ensure the
establishment of;
- Single Health, Education &
Social Plan
- Transitional Care
- Care coordination through the
‘Lead Professional Role’

Any child or young person with special
educational needs has a single
‘Education, Health and Care Plan.
Alongside this an identified lead
professional and a post 16 Transition
Plan where required.
Timely access to assessment and
interventions from health services
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Establishment of the First Steps
Pathway’ at MCHT (CQUIN 2012/13)

supporting the Single Plan.
Every child aged 0-2.5 years with a
complex stable/unstable health need
has a planned and holistic transition of
care from Tertiary/Secondary Care to
Community Services.
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LIVING WELL PROGRAMME
Project
24/7 Urgent Care
Review

Impact
Public/Patients less likely
to attend hospital for
treatment of Ambulatory
Care Conditions

Health Inequality Identified

Scope of Project

JSNA/ISNA identified Higher nonelective admissions for COPD,
Circulatory Diseases and Diabetes
than the national average.

Review and develop model for
Emergency Department, Out of
Hours Service and Urgent Care
Centre integration.

Also two-fold variation in A&E
attendances.

To develop pathways for
Directory of Ambulatory Care
Conditions for admission
avoidance, looking after people in
the community.

Outcome Measures
Patients feel better supported for their ambulatory
care sensitive condition (in the community)
By MSOA area non-elective admissions for COPD,
Circulatory Diseases and Diabetes. Baseline JSNA
national average information.

This will include improving access
for MSOA area’s identified in
JSNA/ISNA
National rollout of
111

Public/Patients able to
access most appropriate
services more effectively
develop unplanned, unexpected
healthcare needs. Changes in the
way in which services are
delivered, in particular the
introduction of new services like
NHS walk-in centres or Urgent
Care Centres, have added to the
complexity of the urgent
healthcare system. The result is
that many people are unclear
which services are available to
meet their urgent, unplanned
needs and how they should be
accessed, especially outside
normal working hours when GP
practices are closed or when they

Local implementation of the
national 111 programme

Patients are able to access alternatives to
emergency department through 111.
Patients are not readmitted for the same
condition.
Patients get passed to correct service first time.
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are away from home.
NHS reviews have also found that
patients want better information
and more help to understand how
to access the best care, especially
urgent care, when they need it.
Consultations with the public and
clinicians carried out by Strategic
Health Authorities resulted in
them calling for the introduction of
a single number to improve access
to urgent healthcare services.
Development of an
EOL Dementia
Specialist service

Advance care planning to
ensure that patients with
dementia at EOL have
appropriate symptom
management and achieve
their wishes and
preferences for EOL

Advanced Care planning not
implemented with dementia
patients

Patients with dementia in their
last year of life

Reduction in long term care and care home
admissions
Improved quality of care, choice and dignity /
respect for patients and their families/ carers

Dementia patients not on GSF
registers

Reduction in crisis responses and unplanned
hospital admissions

Preferred place of care not offered
to dementia patients

Reduction in length of hospital stay
Key worker system for dementia EOL patients
Patients dying in their preferred place of care

Equip the health &
Social Care
workforce with the
skills & knowledge
to deliver
competent &
confident EOLC

Reduction in hospital
attendances, admissions
and deaths. Preferred
place of care achieved.

Only 8% of all deaths are on the
GSF register and experience
advanced care planning within their
palliative phase. 75% of these have
a cancer diagnosis

Workforce delivering EOLC across
health, social care and third
sector/ voluntary care sectors

EOLC competency frameworks in place
Communication skills training integral across all
care settings to all staff
Programmes of education delivered by the EOL
service model to all staff on DNA CPR, EOLC tools
and prognostication
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The national e-learning programme on EOLC to be
implemented across all care settings
6 Care homes to be supported though GSF
Optimise
identification and
coordination of
EOLC through
wider use of
Advanced Care
Planning

GSF
accreditation/implementa
tion supporting best
quality EOL coordination
Increase in deaths in usual
place of residence

Only 8% of all deaths are on the
GSF register and experience
advanced care planning within their
palliative phase. 75% of these have
a cancer diagnosis
70% of known deaths achieve their
preferred place of care.

GSF registers in Primary Care
GSF accreditation in care homes
Six Steps accreditation in care
homes
Consider GSF accreditation for
acute hospitals

Electronic prognostication tool developed and
implemented
Increase number of EOL patients on the GSF
register from 8% to 25%
Increase the percentage of non-cancer patients on
the GSF register from 25% to 50%
Electronic flags on clinical systems between care
settings for patients in last year of life
80% of patients on GSF register will have special
notes within OOH GP services
Implement ePaCCs (Electronic Palliative Care
Coordination System)
Rapid discharge pathways from hospital will ensure
80% of those who meet the criteria and wish to die
outside of hospital achieve their preferred place of
care

Offer all patients
approaching EOL
the opportunity to
express their
preferences and
wishes for care for
death and dying

Increase in people dying in
their preferred place of
care

Deaths in usual place of residence
in lower range compared to ONS
peers
7% of deaths are in a hospice –
these are 90% cancer and from
areas of higher affluence

All care settings – hospital,
hospice, community delivering
EOLC to be equipped to support
advanced care planning and
seamless care to ensure patients
are in their preferred place at
EOL.

Planning for your future care resources provided to
all patients
Implementation of a coordinated DNA CPR policy
across care settings
Increase of 10% of community patients with
documented advance care planning conversations
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Support the patient
and family during
the last days and
hours of life
ensuring
appropriate and
holistic care

Increase in people dying in
their preferred place of
care

Support to family
and carers the first
days after death
and into
bereavement

Career support and health
and well-being

Earlier Diagnosis of
Cancer

Reduce under 75 mortality
from cancer

Only 8% of all deaths are on the
GSF register and experience
advanced care planning within their
palliative phase. 75% of these have
a cancer diagnosis

Workforce delivering EOLC across
health, social care and third
sector/ voluntary care sectors

80% of GP practices, DN teams, Care Homes &
Hospices implemented v12 of the Integrated Care
Pathway
Participation in the National Acute Hospital Care of
the Dying Audit
70% of expected deaths in care homes will have
the EOLC pathway implemented

All bereaved families and carers

Bereavement support booklet developed and
provided to all bereaved individuals
Qualitative feedback to be gained from the
bereaved on experiences of EOLC

Towns with higher than average
mortality from cancer

Support Primary Care to diagnose
cancer earlier

Cancers at a lower stage of disease progression on
diagnosis

1 and 5 year survival rates from
cancer not in line across towns
within the CCG

To promote cancer awareness
and early diagnosis campaigns
nationally and locally

Cancer screening uptake the highest compared to
ONS peers

Uptake to screening programmes
across towns not equitable

Targeted uptake to cancer
screening programmes

Less cancers diagnosed through an emergency
admission

Age extension and HPV triage
implemented into cancer
screening programmes in line
with national requirements
Better diagnosis
and treatment
pathways for
cancer pathways to
improve outcomes

1 and 5 year survival from
cancer increased

More emergency diagnosis made of
cancer across some towns
Equitable access to treatments for
cancer

Stretch of cancer waiting time
standards – 2ww appointment to
be stretched to Day 9

Cancer waiting Time Standards achieved

NICE IOG complaint pathways
across cancer network

NICE IOG complaint pathways achieved in Urology
and Gynaecology
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Stage of cancer at diagnosis seems
inequitable across towns
Lifestyle impacts to prevalence of
preventable cancers

Chemotherapy Closer to Home

80% of solid tumour chemotherapy to be delivered
locally
Patients travel no more than 45 mins for specialist
chemotherapy and 20 minutes for local
chemotherapy

Acute Oncology Service

Acute Oncology teams reducing admission,
reducing length of stay and reducing unnecessary
diagnostics for patients presenting as an
emergency
Peer review complaint Acute Oncology Service at
MCHFT
Second Lung Cancer CNS working across the whole
pathway
Reduced LOS from 10 to 4 days for lung cancer
surgery
Survivorship programmes implemented

24/7 Urgent Care
Review

Reduction in non elective
admissions to hospital

JSNA/ISNA identified Higher nonelective admissions for COPD,
Circulatory Diseases and Diabetes
than the national average.
Also two-fold variation in A&E
attendances.

Enhanced recovery programme
for Lung Cancer Surgery
Review and develop model for
Emergency Department, Out of
Hours Service and Urgent Care
Centre integration.
To develop pathways for
Directory of Ambulatory Care
Conditions for admission
avoidance, looking after people in
the community.

Patients feel better supported for their ambulatory
care sensitive condition (in the community)
By MSOA area non-elective admissions for COPD,
Circulatory Diseases and Diabetes. Baseline JSNA
national average information.

This will include improving access
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Dementia Care

Need to improve the numbers of
people diagnosed at an early stage.
Currently 43%.

Estimated 3,500 carers caring for
people with dementia. These carers
are pivotal to helping people
remain in their own home.

5% of people with dementia have
dementia alone.
Non elective admissions in <75s
with secondary diagnosis of
dementia are low, however, these
people are staying longer in
hospital by approx. 3 days.
People with dementia said that
loneliness, isolation, anxiety and
depression are common. Also feel
that society not geared up to the
needs of people with dementia.
Physical and mental health is

for MSOA area’s identified in
JSNA/ISNA
Review estimated prevalence by
practice and estimate the
“diagnosis gap” Benchmark
progress to improve rates, in
particular in relation to
subgroups, eg care home
residents.
A carers strategy has been
launched, and a separate
ISNA/JSNA may be considered in
due course. Links to third sector
resource should be promoted. A
regional project to develop a
website of local resources is
being undertaken.

To audit/review care of people
with dementia with other LTCs.

Improved diagnosis rate in GP practices.

Improved compliance with carers strategy at CCG
level.
NW area website of available resources.

EPT/NTs trained and resources to deliver holistic
care, taking into account the person with
dementia.

To be developed.

Working with local authorities
and third sector, dementia
friendly communities pilots are
being undertaken.

Dementia friendly communities schemes up and
running, learning and shared.

To review the existing liaison
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Review of Liaison
Psychiatry

Military Veterans
IAPT Service

Self Care/Self
Management

inextricably linked. People with
long term conditions are more
likely to experience mental health
problems and those with mental
health conditions are at increased
risk of physical ill health.
No specific reference within the
ISNA/JSNA. However, national
information suggests that 27.2% of
veterans have a common mental
health disorder and 4.8% suffer
from PTSD. Veterans experiencing
mental health problems often do
not access the treatment and
support which they might benefit
from.
Nothing specific in the JSNA/ISNA,
however research suggests that
health literacy is lower in
populations with lower education
and income levels.

psychiatry service, with a view to
understanding the demand and
scope for such a service, and how
it can better meet the needs of
the local population.
To improve access rates to
mental health service within this
hard to engage group.
Improve knowledge and
understanding amongst General
Practices of services available and
commissioning responsibilities.
To be developed. Tailoring
information and materials to the
needs of the population, taking
into account language and
cultural beliefs.

Outcome measures will be discussed as part of the
project. Initial thoughts are that we will
demonstrate the effectiveness of a liaison
psychiatry service, probably through a balanced
scorecard approach.

Include ex service personnel as a group within the
strategic needs assessments.
Improved access rates to services commissioned
for military veterans.
Information delivered to practices and elsewhere
(websites, social media etc) to improve awareness.
Develop a model for chronic self management
which is responsive to the needs of disadvantaged
groups.
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AGEING WELL PROGRAMME
Project
GP Care Homes
Scheme

Impact
Care Homes less likely to
call 999 and admit
patients to hospital.

Health Inequality Identified
Vale Royal ISNA 2012
• People aged 85 years and older account for
60% of long term care placements and over
40% of community care for older people
• Emergency admission rates are 4 times higher
in the over 85s than in the 65 to 74 age group
• At least 25% of older people in hospital after
emergency admission are clinically stable but
have on-going care needs
• The number of older people will increase by
26% between 2011/12 and 2021/22

Scope of Project
•
•
•
•

Service Mapping
Financial Profile
Operational Profile
Economics Benefits Review

To avoid unnecessary
emergency admissions by
supporting people in their
own home, and reduce
delays in discharge from
hospital. More patients
receive social or health
transitional care in their
own home on discharge
from hospital. Baseline
North West Average.

North West SHA identified South Cheshire and
Vale Royal have highest number of older people
being admissions to Care Homes (following
discharge from hospital) in the North West.
In other parts of the North West more older
people are managed and cared for in their own
home.

•
•
•

•
•
•

At engagement events older people say they
value flexible, responsive holistic services tailored
to their individual needs and express difficulties in
navigating the system. They feel there are more
opportunities to keep people out of hospital. The
demand for high intensity hospital care is
increasing faster than demographic growth in the
over 85s.
Transitional Care

Outcome Measures

Work with Health and Social
Care providers to review and
integrate Intermediate Care
and Respite Care Services

Do patients feel they receive
better co-ordinated care?
Acquired Infection Rates.
Monitoring of adverse events will
take place to monitor if the
implementation of the teams has
supported a reduction in adverse
events. A baseline will be required
to be established.
Patient Satisfaction
Patient Waiting Times
Patient Complaints

Patients feel supported in returning to
their own home.
Reduction in admissions to care homes
(following discharge from hospital)
Reduction in delayed discharges from
hospital
Reduction in Hospital Acquired
Infections
Reductions in readmissions to hospital.
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Self-Care and SelfManagement

Integrated Teams
(LTC) & Risk
Profiling

To ensure people feel
confident to manage their
Long Term Condition

Patient Safety
• Frequency patients
receive care plans.
• Patients are managed
within their own home
without condition
exacerbating.
• Reducing number of
hospital admissions
will reduce the risk of
patients acquiring
MRSA, CDIFF and
other Hospital
Acquired Infections.
Clinical Effectiveness
• Reduce readmissions
to hospital
• Reduction in mortality
rates for patients with
an LTC

•

Cheshire East JSNA 2012
•55% of patients in South Cheshire have a
longstanding health condition.
•61% of patients felt they had enough support to
manage their LTC. (Nationally 64%)
•94% of patients were confident that they could
manage their LTC.
•In South Cheshire, a third of all deaths are
caused by a circulatory disease condition
•There are higher than expected emergency
admissions for patients with Arrhythmia, acute
and suspected Myocardial Infarction, Stroke and
Heart Disease.
•Crewe and Middlewich have greater than two
fold variation in higher than expected A&E
attendances.

The overarching aim of
implementing Extended
Practice Team is to improve
health outcomes for local
people, by overcoming issues of
fragmentation, duplication and
communication, thus providing
‘seamless care’.

•
•
•
•
•
•

•
•
•

Do patients feel they receive
better co-ordinated care?
Patient Satisfaction
Patient Waiting Times
Patient Complaints
Do patients feel they receive
better co-ordinated care?
Acquired Infections.
Monitoring of adverse events will
take place to monitor if the
implementation of the teams has
supported a reduction in adverse
events. A baseline will be required
to be established.
Patient Satisfaction
Patient Waiting Times
Patient Complaints

Cheshire West ISNA 2012
•Deaths from heart disease and stroke,
particularly CHD, are the key disease that
contributes to the internal inequalities gap in
men while for women it is cancer, particularly
lung cancer and COPD.
•The prevalence of diagnosed disease for patients
with COPD, Chronic Kidney Disease, Coronary
Heart Disease and diabetes is higher than the
national average and higher than the CWAC
average for diabetes, Chronic Kidney disease and
COPD in particular.
•Hospital admission rates for alcohol specific
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Voluntary,
Community and
Social Enterprise
Review

Supports people with LD,
Older People, lower socioeconomic status and
disabilities.

conditions (such as ethanol poisoning and specific
liver disease) are those where the condition is
wholly due to alcohol. Rates are high in Cheshire
West and Chester compared nationally and are
particularly high in the Northwich Area of
Winnington and North Witton.
•Age standardised rates of elective hospital
admissions are similar whereas rates of nonelective hospital admissions are higher than the
national average. Rates of non-elective
admissions have been increasing.
•Between 2004/05 and 2010/11 the population
in the over 85 age group increased by 29%.
None identified

• Review current service
capacity and demand
provision,
• Review current service
access criteria and
specification
• benchmark against best
practice
• work with stakeholders to
design a pain management
service that is good quality
and value for money.
• Agree KPIs for service
• First output of the project
will be to develop a service
specification and
(potentially) a business case
for future of the service.

Experience of Patients – patients have
a positive experience of the service,
and feel that they are supported to
manage their condition.
Experience of staff
KPIs (as to be identified through
service review)
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Assessing the needs of vulnerable groups:
There are a number of vulnerable groups within Vale Royal which are recognised as being affected
by health inequalities. The planned outcomes for these groups can be improved through health
service redesign, new programmes and new interventions. However, needs of all groups cannot
be met at the same time. A key objective for the Health Equality Plan 2013/14 will be the
development of a prioritisation approach to target unmet or differential need.
Quality Premium
The overarching priority for Clinical Commissioning Groups is to improve quality of care and the
outcomes for patients. The framework for the NHS, Everyone Counts: Planning for Patients 201314 sets out the five care domains of the NHS Outcomes Framework that we as CCGs are
accountable for delivery to:
Domain 1 - Preventing people from dying prematurely
Domain 2 – Enhancing quality of life for people with long-term conditions
Domain 3 – Helping people to recover from episodes of ill health or following injury
Domain 4 – Ensuring that people have a positive experience of care
Domain 5 – Treating and caring for people in a safe environment and protecting
them from avoidable harm
Tackling health inequalities and being focused on advancing equality has also been a key
component for the CCG in developing its Annual Plan for 2013-14. Each of the 5 domains will
address inequalities so that those most in need have the most to gain from the interventions we
make. The outcomes for people with mental health problems are as important to us as those for
physical health.
Alongside the NHS Outcomes Framework, the CCG has an Outcomes Indicator Set, which includes
the NHS Outcomes Framework indicators. These indicators aim to provide clear, comparative
information for CCGs, Health and Wellbeing Boards, local authorities and patients and the public
about the quality of health services commissioned by CCGs and the associated health outcomes.
Vale Royal CCG have used the CCG Outcomes Indicator Set to help identify local commissioning
priorities for quality improvement. They will also help contribute to deliver improved outcomes
across the five domains of the NHS Outcomes Framework.

Within the planning guidance there are a number of incentives, rewards and sanctions to support
commissioners during 2013/14. A new incentive for 2013-14 is the ‘quality premium’, which is
intended to reward CCGs for improvement in the quality of the services that they commission and
for associated improvements in health outcomes and reducing health inequalities. The quality
premium is based on four national measures and three local measures.
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The four national measures (identified in the NHS Outcomes Framework) are:
•
•
•
•

reducing potential years of lives lost through amenable mortality (12.5% of quality
premium)
reducing avoidable emergency admissions (25% of quality premium)
ensuring the roll-out of the Friends and Family Test and improving patient experience
of hospital services (12.5% of quality premium)
preventing healthcare associated infections (12.5% of quality premium)

The three local quality measures across Vale Royal CCG Local Measures1 are:
•
•
•
•

Under 75 mortality rate from cancer
1
These have been taken to and agreed by our Health and Wellbeing Board
Proportion of people feeling supported to manage their condition
Emergency admissions within 30 days of discharge from hospital

Table below presents a summary of the rational and expected outcomes against the three
priorities chosen:

Local
Priority
Under 75
mortality rate
from cancer
(OF 1.4)

Rationale

Outcomes – to be finalised

Death rates from cancer in the under 75s
are significantly higher than the national
average in the most deprived areas of
Vale Royal. We know that excess
deaths are largely due to preventable
cancers. This local priority will reflect our
progress with regard to lifestyle
interventions, early identification and
referral and optimum treatment for
people with cancer.

Increase the (tbd) % of early
staged cancers (lung, colorectal and
upper GI)

ONS Comparator:
The CCG falls below the median range of
CCG in the same ONS cluster and well
below the England median.

Reduce the number of emergency
diagnosed cancers ( lung and
colorectal)
Improve by (tbd) %1 and 5 year
survival from cancer (colorectal – 1
year & lung – 1 year)
Targeted interventions, leading to
reduction in the incidence of
preventable cancers

Joint HWBB Priority:
Strategic Priority:

Reduction in health inequalities

‘ Have sustainable health and social

Increased identification of cancers
leading to earlier and timely
intervention and treatment

care services that are delivered at the
right place and the right time’
Strategic Challenge:

‘Increase early detection of ill-health’

.
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Proportion of
people
feeling
supported to
manage their
condition (OF
2.1)

ONS Comparator:
The CCG falls below the median range of
CCG in the same ONS cluster and well
below the England median.
Joint HWBB Priority:
Strategic Priority:

‘ Have sustainable health and social
care services that are delivered at the
right place and the right time’
Strategic Challenges:

‘Encourage healthy lifestyles and
empower people to manage their
conditions

Increase the uptake of the Expert
Patient Programme – to double
capacity over the next 3 years.
Audit patient experience of the
programme to ensure high quality
outcomes.
Improve self management and
patient involvement in their LTC –
local survey of 600 GP patients
(200 chronic respiratory and cardiac
disease, 200 d patients with
diabetes and serious mental illness,
200 with another combination of 2
conditions (tbd).
Improve access to diagnosis and
appropriate management of LTC to
improve outcomes and reduce
exacerbations
Increased management closer to
home and in primary care setting
Reduction in long term dependency
on speciality services

Emergency
admissions
within 30
days of
discharge
from hospital
(OF 3b)

ONS Comparator:
The CCG falls below the median range of
CCG in the same ONS cluster and well
below the England median.

Reduction in health inequalities
Reduce emergency readmissions
by 1% - to be finalised.

Joint HWBB Priority:
Strategic Priority:

‘ Have sustainable health and social
care services that are delivered at the
right place and the right time’
Strategic Challenge:

‘Develop more integrated care across
health and social care and between
physical, mental and community health
providers’

Finally, Vale Royal CCG will continue to promote a series of universal (for the whole population)
interventions to promote health equality. Whilst the CCGs do not commission these services
directly, we acknowledge the significant role they can play in effecting health outcomes. Examples
of universal programmes being delivered within Vale Royal include:
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NHS Health Check Programme
Delivered to all adults between the ages of 40 and 74, the NHS Health Check provides personalised
advice to maintain or improve health and lower risk of developing heart disease, stroke, Type 2
diabetes or kidney disease.
• Carers Strategy
• The West Cheshire Children's Trust Strategy
• Implementation of the"No Health without Mental Health Strategy"
• Choosing Well
• The Winter Plan.
These programmes of work within the CCG are not an exhaustive list but provide a sample of the
universal initiatives underway across Vale Royal.
Identification and promotion of evidence based health interventions.
Vale Royal CCG will ensure a conscientious use of current best evidence in commissioning of care
for individual patients and the delivery of health services. We will strive to use up to date
information from relevant, valid research about the different forms of health care.
We will define the planned outcomes for each of our Commissioning Intentions and Quality
Assurance Reviews, acknowledging that it can take time to show evidence of improved outcomes.
We will continue to monitor trends of outcomes in association with our colleagues in Public
Health. We will use existing work and evidence to address inequalities but look forward to
evidenced based guidance from NICE to improve outcomes for specific groups. For example
guidance on smoking cessation for those with mental illness due out in Nov 2013, and guidance
on preventing and reducing domestic violence due out in Feb 2014.
Equalities Impact Assessments (EIA):
In developing universal and targeted interventions the CCGs will consider issues of gender /gender
identity, age, ethnicity, disability, sexual orientation, religion and socioeconomic status; as these
factors are deemed linked to health behaviours and health outcomes.
An annual EIA will be conducted for both CCGs: considering existing commissioning plans,
national evidence and local data derived from the work of the two Health and Well Being Boards.
Appendix 1 details the public sector equality duty action plan for NHS Vale Royal CCG.
In order to support the delivery of the health equality in Vale Royal the following action plan has
been developed. Achievement of the action plan will be overseen by the Vale Royal Health
Inequalities Sub Group.
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Action Plan
Strategic Details
Theme
Action
No.
1
2
3
4
5
6
7
8

Health Inequalities

9

10

11

12

13

Lead Manager

Time Scale

Needs Assessments to be
undertaken - Carers
Programme Boards to identify
1 needs assessment each.
Ageing Well Needs
Assessment
Living Well Needs Assessment
Starting Well Needs
Assessment
Equity Audit of Life Expectancy

Public Health

Oct-13

SDMs

end Q3

Public Health

Q4

Public Health
Public Health

Q1 14/15
Q2 14/15

Public Health

Equity Audit - Sub Group to
develop an audit plan for
financial year 2014/15
Public Health to undertake
needs assessment of disease
profiles of key disease groups
for review by HI sub group
Evidence Reviews programme boards to identify
one evidence review each, on
a rolling two-monthly basis. 1st
evidence review to be identified
by end of July and plan to be
developed by end of
September 2013
Strategic Priority Setting Health Inequalities Sub-group
to review the CCGs
Commissioning Intentions
Prioritisation Tool to use same
tool for prioritsing health
inequalities (with some
amendments to be suggested
by public health)
Strategic Priority Setting Health Inequalities to be
prioritised with intelligence
provided by public health
Horizon Scanning - contact
details of Service Delivery
Managers to be given to public
health. Public Health team will
then do lit. review of latest from
NICE/etc, and provide relevant
information (Horizon Scanning)
to each programme board on a
regular basis
PH input into developing
Primary Care CQUINS/QoF

HI sub group

end of December
2013
Jan-14

Public Health

Q4

SDMs

Sep-13

Action (S)

HI Sub-Group

Sep-13

HI sub-group
Jan-14
SDMs/Public
Health

Jul-13

Public Health,
PEMS

Q3 2013
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Appendix 1
Equality Objectives 2013-2014
Objective 1: To improve the JSNA to provide a greater understanding of the Cheshire West and Chester population specifically Vale Royal
Actions

Outcomes

Measure of success

Date

Work in partnership with Cheshire
West and Chester Council CVSCE
to ensure the JSNA includes 2011
census data. Collect Disaggregate
data to ensure a full understanding
of the impact of services on
individuals.

Organisations understand the
communities they serve and are
able to address gaps

Relevant equality
information published as
part of JSNA.

April 2013March
2014

Communities benefit from better
services and communities feel
empowered and included.

CCG compliant with
Equality Act 2010

Progress report

Objective 2: To develop joint consultation and engagement
Actions

Outcomes

Measure of success

Date

Enable all protected characteristics to
be involved in patient engagement
group.

Communities to feel more
confident that their views will be
listened to and acted upon. ’You
sad, we did’.

Number of joint events
undertaken and
feedback received.

April 2014
to March
2014

As part of the engagement strategy
identify 4 key protected characteristics
for 2013-2014 as identified through
the Equality Delivery System (EDS).
Groups to include young people, LGB,
gender re-assignment, Gypsy and
Travellers. Develop specific
engagement events with these groups.

Greater involvement by
protected groups in consultation
and engagement process.
Information published on the
CCG website and regularly
updated.

Progress report

Actions taken as a result
of issues identified ’You
said, we did’.
Comments and evidence
from consultation
events fed into
commissioning cycle

Objective 2: To ensure accessibility to services and information
Actions

Outcomes

Measure of success

Date

Progress report
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Look at innovative ways to provide
services, deliver information, develop
systems to keep patients informed
about services to ensure that services
are equally assessable to all protected
Characteristics within Vale Royal CCG

A reduction in inequalities in
relation to access to information,
More information available in
different formats, languages.
Using new technology to ensure
equal access.

Patients being able to
see and comment on
positive improvements
to information,
accessibility of services
provided.

Partnerships with 3rd sector
organisations
Deafness support network
Iris
CVS
Intralinks
Pathways CIC
VRDS
CICIL
Womens Aid
Age UK (men in sheds)
Over 50s plus network
Gypsy and Traveller voices

3rd sector providers
notice a visible
difference in access to
services by their
representatives and
clients

Ongoing
with an
annual
plan April
2013 to
March
2014.

Questionnaire sent out
to 3rd sector
organisations. Analyse
and monitor results.
Results to be fed back to
the board,

Objective 3: To ensure the equality of opportunity in employment and training provision
Actions

Outcomes

Measure of success

Date

Identify ways to ensure that the
workforce is representative of the
community we serve .

Developed action plan to ensure
workforce is representative of
local community.

Report on measures
taken to make the
workforce more

March
2014

Progress report
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Ensure all staff are regularly trained in
equality and diversity matters relating
to the 9 protected characteristics.
Develop appropriate mechanism for
staff to express their opinions and
views

Greater opportunities for staff to
express their opinions and views
about the organisation

representative of the
community.
Number of training
sessions delivered.
Staff satisfaction levels
high. Staff feel they
work in a supportive
environment
Flexible working policies
in place etc

Objective 4: To demonstrate a commitment to Equality and Diversity through training and development at all levels of the organisation
Actions

Outcomes

Measure of success

Date

Ensure all staff and board members
are regularly trained in equality and
diversity.

Develop action plans to ensure all
staff receive Equality and
diversity training

Number of training
sessions delivered.
Examples of how ED is
being embedded into
the organisation

March
2014

Progress report
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REPORT TITLE

Carers Strategy Work Programme
Overview
2013/14 saw the establishment of the West Cheshire Joint Commissioning Board with an aim to
create a framework to deliver greater integration in the commissioning activities across West Cheshire
public sector partners. JCB partners include Vale Royal CCG, Cheshire West & Chester Local
Authority, West Cheshire CCG, Public Health and NHS England. One of the key work priorities for
the 2013/14 was the delivery of the Cheshire West and Cheshire Carers Strategy.
The work
described in this paper relates to the delivery of this work programme in Vale Royal and seeks to
provide assurance to NHS Vale Royal Governing Body members on progress to date.
Introduction
A carer is a person of any age, adult or child, who provides unpaid support to a partner, child, relative,
or friend who couldn’t manage to live independently or whose health or wellbeing would deteriorate
without this help. This could be due to frailty, disability or serious health condition, mental ill health or
substance misuse. 1
The Carers Trust states that “Carers are the largest providers of care and support in each area of the
UK with an economic value of the contribution estimated to be £119bn per year”. The moral and
financial arguments for supporting carers are clear – without appropriate health and social support,
taking on a caring role can mean individuals face a life of poverty, isolation, ill health and depression.
It is also recognised that should a caring relationship breakdown, the cared-for person can face
unnecessary hospital or care admissions.
Carers provide support that may otherwise be the responsibility of the local health and/or social care
organisations: For example,
•
•
•
•
•

1.2 million carers spend over 50 hours caring for others, this equates to a full-time workforce
larger than the entire NHS
Carers are estimated to save the UK economy £18, 473 per year for every carer in the UK
More than half of carers fall into debt as a result of caring
More than 60% of people will become a carer in their lifetime
The number of carers will increase by 3.4 million over the next 30 years

Vale Royal CCG recognises the care and support provided by carers within the Vale Royal area and
as such aims to review services for carers to ensure carers’ needs are being considered in the
commissioning of our health and social services.
Achievements to Date:
Establishing Need
Working with our colleagues in West Cheshire Public Health, a desk top exercise has been
completed to establish the numbers of carers in the Vale Royal area. This information will be
considered alongside the feedback from a series of Carer Consultation events to help us understand
the needs of carers in the commissioning of our services. It is anticipated that this work will be

1

http://www.rcgp.org.uk/revalidation-and-cpd/substance-misuse-and-associated-health/supporting-carers-in-general-practice.aspx
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completed by December 2013 and will be used to inform commissioning decisions for Carer’s
services.
Identifying Young Carers
Cheshire West and Cheshire LA have developed a Young Carers Contract to sign post young carers
to support services. This system to enables young carers to be identified more effectively, including
by healthcare professionals.
GP Survey
During August 2013 Vale Royal CCG conducted a survey of Member Practices to establish service
provision to carers on their patient register. The survey was based on the publication “Supporting
Carers: An Action Guide for general practitioners and their teams” by the Royal College of GPs. A
summary of the findings are illustrated below:

Practices had
a range of
carers
registered: 41
to 357.

GP Practice
Findings
11/12
Member
Practices
responded

10 practices
had a carers
lead, the
remainder
were
appointing.

What Support is provided to Carers?
Leaflets within the practice refer to local Carers
Centre & CAB.
Offer of flu vaccination.
Age range of
carers are
from 10yrs to
99yrs.

Carers board.
Carers lead provides help and advice.
Reception giving contact details for local
support service available.
Identification on patient record.

The majority
of practices
had
receptionists
as the Carers
lead.

•Sign posting to other organisations.

What other organisations do you work
collaboratively with\do the practice signpost
to?
Integrated Neighbourhood Team project
Any appropriate to individual
Various including able world, benefits etc
Vale Royal Disability Services
Social Services, Helpline available and
websiteCheshire Carers Centre

What this means.....
•Member Practices responding to the survey having the building blocks in place to
support carers in primary care (e.g. a means of identifying carers in the patient
record, nominated Carers Leads, Carers Notice Boards to signpost services etc).
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Carers Survey
Vale Royal CCG also began a Carers Survey in August 2013 which will run until the end of
September 2013. Unfortunately, only a handful of surveys have been received to date. However,
those received provide compelling reading. A summary of responses received is provided below.

How would you describe how your caring role has
affected your health?
70 % are
registered
with the GP
as a Carer.

50% felt
their caring
role affected
your health.

Carers
Survey
Only 40%
felt they had
support
when they
needed it.

•

90% have
never been
signposted to
a service for
supprt help.

•
•

“I have always done the physical work
around the house and I've now got
osteoarthritis which slows me down. My
back is quite painful at times.
Mentally and physically tired at times.
Sleep deprivation, very tired all the time.

What would you like advice on to support you in
your caring role?

90% Do not
know who
their carers
link is at their
GP Practice.

•
•
•

Healthy Eating
Exercise
Managing Stress
B kI j i

How would you rate your health?
•
•
•

Very Good - 35%
Good - 35%
Moderate - 20%

What this means.....
•Sadly, there have only been a handful of respondants to date to the data is not considered
representative at present. However, the messages received can not be ignored.
•For those responding to the survey, the Carers Lead role in Primary Care is not well known
nor understood.
•Some Carers responding have felt unsupported.
•Existing arrangments to signpost Carers to supporting organisations are not working.
•Carers have specific health needs.

Work going Forward:
Vale Royal CCG will continue to seek the views of Carers and Professionals to gain insight into how
we need to develop the services we commission. To this end, there are a number of actions to be
delivered before April 2014:
• Development and delivery of a primary care education session to raise awareness of carers
as individuals, best practice in Carers Lead role and signposting to key services.
Prepared by Tracy Parker-Priest, Director of Partnerships & Governance
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• Evaluation of short break provision for Parent Carers to ensure provision meets the Breaks
for Carers of Disabled Children Regulations.
• Review of current breaks and respite provision for carers with a new joint commissioning
framework to be developed and in place for April 2014.
•

Development of a Carer’s Guidance Pack, incorporating health and social support available.

• Review of End of Life pathways to ensure consideration/support is provided to carers post
bereavement.
• Review of Team around the Family Assessments to ensure due heed to the identification and
support of carers.
• Implementation of a responsive service to carers in an emergency using established assistive
technology systems.
• Development of a guidance pack for parents when families are going through transition to
Adult Services.
• Development of guidance notes for health commissioners in our Starting, Living and Ageing
Well Programmes to highlight Carers’ issues in the commissioning of all our services.
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Appendix 1: The West Cheshire Joint Commissioning Board
2013/14 saw the establishment of the West Cheshire Joint Commissioning Board with an aim to
create a framework to deliver greater integration in the commissioning activities across West Cheshire
public sector partners. JCB partners include: Vale Royal CCG , Cheshire West & Chester Local
Authority; West Cheshire CCG, Public Health and NHS England.
One of the key work priorities for the 2013/14 was the delivery of the Cheshire West and Cheshire
Carers Strategy. A Carers Action Plan has been produced for 2013/14 to ensure delivery of key
milestones and it is summarised below; including a “RAG” rating of progress.

Action

No.

Lead
Organisati
on

Timescale

Comments
(RAG-rating)

1.

Establish the Carer’s Forum (first meeting 17 June 2013)
securing endorsement of the Carer’s Strategy Action
Plan 2013-14.

CWAC LA

June
2013

2.

Deliver a Training Plan including opportunity for
recognized carers.

CWAC LA

Mar
2014

3.

Carer’s Assessments

CWAC LA

Mar
2014

Base-lining
underway.

CWAC LA

Sept
2013

Complete

•
•
•

4.

Complete .

Baseline current service provision 2013/14
across all partner organisations.
Consider the implications of the Care Bill and
undertake a review of practices for delivering
carers assessments.
Set targets to increase the number of carer/s
assessments.

The need to safeguard children by working towards the
prevention of children undertaking inappropriate care of
any family member.
1. To develop a system to enable young carers to
be identified and their education performance
monitored, this should include children educated
at home.
2. To facilitate better identification of young carers
earlier (outside of education).

5.

Ensure that TAF Assessments are developed giving due
heed to the identification and support of carers.

CWAC LA

Sept
2013

Confirmation of
progress is being
sought.

6.

Cheshire West CCG and Vale Royal CCG will scope out

VR CCG /

Oct 2013

Carers Survey
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current levels of primary care service provision to carers
based upon “supporting carers”: An action guide for GPs
and their teams.
•
•

West
Cheshire
CCG

Complete (See
below)

Will undertake a Carers Survey.
Develop and deliver a primary care education
session to raise awareness of carers as
individuals and as “partners in care”.

Primary Care Audit
Complete (See
below)

Education Session
under development

7.

Develop guidance pack for carers wishing to return to
work.

Job Centre
Plus
Representa
tive

Sept
2013

Work yet to be
completed.

8.

Review current breaks and respite provision across all
partners.

CWAC LA

Sept
2013

Complete

9.

Ensure workplace policies support carers in their caring
role.

Vale Royal
CCG

Sept
2013

Complete

10.

To provide a responsive service to carers in an
emergency using established systems.

CWAC LA

Sept
2013

CWAC Telecare
Contract
specification being
developed to
include carer
response service.

11.

Develop and produce a Carer’s Guidance Pack,
incorporating health and social support available.

CWAC LA

Mar
2014

Complete

12.

Produce a Joint Communications and Information Plan.

West
Cheshire
CCG

Sept
2013

Work yet to be
completed.

14.

Undertake a review of carers health needs in conjunction
with Public Health to inform commissioning decisions.

Vale Royal
CCG

Oct 2013

Complete

15.

To review current End of Life pathways to ensure
consideration/support is provided to carers post
bereavement.

West
Cheshire
CCG

Dec
2013

Work yet to be
completed.
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16.

Review and develop a joint Commissioning Plan for
carers services, including:
•
•
•

17.

CWAC LA

Dec
2013

Collation of historical spend.
Review of historical contracts.
Definition of need.

Develop commissioning guidance to ensure needs of
carers are considered in all commissioning activities.

Historical spend
analysis complete.

Review of
contracts
complete.

VR CCG /
West
Cheshire
CCG

Dec
2013

Work yet to be
completed.
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Practice Engagement Report
1.0
1.1

Introduction
With GP Practice engagement being one of the key factors to the success of the Clinical
Commissioning Group; Practice Engagement and Local Change Managers were recruited to
ensure a smooth, two way, communications route between the CCG and member GP practices.
This report highlights on going work that is being undertake in partnership with the GP
practices.

2.0
2.1

Current Work streams
Continued GP Practice Engagement
The Practice Engagement and Local Change Managers meet regularly with GPs, Practice
Managers and other clinical staff to discuss the CCG work programmes and any issues that
the practices are facing where the intervention of an Engagement Manager can help.
This engagement acts as conduit for information both into practices and the practices feeding
information back into the CCG. The Vale Royal Practice Engagement Managers endeavour to
spend half of their time based out in GP practices to facilitate this exchange of information.
Topics can range from new practice website developments to commissioning and launching
new patient services.
The Managers are also developing engagement sessions specifically designed for our Vale
Royal Practice Managers. This will involve a morning at Bevan House, meeting Directors,
Service Delivery Managers, Quality Managers and other shared management team staff, to
enable the practice managers to better understand the structure and flow of work within the
CCG and how that fits with their role and that of the practice within the CCG membership.
Practice Engagement and Local Change Managers are also involved in the following work
programmes covering Starting Well, Living Well and Ageing Well.

2.2

LEQOF 2013/14
The NHS Vale Royal CCG Local Enhanced Quality and Outcomes Framework (LEQoF)
commenced in April 2013, and is into its third consecutive year. The scheme is designed to
locally support and enhance the national QOF indicators, resourcing and rewarding good
practice that delivers quality and excellence of patient care.
We have worked closely with the Local Authority Public Health team to ensure that the clinical
areas chosen address the health inequalities identified within the Vale Royal Integrated
Strategic Needs Assessment (ISNA). This year the LEQoF includes:
•
•
•
•
•
•
•

4 Quality of discharge correspondence from MCHfT and 1 Frequent Flyers Audit
End of Life Advanced Care Planning
Prescribing – Formulary Compliance
Prescribing – Budgetary Control
Prescribing – reducing risks associated with medicines using Eclipse Live
Enhanced care for patients with “pre-diabetes”
Maximising care for patients with high blood pressure using Telehealth (Florence)
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•
•

Respiratory disease – Case Finding
Respiratory disease – Improving Inhaler
Technique

The Vale Royal practices have been given a LEQoF timetable that details case finding
searches they need to run, templates they need to submit and information of when they should
receive data from the CCG.
Issues have been raised due to the new patient information regulations which do not allow
CCG’s to have access to any patient level data relating to any secondary healthcare purposes.
This has meant that the frequent flyer audit has not been able to be undertaken as we cannot
get the relevant information (which includes patient identifiable data) out to practices.
This issue also impacted on the first discharge audit. However, after working closely with the
Commissioning Support Unit (CSU) Business Intelligence Team, this has now been resolved
and the CSU send to practices for completion. The CCG receives the information back in an
anonymised form to enable the audit to be completed.
2.3

Integrated Neighbourhood Teams
Across Vale Royal, the Practice Engagement Managers have been involved in the
identification, facilitation and administration of four integrated neighbourhood teams; to look at
putting together business cases for developing and implementing an integrated health and
social care approach to managing patients with complex health and social care needs. This
involves multi agency working between GP practices, community health care, social services
and mental health services.
This work has been done in collaboration with East Cheshire NHS Trust to enable them to
achieve a CQUIN placed within their contract this year. Different approaches and models
have been suggested across the patch depending on the GPs preference. A workshop is due
to take place on 11th October 2013 where each area will present their model and business
case to the CCG for approval.

2.4

Carers Survey
Work has been undertaken in collaboration with Cheshire West and Chester Local Authority
and NHS Western Cheshire Clinical Commissioning Group to look at the services currently
being provided to carers from Vale Royal GP practices and to identify areas where more
support could be provided.
The results of this have now been provided to the Director of Partnerships and Governance
who will be taking this forward with the Local Authority.

2.5

GP Care Homes Mentoring Scheme
Practice Engagement and Local Change Managers are also the liaison between the CCG and
GP practice/Care Home MDTs working within Vale Royal (one for Northwich and one for
Winsford) for the CCG commissioned “GP Care Home Mentoring Scheme”.
The scheme encourages GPs and Care Homes to work closely together, looking at enhanced
medical services and mentorship, to support and improve health standards and care patient’s
experience within the mentored care homes.
Workshops are taking place throughout October to review the continuation of the GP Care
Homes Scheme. The workshops will involve the GPs who currently attend the monthly
meetings and the care homes managers alongside CCG and Community Managers. The
workshops will focus on looking at the following areas:
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•
•
•
•
•

Care Home Plans
Completion of the Significant Event Analysis
forms
Multi-Disciplinary Team Meetings
Care Homes Mentoring
Data \ Finance implications

Following the completion of the workshops a report will be conducted and recommendations
made regarding the future continuation of the GP Care Homes Mentoring Scheme.
2.6

2012/13 Information Packs/ QOF QP Reviews
The Vale Royal Practice Engagement Managers have now completed their 2012/13
information packs with the 12 GP practices within the NHS Vale Royal CCG locality. The
information showed the varied health needs across the patch relating to the demographics of
the patients. Practices have been looking into areas where changes in activity seem to be
having an impact on the rise of outpatient referrals.
The information packs have complimented the review of Quality Outcomes Framework QP
indicators which are to be discussed at the October Membership Assembly. These are
national indicators which the practices are required to meet for NHS England. The Clinical
Commissioning Group is involved with these specific indicators due to service redesign of
commissioned pathways.
Following these discussions at the Membership Assembly, the CCG will have 3 areas of
service redesign\action plans in place to address A&E attendances, Emergency Admissions
and Outpatient Referrals. This work will require a large clinical focus to ensure the right
healthcare provision is being provided to address the health needs of our population. This
work will need to be completed by 31st March 2014.
In order to support the quality outcomes framework QP indicators the CCG plans to undertake
a survey of 600 patients on their involvement in LTC, using practices to identify and survey
200 patients with chronic respiratory and cardiac disease, 200 patients with diabetes and
serious mental illness and 200 with another combination of another two conditions (to be
determined)

2.7

National DES Work
Direct Enhanced Schemes (DES) are nationally driven but locally commissioned enhanced
services. The schemes are voluntary and practices are asked to sign up to and deliver on the
specifications within each of the DESs.
Two of the schemes for 2013/14 require direct input from CCGs and the Practice Engagement
and Local Change Managers are the liaison between the member GP practices and CCG
project teams.

2.7.1

Risk Profiling
The first DES is about “Risk Profiling”. To achieve this DES the practices have signed up to
using a risk stratification tool from the Commissioning Support Unit (CSU). This tool will
search GP practice patient records to highlight a cohort of patients whom will be at risk of
having high primary and secondary health care usage in the future. The practices are asked
to undertake a quarterly multi disciplinary review to monitor these patients and arrange
appropriate treatment\social care referral as required. This model will also support the
implementation of Integrated Neighbourhood Teams.

2.7.2

Remote Care Monitoring
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The Remote Care Monitoring DES for 2013/14 is
a “preparatory DES” which will help develop a
model to enable practices and patients to monitor a specific health condition via an interactive
tool. The 12 GP practices recognised that Heart Failure is on the increase for our locality and
chose to focus on this area for their remote care monitoring DES. Work is now being
undertaken to work up the clinical protocols and symptom checks which will need to be
implemented before April 2014.

3.0

Recommendations
1. The Governing Body are asked to note the contents of the report
2. The Governing Body are asked to recognise the difficulties that have arisen due to the new
patient identifiable data. As the practices are incentivised for this work we would
recommend that the practices carry out the Quality Premium/NHS Outcomes Framework
questionnaire* in its place.
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Gov Body
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GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
i) Note the contents of the report

Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

ii) Review the options

COMMUNICATION: Disclose on Website

Yes

iii) Review and if in agreement approve the recommendations

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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REPORT TITLE

Commissioning of Community Services in 2014: Options to consider
1.0 Background
1.1 In 2009 the Department of Health introduced new guidance ‘Transforming Community Services –
Enabling new patterns of provision’ which resulted in the Transforming Community Services
(TCS) programme being established. This guidance required the removal of community services
‘provider functions’ out of the host Primary Care Trusts (PCTs) to ensure a clear separation of
Commissioner and Provider responsibilities. This guidance was further supported in the NHS
Operating Frameworks in 2009/10 and 10/11 which gave a clear timetable for separation to be
complete.
1.2 This programme of work spanned over 2 years and resulted in Community services from April
2011 being commissioned from one of a range of new organisational forms:
•
•
•
•

Vertically integrated with local NHS Trusts providing other stages in similar pathways of care
Horizontally integrated with Local Authority (LA) providers
Newly established independent NHS Community Trusts
Non NHS Providers (Private or Social Enterprise) potentially via a tender exercise

1.3 The TCS guidance made clear that PCT’s should have due regard to Procurement regulations
when it came to the commissioning of TCS, through whatever route chosen. At the time, very few
chose to undertake a full procurement exercise, favouring the options which involved new
aspirant Community Foundation Trusts or integrating provision with other local NHS and LA
providers; therefore the majority of Trusts that involved an integration exercise with another local
provider were subject to review by the Co-operation and Competition Panel.
1.4 Once the chosen model of provision was agreed, each PCT entered into a 3 year (or rolling 1
year) contract with their new provider which commenced on 01 April 2011. Some Trusts included
an option to extend for up to two years; however those who used the Standard Community
Contract (SCC) without alteration did not include the option to extend. The apparent intention of
using a 3 year contract (2011 – 2014) was that the PCT had 3 years stability to redesign
community services with a view to considering options for future provision; it also gave 3 years
stability to the new provider organisations contracted to provide services.
1.5 Assets and staff from the PCTs were transferred to new organisational forms in formal Business
Transfer Agreements (BTA’s). These agreements were executed on the date of transfer and
gave no requirement for a future competitive process. Additionally, the SCC’s that were entered
into also do not contain a specific obligation or determinant for there to be any competitive
process at the end of the contract period.
1.6 The majority of the original SCC’s (including the one that exists between the CCGs & East
Cheshire NHS Trust) will expire on 31 March 2014, therefore resulting in a number of Clinical
Commissioning Groups needing to consider their options for the future commissioning of
community services.
1.7 Although not explicitly referenced in the guidance at the time TCS was underway, there was an
implied expectation in SHA meetings that at the end of the 3 year contract period, the community
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services work would be subject to open competition, therefore local providers may be anticipating
this as a business opportunity.

2.0 Procurement considerations for Community Services
2.1 There are a range of procurement regulations and DH guidance that should be considered when
making any decisions about the options for future re-commissioning of community services and
further information is contained in the following sections.
2.2 EU Public Contracts Regulations 2006
Under the EU Public Contracts Regulations 2006, Healthcare services are categorised as ‘Part B’
services. This means that Healthcare contracts are subject to compliance against a partial
regime. There is no EU requirement to advertise Part B services; however there is still a
requirement for the production of a technical specification and consideration / application of the
EU principles which include:
• Equal treatment
• Proportionality
• Transparency
• Free movement and non-discrimination
2.3 Finally following award of any service over the EU threshold of £173.9k, there is a requirement to
place an award notice in the Official Journal of the European Union.
2.4 DH Procurement Guide and Principles and Rules for Co-operation and Competition
In addition to the EU regulations, in 2008, the Department of Health introduced a PCT
Procurement Guide for Commissioned Healthcare. This reiterated the ‘Principles and Rules for
Co-operation and Competition’ (PRCC) which were introduced in the 2007/08 NHS Operating
Framework. The PRCC set out a range of principles that should be adopted by commissioners of
healthcare services, together with a range of behaviours that demonstrate compliance.
2.5 The DH Procurement Guide and PRCC were then further updated in the summer of 2010 with 10
standard principles and rules:1. Commissioners must commission services from the providers who are best placed to deliver
the needs of their patients and populations
2. Commissioning and procurement must be transparent and non-discriminatory and follow the
Procurement Guide issued in July 2010
3. Payment regimes and financial intervention in the system must be transparent and fair
4. Commissioners and providers must cooperate to improve services and deliver seamless and
sustainable care to patients
5. Commissioners and providers should promote patient choice, including – where appropriate –
choice of any willing provider (now Any Qualified Provider), and ensure that patients have
accurate and reliable information to exercise more choice and control over their healthcare
6. Commissioners and providers should not reach agreements which restrict commissioner or
patient choice against patients’ and taxpayers’ interests.
7. Providers must not refuse to accept services or to supply essential services to commissioners
where this restricts commissioner or patient choice against patients’ and taxpayers’ interests.
8. Commissioners and providers must not discriminate unduly between patients and must
promote equality.
9. Appropriate promotional activity is encouraged as long as it remains consistent with patients’
best interests and the brand and reputation of the NHS.
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10. Mergers, including vertical integration, between providers are permissible when there remains
sufficient choice and competition or where they are otherwise in patients' and taxpayers’
interests, for example because they will deliver significant improvements in the quality of care

2.6 Health Service Regulations 2013
With the Introduction of the new Health Service Regulations in April 2013, came the NHS
Procurement, Patient Choice and Competition (No 2) Regulations, which have now superseded
the PRCC although it should be noted that all of the previous PRCC requirements can still be
found in the new regulations and a summary of the comparison can be found on the Monitor
website at:
http://www.monitor-nhsft.gov.uk/regulating-health-care-providers-commissioners/cooperation-andcompetition/principles-and-rules-coop
2.7 The changes to the regulations make clear that:
• The position remains the same as previously - there is still no requirement to put all contracts
out to competitive tender. This means that commissioners are able to offer a contract to a
single provider, without a competitive process, where they can clearly justify and demonstrate
that only that individual provider is capable of providing the service.
• Monitor (the regulator) has no power to force the competitive tendering of services. Decisions
about how and when to introduce competition to improve services, are solely up to clinicians
and managers in clinical commissioning groups.
• Competition should not override the option for service integration and commissioners are free
to use integration where it is in the interest of patients however, this again must be clearly
demonstrated.
2.8 Notwithstanding the above, it should be noted that Monitor are still consulting on the interpretation
of these national regulations as they have not yet been tested. In May 2013, Monitor issued
‘Hypothetical case scenarios’ to support Commissioner decisions and these should be considered
as in every case competition and the justification required to award without completion is
explored. The case scenarios can be found via the following link:http://www.monitornhsft.gov.uk/sites/default/files/publications/ToPublishIllustrativeCaseStudies20May2013.pdf
2.9 Operational Guidance to the NHS : Extending Patient Choice of Provider
In 2011 the DH issued guidance which required all commissioners to consider how they would
open up choice of provider to the patient population. This specific guidance focused on choice in
community and mental health services and the guide indicated that:
2.10 “Extending patient choice of provider is intended to empower patients and carers, improve their
outcomes and experience, enable service innovation and free up clinicians to drive change and
improve practice”
2.11 Whilst this guidance has not been specifically updated, this demonstrates a ‘direction of travel’ in
relation to Community Services and the expectation that community services are suitable to be
opened up to competition.
2.12 CCG’s own procurement and contestability policy / SFI’s
CCGs should have due regard to compliance with their own procurement and contestability
policies and their specific Standing Orders and Standing Financial Instructions.
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2.13 Current Community Service Competitions underway
As previously highlighted, there are a number of CCGs considering what options they have for recommissioning community services. However, there are already a number of CCG’s who have
decided to undertake a procurement exercise and have therefore actively commenced a tender
exercise. Based on some national and local intelligence, it would suggest that there are circa 10
providers who are regularly passing the ‘Pre-Qualification’ stage for Community Service tenders
which demonstrates that there is an active market with a range of potential ‘suitably qualified’
providers both nationally and locally.
2.14 A selection of the tenders either underway or complete includes:
• NHS Oldham
• NHS Surrey
• NHS Cambridge and Peterborough
• NHS Trafford
• NHS South Gloucestershire
3.0 Options for the CCGs to consider
Option
Advantages
Option 1
Do nothing and recommission the
entire range of
services from the
existing provider for
1-3 years

•
•

•

Option 2
Commission a
smaller ‘core’ range
of services from the
existing provider but
market test a range
of services where
the commissioner is
not satisfied with
quality – award
individual services
as lots or 1 provider
to supply all
alternative services
Core contract could
be for 1-3 years

•

•
•

•

Disadvantages

Keeps stability in
services for the
foreseeable future
No need for existing
staff infrastructure to
TUPE transfer to an
alternative Provider
Keeps knowledge
and specialisms
‘local’

•

May reduce risk of
challenge as there
will be an element of
contestability
Keeps stability in a
core range of
services
Allows the
opportunity for some
service redesign and
improvement
Limits the
requirement for
TUPE transfer of
staff

•

•

•

•

Very likely to be
challenged by
alternative providers
and referred to
Monitor especially
the 3 year option
Less opportunity to
re-configure or
redesign individual
services due to
dominance of
provider

Likely to still be
subject to challenge
dependent upon the
range of ‘core’
services chosen and
the CCG’s ability to
demonstrate why the
existing provider is
the best placed to
provide
Longer term ‘core’
contract could be
more likely to
challenge due to a
lack of competition
Requires a full

Additional
Considerations
• Consideration should
be given to the
recommendations of
any Economic and
/or Service reviews
of community
services that have
already been
undertaken locally.
• Approval from NHS
England would need
to be sought for a 3
year contract
• An award notice
should still be placed
on Supply2Health
• Could be considered
in the context of a 12
month only contract
extension or as a 3
year contract – either
duration could be
subject to challenge
but undertaking a
procurement during
an extension could
mitigate this.
• Consider
sustainability of
existing organisation
and their ability to
continue to provide
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•

•

review of services in
a short time frame to
achieve an April
2014 start
Smaller opportunity
may not attract as
many potential
providers
Will introduce more
contracts to be
managed

•

•

•

•

Option 3a
Go out to
Procurement to
obtain one provider
to provide the entire
range of community
services – 3 to 5
years
This could be an
integrated model
with one prime
provider managing
subcontractor
relationships or one
sole provider of
everything.

•

•

•

•

Option 3b
Go out to
Procurement but

•

Less likely to be
challenged due to an
open and fair
competition process
Allows opportunity
for service redesign
across all services
with potential for fully
integrated care
model.
Tender should
identify the provider
best able to provide
the service and allow
this to be
demonstrated
Allows the
relationship with one
provider to develop
over time and results
in only 1 contract for
the CCG to manage

Least likely to be
challenged due to an
open and fair

•

•

•

•

•

•

Introduces potential
short term in-stability
to service provision
during the transition
Will involve a
significant
commitment from the
CCG to review and
re-design services
and specifications.
Unsuccessful
providers may
challenge the
process as the ‘sole
provider’ is win/lose
only
May result in TUPE
transfer of entire staff
if incumbent provider
not chosen
Sole provider model
would exclude
smaller ‘niche’ or
specialist providers
from bidding which
would need to be
justified for Social
Values Act
compliance

•

Introduces potential
short term in-stability
to service provision

•

•

•

other services
Consider availability
of alternative
providers of
individual services
Approval from NHS
England would need
to be sought for a 3
year contract
Following the core
contract expiry a
decision on longer
term provision would
still have to be made.
An award notice
should still be placed
on Supply2Health
Would require a
short (12-18mth)
extension to contract
with the existing
provider to allow
sufficient time to
undertake the
service redesign and
procurement
exercise – this short
term extension may
be challenged as this
requirement to reprocure has been
known but the
procurement
exercise should
mitigate this
Consider
sustainability of
existing organisation
and their ability to
continue to provide
other services to the
CCG but also the
wider health
economy such as
LA’s
Approval from NHS
England would need
to be sought for a
3+2 year contract
Would require a
short (12-18mth)
extension to contract
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break the
overarching contract
down into a number
of lots and appoint a
range of providers –
3 to 5 years

•
•

•

competition process
allowing the
opportunity for
providers to win
multiple lots
Allows opportunity
for service redesign
across all services
Allows providers to
specialise and tender
for specific services
therefore, should
identify the provider
best able to provide
the service and allow
this to be easily
demonstrated
Facilitates
compliance with the
Social Values Act by
allowing smaller
providers the
opportunity to bid for
‘lots’

•

•

•

during the transition
to multiple providers
Will involve a
significant
commitment from the
CCG to review and
re-design services
and specifications.
May result in TUPE
transfer of entire staff
if incumbent provider
not chosen
Will result in multiple
contracts that will
require CCG to
contract manage a
wider provider base

•

•

4.0

with the existing
provider to allow
sufficient time to
undertake the
service redesign and
procurement
exercise – this short
term extension may
be challenged as this
requirement to reprocure has been
known but the
procurement
exercise should
mitigate this
Consider
sustainability of
existing organisation
and their ability to
continue to provide
other services to the
CCG but also the
wider health
economy such as
LA’s
Approval from NHS
England would need
to be sought for a
3+2 year contract

General considerations
4.1 The CCG’s assessment of the risk of challenge will influence which option may be suitable.
This will be different in each CCG dependent upon the CCG’s willingness to accept risk and
their relationships with potential alternative local providers to mitigate the risk of challenge.
4.2 In the case of NHS SC CCG and NHS VR CCG the ‘expression of interest’ already received
from an alternative provider should demonstrate that a local ‘market’ already exists and
therefore a potential risk of challenge.
4.3 The CCG’s should also consider that the market for community services is not limited to a
local geographical area with many potential providers operating nationally.
4.4 The CCG’s could consider undertaking a ‘soft market test’ to assess the level of potential
interest prior to making a final decision on the options above.
4.5 Guidance relating to patient choice still applies, including the use of AQP to expand patient
choice where appropriate.
4.6 The CCG should consider the requirement to consult their patient population on the
reconfiguration and redesign of services
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4.7 The CCG would need to undertake an Equality Impact Assessment on any proposed services
model to demonstrate compliance with ‘Equality’ and Public Sector ‘Social Values’ Legislation
4.8 The CCG should consult on their commissioning plans with the local Health and Well Being
Boards to ensure they take account of Joint Health and Well Being strategies locally
4.9 Specific legal advice has not been sought on this paper, however there is a range of legal
opinion related to the re-procurement of TCS contracts freely available on the internet and the
options contained within this paper and the advantages / disadvantages are consistent with
the interpretation of this information.
5.0 Potential Timescales
• Option 1 could be completed by 31 March 2014
• Option 2 could be completed by 31 March 2014 but may require a short extension to facilitate
new service mobilisation at individual level
• Option 3a/3b would require an extension of between 12-18 months to facilitate staff TUPE /
service transfer and allow for mobilisation of potential new providers. This would result in an
earliest anticipated start date 01/04/15 (Dependent upon the progress of revised specifications
this could be complete slightly quicker)
• A soft market testing exercise would take approximately 4 – 6 weeks to undertake
6.0 Recommendation
6.1 Clearly the role that community services plays on the integration agenda is an absolutely
fundamental one. This paper has purposefully not looked to define current service provision or
current service delivery. Equally it has not looked to define value for money with regards to the
current contract. These issues have been the subject of previous reviews and external
assessments. The paper is clearly focussed on the contractual and commissioning challenges
that support the delivery of the strategic direction of the CCGs and has looked to provide an
analysis of how the current contract fits within the plethora of national guidance published that
relate to this area.
6.2 The focus in all of these discussions needs to be the patient. When considering the available
options it is potentially easy to lose sight of the fact that the driver for any decision needs to be
about improving the quality of care and improving outcomes for the population that we have
responsibility for. The Governing Body has a responsibility to act in the best interests of the
patient at all time and ensure that public money is used for best effect. Any decision to put
services through a procurement exercise does not prevent the current provider from applying to
provide these services.
6.3 It is also imperative that the Governing Body has due regard to supporting the staff that are
currently delivering the services being discussed. Community staff have had a difficult period over
recent years and have been asked to continue to deliver high quality care in testing and
challenging circumstances. It is to their credit that, at all times, they have maintained a clear focus
on the care provided. Irrespective of the final decision around the contractual and commissioning
process the Governing Body are asked to recognise the uncertainty that this type of debate and
decision causes. Whilst this cannot be eliminated entirely it is proposed that a clear focus is
brought to effective communication and support of these key staff.
6.4 On the basis of the analysis contained within this paper it is recommended that, to best deliver the
strategic vision of the CCG and to ensure that the CCG is compliant with national guidance:
• Option 3a and 3b be worked up in more detail and developed as a programme of work;
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•
•
•
•
•

That negotiations take place immediately with East Cheshire Trust and East Cheshire CCG to
work through the implications on the 14/15 contract;
That a period of ‘soft market’ testing is taken forward as a priority;
That NHS England & both Local Authorities are asked to consider joining this programme of
work;
That the CCG identifies appropriate resource to allow this piece of work to move forward;
An agreed communication plan is developed and implemented at pace in conjunction with
East Cheshire NHS Trust to help support staff during this period

Valerie Attwood
Head of Procurement – Cheshire / Warrington / Wirral
On behalf of NHS South Cheshire CCG & NHS Vale Royal CCG
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REPORT TITLE

DATE/TIME
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nd

2

All Together Better – Joint Commissioning Care Homes
Contracting Project

October 2013
15:00 – 17:00

PURPOSE OF REPORT

AUTHOR

The purpose of this report is to give the board a progress report on the
Care Homes Contracting Project, a joint project between the CCG,
Cheshire West and Chester Council and Western Cheshire CCG.

Susan Ikin

4.3.7

Service Delivery Manager

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

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

GOALS 2013-14












Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

NHS Vale Royal Governing Body are asked to approve CHC to
remain in the joint specification and standards for the new
agreement but:
• CHC will not be migrated at the commencement of the new
care home agreement
• the care home agreement will be claused that CHC
references are inactive until otherwise agreed
• a decision on whether or not CHC will migrate to the new
care home agreement will be made during 2014

To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all
Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

There will be a benefit in reviewing the back office consolidation
of contracting roles. With a joint contract, a review will need to
be conducted to recommend the best approach to care home
monitoring and review programs between the CCGs and LA.
• separate discussions will be set up on opportunities for
smarter working and to make potential efficiency gains.
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REPORT TITLE

All Together Better – Joint Commissioning Care Homes Contracting Project
1.0 Overview Summary
The CCG has been working with Cheshire West and Chester Council and Western Cheshire CCG to
develop a joint service specification between health and social care. The continuing health care
(CHC) team have been involved in this work, and the North West Framework CHC contract has been
used in conjunction with the local authorities care homes contract, as a basis to ensure all
commissioning organisations needs are met.
The service specification will include local authority funded residential and nursing homes as well as health
funded nursing placements.
The following report outlines progress to date and next steps for the implementation of the new joint service
specification and contracts with care homes.
The contract will not include, at this time, commissioning continuing health care services. This is because CHC
is part of the North West Framework will all care homes contracted until 2015. The board is asked to approve
recommendation that the CCG work with WCCCG and CWaCC in 2014, to review and propose including CHC
as part of the joint contract when the North West Framework ends in 2015.
2.0 Progress to date
Service specification has been reviewed and agreed in principle by the project team.
The service specification has included links between the GP Care Home Scheme in Vale Royal and
participation of homes in the monthly MDTs and training improvements.
The service specification has no financial implications to the CCG. This is because there are no
CQUINs identified within the service specification. The only financial element is the funded nursing
placements (FNC) which is a legally required payment that the CCG pays to care homes.
By joining with the local authority, the CCG will be able to use the performance measures the council
use to improve performance for funded nursing placements.
Cheshire West and Chester Council (on behalf of All Together Better) has appointed Red Quadrant to
conduct a review of market rates (soft market testing) over 13 weeks between Sept 2013 and Nov
2013.
• There are three planned workshops in Chester (St Mary's Centre 9am on 23-Sep), Ellesmere Port
(Civic Way offices at 2pm on 23-Sep), and Winsford (Wyvern House at 1.30pm on 26-Sep).
• Equipment issues will be raised as part of this work (e.g. syringe drivers, bariatric equipment and
ongoing training)
The specification will then be revisited to ensure it is clear on training and equipment issues following
the soft market testing.
Below are examples from local meetings of improvements made by care homes and practices
working together;
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1. Training to care homes on how to manage palliative care patients
2. Home staff receive end of life recognition training
3. Working with GP OOH service to improve home call outs and reduce patients attending
A&E OOH
4. GPs and care homes staff develop and implement a local falls policy
5. Development and implementation of DNAR forms
6. Improved communication with ambulance staff and care homes
7. Training for care homes around end of life and verification of death
8. Group work with OOH and social services for their policies around how to deal with falls
9. GPs request that new patients transferred to a home on a pathway should fax at least the
last discharge letter so have more info
10. Work with local hospice on blood transfusion service
11. Syringe driver training completed for some homes
12. Work to improve links with Macmillan teams
13. Development of questionnaires to capture the qualitative benefits of the scheme
14. Training to homes staff on Gluing and steri strips
15. Catheter training at care homes provided
16. Falls prevention training implemented
17. End of life training implemented
18. Block PEG training for homes being investigated
19. Improvement to head injuries card
Recommendations
The governing body is asked to approve the recommendations for the next stage of the project.
CHC to remain in the joint specification and standards for the new agreement but:
• CHC will not be migrated at the commencement of the new care home agreement
• the care home agreement will be claused that CHC references are inactive until otherwise agreed
• a decision on whether or not CHC will migrate to the new care home agreement will be made
during 2014
There will be a benefit in reviewing the back office consolidation of contracting roles. With a joint
contract, a review will need to be conducted to recommend the best approach to care home
monitoring and review programs between the CCGs and LA.
• separate discussions will be set up on opportunities for smarter working and to make potential
efficiency gains.
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4.4.1

PURPOSE OF REPORT
This paper provides the Governing Body with a progress report, in line
with statutory requirements, to monitor the performance activity of our
providers against clinical quality and patient safety requirements for the
period ending August 2013
STATE HOW THIS PAPER LINKS TO THE NHS VRCCG VISION, AIMS &
VALUES & GOALS

NHS VRCCG Board needs to identify the principal risks that may
threaten the achievement of their vision and strategic goals, by ensuring
through its Assurance Framework a mechanism to implement controls to
manage potential risks and monitor corrective actions where gaps in
Quality and Patient Safety have been identified.
GOALS 2012-13











Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

AUTHOR
Sue Cooke
Clinical Quality Manager
Cathy Fulham
Quality and Performance
Officer
GOVERNING BODY LEAD(s)
Tracy Parker Priest
Director of Governance and
Partnerships

VISION
To be an outstanding
commissioning group, working
together with patients and
partners to ensure affordable,
high quality healthcare for all
Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

RECOMMENDATIONS
The VRCCG Governing Body are asked to:
i)
Note the position update relating to clinical quality and
patient safety from our main providers Mid Cheshire
Hospitals Foundation Trust; Cheshire and Wirral
Partnership Foundation Trust, East Cheshire Trust
Community Services and BMI South Cheshire Hospital.
ii)
Sanction any action plans developed.

DECISION: Approval

No

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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1.0
2.0

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

2.0 Complaints/PALS/Professional Concerns
2.1 The scorecard below gives a total breakdown of information being processed through the system and yearto-date for Complaints, PALS, Professional Concerns, SUIs, etc notifications for month ending June 2013
and year-to-date total.

Quality Components
Complaints - Received
PALS
Professional Concerns
MP Letters
Serious Untoward Incidents
Ombudsman
Clinical Negligence
Never Events

VR CCG
August
YTD
0
1
5
50
8
32
0
0
3*
9
0
0
0
0
0
1

* one incident relates to CWP
2.2 Professional Concerns
Period August 12 – August 13
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Professional Concerns reported by GP Practice period
August 12 – August 13

Professional Concerns by Category – Period August 12 – August 13

Exception Report:
The Top 5 categories for
the 58 incidents included in
this report are:
• Discharge
• Policy/Procedure
• Referral
• Medication
• Results
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2.3 PALS Jan 13 – August 13

Table 2
PALS by Type
Advice or
information
Expression of
Concern
Totals:

37
23
60

3.0 Serious Untoward Incidents
Current Serious Incidents under Investigation by Provider
MCHFT
July 2013
There were no new incidents reported during this period.
August 13
2 serious incidents reported in August 2013 related to patients in the Vale Royal area:
Both incidents concerned patient care
Both are undergoing root cause analysis investigation and outcomes will be reported to the Complaints
and Incidents Group
Cheshire and Wirral Partnership Foundation Trust
July 2013 - There were no new incidents reported during this period.
August 2013
There was 1 serious incident noted in August 2013 relating to patient care
A root cause analysis investigation is being undertaken and outcomes will be reported to the
Complaints and Incidents Group
ECT Community Services
July 2013/August 2013
There were no new incidents reported during this period.
BMI
July 2013/August 2013
There were no new incidents reported during this period.
4.0 Monitor/Regulator Notifications
Nothing to report
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5.0 Consultation and Engagement
5.1 Friends and Family Test (FFT)
The Friends and Family Test asks patients “How likely are you to recommend our ward or A & E to friends
and family if they needed similar care or treatment?”. The net promoter score is calculated using the
proportion of patients who would strongly recommend the ward or department, minus those who would not
or who are indifferent
Benchmarking of the Friends and Family Test
An overview for the NW Region has been produced by AQUA (Advancing Quality Alliance) which shows
where MCHFT features against other Trusts in the North West and all Trusts nationally. This benchmarking
report covers Quarter 1 2013/14.
Response rates:
For inpatient wards, the national response rate is 24.4%The range in the North West is between 7% and
58% MCHFT achieved 33% which places the Trust 3rd highest in the North West (out of 23 Trusts)
For A&E departments and assessment areas, the national response rate is 7.8%. The range in the North
West is between 1% and 20.5%. MCHFT achieved 15.3% which places the Trust 4th highest in the North
West.
Net promoter scores (NPS):
For inpatient wards, the national average is 7. The range in the North West is between 56 and 90
MCHFT achieved 73 which places the Trust 13th highest in the North West.
For A&E departments and assessment areas, the national average is 53. The range in the North West is
between 20 and 87. MCHFT achieved 62 which places the Trust 8th highest in the North West
Cheshire and Wirral Partnership
CWPFT are implementing the Friends and Family Test
BMI South Cheshire Hospital
Implementing the Friends and Family Test

6.0 Patient feedback via NHS Choices
MCHFT achieved a 4.5 star rating based on 151 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decisions and Same Sex
Accommodation.
There were 17 postings on NHS Choices during July/August 2013, 11 positive and 6 negative. Of the
reported positive comments these related to care received in the Oral and Maxillofacial Surgery – praising
care and attention received. Other comments related to various department throughout the Trust including a
comment from a 15 year old who was admitted for a day operation on the Children’s and Adolescent Unit,
the patient stated how worried they were in attending the hospital, they were given a private room and was
looked after very well – ‘the nurses were very kind and not at all patronising which was great’
The 6 negative comments were relating to:
• Care issues
• Attitude of staff
• Prolonged wait emergency surgery
• Pressure ulcer care
• Prolonged wait for a diagnostic test
MCHfT have responded on NHS Choices to all of the comments posted and have offered apologies for the
poor experiences of the patients and if a meeting had not already taken place with the relevant staff then
offered to arrange a meeting.

Victoria Infirmary, Northwich - achieved a 4.5 star rating based on 23 ratings for the hospital, these
ratings related to Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decisions and Same
Sex Accommodation
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There were 3 postings on NHS Choices during June 2013, of
which were positive relating to care given at the
Gastrointestinal and Liver Services, stating seen promptly, appointment at the hospital were joined up and
was treated by everyone with courtesy, kindness and professionalism. Within the minor injuries unit a patient
commented ‘the staff were first class and the treatment and attention I received was outstanding’. The other
comment related to the Gynaecology department where a patient encountered her first smear test and was
dealt with in a friendly manner and put at ease.
Cheshire & Wirral Partnership Trust (CWP)
July 2013
1 negative posting specifically about the length of time waiting to be seen by the CWP IAPT service.
August 2013 - no postings during August 2013
East Cheshire Trust – no postings regarding Community Services during July/August 2013
BMI – no postings during July/August 2013
7.0

NHS Targets

7.1 Healthcare Acquired Infections (HCAI)
NHS Targets:
Healthcare Acquired Infections (HCAI)
The national target measures relating to MRSA Bacteraemia and Clostridium Difficile (C-Diff)
R
A
G

•
•

MRSA – 1 case reported for the month ending July 2013.
Clostridium Difficile - There was 1 case of Clostridium Difficile for July, this takes the number of C
Difficile Year to Date total to 4, and the target for 2013/14 is 15.

•

7.2 Mixed Sex Accommodation
Schedule 4 part A – CB/B17 of the 2013-14 NHS Acute Contract outlines the Quality, Patient Safety and
Quality Improvement Reporting requirements whereby an EMSA Improvement Plan must be formally
agreed. Any milestones breached by the provider will lead to the residual CCGs applying financial
sanctions and the need to initiate a Recovery Action Plan (RAP) with associated sanctions if breached.
From January 2011 NHS Trust providers were required to upload their data relating to all breaches of
sleeping accommodation direct to Unify2.
R
A
G
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During the month of July 2013 MCHfT reported 2 breaches which related to patients from outside of the Vale
Royal area, all relating to the Critical Care Unit. The Year-to-Date total number of breaches is 12 and
equates to the value of £3,000 in penalties 2013/14. MCHfT are hopeful that once the new theatre build is
complete that there will be no breaches, and it is noted that close monitoring would need to be in place to
ensure this would be the case
8.0 Recommendation for NHS Vale Royal Governing Body
The Governing Body are asked to:
• Note the content of this report
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4.4.2

PURPOSE OF REPORT

Author

The purpose of this report is to inform NHS Vale Royal Clinical
Commissioning Group Governing Body on the services provided for and
work with Looked After Children in line with duties and responsibilities
outlined in the Statutory Guidance on Promoting the Health of Looked
After Children (2009) 1. The report includes information on the services
provided to Looked After Children, including achievements and evidence
of improved outcomes for children and young people during 2012 – 13
and also identifies gaps in statutory responsibilities that represent a risk
to the organisation. In line with the wishes of our children looked after by
Cheshire West and Chester Local Authority they will be referred to as
‘Children in Care’ throughout this report.

Anne Eccles
Designated Nurse
Safeguarding Children
Governing Body Lead

Tracy Parker-Priest
Director of Partnerships &
Governance

GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
i) Note the contents of this report and accept assurances that
NHS Vale Royal Clinical Commissioning Group is meeting its
statutory responsibilities in relation to children in care and is
working to achieve those responsibilities identified in the
report as not yet achieved.

1

Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

No

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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NHS Vale Royal Clinical Commissioning Group
Children in Care Annual Report
1st April 2012 - 31st March 2013
1.

INTRODUCTION

1.1

This report is produced for NHS Vale Royal Clinical Commissioning Group in response to the
Department of Health publication Statutory Guidance on Promoting the Health and Well-being
of Looked after Children (2009) 2. The guidance requires a report on the delivery of service and
the progress achieved for the health and well-being of children in care. The report covers the
period 1st April 2012 to 31st March 2013, but also outlines the current work being undertaken.

1.2

The report outlines the Clinical Commissioning Groups commitment to children in care and
demonstrates how we carry out our statutory responsibilities. It will inform THE Governing
Body and partners of the work NHS Vale Royal Clinical Commissioning Group is doing to
reduce the health inequalities and so improve health outcomes for children in care in Vale
Royal, as well as identifying some of the challenges facing the service.

2.

BACKGROUND
a) National Policy and Legislation

2.1

Under the Children Act 2004 3 amended legislation Clinical Commissioning Groups have a duty
to comply with requests from the local authority to help them provide support and services to
children in need. For the duty to be discharged effectively NHS commissioners must ensure
the services they commission meet the particular needs of children in care. The changes to
the commissioning of health services which began in April 2011 have meant these statutory
responsibilities passed initially to NHS Cheshire, Warrington and Wirral and formally became
the responsibility of NHS Vale Royal Clinical Commissioning Group on 1st April 2013.

2.2

In meeting the health needs of children in care health organisations need to focus on ensuring
that children in care are able to access universal services as well as targeted and specialist
services where necessary. The NHS contributes to meeting the health needs of children in
care by:
•
•
•

2
3

Commissioning effective services
Delivery through provider organisations
Individual practitioners providing coordinated care for each child, young person and
carers.

Statutory Guidance on Promoting the Health and Well-being of Looked after children (2009)
Children Act 2004
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2.3

The services and responsibilities for children in care are underpinned by legislation, statutory
guidance and good practice guidance which include:
Legal Framework:
• Children Act 1989 4
• Children (Leaving Care) Act (2000) 5
• Children Act (2004) 6
• Children and Young Persons Act (2008) 7
Regulations and Guidance:
• Statutory Guidance on Promoting the Health and Well-being of Looked After Children
(2009) 8
• Care Planning, Placement and Case Review Regulations and Guidance (2010) 9
• Planning Transitions to Adulthood for Care –leavers Regulations and Guidance (2010) 10
• Promoting the quality of life of looked after children and young people (NICE, 2010) 11
• Quality standard for the health and wellbeing of looked-after children and young people
(NICE, 2013) 12
• Working Together (2013) 13

2.4

There is an increased focus on adoption and reducing the delays to permanence. The
combination of An Action Plan for Adoption: Tackling Delay (Department for Education,
2013) 14, alongside the recommendations of the Family Justice Review (Ministry of Justice,
2011) 15 are leading to social workers doing much of their assessment work pre-proceedings
so that once proceedings in court begin delays in progress are avoided.

2.5

‘Looked after Child’ is a generic term introduced in the Children Act 1989 to describe children
and young people subject to Care Orders (placed into care of the local authority by order of a
court) and children accommodated under Section 20 (voluntary) of the Children Act 1989.
Children and young people looked after may live within a variety of settings including: foster
carers, in residential placements, with their parents or with family members who are approved
as foster carers. As already mentioned in this report all children looked after by the local
authority are referred to as children in care.

4

Children Act 1989
Children Leaving Care Act (2010)
6
Children Act 2004
7
Children and Young Persons Act 2008
8
Statutory Guidance on Promoting the Health and Well-being of Looked After Children (2009)
9
Care planning for looked-after children and care leavers (2010)
10
Panning Transitions to Adulthood for Care Leavers (2010)
11
Promoting the quality of life of looked after children and young people (NICE, 2010)
12
Quality standard for the health and wellbeing of looked-after children (NICE, 2013)
13
Working Together to Safeguard Children A guide to inter-agency working to safeguard and promote the welfare of
children (2013)
14
An Action Plan for Adoption Tackling Delay (2013)
15
Family Justice Review: Final Report (2011)
5
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2.6

The next sections in the report will outline the national and local profile of children in care.
b)

National Picture

2.7

At the end of March 2012, there were 67,050 children and young people in care in England.
Almost 75% of these were in a foster placement and approximately 12% were cared for in
residential accommodation (including secure units, children's homes, hostels, residential
schools and other residential settings) (Department of Education, 2012) 16 .

2.8

The health and wellbeing of children in care – that is, their physical health, and social,
educational and emotional wellbeing – is influenced by nearly all aspects of their lives and the
care they receive. Experiences early in life may have long-term consequences for health and
social development. Some children in care have positive experiences in the care system and
achieve good emotional and physical health, do well in their education and go on to have good
jobs and careers. However, children in care are more likely to have experienced deprivation
and poverty as a result of low family income or parental unemployment. About 60% of children
in care in England are reported to have emotional and mental health problems and a high
proportion experience poor health, educational and social outcomes after leaving care. The
main reason for children and young people entering care in the year up to April 2012 was
abuse or neglect (reported in 62% of cases).

2.9

Children in care should expect to have the same opportunities as other children and young
people, including being healthy and safe. They should be provided with the opportunities
needed to help them move successfully to adulthood. Their needs vary, but are often complex,
and can be met only by a range of services operating collaboratively across different settings.

3.

ROLES AND RESPONSIBILITIES IN THE NHS
a)

Roles and Responsibilities of the NHS

3.1

The NHS has a major role in ensuring the timely and effective delivery of health services to
children in care. Under the Children Act 1989 17 Clinical Commissioning Groups now have a
duty to comply with requests from the local authority to help them to provide support and
services to children in need. The focus of the service should be on ensuring the young people
and the carers have access to universal services as well as targeted and specialist services
where necessary to ensure their health needs are met in the same way as other children and
young people. Effective provision is also required to meet their health needs when they leave
the care system, whether that is as they become adults, return to their birth families or become
adopted.

3.2

The support and contribution of the NHS is crucial to ensuring that local authorities fulfil all the
responsibilities of corporate parenting and that children in care achieve the same optimal
outcomes as any good parent would wish for their child.

16
17

Outcomes for children looked after by local authorities in England: 31 March 2012 - Publications - GOV.UK
Children Act 1989
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b)
3.3

Roles and Responsibilities of Clinical Commissioning Groups

As commissioners of health services for children in care the Clinical Commissioning Group
should satisfy itself that:
•
•
•

•

•

•
•

•
•

c)

Appropriate arrangements are in place to meet the health needs of children in care
Strategic commissioning as part of the Children’s Trust arrangements focuses on health
services which meet the needs of children in care locally and are informed by their views
Systems are in place to ensure services for individual children and young people placed
out of the Clinical Commissioning Group area are consistent with the guidance on Who
pays? Determining responsibility for payments to providers. Rules and guidance for
clinical commissioning groups (December, 2012) 18
Robust arrangements are in place where a child or young person is placed away from the
responsible local authority to provide continuity of the health assessment and health
planning process
There is expertise from a designated doctor and nurse to provide strategic and clinical
leadership and advice to the Clinical Commissioning Group commissioners and local
authority
There is a named public health professional with responsibility for children in care
There is effective co-ordination between health bodies, particularly at a strategic level.
This should include joint working between public health, clinical health and Child and
Adolescent Mental Health Service so as to ensure a social model of promoting health
Appropriate data sets are agreed locally, collected and reviewed annually
Clinical Commissioning Groups, together with colleagues in local authority services,
should monitor and review arrangements and services against agreed targets and quality
standards, to ensure a robust service is in place
The Role of the Designated Doctor and Nurse

3.4

The Designated Doctor and Nurse role is to assist the Clinical Commissioning Group in
fulfilling their responsibilities as commissioner of services to improve the health of children in
care. The designated role is intended to be a strategic one, separate from any responsibilities
for individual children in care. At present these posts are vacant and this is a significant risk to
NHS Vale Royal Clinical Commissioning Group. However, the Designated Nurse for
Safeguarding Children is supporting the Clinical Commissioning Group to meet its strategic
responsibilities until the recently appointed Designated Nurse for Children in Care takes up her
post in November 2013.

4.

ACHEIVEMENTS IN 2012 / 13
•

Financial investment in the nursing, medical and administrative teams to improve the
timeliness and quality of the health assessments and advice and support available to
children in care.

18

Who pays? Determining responsibility for payments to providers Rules and guidance for clinical commissioning groups
(December 2012)
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•

•
•
•
•

•

5.

Significant improvement in communication in line with the notification pathway between
health and social care, which has resulted in a more timely identification of a health
practitioner and in the transfer of health records, particularly when the child is placed
out of area.
Facilitated the implementation of the Cheshire West and Chester Healthy Care
Partnership to take forward the health agenda for children in care.
Facilitated the access to the electronic record system (Liquid Logic) in partnership with
the Nurse Specialists.
Facilitated the development of ‘Part D’ form to assist the collection of robust health
needs data to inform the Integrated Strategic Needs Assessment.
Revised and updated the ‘Me and My Health Guide’ for care leavers and secured
additional funding to enable the distribution of the guide to all 14, 15 and 16 year olds
this year at the appropriate health assessment.
Nurse led pathway for completion of the Strengths and Difficulties Questionnaire,
leading to earlier identification of the emotional health needs of children.

CHILDREN IN CARE AND MULTI-AGENCY WORKING
a) Children in Care Team

5.1

At this time there are significant gaps in the children in care health team. The increase in the
numbers of children in care further compounds the lack of resources. To begin to address this
NHS Eastern Cheshire, South Cheshire and Vale Royal Clinical Commissioning Groups have
agreed a significant financial increase to the nursing, medical and administrative team.

5.2

At this time the Children in Care Team consists of a:
•
•
•

5.3

The additional funding will enable the nursing and administrative team to be increased across
the three Clinical Commissioning Group areas. The recruitment and selection process is
underway. The following posts have been recruited to and will be based together in Church
View Primary Care Centre in Nantwich. The posts are expected to be in place by November
2013.
•
•
•
•

5.4

Nurse Specialist for Children in Care (0.4 WTE – employed by East Cheshire NHS Trust)
Medical Advisor for Adoption and Fostering (1.5 PAs per week - employed by Mid
Cheshire Hospital NHS Foundation Trust)
Minimal Administrative Support (employed by East Cheshire NHS Trust)

Designated Nurse for Children in Care (0.1 WTE Band 8a – employed by East Cheshire
NHS Trusts – seconded to NHS Vale Royal Clinical Commissioning Group)
Children in Care Nurse Specialist (0.4 WTE Band 7 - will be increased to 1.0 WTE)
Children in Care Practitioner (1.0 WTE Band 6 – across the 3 Clinical Commissioning
Group areas)
Administrative posts (1.5 WTE – across the 3 Clinical Commissioning Group areas)

A member of the Children in Care Council was involved in the interviews and selection of the
recently appointed Designated Nurse for Children in Care. The young person’s perspective
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was important to this post. An area of importance to the young person during the interview was
how the Designated Nurse post would listen to the views of young people.
5.5

The increase in medical service funding will enable the Medical Advisor for Fostering and
Adoption sessions to be increased. Unfortunately the statutory post of Designated Doctor for
Children in Care remains vacant. The Director of Partnerships and Governance continues to
work closely with the project lead and designated professionals to appoint into the vacancies.
All local NHS Trusts have been approached. This is in line with Intercollegiate Role
Framework (RCN and RCPCH, 2012) 19 model job description 20. However, to date these
approaches have been unsuccessful. This vacancy is an identified risk for the organisation in
meeting its statutory responsibilities and other options are being explored to enable the
responsibilities of the post to be met.

5.6

The nursing team and administrative support will be based together in Church View Primary
Care Centre in Nantwich.
b) Multi-agency Working

5.7

Despite the team shortages integrated working arrangements have developed significantly
between the Nurse Specialist for Children in Care and Cheshire West and Chester Local
Authority in the last 12 months. The role of the Nurse Specialist is to work in partnership with
social workers to ensure identified health needs are identified and addressed in an appropriate
and timely manner. This is achieved by the close collaboration with Northwich and Winsford
children in care, children in need, children in disabilities and the leaving care teams. The
Nurse Specialist is the key health contact for the teams. Attendance at social care team
meetings and working alongside the teams on a weekly basis has assisted the development of
improved professional relationships and partnership working. Working together has improved
the understanding of each other’s professional roles and responsibilities.

5.8

Extensive work has been undertaken with the Local Authority with regard to access to social
care electronic record system (Liquid Logic). The result is that the Nurse Specialist along with
her colleagues in NHS West Cheshire Clinical Commissioning Group now has full access to
the system when in the local authority. This enables the Nurse Specialist to input and review
information on the system. The outcome will lead to improvements in the timeliness of
inputting information onto the system and the availability of the information to those that need
to access it e.g. social workers. Remote access to the electronic system has been agreed and
will be in place in the near future for the Nurse Specialists and members of the health
administrative teams. This will again improve the timeliness of information exchange between
health and social care. This work has been facilitated by the Designated Nurse Safeguarding
Children. Further opportunities for integrated working by the Nurse Specialists are being
pursued by the Designated Nurse Safeguarding Children with a Social Care Senior Manager.

19
20

Intercollegiate Role Framework (2012)
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5.9

The Nurse Specialist works closely with her colleagues In West Cheshire and with other
professionals, including education, Child and Adolescent Mental Health Service Caring to Care
team. This is a Cheshire and Wirral Partnership NHS Foundation Trust team commissioned by
the local authority to provide services to improve the mental health of children in care referred
to the service. Regular meetings take place with the Independent Reviewing Officers.

5.10

Involvement in multi-agency training sessions has further strengthened integrated working and
information sharing opportunities leading to improved outcomes for children in care. The Nurse
Specialist meets with all newly appointed social worker in this area as part of their induction
programme to ensure they are aware of the pathways relating to initial and review health
assessments.
c) Local Partnerships and Forums to Support the Health of Children in Care

5.11

5.12

The Designated Nurse for Safeguarding Children is a member of the Corporate Parenting
Panel. This Panel reports to the Children’s Trust. The focus of this group is to oversee the
arrangements for the effective delivery of the Councils corporate parenting role for children in
care and care leavers.
The Designated Nurse Safeguarding Children and the Nurse Specialist are members of the
recently launched Cheshire West and Chester Healthy Care Partnership. The aim of this group
is to provide effective coordination between health and partner agencies. The group will
enable strategic level agreements to be reached to promote the health of children in care. The
group are in the process of completing the National Children Bureau healthy care audit. This
audit will assist the group in identifying the main areas of work for the group. Children in care
are members of the group and will influence the work of the group. The Designated Nurse
Safeguarding Children supports the Head of Service Children and Families by coordinating the
meetings and the work of the partnership. The partnership reports to the Corporate Parenting
Panel.

6.

LOCAL POPULATION OF CHILDREN IN CARE

6.1

As at 31st March 2013 there were 397 Cheshire West and Chester children in care. Of these
children 137 originated in Vale Royal. The ethnicity of 95% of the children was recorded as
White British with the remaining 5% recorded as other mixed background or ethnic group. 44%
of the children in care are female and 56% are male. 62% of our children are in foster
placements, with the remainder of our children in a variety of placements including being
placed with parents, placed for adoption, family centres and in independent living
accommodation.

6.2

Table 1 indicates the number of children in care within the Vale Royal Clinical Commissioning
Group footprint at 31/07/13. These figures are now reported on a monthly basis by Cheshire
East NHS Trust through the safeguarding dashboard.
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Table 1: Children in Care in Vale Royal at 31/06/13
Total Number of Cheshire West and Chester Children in Care (placed in
and out of NHS VRCCG area)
Number of CWAC Looked After Children placed in Vale Royal

145

Number of CWAC Looked After Children placed out of area

92

Number of out of area children known to be placed in Vale Royal

40

Number of 16+ Children in Care in Vale Royal

9

53

7.

CHILDREN IN CARE CENSUS (SSDA903) 2012/13 PROVISIONAL
RESULTS

7.1

Each year the council is required to undertake a children in care census (SSDA903) for the
Department for Education. During June 2013 the Designated Nurse Safeguarding Children
and the Nurse Specialists for Children in Care assisted the local authority to update and
submit health data for the period 2012 / 13. The official results will be released in December
2013. The data is collected for the children who have been in care for 12 months or more at
the 31st March 2013. The data includes all children in Cheshire West and Chester and is not
related to only Vale Royal children. Table 2 demonstrates the provisional results.

7.2

Although the percentage of children with health, dental and immunisation checks up to date
were all above 2011/12 England and statistical neighbour averages, the result for the
percentage of children under 5 years of age with health surveillance checks up to date was
below those averages. This was due to the dates of a number of health surveillance checks
not being located on the health information systems. This is an area that is being addressed to
ensure the information is available for the next data collection.
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Table 2: Children in Care Census 2012 / 13
Number of
children with
health
surveillance
checks up to date

Number of children
immunisations up to
date

Number of
children their
teeth checked
by a dentist

Number of
children who have
had their annual
health assessment

2013

30

228

237

252

Cohort

44

264

264

264

68%

86%

90%

95%

England

80%

83%

82%

86%

2011/12
statistical
neighbour average

79%

81%

73%

78%

Processing Year

CW&C %
2011/12
average

CW&C
relative
performance

Below English
average
Below statistical
neighbour
average

Above English
average
Above statistical
neighbour average

Above English
average
Above
statistical
neighbour
average

Above English
average
Above statistical
neighbour
average

8.

HEALTH ASSESSMENTS

8.1

Initial Health Assessments are undertaken by Mid Cheshire Hospital NHS Foundation Trust
paediatricians within Vale Royal. There is an Initial Assessment Pathway in place that details
the timescales for notification by social workers and completion timescales for paediatricians.
Requests for Initial Health Assessments are made by social workers via the nursing
administration team. There have been significant delays in the completion of Initial Health
Assessments in Vale Royal during the year. The Nurse Specialist has recently influenced the
implementation of secure transfer of Initial Health Assessment information to reduce the delay
in receipt of BAAF health assessment forms.

8.2

A safeguarding dashboard was implemented in June 2013. Monthly returns are now being
submitted by Mid Cheshire Hospital NHS Foundation Trust. Information will be monitored
closely for timely notifications from social workers and timely completion of heath assessments
by paediatricians. Health assessments completed out of timescale will be exception reported.

8.3

Review health assessments are generally completed by health visitors and school nurses
dependent on the age of the child. The Nurse Specialist offers health assessments to young
people over 16 years of age or if they do not want to partake in an assessment they have the
opportunity to talk to her about their health and any particular issues that they want to discuss
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or want more information about. The electronic social care system (Liquid Logic) is now used
to transfer information. Despite the shortfall in team capacity the majority of review health
assessments are completed within the expected timescales. Like Mid Cheshire Hospital NHS
Foundation Trust, East Cheshire NHS Trust is now returning monthly data related to health
assessments.
8.4

The quality assurance of the completed review health assessments is undertaken by the
Nurse Specialist. Health assessments that do not meet the expected standards are returned
for review and completion. If the assessment has been completed out of area and the quality
is not what is expected this will also be returned and the Designated Nurse made aware. The
quality of health assessments for our children placed out of area is a key priority. The Nurse
Specialists will oversee the health action plans for our children placed out of area.

8.5

The Designated Nurse, Nurse Specialists, the Designated Doctor for Children in Care (West
Cheshire) and a Public Health data analyst have worked with the local authority this year to
develop a health data collection tool. Historically the collection of identified health needs has
been poor. The data collection tool to be known as ‘Part D’ has been piloted by West Cheshire
Community Paediatricians. The final tool is nearing completion. Liquid Logic will be able to
capture the data and reports will be available. The data will inform the Integrated Strategic
Needs Assessment and inform future commissioning of services to better meet the health
needs of our children in care.

8.6

It is recognised that there is a higher level of emotional and mental health needs amongst
children in care. During 2012 / 13 the Strengths and Difficulties Questionnaire has been
included in all health assessment for children aged 4 – 16 years of age who have been in care
for 12 months. Due to a delay in the implementation of the process not all children completed
the questionnaire during 2012. The system is now well embedded in the review health
assessment process. The completed questionnaire assists in the early identification of the
child’s mental health needs. Any issues identified will be discussed and referred in line with the
agreed pathway.

8.7

Annual training is provided by the Nurse Specialist to all health professionals undertaking
review health assessments. Completion of SMART health action plans has been a focus of
this year’s training. Training is delivered in line with the Intercollegiate Role Framework
(2012) 21.

8.8

A leaflet is sent to all children and carers to explain the purpose of the health assessment prior
to the appointment. A feedback leaflet is given out for completion following all the
assessments. Feedback is generally very good in most areas. Comments received included:
•
•
•

21

Excellent advice and information from our health visitor
The best thing about my health assessment is the women talking to me was lovely and
understanding
It was awesome xxx

Intercollegiate Role Framework (2012)
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•

I think it was good because they told me what was ok and not so ok with my body

8.9

Detailed analysis of the responses will be undertaken this year and appropriate actions taken
to address any areas of concern.

8.10

In April 2013, the Department of Health 22 brought in a mandatory currency for children in care
placed out of area with a non-mandatory currency tariff. For children placed in area, the
currency is available for use but is non-mandatory. The mandatory currency is for the
completion of the initial and review statutory health assessments only. This replaced the
previous ‘North West Agreement for Implementing the Responsible Commissioner Guidance’.
This is an area that has not yet been implemented locally and which will need further
consideration. It has financial implications for the Clinical Commissioning Group.

9.

CARE LEAVERS

9.1

This year a leaving care team has been established within children’s social care. The Nurse
Specialist provides support to the leaving care drop-in service and will offer health
appointments to care leavers aged 16 – 18 years of age.

9.2

The ‘Me and My Health Guide’ which was developed with the support of children in care and
members of the Children in Care Council following a recommendation made during the last
Ofsted / Care Quality Commission Inspection of children in care services during November
2010 has been reviewed and updated this year. Public Health has supported the update of the
guide. The guide is also available in an electronic format and is included on the local authority
Children in Care Council website.

9.3

It has been agreed that the guide will now be given to all children in care at their health
assessment nearest to their 14th birthday. The guide is used by the school nurse as part of the
health assessment to talk about health issues relevant to the young person.

9.4

An area for development recommended during a recent Cheshire West and Chester Care
Practice Review was a ‘health passport’ for care leavers. This would provide the young person
with key health information such as immunisation dates, allergies and other important health
information. The Nurse Specialists will undertake that work this year in collaboration with the
young people and the local authority Participation and Inclusion Team. Following consultation
with the young people a suitable ‘passport’ will be developed.

10.

CHILDREN WITH DISABILITIES

10.1

The Nurse Specialist has a weekly presence at the Children with Disability Team. Advice and
support is provided to social workers. In addition, the timely completion of health assessments
is arranged with the most appropriate health professional for the child.

22

Payment by Results Guidance for 2013 - 14 (DoH, 2013)
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11.

RESIDENTIAL CHILDREN HOMES

11.1

The Nurse Specialist is a named point of contact for the care staff and young people in the
local residential home. Planned visits take place on a monthly basis. This provides the young
people with an opportunity to meet with her and talk about any current health issues they
might have.

12.

SUPERVISION AND CHILDREN IN CARE

12.1

Health visitors and school nurses receive clinical supervision on a one to one basis in relation
to children in care on their caseloads. This is undertaken in line with East Cheshire NHS Trust
supervision policy. There are plans to revise the supervision policy during the year in light of
the planned increase in staff within the team.

12.2

The Designated Nurse for Safeguarding Children will be available to the Designated Nurse for
Children in Care for supervision once in post.

13.

CARE QUALITY COMMISSION

13.1

There have been no Care Quality Commission safeguarding children inspections in the last
year. During this time preparation has continued in partnership with Cheshire West and
Chester for future safeguarding and looked after children inspections and reviews.

14.

SUMMARY AND PRIORITIES FOR APRIL 2013 – MARCH 2014

13.1

NHS Vale Royal Clinical Commissioning Group ensures that the statutory roles and
responsibilities for children in care are met and monitors the arrangements of commissioned
health services in order to gain assurance that all children in care (in and out of county)
receive services which meet their needs and leads to improved health outcomes.
The key priorities for the coming year to meet the goals and vision of the Clinical
Commissioning Group are:

13.2

Quality - Quality healthcare will be core to our practice & our dealings with providers
•

•
•
•

To work with commissioners and providers to ensure the quality of life for children in care
is one of our main priorities. The NHS Vale Royal Clinical Commissioning Group Annual
Report 2012-2013 sets out what we are going to do this year.
To ensure there is a process in place to monitor the quality and timely completion of initial
and review health assessments
To develop and refine the Safeguarding Dashboard to provide data that demonstrates
improvements to service delivery.
To continue to influence improvements on the Department for Education performance
indicators - numbers of children in care with immunisations up to date, attendance at the
dentist and health assessments and in particular health surveillance checks completed at
the due time
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Integrity - We will do the right thing
•
•
•

To ensure that NHS Vale Royal Clinical Commissioning Group meets all the statutory
responsibilities and is compliant with the recently published Accountability and Assurance
Framework. 23
To ensure the Clinical Commissioning Group, along with provider services are well
prepared for all external inspections.
By putting systems in place to implement the Payment by Results tariff

Patient Centred - Patients will be at the centre of everything we do
•
•

•
•

To listen to the views of children in care and use the information to improve services
To carry on working with the safeguarding leads within key provider services to ensure
that arrangements for children in care across the health economy are robust. Including
active engagement with children in care to shape safe and effective services.
To drive improvements and monitoring of the arrangements for both commissioners and
providers of services.
To demonstrate the measures monitored improve the positive experience to empowered
patient and families opinions on the services received.

Innovation - We will embrace progress and improve ways of working
•
•
•
•

To support the implementation of ‘Part D’ data collection tool to demonstrate the health
needs of children in care and improved outcomes for children in care.
To strive to improve and respond where harm or abuse occurs to promote the health and
well-being of the most vulnerable within our communities.
To continue to work with provider organisations to secure the expert statutory posts of the
Designated Doctor for Children in Care.
To consider the development of a service specification for the provision of children in care
services

15.

RECOMMENDATIONS

15.1

The NHS Vale Royal Cheshire Clinical Commissioning Group Governing Body is asked to
note the contents of this report and accept assurances that the Clinical Commissioning Group
is meeting its statutory responsibilities in relation to children in care.

Tracy Parker-Priest
Director of Partnerships and Governance
September 2013

23

Safeguarding Vulnerable People in the Reformed NHS Accountability and Assurance Framework (NHS Commissioning
Board, 2013)
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

Safeguarding Children & Adults

DATE/TIME

AGENDA ITEM

2 October 2013
1500-1700

4.4.3

PURPOSE OF REPORT

Author

The purpose of this report is to provide assurance to NHS Vale Royal
Clinical Commissioning Group Governing Body that the work taking
place regarding children and adults at risk within Vale Royal is operating
in accordance with statutory guidance, and takes account of our
responsibility to assure ourselves that the organisations that we
commission local health services from have effective safeguards in place
and provide the highest possible standards of care.

Anne Eccles
Designated Nurse Safeguarding
Children

Helen Wormald
Designated Nurse Adult
Safeguarding
Governing Body Lead

Tracy Parker-Priest
Director of Partnerships &
Governance

GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
Note the contents of this report and accept assurances that
NHS Vale Royal Clinical Commissioning Group is meeting its
statutory responsibilities in relation to safeguarding children and
adults at risk and is working to achieve those responsibilities
identified in the report as not yet achieved.

Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

No

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

Yes

RESOURCES: Issues outlined

No
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NHS Vale Royal Clinical Commissioning Group
Annual Report
Safeguarding Children
&
Adults at Risk
1st April 2012 - 31st March 2013
1.

INTRODUCTION

1.1

Safeguarding children and adults at risk is core to the business of NHS Vale Royal Clinical
Commissioning Group and is embedded in the goals and vision of the organisation.

1.2

This report outlines the Clinical Commissioning Groups strong commitment to safeguarding
and promoting the welfare of children and adults at risk who are living within our communities
and demonstrates how we carry out our statutory responsibilities.

1.3

The requirements upon health are enshrined in statute within children’s services. The Children
Act 1989 1 and 2004 2 provides the legislative framework for safeguarding children. Section 11
and 13 of the Children Act 2004 has been amended through the Health and Social Care Act
2012 3 in order that the NHS Commissioning Board (now known as NHS England) and Clinical
Commissioning Groups have regard to the need to safeguard and promote the welfare of
children and to be members of the Local Safeguarding Children Board. This is supported by
Working Together (HM Government 2013) 4. The guidance sets out the roles and
responsibilities of all agencies including Clinical Commissioning Groups in ensuring their
functions are discharged with regard to the need to safeguard and promote the welfare of
children.

1.4

The statutory safeguarding duties of Clinical Commissioning Groups are set out in:
•
•

Safeguarding Vulnerable People in the Reformed NHS – Accountability and Assurance
Framework (NHS Commissioning Board, 2013) 5
Working Together to Safeguard Children A guide to interagency working to safeguard and
promote the welfare of children (HM Government, 2013) 6

1

Children Act 1989
Children Act 2004
3
Health and Social Care Act 2012
4
Working Together to Safeguard Children: A guide to inter-agency working to safeguard and promote the welfare of
children (2013)
5
Safeguarding Vulnerable People in the Reformed NHS Accountability and Assurance Framework (NHS Commissioning
Board, 2013)
2
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•
•
1.5

The Accountability and Assurance Framework 9 focuses on the statutory requirements to
safeguard children, with reference to similar principles being applied as part of best practice in
relation to arrangements to safeguard adults at risk. This guidance is intended to support the
changing NHS and all its organisations to fulfil their statutory safeguarding duties as set out in:
•
•
•
•
•
•
•

1.6

Safeguarding Adults: report on the consultation of No Secrets (Department of Health,
2009) 7
Safeguarding Adults - The Role of NHS Commissioners (Department of Health, 2011) 8

Working Together to Safeguard Children A guide to interagency working to safeguard and
promote the welfare of children (HM Government, 2013) 10
Statutory Guidance on Promoting the Health and Well-being of Looked After Children
(2009) 11
Mental Health Act 1983 12
Human Rights Act 1998 13
Safeguarding Vulnerable Groups Act 2006 14
National Health Service Act 2006 15
Equality Act 2006 16

The NHS Vale Royal Clinical Commissioning Group:
•
•
•
•
•

Is responsible for ensuring that the organisations we commission services from provide
a safe system that safeguards children and adults at risk of abuse or neglect
Has a duty to be a member of Cheshire West and Chester Local Safeguarding Children
Board
Is expected to be fully engaged with Cheshire West and Chester Safeguarding Adults
Board
Is expected to work in partnership with Cheshire West and Chester local authority to
fulfil our safeguarding responsibilities
Should ensure robust processes are in place to learn from cases where children or
adults die or are seriously harmed and abuse or neglect is suspected

6

Working Together to Safeguard Children: A guide to inter-agency working to safeguard and promote the welfare of
children (2013)
7
Safeguarding adults: report on the consultation on the review of No Secrets : Department of Health - Consultations
8
Safeguarding Adults: The Role of NHS Commissioners (Department of Health, 2011)
9
Safeguarding Vulnerable People in the Reformed NHS Accountability and Assurance Framework (NHS Commissioning
Board, 2013)
10
Working Together to Safeguard Children A guide to inter-agency working to safeguard and promote the welfare of
children (2013)
11
Statutory Guidance on Promoting the Health and Well-being of Looked After Children (2009)
12
Mental Health Act 1983
13
Human Rights Act 1998
14
Safeguarding Vulnerable Groups Act 2006
15
National Health Service Act 2006
16
Equality Act 2006
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1.7

The next sections in the report will demonstrate how NHS Vale Royal Clinical Commissioning
Group is meeting its statutory responsibilities and is working to achieve those not yet achieved
and provides detail on the work undertaken during 2012 – 13.

2.

LEADERSHIP AND ACCOUNTABILITY

2.1

Section 11 of the Children Act 2004 17 outlines the requirement for a clear line of accountability
within NHS organisations in respect of safeguarding and promoting the welfare of children.
The NHS safeguarding accountability and assurance framework supports this requirement and
extends it to include adults at risk.

2.2

NHS Vale Royal Clinical Commissioning Group demonstrated that their safeguarding
requirements have been met as set out in the authorisation process. Leadership and
management for safeguarding was one of the key requirements for Clinical Commissioning
Groups.

2.3

Leadership and responsibility for safeguarding at Governing Body level is achieved through
the Director of Partnerships and Governance. This lead role provides NHS Vale Royal Clinical
Commissioning Group representation on both the Cheshire West and Chester Local
Safeguarding Children Board and Local Safeguarding Adult Board.

2.4

Clinical expertise in NHS Vale Royal Clinical Commissioning Group is provided through the
Designated Nurse for Safeguarding Children, the Designated Doctor for Safeguarding
Children and the Designated Nurse for Safeguarding Adults at Risk. These professionals are
directly accountable to the Director of Partnerships and Governance. The Designated Nurses
have direct access to the Chief Officer.

2.5

As clinical experts and strategic leaders, the designated professionals provide a vital source of
advice to the Clinical Commissioning Group, NHS England, the Local Authority, Local
Safeguarding Children Board and Local Safeguarding Adult Board and the Child Death
Review Panel. They also provide advice and support for health professionals in provider
organisations and independent contractor services.

2.6

Both the Designated Doctor and Nurse posts are shared with NHS West Cheshire Clinical
Commissioning Group. In this way the expertise of the Designated Professionals is co
terminus with the Local Safeguarding Children Board and local authority boundaries. The
Designated Nurse for Safeguarding Children is hosted by NHS Vale Royal Clinical
Commissioning Group and there is a Service Level Agreement in place with the Countess of
Chester Hospital NHS Foundation Trust which specifies the role of the Designated Doctor role
in assisting the organisation in meeting its statutory safeguarding responsibilities.

2.7

At 31st March 2013 the statutory posts of the Designated Doctor and Nurse for Children in
Care and a Designated Paediatrician for Child Deaths are vacant. The Director of Partnerships
and Governance is working closely with the project leads and designated professionals to

17

Children Act 2004
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appoint into the vacancies. This is an identified risk for the organisation in meeting its statutory
responsibilities to safeguard children and young people, including those in care. The Children
in Care Annual Report provides detailed information on the statutory responsibilities of the
Clinical Commissioning Group to promote the health of children in care.
2.8

The Designated Nurse for Adult Safeguarding is hosted by NHS West Cheshire Clinical
Commissioning Group and shared with NHS Vale Royal Clinical Commissioning Group. In this
way the expertise of the Designated Nurse for Adult Safeguarding is co terminus with the
Local Safeguarding Adults Board and local authority boundaries.

2.8

At present adult safeguarding is continually evolving including the development of quality
standards and adult protection to safeguard the enduring safeguarding principles and values
of NHS Vale Royal Clinical Commissioning Group in line with legislation and constitutional
obligation.

2.9

The NHS England Area Team is forming a local safeguarding network to include Clinical
Commissioning Group executive leads and designated professionals to further support
safeguarding across the NHS and to ensure a standardised approach to safeguarding is
achieved.

2.10

The Named GP for Safeguarding Children will be employed by NHS England Area Team and
will be accountable to the Designated Professionals. These arrangements are under
development. This post is currently vacant.

3.

INSPECTIONS
a)

Ofsted Inspections

3.1

During April 2012 the Department of Education visited Cheshire West and Chester Council to
review the progress made to improve services. This followed the improvement notice put in
place following the inadequate Ofsted Inspection of safeguarding and looked after children
services in October 2010.

3.2

While progress made by the Council and partner agencies was reported to be good the
improvement notice remained in place until the outcome of the unannounced Ofsted
inspection that took place in October 2012 was reported as adequate.

3.3

The Improvement Board that was set up as a result of the inspection notice has been replaced
by a multi-agency inspection group under the leadership of the Local Safeguarding Children
Board. The responsibility of the group is to continue the improvements being made for children
and young people in Cheshire West and Chester. The Clinical Commissioning Group is
represented on this group by the Director of Partnerships and Governance, and the
Designated Professionals. Provider organisations are represented on the group.

3.4

In February 2013 the Clinical Commissioning Group set up a joint Safeguarding Children
Planning meeting with NHS West Cheshire Clinical Commissioning Group. A robust action
plan is in place to ensure the Clinical Commissioning Group and health partners are prepared
for future inspections.
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b)

Care Quality Commission

3.5

There have been no Care Quality Commission safeguarding children inspections in the last
year. During this time preparation was underway for the multi-agency integrated safeguarding
and looked after children inspection programme that was expected to commence in June
3013.

3.6

In February 2013 Ofsted announced that the multi-agency inspection programme has been
suspended.

3.7

The Clinical Commissioning Group, Local Authority and the Care Quality Commission meet
quarterly to review any Nursing Home providers were concerns are known or raised. Since
February 2013 and the appointment of the Designated Nurse for Safeguarding Adults any
safeguarding referrals leading to an investigation requiring input from health, takes into
account any Care Quality Commission inspection reports. The information is shared with
Cheshire and Merseyside Commissioning Support Unit (CSU).The Commissioning Support
Unit has delegated responsibility to commission Continuing Health Care/Complex Care
Services.

4.

SERIOUS CASE REVIEWS AND REFLECTIVE REVIEWS

4.1

A Serious Case Review is undertaken when a vulnerable person dies or is seriously harmed
through neglect or abuse, and there are concerns as to the effectiveness in the way agencies
worked together. Regulation 5 of the Local Safeguarding Children Board Regulations 2006
requires Local Safeguarding Children Boards to undertake reviews in specified circumstances.
Serious Case Reviews are undertaken to ensure that important lessons for intra and interagency working are learnt. There is a further requirement for reviews to be carried out
regularly on cases which do not meet statutory criteria, but which can provide useful insights
into the way organisations are working together to safeguard and protect the welfare of
children.

4.2

There have been no Serious Case Reviews carried out in respect of children over the last year
in the Cheshire West and Chester Local Safeguarding Children Board area.

4.3

There is one Practice Learning Review that is on-going in our Clinical Commissioning Group
area. An independent author has been commissioned to complete the review. The Designated
Nurse for Safeguarding Children is involved in this process. The case group included the
appropriate health professionals. On completion the learning will be shared fully with all
partner agencies.

4.4

The local authority has a Safeguarding Adults Serious Case Review protocol. This is agreed,
on a multi-agency basis and endorsed by the Coroner’s Office, and details the circumstances
in which a serious case review will be commissioned and undertaken. For example; when an
adult experiencing abuse or neglect dies, or when there has been a serious incident, or in
circumstances involving the abuse or neglect of one or more adults. The links between this
protocol and a domestic violence homicide review are clear. During the time frames of this
report, no serious case reviews have been commissioned by Cheshire West and Chester
Local Adult Safeguarding Board.
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4.5

Cheshire West and Chester Adult Safeguarding team have conducted one independent review
investigation in its role as lead agency for the provision of care provided to an out of area
patient (NHS Greater Manchester) in a care and treatment hospital.

4.6

The investigation report has been presented; at the providers professionals meeting, monitor,
NHS Vale Royal Cheshire Clinical Commissioning Group, Care Quality Committee, NHS
Trafford Clinical Commission Group and the parents have received an anonymous version.
The provider has completed an action plan to address the recommendations in the report. The
completion of the action plan is monitored by the Care Quality Commission. Update reports
are received at NHS Vale Royal Clinical Commissioning Group Quality and Performance
Committee.

5.

SAFEGUARDING QUALITY ASSURANCE

5.1

In 2012 NHS North West continued to monitor NHS Cheshire, Warrington and Wirral Cluster
Primary Care Trust to gain assurance that local safeguarding arrangements were sufficiently
robust. The Designated Nurses Safeguarding Children alongside the Executive Lead for
Safeguarding had regular meetings with the NHS North West Safeguarding Lead.

5.2

Since April 2013, it is now the role of the NHS England Area Team to have oversight of
safeguarding within the Clinical Commissioning Group and to support our on-going
development.

5.3

The Clinical Commissioning Group is responsible for safeguarding quality assurance through
the contractual arrangements with our service providers.

5.4

As a commissioning organisation, the approach of the Clinical Commissioning Group is to
ensure services commissioned are safe with safeguarding standards embedded in practice.

5.5

Contracts and service specifications for commissioned services include safeguarding
standards which are monitored. In 2012 – 13 the NHS North West Strategic Health Authority
policy and accompanying safeguarding standards and red, amber, green rated selfassessment audit tool were included in contracts.

5.6

Regular monitoring of progress against the standards is carried out through the Clinical
Commissioning Group led safeguarding assurance meetings with individual providers. At the
time of this report robust monitoring arrangements are being implemented to ensure the
required standards are in place.

5.7

A safeguarding dashboard for children is under development and will enable the main
providers to report on key safeguarding requirements on a monthly and a quarterly basis. The
dashboard will also include information related to children in care. The aim is to implement the
dashboards by June 2013. The information will be scrutinised by the Designated Nurse.
Exceptions will be discussed with the providers at the Safeguarding Assurance meetings and
reported to the Quality and Performance Committee. The data will support the intelligence of
information to provide assurance to the Governing Body.

5.8

The Quality and Performance Committee receive a monthly safeguarding children and bimonthly adult update. The Governing Body receives updates in relation to safeguarding
children and vulnerable adults from the Director of Partnerships and Governance.

Prepared By : Anne Eccles & Helen Wormald
NHS Vale Royal CCG : Safeguarding Children and Adults at Risk Annual Report 2013

138 of 190

5.9

In addition, an adult safeguarding dashboard will be developed with providers. The dashboard
will include information on how the health and well-being of adults are met by the provider.
There is a plan to implement this by October 2013. The data will support the intelligence of
information to provide assurance to the Clinical Commissioning Group and Safeguarding Adult
Board of compliance with safeguarding principals.

5.10

The Clinical Commissioning Group, as commissioners of health services are represented at
the recently established local Quality Surveillance Group supported by NHS England
Cheshire, Warrington and Wirral Area Team. The purpose of this group is to share any
concerns with the quality and safeguarding assurance of providers within the North West.
Commissioners may share services provided to the population of more than one Clinical
Commissioning Group and / or cross Local Authority boundaries.

6.

SAFEGUARDING BOARDS

6.1

The Cheshire West and Chester Local Safeguarding Children Board and the Local
Safeguarding Adult Board are the key mechanisms for agreeing how the relevant
organisations in each local area will co-operate to safeguard and promote the welfare of
children and adults in that locality, and for ensuring the effectiveness of what they do. The
Clinical Commissioning Group supports the Boards through attendance at Board meetings
and actively supporting the sub groups.

6.2

A financial contribution was made to support the statutory objectives and functions of the Local
Safeguarding Children Board and the activity of the Local Safeguarding Adult Board in
developing an inter-agency approach to the investigation of vulnerable adults.

6.3

Section 7 and 8 demonstrates how the Clinical Commissioning Group supports the boards
safeguarding functions.

7.

LOCAL SAFEGUARDING CHILDREN BOARD

7.1

The statutory membership of the Local Safeguarding Children Board is set out in Working
Together to Safeguard Children (2013). The Clinical Commissioning Group meets its statutory
membership requirements, (Section 13, Children Act 2004) 18 through the attendance of the
Director of Partnerships and Governance. The Designated Nurse and Doctor attend the Board
in an advisory capacity, providing clinical frontline expertise for the Board where required.

7.2

The Clinical Commissioning Group actively supports the Local Safeguarding Children Board
and sub groups through:
•
•
•

18

Attendance and active contribution at subgroup meetings
Attendance and active contribution at strategic multi agency inspection group meetings
Providing assurance through quality and performance management data that standards
for effective safeguarding arrangements are in place for all local health providers and are
being effectively monitored for progress

Children Act 2004
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•
•
•
•
•
•
•

Involvement in quarterly multi-agency case audit meetings
Contributing to the development and updating of child protection policies and procedures
Communicating the wider safeguarding agenda to independent contractors and provider
services
Contributing to the work of the Child Death Overview Panel in Cheshire West and Chester
Undertaking Serious Case Reviews and involvement in Practice Learning Reviews
Dissemination of learning across health organisation and implementing recommendations
as required
Work with General Practitioners to increase attendance at initial child protection case
conferences and submission of reports for initial and review child protection case
conference reports

8.

LOCAL SAFEGUARDING ADULT BOARD

8.1

In Cheshire West and Chester, the multi-agency Adults Safeguarding Board was set up in
2009 and prior to this, there was an Adults Protection Committee operating since 2001.

8.2

The Local Safeguarding Adult Board was formed as a response to No Secrets (Department of
Health and Home Office, 2000) 19 as guidance under section 7 of the Social Services Act
1970 20. The No Secrets guidance placed a duty on local authorities to take the lead in
developing an interagency approach to the investigation of adults at risk.

8.3

As partners the Clinical Commissioning Group is committed to the principles and objectives of
the Safeguarding Adult Board and recognises their responsibilities for meeting national
guidance, legal requirements and the adoption of best practice in relation to safeguarding
adults. The Clinical Commissioning Group supports the work of the Local Safeguarding Adult
Board though:
•
•
•

Having accountability for safeguarding adults recognised at executive level
The lead officer and, in the case of the local authority an Executive Member, takes the
lead in overseeing the organisation’s approach to safeguarding adults
Provide appropriate representation from the organisation at the Board meetings

9.

CHILD DEATH OVERVIEW PROCESS

9.1

In line with Safeguarding Vulnerable People in the Reformed NHS – Accountability and
Assurance Framework (NHS Commissioning Board, 2013) 21 the Clinical Commissioning
Group has secured the expertise of a Designated Paediatrician for Unexpected Deaths in
Childhood. This post is supported by the Specialist Nurse for Child Death Overview Panel.
The post holder is employed by East Cheshire NHS Trust and is funded by the three Clinical
Commissioning Groups (Eastern Cheshire, South Cheshire and Vale Royal).

19

No Secrets: guidance on protecting vulnerable adults in care (2000)
Local Authority Social Services Act 1970
21
Safeguarding Vulnerable People in the Reformed NHS Accountability and Assurance Framework (NHS Commissioning
Board, 2013)
20
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9.2

All child deaths from 0 – 18 years of age that occur for Vale Royal children are reported to the
Specialist Nurse for Child Death Overview Panel. The Specialist Nurse is responsible for
liaising out this sensitive information and coordinating the information surrounding the death of
a child and is responsible for taking the lead in implementing, co-ordinating and managing the
health response to all child deaths, in accordance with the Children Act 2004 22 and Working
Together (2013) 23. This is in order to improve the understanding of how and why local children
die. These findings aim to identify actions to prevent future child deaths and more generally to
improve the health and safety of children. This role also includes involvement in the Rapid
Response, Serious Case Reviews and Practice Learning Processes.

9.3

During April 2012- March 31 2013 there have been 4 Vale Royal child deaths. All deaths were
reviewed at the Child Death Overview Panel. There have been four Cheshire West and
Chester Child Death Overview Panel meetings during the year.

9.4

The following provides an overview of the findings of the Panel for Vale Royal children:
•
•
•
•
•

9.5

Of the 4 children that died within those dates – 2 were male and 2 female
3 of the children had problems associated with prematurity and 1 with a terminal illness.
None of the deaths reviewed in 2012-13 were found to contain any ‘modifiable factors’.
All children were White /British.
No rapid responses or Serious Case Reviews was required.

The Learning from the child deaths reviewed has resulted in the panel considering what
bereavement facilities; information and support is available for families. The panel has
considered adding this information into the Child Death Overview Panel leaflet which is given
to families. This will ensure that all families have access to additional supportive groups. The
information will be finalised with the transition to a Pan Cheshire Child Death Overview Panel.

9.6

The Pan Cheshire Child Death Overview Panel is reflecting on the local trends to identify the
learning and to positively consider from the public health impact perspective.

9.7

The Child Death Overview Panel provides an annual report to the Local Safeguarding Children
Board. Once received by the Board the report will be reported to NHS Vale Royal Clinical
Commissioning Group Quality and Performance Committee.

10.

POLICIES AND PROCEDURES

10.1

The Clinical Commissioning Group has a Commissioned Services Policy for Safeguarding
Children and Adults at Risk (2013) for inclusion in provider contracts. Details of this policy are
included earlier in this report.

22

Children Act 2004
Working Together to Safeguard Children A guide to inter-agency working to safeguard and promote the welfare of
children (2013)
23
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10.2

In addition, the Clinical Commissioning Group has a safeguarding children and safeguarding
adults at risk policy, outlining the organisations safeguarding requirements and those of its
entire staff. This is updated on a yearly basis or when new national guidance is issued.

10.3

The ‘What to Do if you are worried a child is being abused’ flowchart has been updated and
distributed to all staff , including independent contractors as required throughout the year.

10.4

All polices are included on the Clinical Commissioning Group website. As further policies are
ratified the development of a policies section on the website is planned.

11.

LEARNING AND DEVELOPMENT

11.1

Safeguarding training is critical to protecting children and young people from harm. All NHS
staff must know how to identify abuse and neglect and how to act on their concerns as
appropriate to their role. All health staff should have access to appropriate safeguarding
training and learning opportunities. Safeguarding children training is mandatory for all staff in
the Clinical Commissioning Group, including members of the Governing Body.

11.2

The Safeguarding Children Policy includes training standards as specified in the Safeguarding
Children and Young People: roles and competencies for health care staff - Intercollegiate
Document (September 2010) 24 . Each staff member within the Clinical Commissioning Group
has access to appropriate safeguarding training. Level 1 and 2 training is achieved through the
Electronic Staff Record System Safeguarding Children e-learning packages. All training once
undertaken is recorded at a central point within the Clinical Commissioning Group. According
to the information available 88% of NHS Vale Royal Clinical Commissioning Group staff have
completed safeguarding children training (at 15/08/13). This meets the Care Quality
Commission 80% compliance standard.

11.3

During the last year the Designated Professionals have contributed to safeguarding learning
and development through:
•

•

11.4

24

Working collaboratively with providers to develop training programmes that include the
dissemination of lessons learnt from recent national Serious Case Reviews and local
Practice Learning Reviews
Working with the Local Safeguarding Children Board Training Officer to map Local
Safeguarding Children Board multi-agency training levels in line with the Intercollegiate
Document. This assists health staff to access the appropriate Local Safeguarding Children
Board multi-agency training.

The Designated Professionals are in the process of developing a Level 3 safeguarding
children training sessions for GPs. The Named GP for NHS West Cheshire Clinical
Commissioning Group has been commissioned to support two sessions which will take place
in July and October 2013. The focus of the training will be GP attendance and contribution at
child protection case conferences and learning from Serious Case Reviews and local Practice
Learning Reviews. Independent Child Protection Chairs will take part in the training. GP

Intercollegiate Document (2010)

Prepared By : Anne Eccles & Helen Wormald
NHS Vale Royal CCG : Safeguarding Children and Adults at Risk Annual Report 2013

142 of 190

involvement in the child protection process is a key focus of the Local Safeguarding Children
Board due to the low attendance and submission of reports demonstrated at this time. The
training sessions will support GPs to meet safeguarding competences that are required for
safe and effective practice.
11.5

At present there is no statutory requirement to undertake adult safeguarding training. The
Care Quality Commission sets out guidance – outcome 7 (regulation 11) safeguarding people
who use services from abuse. The Clinical Commissioning Group has taken the decision to
apply the same best practice from children’s safeguarding training to adult requirements. Adult
safeguarding e-learning packages are currently undertaken and recorded through the
Electronic Staff Record. 76% of NHS Vale Royal Clinical Commissioning Group staff have
completed safeguarding adult training this fails to meet the 80% required. Compliance figures
will be presented within the safeguarding adult reports to the Quality and Performance
Committee to monitor compliance.

11.6

The training compliance figures relate to the Clinical Commissioning Group staff members.
Members of the Governing Body and others working with the Clinical Commissioning Group
are not included in this information. This information will be sought and reported to a future
Quality and Performance Committee.

11.6

As commissioners the Clinical Commissioning Group challenges all providers to demonstrate
that they have the necessary competence and capacity in place to provide leadership,
guidance, and supervision across the workforce.

11.7

Through the self-assessment audit within the commissioning policy the provision of
safeguarding training by providers is monitored. The self-assessment audit also identifies the
provider’s competence in safeguarding and not just numbers of staff who have undertaken the
training. Failure to meet the agreed target is raised during provider and commissioner contract
meetings and assurance sought on actions taken to provide assurance.

11.8

The Designated Nurse within the Clinical Commissioning Group has supported the delivery of
Adult Safeguarding Awareness Training to GP practices; since their appointment in February
2013 two of the twelve practices have invited the Designated Nurse to deliver sessions during
the protected Practice Learning Time.

11.9

Partnership working with Cheshire West and Chester. The local authority has the lead role in
coordinating the multi-agency approach to safeguarding adults at risk. Through the Local
Safeguarding Adults Board the Director of Partnerships and Governance provides assurance
to the Board on the health and well-being of the Vale Royal population accessing
commissioned services receive high quality care. Any concerns within provider services are
known and actions in place and monitored. The effective responses where harm or abuse has
occurred is also known and monitored through the Quality and Performance Committee and
Serious Incident Group. Since the appointment of the Designated Nurse, the partnership
working is stronger and allows a greater tapestry of information from Commissioner, providers,
the Commissioning Support Unit, local authority and the Care Quality Commission.

Prepared By : Anne Eccles & Helen Wormald
NHS Vale Royal CCG : Safeguarding Children and Adults at Risk Annual Report 2013

143 of 190

12.

SAFEGUARDING SUPERVISION AND SUPPORT

12.1

Working in the field of child protection entails making difficult and risky professional
judgements. The work is increasingly demanding and can be distressing and stressful, not
least because of the public interest created by national headline stories. All those involved in
provider services have access to immediate advice and support from the organisations
Safeguarding Teams.

12.2

All health practitioners involved in day to day work with children and families require effective
safeguarding supervision. Supervision and support standards are included in the Clinical
Commissioning Group Commissioned Services Policy for Safeguarding Children and Adults at
Risk (2013). Designated Professionals provide continuing support and supervision to Named
Professionals within the NHS economy. They also provide supervision, support and advice
when required and on an individual case basis to staff working in GP practices, dental
practices, pharmacy’s and in private health care organisations when requested.

12.3

The Designated Professionals for Safeguarding Children obtain supervision through the
Cheshire and Merseyside Designated Nurse Network.

12.4

Safeguarding supervision within adult services is new and will be developed over the next
twelve months.

13.

SAFEGUARDING WITHIN PRIMARY CARE SERVICES

13.1

The Clinical Commissioning Group is not directly responsible for commissioning primary
medical or other primary care services but we have a duty to support improvements in the
quality of primary medical care (NHS Commissioning Board, 2013) 25.

13.2

GPs have been identified as key professionals in the protection of children and adults at risk
from harm, and in promoting the welfare of children through early intervention. The Designated
Professionals for Safeguarding Children are developing working relationships with NHS
England Area Team to ensure that the quality of safeguarding practice within primary care is
high.

13.3

There has been considerable work carried out with GP practices this year to ensure
safeguarding standards are met:
•
•

All practices have a lead GP for safeguarding. All safeguarding information is distributed
through the lead GP and practice manager.
All GPs have been informed of their training requirements as set out in the Intercollegiate
Document (2010) 26. Two Level 3 safeguarding children training sessions will be held in
July and October 2013.

25

Safeguarding Vulnerable People in the Reformed NHS Accountability and Assurance Framework (NHS Commissioning
Board, 2013)
26
Intercollegiate Document (2010)
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•
•

•
•

GPs are aware of their practice’s responsibility to record training
The Designated Professionals are available to GPs, practice staff and other independent
contractors to provide advice and support when they have safeguarding concerns. This
facility is well used.
Extensive work has been carried out by the Designated Nurse to increase the involvement
of GPs in the child protection process.
The Clinical Commissioning Group facilitates a quarterly Nursing Home Clinical Network
Meeting. The objective is to share learning, update GPs on relevant health priorities
affecting the integrated care delivered. Providing this enhanced care and quality
improvement supports safeguarding the adults at risk due their vulnerable situation.

14.

SAFER RECRUITMENT AND VETTING PROCEDURES

14.1

The Safeguarding Children and Safeguarding Adult Policies contain safe recruitment
standards. The standards are based on the NHS Employment Check Standards 27.

14.2

The government set out in September 2012 changes that were to be implemented to the
criminal records and barring arrangements including a new definition of regulated activity. The
changes also include the removal of controlled activity, including registration and continuous
monitoring. The Clinical Commissioning Staff will ensure all employed staff have undergone
checks in line with the Disclosure and Barring Service requirements. Posts requiring a
Disclosure and Barring Service check will be audited to ensure these staff are covered by a
valid check.

15.

SAFEGUARDING CHILDREN ACTIVITY

15.1

Cheshire West and Chester has a population of 74,200 (22.5% of the population) children and
young people (Chi Mat, 2013). 28

15.2

Safeguarding children activity is reported quarterly to the Local Safeguarding Children Board.
Activity is now tracked from early intervention through to children in care. The child’s journey is
followed through services. At this time the majority of data presented to the Local
Safeguarding Children Board is sourced from the children’s social care record. The following
information provides a brief overview of child protection and related interventions from 1st April
2012 – 31st March 2013:
a) Child Protection Plans
• A total of 477 child protection plans were open to Children’s Social Care during 2012 13. This compares to 316 in 2012, which is a 51% increase.
• The main increase was in plans for emotional abuse, which made up 49% of child
protection plans.
• Most child protection activity related to children under 5 years old.
• 36% (171) child protection plans were opened in children living in the NHS Vale Royal
Clinical Commissioning Group area.

27
28

NHS Employment Check Standards
Child and Maternal Health Observatory Website - Child Health Profile 2013 - Cheshire West and Chester
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•
•
•

54% of all child protection plans for physical abuse and 63% of all child protection
plans for sexual abuse were in Northwich and Winsford.
The parental factors most commonly found in families were children had a child
protection plan were: domestic violence, alcohol, drugs and mental health problems.
At 31st March 2013 there are 208 children in Cheshire West and Chester with a child
protection plan. This is below the England comparator of 38/10,000 children.

b) Child in Need Plans
• A total of 1269 child in need plans were open Children’s Social Care during 2012 – 13.
• The Contact and Referral Team coded 59% of the referrals related to abuse and
neglect
c)
•
•
•

•

Team Around the Family
842 Team around the Family assessments were opened in 2012 – 2013.
The majority of Team around the Family assessments were open to primary school
aged children or younger.
Analysis of the data indicates that East Cheshire NHS Trust has led few Team around
the Family assessments compared to other agencies in Northwich and Winsford and
compared to health services in the West Cheshire area. There are plans for this to be
followed up by the local authority. This will need to be considered by the Clinical
Commissioning Group to ensure children in our area are not being disadvantaged.
Team Around the Family data will be monitored by the Clinical Commissioning Group
via the quality schedule and Safeguarding Assurance process during 2013 – 14.

15.3

The Local Safeguarding Children Board has recently identified the numbers of children with
child protection plans, children in need and team around the family assessments by ward. This
information will be useful to providers and commissioners when considering service provision
in these areas and should be of interest to the Clinical Commissioning Group.

15.4

NHS Vale Royal Clinical Commissioning Group will be monitoring specific areas of
safeguarding activity undertaken by the East Cheshire NHS Trust, Mid Cheshire Hospital
Foundation Trust and Cheshire and Wirral Partnership NHS Foundation Trust via the
safeguarding dashboard once it is implemented in June 2013 and also via the commissioned
services safeguarding policy annual audit.

16.

SUMMARY AND PRIORITIES FOR APRIL 2013 – MARCH 2014

16.1

NHS Vale Royal Clinical Commissioning Group ensures that the statutory safeguarding
children and adults at risk responsibilities are met and monitors the safeguarding
arrangements of commissioned health services in order to gain assurance that children and
adults at risk receive services which meet their needs and effectively safeguards them.

16.2

The safeguarding priorities for the coming year to meet the goals and vision of the Clinical
Commissioning Group are:

Quality - Quality healthcare will be core to our practice & our dealings with providers
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•

•

To work with commissioners and providers to ensure the quality of life for children and
adults at risk is our main priority. The NHS Vale Royal Clinical Commissioning Group
Annual Report 2012-2013 sets out what we are going to do next year. Safeguarding is
threaded through all the programmes.
To persevere and work with GP practices in strengthening their engagement with
safeguarding processes, in particular to ensure the improved attendance at initial child
protection case conferences and submission of reports for initial and review child
protection case conferences continues.

Integrity - We will do the right thing
•
•
•
•

•

To ensure that NHS Vale Royal Clinical Commissioning Group meets all the statutory
responsibilities and is compliant with the recently published Accountability and Assurance
Framework. 29
To continue to work with the Local Safeguarding Children and Adult Boards to achieve
joint safeguarding priorities, including issues related to neglect, domestic abuse and child
sexual exploitation.
To ensure the Clinical Commissioning Group, along with provider services are well
prepared for all external inspections.
To ensure a robust system is in place to record safeguarding training undertaken by
Clinical Commissioning Group staff. The compliance rates will be monitored and reported
to the Quality and Performance Committee and Governing Body to provide assurance.
To ensure a robust system is in place so that all staff in the organisation that require a
Disclosure and Barring Service check are identified and any found to be outstanding are
completed. Progress will be reported to the Quality and Performance Committee and
Governing Body to provide assurance.

Patient Centred - Patients will be at the centre of everything we do
•

•
•

To carry on working with the safeguarding leads within key provider services to ensure
that safeguarding arrangements across the health economy are robust. Including active
patient engagement to shape the safe and effective services provided.
To drive improvements and monitoring of the safeguarding arrangements for both
commissioners and providers of services.
To demonstrate the measures monitored improve the positive experience to empowered
patient and families opinions on the services received.

Innovation - We will embrace progress and improve ways of working
•
•

To strive to improve and respond where harm or abuse occurs to promote the health and
well-being of the most vulnerable within our communities.
To continue to work with provider organisations to secure the expert statutory posts of the
Designated Doctor for Children in Care and a Designated Paediatrician for Child Deaths.

29

Safeguarding Vulnerable People in the Reformed NHS Accountability and Assurance Framework (NHS Commissioning
Board, 2013)
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17.

RECOMMENDATIONS

17.1

The NHS Vale Royal Cheshire Clinical Commissioning Group Governing Body is asked to
note the contents of this report and accept assurances that the Clinical Commissioning Group
is meeting its statutory responsibilities in relation to safeguarding children and adults at risk.

Tracy Parker-Priest
Director of Partnerships and Governance
September 2013

Author Name(s) and Job
Title (s)

Anne Eccles
Designated Nurse Safeguarding Children
Helen Wormald
Designated Nurse Adult Safeguarding

Date

14th September 2013
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal Governing Body
REPORT TITLE

DATE/TIME

AGENDA ITEM

2nd October 2013

Finance Report for NHS Vale Royal CCG 2013/14

4.5.1

PURPOSE OF REPORT

AUTHOR

The purpose of this report is to provide the Governing Body with the
financial Position for Month 5; 2013/14. 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.

Sue Lowe
Senior Finance Officer

GOVERNING BODY LEAD(s)
STATE HOW THIS PAPER LINKS TO THE NHS VRCCG VISION, AIMS & VALUES & GOALS

The paper shows how the NHS Vale Royal CCG will apply its financial
resources in 2013/14 to support its vision, aims and values.

Lynda Risk
Chief Finance Officer

GOALS 2013-14

VISION







To be an outstanding
commissioning group, working
together with patients and partners
to ensure affordable, high quality
healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body is asked to:
1. note the CCG continues to report a forecast surplus of £1.2 million in line with
the control total; and
2. note the forecast overspends in contract over performance £2.4 million,
offset in part by forecast underspends in prescribing and also offset by
delays/adjustments to investment schemes; and
3. note Mid Cheshire Hospitals forecast over performance of £1.4 million;
4. note, included in the financial position, are the continued issues with
regard to the transfer of specialised commissioning funds of £4.518
million to NHS England and the additional pressure of £0.560 million
following the NHS England draft rebasing at month 4, also the risk of
further adjustments/over performance; and
5. note the current uncommitted resources of £1.6millon available to cover
the further risks identified; and
6. note the impact of the new allocation formula across England issued by
NHS England and the impact on the CCG being £0.311 million reduction
in future allocations.

Prepared by: Sue Lowe, Senior Finance Officer
Finance Report

Quality

Quality healthcare will
core to our practice &
dealings with

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace
and improve ways

ACTION REQUIRED

7. DECISION: Approval

Assurance

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

Yes

RESOURCES: Issues outline

Yes

149 of 190

1.0

Introduction

1.1

This report sets out the financial position for 2013/14, as at Month 5, for Vale Royal CCG. This
report follows the previous formal Governing Body meeting of 7th August 2013.

2.0

Financial Overview

2.1

The CCGs estimated resource at Month 5 is £118.187 million (previously reported £118.670)
including running costs of £2.440 million (£25 per head of population).

2.2

The CCG is forecast to achieve a surplus of £1.2 million which is 1% of the CCG recurrent
resource as required by NHS England financial framework.

2.4

Following the budget adjustments and as a result of the current contract offers and the
specialised commissioning adjustments, there is a forecast budget shortfall of £0.963
million (previously reported £0.277million). However, based on early data the forecast
position at month 5, considering the forecast (over)/underspends, results in an adjusted forecast
general reserve of £1.665million. This reserve will be utilised to manage risk and to fund final
provider contracts as the year progresses.
See table 1 below:

Table 1

Forecast year position
£000
Budgetary Shortfall (Previously reported)
Specialised Commissioning Rebasing
Other contract adjustments and variations
Budgetary shortfall (month 5)
Forecast (overspends)/underspends month 5
Acute & Community Contracts
Continuing Care Services
Other Contracts
Prescribing Savings
Delays in the Investment Programme
Release of Contingency 0.5%
Headroom 2% not invested
Adjusted uncommitted General Reserve (detail
Appendix 2)
Shortfall from control total
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(277)
(560)
(126)
(963)
(2,386)
(260)
232
1,353
1,319
600
1,770
1,665
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2.5

Key financial risks are detailed in appendix 5 and will need to be monitored closely as we move
through the year. The two highest risks are:•

The migration of services to Specialised Commissioning. There is on-going work within NHS
England to more fully understand the issues in relation to Specialist Commissioning. The
reduction for specialised commissioning in the baseline allocation was approximately £3.9
million. The CCG has included an additional pressure of £4.518 million in its forecast position.
The information received for the draft month 4 rebasing indicates a further pressure of
£0.590 million; (commissioning of £1.5 million across the 6 CWW CCGs, plus the share of
risk of out of area activity across the North West) this has now been factoring into the CCG
forecast position. However indications are that there will be further adjustments to the
estimated month 4 rebasing and risk of further adjustments at month 8.The financial impact
of these further adjustments is unknown. The CCG will continue to challenge and to seek
ways to influence this and any future adjustments. Further concern has been raised in
respect of the in year performance of specialist commissioning contracts. This is being
addressed by the Area Team together with the CCGs.

•

The risks of other contract settlements and in year over performance. Mid Cheshire
Hospitals is currently forecast to over perform its contract by £1.451 million The CCG will
also need to finalise the impact of the remaining contract settlements for Cheshire and
Wirral Partnership FT and the University hospital of North staffs NHS Trust and to monitor
any over performance closely.

3.0

Financial Plan 2013/14

3.1

CCG Summary Expenditure

3.1.1 The CCGs expenditure is required to remain within its resource limit, currently forecast at
£118.187 million. The CCG is also required to deliver its control total of a surplus of £1.2
million and must remain in recurrent balance. A summary of the position can be seen
below in table 2:(Note a detailed version of this summary can be found in Appendix 3)
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Total NHS Provider
Contracts

Year
Forecast
variance

Year to
Date
£000

£000

Year to Date
Expenditure
£000

ec in
ra
a
V

Year
Forecast
Outturn

Year to
Date
£000

tg e
d
u
B

£000

Total
Budget

Summary of Planned
Expenditure

£000

Table 2

77,081

31,773

33,265

(1493)

79,444

(2,363)

Total Non NHS Contracts

2,378

990

1,098

(108)

2,401

(23)

Other Contracts

6,324

2,636

2,379

(257)

6,528

(204)

Continuing Care Services

6,449

2,686

3,101

(415)

6,709

(260)

17,785

7,411

6,622

789

15,996

1,789

853

355

365

(10)

853

-

2,440

1,016

1,015

2440

-

3,677

2,110

1,110

1,000

2,616

1,061

116,987

48,977

48,956

21

116,987

1,200

500

-

500

1,200

1,200

118,187

49,477

48,956

521

118,187

1,200

Prescribing
Primary Care (Local
Enhanced Services)
Running Costs
Earmarked & other
Reserves
Total Forecast
Expenditure
Target Surplus (Control
Total)
Total

1

-

3.1.2 The delivery of the CCG control total of £1.2 million can be seen in Table 3 below
(forecast resource £118.187 million less planned expenditure of £116.987 million).
The forecast recurrent position is reduced by the release of circa £1.7million of
planned non recurrent expenditure from the 2% headroom budget to support
the CCG recurrent risks. The CCG will be required to reintroduce the recurrent
2% Headroom in the future plans for 2014/15.
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Table 3
Summary illustrative underlying Position

Total planned resource
Total planned expenditure
Planned surplus (control total )
% of resource(plan)
Forecast position (based on month 5)

% of resource (forecast)

Recurrent
£000
117,472
(113,871)
3,601
3%
1,927
1.6%

Non
Recurrent
£000
715
(3,116)
(2,401)
-2%
(727)
(0.6%)

Total
£000
118,187
(116,987)
1,200
1%
1,200
1.0%

3.2 Acute & Community Contracts (NHS and Non NHS), forecast overspend £2.4 million
(previously reported £2.036 million overspend)
3.2.1 The NHS acute and community contracts are forecast to overspend £2.363 million and non NHS
contracts forecast to overspend by £0.023million The two contracts showing the major variances
are detailed further below:3.2.2 Mid Cheshire Hospitals FT is the CCGs largest contract, the current contract is £46.316
million. At month 5 the forecast over performance is £1.451 million, this being based on July
data (previously reported at £0.844 million). Non elective admissions continue below plan,
however elective admissions have continued to show an increase. Table 4 below shows the
performance highlights.

A graphical illustration of the contract and data can be seen at Appendix 1.
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Table 4
Performance Highlights
Electives

Non Electives

Narrative
Elective activity is higher than plan with increases within General Surgery, Orthopaedics.
Outpatient follow up attendances are above plan principally in Ophthalmology,
Orthopaedic and ENT.G.P Referrals are 17.5% above plan and the CCG are working with
the Trust to understand this increase in demand.
The non-elective admissions (including short stay) have seen a reduction against plan being
359 admissions to month 4 (291 admissions to month 3) that has resulted in a £0.434
million underperformance (month 3 £0.390m under performance). The cumulative
number of A&E attendances has seen a reduction of 367 attendances. The Trust achieved
the quarter one A& E 4 Hour wait target and achieved month 4 at 97.9%, the cumulative
year to date figure is 97.3%.

Performance Targets
A & E- 4 Hour target

Cancer Pathway targets
18 Weeks Referral to
Treatment Targets

Application of Penalties

The A&E performance against the 4 hour target of 95% was achieved in quarter one, and
achieved in month 4 at 97.9%, the cumulative year to date figure is 97.3%. This is a
significant improvement on the position for quarter one 12/13.
The Trust has delivered all quarterly Cancer pathway targets however, within the month
there was a breach Breast Referrals seen within two weeks (10 breaches against 102
treatments). There is work continuing with the Trust to understand the reasons for the
increase in referrals which will be presented at the September performance meeting.
The Trust achieved the RTT (Referral to Treatment) Non-Admitted and Open Pathways in
month and at an aggregate level. However, the admitted target was not delivered; this is a
planned breach and is attributed to the clearing of the Ophthalmology backlog. There are
a further three specialities in total not delivering the admitted targets. The Trust has
action plans in place for these specialities with forecast trajectories for future delivery.
These are being reviewed as part of the Finance and Performance Review Group with the
Trust.
Application of contract penalties £0.022 million

3.2.3 University Hospitals of North Staffordshire budget has previously been increased by £0.750
million to include vascular activity which is primarily as a result of the specialty not being
included in the original contract offer. In addition there is also significant forecast over
performance £0.216 million. Further analysis will be undertaken to ensure the specialist
algorithm is being correctly applied for UHNS.
3.3

Prescribing; forecast under spend £1.789 million (previously reported £1.682 million)

3.3.1 At month 5 the forecast out turn is £15.996 million (previously reported £16.094 million), this is
£1.789 million under spent compared to the budget of £17.785 million. Early indications are that
this budget is likely to under spend and the full underspend has been released into the CCG
financial position to cover pressures in other areas. This position will be monitored closely and
the forecast refined over the coming months and if necessary the forecast will be amended.
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A summary can be seen in table 5 below:Table 5
Summary
of Prescribing
Budgets

GP Prescribing
Other
Prescribers
Non GP
Budgets
Contingency
Total

Annual
Budget

Year
to Date

Year
to Date
Expenditure

Year
to Date

Year
Forecast
Outturn

Year
Forecast
variance

£000

£000

£000

£000

£000

£000

14,946

6,228

6,204

24

14,906

40

298

124

77

47

160

138

930

387

339

48

930

-

1,611

671

17,785

7,410

6,620

671

-

790

15,996

1,611
1,789

3.4.1 Headroom 2% (budget £2.401 million), forecast underspend £1.696 million as reported
previously
The CCG is required to identify 2% of its recurrent resource limit to spend non-recurrently. These
areas of non-recurrent expenditure are subject to the approval of NHS England. The forecast
expenditure at month 3 is £0.705 million. The reduced expenditure is as result of the
increased pressures and risks that the CCG is facing. The CCG will be required to reintroduce
the recurrent 2% headroom budget in the future plans for 2014/15. See table 6 below.
Table 6

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

Planned
Expenditure
£000
800
496
200
600
305
2,401

Forecast
Expenditure
£000
0
400
0
0
305
705

3.5.1 Investment Programme budget £1.813 million; forecast underspend £1.289 million
(previously reported £1.319 million)
The CCG commissioning intentions can be seen at Appendix 4
At month 5 it is recommended that delays/slippage of schemes continue to be recognised at
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£1.319 million (previously reported at £1.289 million), reducing the investment programme to
£0.474 million. The reduced expenditure is as a result of some delays to the schemes and
also adjustments to the programme to fund the increased pressures and risks that the CCG is
facing.

4.0 Risk Management
The CCG will need to plan appropriately to manage in year financial risk. Table 7 below shows a
range of scenario forecast out turns; these will be refined as the year progresses. The CCG will
need to manage these risks to deliver the required surplus.
A more detailed assessment of risks can be seen in Appendix 5.

Table 7
Summary Plan Position
Total NHS & Non NHS Provider Contracts
Other Contracts & Health Care at Home,
Learning disabilities
Continuing care services
Prescribing
Primary care local enhanced services
Other corporate costs and earmarked
reserves
Control total reserve
Allocations
Total scenario surplus(deficit)
Surplus -Control Total

Worst

Probable

Best
£000

£000
(4,000)

£000
(2,386)

(1000)

(204)

(500)

(260)

0

(260)

1500
-

1,789
-

1,900
-

1,789
-

1,200

1,061
1,200

2,700
1,200

1,061
1,200

(2,000)
(4,800)

1,200
1,200

3,800

1,200
1,200

(2,000)
0

Month 5
Forecast
£000
(2,386)
(204)

5.0 Planning forward update
5.1 As will already be known, there is currently a fundamental review of the allocation policy across
England in progress.
5.2 A national decision was made in December 2012 to delay the introduction of the new allocation
formula, and so the new formula was not used in the current year. It is expected that the new formula
will be introduced ready for the issue of allocations for 2014/15 however, the pace of the introduction is
still not clear.
5.3 NHS England also commissioned a review of the allocation policy, this review is intended to include
how the local allocation of resources to CCGs and the budgets available for direct commissioning
functions in Area Teams is distributed i.e. how NHS England balance the total resources available to
CCGs and to primary care and specialised services.
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5.4 The objective of the formula is to provide equal opportunity of access for equal need. The basic
building block of the formula is the size of the population of each CCG, and then adjustments or
weights per head for differential need for health care across the country. The weights per head are
based on need due to age (the more elderly the population, the higher the need per head, all else
being equal) and additional need over and above that due to age (this includes measures of health
status and a number of proxies for health status). There is also an adjustment or weight for the higher
costs of delivering health care due to location alone, known as the Market Forces Factor (MFF). This
reflects that staff, land and building costs are higher in e.g. London than the rest of the country.
5.5

The results of redistribution of allocations across England show a reduction for the North of
England of £721.579million. A summary can be seen in table 8 below:-

Table 8
Summary of Allocation & Indicative Target Allocation NHS England working paper
2013/14
allocations
annouced
Indicative Target
december
allocations from
Weighted
2012
New formula
Raw Population population
£000
£000
North
15,738,048
16,548,330
19,510,731
18,789,152
Midlands & East
16,774,107
16,578,908
18,163,670
18,823,870
London
8,978,160
8,680,883
10,078,320
9,856,368
South
14,221,941
13,991,333
15,602,578
15,885,910
Total
55,712,256
55,799,454
63,355,299
63,355,300

Distance
Per Head
from Target 2013/14
£000
£000
721,579
1,240
660,200
1,083
221,952
1,123
283,331
1,097
-

4.6 The results for Cheshire, Warrington & Wirral are good news, with a resultant net
increase of £43.9 million; However Vale Royal CCG is expected to have a reduction to
its baseline of £0.311 million. This reduction is expected to be introduced in a phased
way over a number of years. See summary table 9 below:-
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Per Head
new
formula
£000
1,194
1,122
1,098
1,117

Table 9
Summary of Allocation & Indicative Target Allocation NHS England working paper

Weighted
Raw Population population
NHS Eastern Cheshire
NHS South Cheshire
NHS Vale Royal
NHS Warrington
NHS West Cheshire
NHS Wirral
Total Cheshire,
Warrington & Wirral

202,256
174,605
102,219
209,117
254,106
331,261

208,986
181,827
105,444
220,611
269,739
389,047

1,273,564

1,375,654

2013/14
allocations
annouced
Indicative Target
Per Head
december
allocations from Distance
Per Head new
2012
New formula
formula
from Target 2013/14
£000
£000
£000
£000
£000
219,307
237,285
17,978
1,084
1,173
193,566
206,448
12,882
1,109
1,182
120,033
119,722 311
1,174
1,171
231,588
250,484
18,896
1,107
1,198
308,328
306,264 2,064
1,213
1,205
445,168
441,728 3,440
1,344
1,333
1,517,990

1,561,931

43,941

5.0 Recommendations
5.1 That the Governing body note the CCG continues to report a forecast surplus of £1.2 million in
line with the control total; and
5.2 That the Governing Body notes the total forecast overspends in contract over performance of £2.4
million, offset in part by forecast underspends in prescribing and also offset by
delays/adjustments to investment schemes; and
5.3 That the Governing Body notes Mid Cheshire Hospitals over performance of £1.4 million; and
5.4 That the Governing Body notes that included in the financial position, are the continued issues with
regard to the transfer of specialised commissioning funds of £4.518 million to NHS England and
the additional pressure of £0.560 million following the NHS England draft rebasing at month 4,
also that there is a risk of further adjustments/over performance; and
5.5 That the Governing Body notes the current uncommitted resources of £1.6millon available to
cover the further risks identified; and
5.6 That the Governing Body note the impact of the new allocation formula across England issued by
NHS England and the impact on the CCG, being £0.311 million reduction in future allocations.

Lynda Risk
Chief
Finance Officer
nd
2 October 2013
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Appendix 1

Mid Cheshire Hospitals NHS Foundation Trust
Contract Plan £'000s

Non Elective

Elective

Outpatient - First Attendance

Outpatient - Follow Up Attendance

Outpatient Procedures

Accident and Emergency Attendances

Direct Access

High Cost Drugs

Unbundled Radiology

Point of delivery
Non Elective
Elective
Outpatient - First Attendance
Outpatient - Follow Up Attendance
Outpatient Procedures
Accident & Emergency Attendances
Direct Access
High Cost Drugs
Unbundled Radiology
Other
Total

Penalties
Application of contract Penalties

Full Year
Plan Activity
13,357
8,845
18,946
47,455
6,762
30,518

8,009
10,815
144,707

Full Year
Mth 4 Actual
Plan £'000s
17,523
5,601
7,993
2,801
2,633
980
3,573
1,368
1,078
428
2,435
823
1,770
652
271
118
706
304
8,334
2,861
46,316
15,934

Forecast
Variance
£'000s
£'000s
16,833
690
8,369
(376)
2,929
(296)
4,078
(505)
1,279
(202)
2,461
(26)
1,948
(178)
383
(112)
911
(205)
8,576
(242)
47,767
(1,451)

Total
£'000s
22
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Appendix 2

Summary General Reserve
Total in Plan
Month 1 Movements
Specialised Commissioning CWW
Oral Surgery Reversed
Other Allocation Pending Adjustments
Budget changes mainly as a result of
Contract offers
Total General Reserve adjusted budget
–month 1
Month 2 Movements
NHS England transfer
Budget changes mainly as a result of
Contract offers
Surplus re 2012/13
Total General Reserve adjusted budget
–month 2
Month 3 Movements
University Hospital North Staffs
East Cheshire Trust Enteral feeds
Warrington & Halton
Total General Reserve adjusted budget
–month 3
Month 4 Movements
East Cheshire Trust Enteral feeds
East Cheshire Community- contract value
Warrington & Halton
GP Care Homes Scheme - Aging well
PTS - NWAS contract variation
Dementia Nurse -Aging well
72 Hour Phone Call Scheme -Aging Well
Intermediate Care review GP attendance Aging Well
Specialised Commissioning CWW
Total General Reserve adjusted budget
–month 4
MCHT Contract alignment
Removal or Rehab from SSOTO Contract
Total General Reserve adjusted budget
–month 5
Forecast corrective actions
Investment programme Slippage
2% Headroom
sub total corrective actions
Total adjusted general reserve Month 5

Recurr
ent
£000
6,580

Non
Recurrent

842

Total
£000
7,422

(246)

(4,518)
959
(246)

£000

(4,518)
959
(3,065)
(44)

(3,065)
596

552

(477)

(477)

669

625

669
4

4

123

748

(750)
(120)
(155)

(750)
(120)
(155)

(400)

123

(277)

120
(3)
(1)

(120)

(70)
(33)
(21)
(21)

0
(3)
(1)
(70)
(33)
(21)
(21)

(25)

(25)

(560)
(844)

(560)
(167)

(16)
64

(1,011)
(16)
64

(796)

(167)

(963)

943
1,770
2,713
1,917

376

1,319
1,770
3,089
2,126

376
209

Forecast (overspends)/underspends
Acute and Community Contracts
Other Contracts
Continuing Care Services
Prescribing
Contingency

(2,386)
232
(260)
1,353
600

(2,386)
232
(260)
1,353
600

Total Forecast(Overspends)/underspends

(461)

0

(461)

Adjusted general reserve mth 5
(overspend/underspend)

1,456

209

1,665
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Appendix 3
Summary of all Budgets

Type

Budget Heading

Allocation Baseline - confirmed
Allocation Base Line Running Cost Allowance
Allocation Baseline - pending - oral surgery
Allocation Baseline - pending - 1% PCT Surplus
Allocation Specialised Commissioning CWW

Non Elective Thresold (non Recurrent )
Exempt Overseas (Non recurrent)
Allocation Baseline adjustments
Pending
National Enhanced Services Trf to CCG from NHS E
Pending
Minor ailment Scheme Trf to CCG from NHS E
Pending
Specialised Commissioning CWW Rebasing month 4

Rec

Non Rec

Total Plan

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

120,033
2,440
0
0
(4,518)

0
0
1,192
0
0
(477)

Pending

Pending

68
9

118,032

715

120,033
2,440
0
1,192
(4,518)
0
0
(477)
68
9

0
0
0
0
0
0
0
0
0
0
(560)

120,033
2,440
0
1,192
(4,518)
0
0
(477)
68
9
(560)

118,747

(560)

118,187

Year to Date
Budget
£000

Year to Date
Year to To
Actual
Date Variance
£000

£000

Year
Forecast
Outurn
£000

120,033
2,440
0
1,192
(4,518)
0
0
(477)
68
9
(560)

0

0

0

118,187
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Type

Budget Heading

Rec

Non Rec

Total Plan

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

Acute

Aintree Hospitals FT

201

Acute

Alderhey

408

Acute

Central Manchester University Hospital FT

608

Acute

Christies FT

Acute

Clatterbridge Centre for Oncology FT

Acute

Countess of Chester FT

0

Year to Date
Budget
£000

Year to Date
Year to To
Actual
Date Variance
£000

£000

Year
Forecast
Outurn

Year
Forecast
Variance

£000

£000

Red
Am ber
Green

201

0

201

84

99

(15)

235

(34)

408

0

408

170

164

6

394

14

Amber

0

608

0

608

253

314

(61)

746

(138)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1,663

0

1,663

0

1,663

693

787

(94)

1,918

(255)

Red
Amber

Green
Red
n/a
n/a

Acute

East Cheshire NHS Trust (Acute)

361

0

361

0

361

150

175

(24)

408

(47)

Acute

Liverpool Women's Foundation NHS Trust

129

0

129

0

129

54

47

6

112

17

Acute

Mid Cheshire Hospitals FT

46,274

0

46,274

42

46,316

19,281

20,025

(744)

47,767

(1,451)

Acute

NCA

1,204

0

1,204

0

1,204

502

516

(15)

1,238

(34)

Acute

Contract Exclusions

0

0

0

0

0

0

0

0

0

0

n/a

Acute

Pennine Acute NHS Trust - Acute

0

0

0

0

0

(0)

0

(0)

0

0

n/a

Acute

Pennine Care Foundation NHS Trust

Acute

Robert Jones and Agnus Hunt FT

0

0

0

0

0

0

0

0

0

0

432

0

432

0

432

180

223

(43)

534

(102)

Green
Red
Green

n/a
Red

Acute

Royal Liverpool & Broadgreen NHS Trust

535

0

535

0

535

223

239

(16)

571

(36)

Amber

Acute

Salford Royal NHS FT

243

0

243

0

243

101

165

(64)

275

(32)

Amber

Acute

St Helens & Knowsley NHS Trust

104

0

104

0

104

43

76

(32)

180

(76)

Amber

Acute

Stockport NHS FT

118

0

118

0

118

49

81

(32)

172

(54)

Amber

Acute

Trafford Healthcare NHS Trust

Acute

University Hospital of North Staffs NHS Trust

Acute

University Hospital of South Manchester NHS FT

Acute

Warrington & Halton Foundation NHS Trust

Acute

Wigan, Wrightington & Leigh NHS FT

Acute

Wirral University Teaching Hospitals NHS FT

0

0

0

0

0

0

0

0

0

0

1,241

0

1,241

750

1,991

517

989

(472)

2,207

(216)

Red

786

0

786

0

786

327

391

(63)

936

(150)

Red

2,698

0

2,698

0

2,698

1,124

1,098

26

2,705

(7)

Amber

174

0

174

0

174

72

49

23

128

46

163

0

163

0

163

68

72

(4)

178

(15)

Amber

Green

Ambulance North West Ambulance Service

3,024

0

3,024

33

3,057

1,260

1,260

0

3,057

0

Green

Community East Cheshire NHS Trust (Community)

7,269

520

7,789

0

7,789

3,244

3,237

7

7,770

19

Green

136

0

136

0

136

57

5

52

(52)

188

Green

7,807

0

7,807

0

7,807

3,319

3,253

66

7,807

0

Green

158

0

158

0

158

(0)

0

(0)

158

0

Green

0

0

0

0

0

0

0

0

0

0

n/a

75,736

520

76,256

825

77,081

31,773

33,265

(1,493)

79,444

(2,363)

Community Staffordshire & Stoke on Trent Partnership NHS Trust
MH

Cheshire & Wirral Partnership FT

MH

MH Earmarked

MH

North Staffs Combined Healthcare NHS Trust
Total NHS Contracts
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Red

Type

Budget Heading

Rec

Non Rec

Total Plan

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

Year to Date
Budget
£000

Year to Date
Year to To
Actual
Date Variance
£000

£000

Year
Forecast
Outurn

Year
Forecast
Variance

£000

£000

Red
Am ber
Green

Non NHS

British Pregnancy Advisory Service (BPAS)

24

0

24

0

24

10

23

(13)

56

(32)

Non NHS

Hospice - St Lukes

213

0

213

0

213

89

89

0

213

0

Non NHS

Former PBC Schemes

207

0

207

0

207

85

130

(45)

299

(92)

Amber
Green
Amber

Non NHS

Spire Cheshire

592

0

592

0

592

247

295

(48)

707

(115)

Red

Non NHS

BMI South Cheshire

646

0

646

0

646

269

297

(28)

713

(67)

Amber

Non NHS

Bespoke Care Panel (BCP)

272

0

272

0

272

113

105

8

252

20

Green

Non NHS

Eye Care Services

115

0

115

0

115

48

30

18

71

44

Green

Non NHS

Patient Transport Services(SRCL)

90

0

90

0

90

37

38

(0)

90

0

Green

Non NHS

Trauma Centre(Earmarked)

71

0

71

0

71

30

0

30

0

71

Green

Non NHS

HV Family Nurse Practioners(earmarked)

148

0

148

0

148

62

0

62

0

148

Green

Total Non NHS Contracts

2,378

0

2,378

0

2,378

990

1,006

(16)

2,401

(23)

LA

LD Pool

2,800

0

2,800

0

2,800

1,167

1,167

(0)

2,800

0

LA

Grants

585

0

585

0

585

244

258

(14)

594

(9)

Amber

LA

Joint Equipment

127

0

127

0

127

53

95

(42)

143

(16)

Amber

3,512

0

3,512

0

3,512

1,463

1,520

(56)

3,537

(25)

Total LA Contracts

Green

NHS/LA

Reablement

655

25

680

0

680

283

9

274

754

(74)

Amber

NHS

Readmissions

274

0

274

0

274

114

85

30

203

71

Green

Total Ring-Fenced Budget

929

25

954

0

954

397

93

304

957

(3)
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Rec

Non Rec

Total Plan

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

Year to Date
Budget
£000

Year to Date
Year to To
Actual
Date Variance

Year
Forecast
Outurn

Year
Forecast
Variance

£000

£000

Red
Am ber
Green

Type

Budget Heading

Non NHS

Healthcare at Home

761

0

761

0

761

317

209

108

502

259

Non NHS

CITC

4,371

0

4,371

0

4,371

1,821

2,322

(501)

4,867

(496)

Non NHS

NHS Funded Care

1,897

0

1,897

0

1,897

790

704

87

1,661

236

Green

Non NHS

Prescribing

Green

£000

£000

Green
Red

17,785

0

17,785

0

17,785

7,411

6,622

789

15,996

1,789

Non Running Costs
Non NHS Programme Expenditure(CIDS)
Non NHS ICT LHC

531

0

531

0

531

221

319

(98)

930

(399)

0

20

20

0

20

8

11

(3)

20

0

Green

187

0

187

0

187

78

78

(0)

187

0

Green

Non NHS

LES/LeQof

783

70

853

0

853

355

365

(10)

853

0

Green

Non NHS

Provisions

181

0

181

0

181

75

75

(0)

181

0

Green

Non NHS

Depreciation

359

0

359

0

359

150

150

1

395

(36)

Amber

26,855

90

26,945

0

26,945

11,228

10,854

373

25,592

1,353

109,410

635

110,045

825

110,870

45,851

46,739

(888)

111,931

(1,061)

1,200
600
2,401

0
0
(2,401)
2,001
326

1,200
600
0
2,001
1,793
2,440

0

1,200

500

500

1,200

0

Green

0

600

250

250

0

600

Green

0

0

0

0

0

0

Green

0

2,001

127

127

231

1,770

Green

0

1,793

197

197

474

1,319

Green

0

2,440

1,016

1,015

1

2,440

0

Green

Non NHS

Total Other Contracts

Sub Totals
Reserve

1% Recurrent Surplus Reserve

Reserve

0.5% Risk Reserve

Reserve

2% Headroom Reserve

Reserve

2% Headroom Reserve

CIDS Reserve
Running CoRunning Costs
Reserve

Sub Total
Total CCG Budget
Reserve

Reserves (Uncommitted)
Reserves (Earmarked )
Total CCG Budget

1,467
2,440
8,108

(74)

8,034

0

8,034

2,090

1,015

1,075

4,345

3,689

117,518

561

118,079

825

118,904

47,941

47,754

187

116,276

2,628

514

(92)
246

422
246

(1,385)

(963)

1,433

1,433

1,665

(2,628)

0

246

103

103

246

0

715

118,747

(560)

118,187

49,476

1,723

118,187

0

118,032

47,754

Red

Red
Green
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£000

£000

Total

£000

Year Forecast
Outturn

Non
Recurrent
Budget

Commissioning Intentions

£000 Scheme delay

Recurrent
Budget
£000

Appendix 4

PTS Cost Pressures at UHNS

180

180

-

180

Military Veterans Costs
Designated Doctor for
Children
111 Demand ManagementOut of Hours

15

15

-

15

20

20

-

20

170

290

(290)

0

Care for Children’s Nurses

73

73

-

73

144
10

(144)

12

Stroke Rehabilitation
Stroke Rehabilitation Set Up

288

Community Therapies

160

160

(160)

0

14

14

-

14

20

-

20

520

(500)

20

Domestic violence advice

(144)
10

24/7 urgent care services
Extended practice teams

2
520

0

10

Altogether Better

250

250

(225)

25

End of Life Support

40

40

-

40
4

Cancer support Macmillan
Cancer additional oncology

4

4

-

24

24

-

24

16

16

-

16

24

24

-

24

10

10

-

10

346

1,814

(1,319)

494

Cancer end of life
Inhaler technique
Self-Care/Self-Management
Total Planned Expenditure

1,468

Prepared by: Sue Lowe, Senior Finance Officer
Finance Report
165 of 190

Appendix 5

166 of 190

167 of 190

REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
Report on the Specialist Commissioning
Adjustment NHS South Cheshire CCG and NHS
Vale Royal CCG 2013/14

DATE/TIME

AGENDA ITEM

2 October 2013
1500-1700

4.5.2

PURPOSE OF REPORT

AUTHOR

This paper provides the Governing Body with a summary of the
Specialist Commissioning Impact on both NHS Vale Royal CCG and
NHS South Cheshire CCG.

Lynda Risk
Chief Finance Officer

GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

Quality

Quality healthcare will be core to
our practice & our dealings with
providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre of
everything we do
We will embrace progress and
improve ways of working

Innovation

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
i)
Note the contents of the report.
ii)
Note the potential on going impact on the CCG
allocation
iii)
Consider whether a further detailed piece of work
across all of the budgets impacted by specialist
commissioning is required. It is proposed that should
such an analysis be required that NHS Vale Royal
CCG and NHS South Cheshire CCG will work with
other local CCGs to employ an external, independent
provider to undertake the analysis.

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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Report on the Specialist Commissioning Adjustment NHS
South Cheshire and NHS Vale Royal CCGs 2013/14
1 Summary
Due to the changes in the NHS commissioning architecture a number of services were transferred from
general commissioning at PCT level to the Specialist Commissioners in the Area Team.
The Area Team for Cheshire, Warrington and Wirral is responsible for the commissioning of Specialist
Services across the North West of England.
The specialist services were funded as part of the allocation of the PCT baseline to the new commissioning
structures. The original allocation was based on a calculation carried out at NHS England and
consequently was produced at a very high level with a number of estimates. Since this initial allocation the
Area Team has proposed and transacted a number of adjustments to the CCG Baselines in an attempt to
reflect more accurately the actual cost of Specialist Commissioning. The adjustments made were intended
to be cost neutral to the CCGs but we do not believe this to have been the case for NHS South Cheshire
CCG and NHS Vale Royal CCG.
2 Summary Financial Impact Specialist Commissioning
The paper describes the impact on the finances of the CCG, rather than the absolute values of the
Specialist adjustment. The impact is the excess support given to the Area Team above the funding
believed to be in the CCG baseline.
The detail of each adjustment and the rationale is outlined in more detail in Appendix 1, the summary
impact is as shown below:Description of impact
Impact of 12/13 actual to 13/14
plan

ref
1.2.2

South Cheshire
-£1.683m

Vale Royal
-£1.475m

Impact of PCT Specialist Risk
Share

1.2.2

-£1.125m

-£0.697m

1.3

-£2.808m
-£1.252m
-£4.060m

-£2.172m
-£0.673m
-£2.845m

Total Impact of SCT to July 2013
Proposed Month 4 Adjustment
Total

(Negative is a reduction in funds at the CCG, a transfer to the Area Team.)

In addition to the above a further adjustment is anticipated at month 8.
It should be noted that the table above shows the impact of the adjustments at CCG level and not the value
of the actual proposed transfer which is shown below. The theory behind the additional adjustments was
that the reduction in allocation would be equal to the reduction in the charge for each CCG. Consequently,
the adjustment would have no impact on the CCG. From the point of view of NHS Vale Royal CCG and
NHS South Cheshire CCG the impact is £4.060m and £2.845m respectively.
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Actual Adjustments made/requested for Specialist commissioning including allocation April 2013:
Initial
Adjustment Adjustment
Adjustment
July 2013
Month 4
April 2013
NHS South Cheshire CCG
NHS Vale Royal CCG

£20.071
£12.428

£8.239m
£4.518m

Total Adjustment
requested to
September 2013

£1.252m
£0.673m

£29.562m
£17.619m

3 Other Baseline Adjustments
In addition to the specialist adjustments, a number of other adjustments have been made between the CCG
and the Area Team. The impact on the CCG allocation is shown below:
Description of impact
Baseline Adjustments
Negotiated rebate
Legacy Adjustment
Total

reference South Cheshire
1.5
-£2.012m
£0.954m
1.6
£3.028m
£1.970m

Vale Royal
-£1.006m
£0.477m
£0.000m
-£0.589m

The above impact for South Cheshire is a benefit to the CCG as the Area Team is not intending to adjust
for the legacy adjustment. In addition, the other potential transfers were reduced by approximately 50%.
4 The Overall Impact
The overall impact of Specialist Commissioning plus Area Team Adjustments is:

Specialist Impact
Other Baseline Adjustments
Total Impact

South Cheshire
-£4.060m
£1.970m
-£2.090m

Vale Royal
-£2.845m
-£0.589m
-£3.434m

Whilst this is the financial impact to the CCG, the impact will be felt most acutely in the reduced ability to
invest in transitional change in the CCGs as the recurrent resources available to the CCG will be reduced
for the future.
5

Future Actions
• The CCGs will continue to challenge the Specialist adjustments. NHS England has identified that
the end of September 2013 position for each CCG will be used as the basis for the CCG allocation
for 2014/15. It is anticipated that this allocation will be for a two year period. Consequently any
inaccurate reductions in the CCG allocation at this point will have an on-going impact.
•

The Governing Body is asked to consider whether a further detailed piece of work across all of the
budgets impacted by specialist commissioning is required. It is proposed that should such an
analysis be required that NHS Vale Royal CCG and NHS South Cheshire CCG will work with other
local CCGs to employ an external, independent provider to undertake the analysis.
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6 Further information
Other supporting documentation has been included with this report.
Appendix 1

Detailed Analysis

Appendix 2

Area Team Risk Sharing proposal

Appendix 3

Letter to Moira Dumma

Appendix 4

Letter from Moira Dumma
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Appendix 1
1

Detailed Analysis

1.1

2013/14 original Allocation Deductions made for Specialist Services across the CECPCT
footprint
A reduction of £69.465m was made to the funding allocated to the CCGs that make up the previous Central
and Eastern Cheshire PCT footprint (NHS Eastern Cheshire CCG, NHS South Cheshire CCG and NHS
Vale Royal CCG) in order to allow NHS England to commission Specialist Services. Whilst this
represented the best estimate at the time there were a number of assumptions made which although
correct at a macro level impacted significantly at a lower level.
Audlem and Wrenbury GP Practices had previously fallen under the responsibility of NHS West Cheshire
PCT so the initial allocation and therefore reduction for their specialist services was taken from NHS West
Cheshire CCG and not NHS South Cheshire CCG. The remaining funding for those practices has since
been transferred to NHS South Cheshire CCG.
The figures identified in the initial reduction to the allocation were not recognised by any of the CCGs. The
rebasing did not take into account any of the detailed work carried out by the specialist commissioning
team and PCT in 2012/13.
1.2 2013/14 Initial Adjustment July 2013
Upon receipt of the allocation the Area Team under took a review and identified at this time a gap to their
funding. The North West Area Team initiated a piece of work, with the information provided by either
Trusts or Commissioners depending on location, which attempted to review and ‘correct’ the initial funding
transfers so that they reflected the actual expenditure in 2012/13.
This resulted in an additional funding transfer request from the Area Team from each CCG detailed below:
Table1

NHS Eastern Cheshire
CCG
NHS South Cheshire CCG
NHS Vale Royal CCG

£3.705m
£8.239m
£4.518m

The adjustments proposed by the Specialist Commissioning team were intended to be cost neutral but it is
the belief of NHS South Cheshire CCG and NHS Vale Royal CCG that this is not the case. Two areas were
identified where an impact has occurred:•
•

Actual 12/13 activity and costs against 13/14 plan: - the CCGs have effectively funded growth in
activity and any changes as a result of PBR tariff technical changes between 12/13 and 13/14.
Impact of the North West Risk Share for Specialist Commissioning: - for rare, high cost cases the
PCTs operated a 3 year rolling risk share. In moving to 12/13 actual where a single PCT would
previously have shared any cost across the North West, due to the rebasing the full cost now fell to
a single CCG. In addition over performance formed part of a risk share agreement across all North
West PCT for 11/12 and 12/13. The impact of over performance was not reflected in the CCG
baselines.

The above resulted in monies being taken from CCGs in 2013/14which were not included in their baseline
because
• they were unaware of the additional cost in the baseline submission ( risk share)
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Or
•

because of the methodology used to identify the new Specialist funding requirements included costs
for 13/14

To identify the impact of the two statements above the following was undertaken:
1.2.1 Impact of 12/13 actual v 13/14 plan
South Cheshire and Vale Royal CCGs (with the support of the Specialist Commissioning Team) collated
figures across the Central and Eastern Cheshire PCT footprint to facilitate a comparison between 2012/13
forecasted expenditure and the new plans for 2013/14 split by all North West Providers across all
Commissioners.
Adjustments were made for services where the commissioning responsibility was transferring to other
organisations, for example Public Health and Secondary Care Dental services.
The forecasted 12/13 expenditure for each provider was also adjusted for activity from the Audlem and
Wrenbury GP Practices to ensure it was comparable to the 13/14 plans.
This analysis resulted in the discovery of a variance of approximately £4.730m between the forecasted
expenditure for 2012/13 and what has been included within the plans for 2013/14. When this was split by
CCG (based on the contract splits for 13/14 by Provider) it equates to the following impact by CCG:
Table 2

NHS Eastern Cheshire
CCG
NHS South Cheshire CCG
NHS Vale Royal CCG

£1.571m
£1.683m
£1.475m

When the PCT footprint was analysed the largest variances by Provider were found to be as follows:
Table 3

Alderhey
Merseycare
UH of South Manchester
Southport and Ormskirk
The Christie
The Walton Centre
Salford Royal

£1.488m
£1.472m
£0.917m
£0.734m
£0.620m
(£0.538k)
(£1.290k)

(Positive variances show where the 2013/14 plans exceed the 2012/13 forecasted expenditure.)

Further work was then carried out to identify why these variance had occurred:
•

•

Alderhey – The contract baselines were built from the 2012/13 plans, against which there was
£300k under performance. In addition £770k has been added in for services such as Cystic
Fibrosis etc. The CECPCT had not previously funded this contract for secondary care activity a
further sum was also requested for this activity.
UHSM – A significant part of the variance has resulted from growth built into both the CCG and
Specialist plans.
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•
•

Southport and Ormskirk – It is suspected that the plan has increased due to the high cost nature of
the services provided there (Spinal). One patient can have a large effect.
The Christie – The majority of the variance was as a result of counting, coding and tariff changes.

The comparison was also analysed for Non North West Providers which the PCT held core contracts with
and two significant variances were found; approximately (£5m) for University Hospital of North Staffordshire
and £1m for Robert Jones and Agnes Hunt. The initial variance for University Hospital of North
Staffordshire was thought to be higher, but the CCGs 2013/14 contract baselines were understated due to
the vascular activity that transferred from Mid Cheshire in Dec 2012. The full impact of the out of North
West area providers is not included in the Adjustment in table 1.
1.2.2 North West Risk Share
In previous years, the PCTs in the North West had operated a risk share for specialist activities. Effectively
this sheltered all PCTs from swings in activity for high cost, low volume care and smoothed the financial
impact to each individual CCG over a three year period. Some areas of over performance were also
shared across CCGs to reduce the financial risk to any one organisation. The adjustments being proposed
have been based on a single year’s activity, 2012/13; this has effectively removed the risk share and
resulted in increased/decreased charges to individual CCGs.
During completion of the analysis it became apparent that Central and Eastern Cheshire PCT had
benefitted from the risk share across the specialist contracts in 2012/13 by £3.100m.
There is no accurate way to split this by CCG, but using fair shares gives the following indicative result:
Table 4

NHS Eastern Cheshire
CCG
NHS South Cheshire CCG
NHS Vale Royal CCG

£1.278m
£1.125m
£0.697m

1.3 Month 4 Adjustment
An additional adjustment to the CCG allocation has been requested (based on figures dated September
2013) which totals the following for each CCG:
Table 5

NHS South Cheshire CCG
NHS Vale Royal CCG
Total

Total
£1.252m
£0.673m
£1.925m

The adjustment covers the areas of Health Care at Home, non-North west providers, Secure Mental Health
Providers and Blood Products.
An analysis of the PCT’s 2012/13 forecasted expenditure for Homecare drugs shows that the estimated
transfer would be consistent with the £1.3m being requested across the CECPCT footprint. The current
CCG forecasts are in line with the analysis of what should be charged, but there is the added complication
that some of these charges are now made through trusts and not directly to CCGs.
The CCG does not have a budget or reserves to cover the non-north west providers, mental health or
Blood products so this will have a direct impact on the CCG resources
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In addition the CCG has been notified that the Out of Area charge may increase as other Area Teams have
identified additional costs.
1.4 Legacy Adjustment
The CCG had set aside a sum of monies in respect of a legacy charge as previously reported to the
Governing Body. After assurance from the Area Team this transfer is now no longer anticipated. The value
of the transfer is £3.028m.
1.5 Other Baseline Adjustments with the Area Team
The following table shows additional adjustments proposed by the area team in respect of other baseline
adjustments. The total changes proposed are shown in addition to the actual transfer transacted.
Table 6

Primary Care
Practice Staff
NHS England Public Health
Acute Dental
Primary Care Premises
Development
Recurrent costs
Other
Total transfer requested to Area
Team

Vale Royal
CCG
Variance
Gain(pressure)
£000
-298
-298
-240
-64

South
Cheshire
Variance
Gain(pressure)
£000
-540
-573
-435
-117

-54

-249
-98

-954

-2012

-477

-1006

Actual Transfer

The value transacted was 50% of the total requirement.
1.6 Further Specialist Issues
A number of issues have been highlighted as outstanding issues by the Area Team and are currently being
worked through:
•
•
•
•
•
•
•

Additional homecare suppliers not yet substantiated
Results from KPMG report in Lancashire
University Hospital of South Manchester – CPAP
Aintree – Bariatric, Respiratory Devices and Major Trauma
Liverpool Heart and Chest – Possibly not run ID rules correctly
Royal Liverpool and Broadgreen – Possibly not run ID rules correctly for drugs and devices
Liverpool Womens – Trust unclear if they have captured all out of area activity

These could result in further adjustments.
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1.7 Risks
There is a large number of risks to be noted in the assumptions and calculations made throughout this
report. The key items are noted below:1.7.1 How the expenditure has been split between the three CCGs by NWSCT
As the CCGs are formed from a single PCT a number of assumptions have been made to analyse the PCT
activity and costs across the CCGs and this may cause an unidentifiable level of inaccuracy. In a number
of areas this is the only methodology which can be used as CCG level data is not available. The reliability
of these assumptions is untested.
1.7.2 Audlem and Wrenbury
Whilst we have reviewed Audlem and Wrenbury and their inclusion in the calculations it is not always
possible to tell whether the practice data is included or not.
1.7.3 The methodology used to complete the North West templates differed across Providers
We are reliant on the information provided to us, the robustness of the information may be variable.
1.7.4 Application of the rules, locally particularly around the specialist drugs.
The Providers have applied the rules for PBR and specialist activity based on their interpretation. There is
an on-going issue in terms of the consistency between providers.
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Appendix 2

Risk Sharing Agreement between Area Team and Clinical Commissioning
Groups
Cheshire, Warrington & Wirral Co-commissioning Agreement 2013/14
1.0
Prologue
This agreement is created to manage the allocation risks arising from the commissioning of specialised
services in 2013/14. In addition, the agreement and supporting mechanisms will also seek to ensure future
alignment of health economy commissioning plans within the Cheshire, Warrington & Wirral health
economy.
2.0
Vision, Principles and Objectives
The agreement seeks to ensure that specialised commissioning resources within the Cheshire, Warrington
& Wirral health economy are committed fairly and transparently between the co commissioners, ensuring
commissioned services can demonstrate quality and value for money. The agreement provides a
framework to deliver alignment of commissioning intentions from the main health economy commissioners
to ensure future resources are deployed to best effect.
3.0
Parties to the Agreement
The agreement will be signed by the Cheshire, Warrington & Wirral Area Team of the NHS CB and the six
Cheshire, Warrington & Wirral CCGs.
4.0

The main principles of the agreement are;
1. Resource should flow between commissioners based on 12/13 baseline contract adjustments.
2. Providers should see a seamless commissioning process for 13/14.
3. Moving from a population to provider based commissioning will ensure that all patients are funded
for care but resources for Cheshire, Warrington & Wirral patients will not necessarily be in the North
West. It is acknowledged that it is unfeasible to entirely reconcile the two systems.
4. Business should be conducted in an open, fair and transparent manner.

5.0

The objectives of the agreement are;
1. NHS contract agreement is not delayed by the process of specialised services allocations in
2013/14.
2. Signatories to the agreement are not disadvantaged financially or put at additional risk by the
allocation process.
3. A process is developed that is dynamic enabling the evolution of specialised commissioning
definitions to be assessed and the financial impact quantified on a monthly basis for Cheshire,
Warrington & Wirral commissioners and providers.
4. Contract Monitoring is specific to the main commissioner with any areas of uncertainty clearly
identified.
5. To manage baseline risk and not growth or QIPP risk.
6. To provide a platform and discussion forum to align Commissioning Intentions across the Cheshire,
Warrington & Wirral commissioning landscape.
7. The baseline resources available for specialised commissioning are clearly identified. Any material
(threshold to be agreed) over provision of the baseline is returned to host CCGs during 2013/14 with
any under provision of the baseline similarly returned to the NHS Commissioning Board.
8. To ensure the agreement provides sufficient assurance to ensure that audit requirements for each
signatory are satisfied.
9. To develop a fit for purpose, adequately resourced monitoring and reporting framework.
10. To ensure commissioning arrangements do not contradict statutory guidance.
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6.0
Scope
The CCGs in Cheshire, Warrington & Wirral formerly covered by Central & Eastern Cheshire, Warrington,
Western Cheshire and Wirral PCTs. The scope of the co-commissioning fund will be the amount identified
in 2012/13 baseline returns for specialised services plus the value of the specific CCG topslice for
specialised services.
7.0
Period
The agreement will cover the year 2013/14.
8.0
Mechanism
A mechanism will be implemented that will seek to establish a revised local baseline based on the
development of definitions at the point of formal contract offers being made in March 2013. The variance
between the revised baseline and the actual baseline will be recognised between CCGs and the NHS CB
via a formal debtor/creditor relationship. As definitions evolve the baseline may change, requiring a formal
change to the debtor/creditor relationship. The baseline and changes will be agreed formally by the
Cheshire, Warrington & Wirral Co-Commissioning Group as per its terms of reference.
9.0
Management
The Cheshire, Warrington & Wirral Co-Commissioning Group will oversee the delivery of this agreement. It
will comprise of representatives of the six CCGs and the NHS CB.
10.0 Support
Support will be provided by the signatories to the agreement.
11.0 Reporting
The Cheshire, Warrington & Wirral Co-Commissioning Group will report formally on a monthly basis to the
signatories of the agreement.
Organisation
NHS Eastern Cheshire
CCG
NHS Vale Royal CCG
NHS South Cheshire
CCG
NHS Warrington CCG
NHS West Cheshire CCG
NHS Wirral CCG
NHS Commissioning
Board Cheshire,
Warrington and Wirral

Signature

Title

Date
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Our Ref: SW /CA
22 May 2012

2nd Floor
Bevan House
Barony Court
Nantwich
Cheshire
CW5 5QU
Tel: 01270 275303
Fax: 01270 835541

Moira Dumma
Director: Cheshire, Warrington & Wirral Area Team
NHS England
Quayside
Wilderspool Business Park
Greenalls Avenue
Stockton Heath
Warrington
WA4 6HL
Dear Moira
Re: Financial Situation of NHS South Cheshire CCG

Further to our discussions on the 2nd May 2013, and the on-going meetings between finance colleagues, I
thought this would be a good opportunity to summarise the current position for NHS South Cheshire CCG.
I am aware that Dr Andrew W ilson highlighted a number of key areas at the Chief Officers meeting in
Stockton Heath last week and that Lynda spoke to you briefly afterwards. We are also aware of the detail
contained in the letter from Paul Baumann dated 17th May 2013. The intention of this letter is to ensure that
the current situation is transparent, understood by all parties and facilitates a solution that allows us to
move forwards with a focus on improving outcomes for the population that we are responsible for.
NHS South Cheshire CCG has been operating in a shadow form for a number of years (including its time as
a PBC Group) and has successfully produced an operating surplus in each year. The CCG was in surplus
by circa £2m in 12/13 and this was used to support the overall PCT position as the CCG was aware of its
responsibility as a corporate citizen within the PCT footprint.
In 2013/14 we were given our allocation as a CCG and, although we recognised a number of challenges
ahead, we felt that we would be able to work constructively to commission improved local services within
our financial envelope. Subsequently we have seen a number of suggested changes and pressures
passed through to the CCG that will make this extremely difficult. At present, if we play all of the pressures
through, then the financial plan that NHS South Cheshire CCG submitted is incorrect and the CCG will be
in a position of recurrent deficit.
The pressures were shared with you at our meeting in May but it is perhaps helpful to summarise these
again for the sake of clarity.
1. The most significant pressure is due to the on-going changes to specialist commissioning. The finance
team here at the CCG have been working closely with your staff to fully understand the impact of the
additional movement to fund specialist activity. It has become apparent that there are a number of
factors in play and the following pressures on the CCG’s budget have been identified:
1
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2012/13 and prior year related impact:•
•

the rolling forward of the 11/12 risk share arrangements into the 12/13 contract baseline
the unwinding of the risk share of the 12/13 over performance

2013/14 impact:•
•

the implementation of the 2013/14 PBR tariff and the changes to the PBR rules
growth in activity, within both specialist services and services to be commissioned by the CCG

The 2012/13 impact was a surprise to the whole system as I do not think Central and Eastern Cheshire
PCT, the CCGs or the North West Specialist Commissioning Team were aware of the significance of
this issue. The pressure relating to the unwinding of the risk share and the over performance across
the PCT was £3.10m. The 2013/14 items relate to a further £4.73m pressure across all the North West
Providers at PCT level.
The additional reduction in resource to NHS South Cheshire CCG totals £8.24m. The specialist
commissioning adjustment to the CCG allocation was intended to be cost neutral but across the North
West providers this does not appear to be the case for South Cheshire CCG. The CCG baseline
allocation does not reflect the support given across the system in terms of the three year risk share
when compared to 12/13 actuals or the over performance from prior years.
Although this is the current impact there are also uncertainties with this adjustment e.g. the potential
£6.5m reduction for the University of North Staffordshire which will mainly impact upon South Cheshire
and a further proposal to amend the SCT figure in Month 4 and Month 8. As you know, we are
concerned in respect of the actions which may need to be taken to reduce our recurrent deficit. In
particular stopping those projects which will deliver improved quality and increased productivity in the
future appears to be in contrast to a background of ever increasing expenditure in the specialist arena.
2. Allocation of PCT 2% headroom
The CCG was formally allocated the PCT 2% headroom by the PCT Cluster (Reference PCT Cluster
Board Papers in May 2012) to recognise the shift of funding that had occurred and moved resource
inappropriately from both South Cheshire & Vale Royal during the period of CECPCT. This was a
decision made by the PCT Cluster Board in response to the clear evidence presented relating to the
impact on the local population. In the national allocation a significant amount of this funding (circa
£0.61m) was removed and top sliced by NHS England. It is our view that the NHS England approach is
not appropriate where the decision was a clear one to address financial drift and not one to just drive an
increase in CCG allocations. We have asked for this adjustment to be corrected. This falls under the
detail of Paul Baumann correspondence in our opinion.
3. There are also a number of other items which have been identified for rebasing and this is also having a
significant impact on the CCG. The individual items are noted below and, although Lynda is in
discussions with Russ in respect of these amendments, the minimum impact on South Cheshire will be
circa £1m.
Items under discussion:•
•
•
•
•

Primary Care pressure as identified by the Area Team of £0.54m
Practice Staff Schemes £0.57m
Public Health contracts £0.44m
Acute Dental £0.12m
Primary care developments £0.35m (est.)

2
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This is in addition to other uncertainties such as the further costs around NHS Property Services and
Public Health.
Under our governance arrangements we will need to take these decisions to our Governing Body and
Membership Council for their approval. Even after making decisions to limit or slow down our
transformational change programs we will still be left with no contingency or risk reserve to support any in
year fluctuations. This will be difficult to manage as a new organisation with high levels of intrinsic risk. It is
not our intention to profit from any of these changes; however, we can see no reason as to why our position
has deteriorated so significantly, other than through changes to allocations.
I do appreciate your on-going support in these challenging times and in particular your clear understanding
of the challenges we face in terms of supporting local services. I have included the draft financial position
we will be taking to our Governing Body together with the proposed changes in respect of your directly
commissioned budgets.
We have included within the financial position the specialist adjustments which you have requested. These
adjustments move the CCG into an overall recurrent deficit position which we have reflected in our
resubmission of our financial plan.
Whilst we are hoping to draw a line under the allocation and the proposed adjustments we would look to
the Area Team to provide assurance in respect of supporting the CCG should there be any other adverse
changes identified and in having the allocation rebased in 14/15 where necessary to reflect the principle of
neutral impact on the CCG due to specialist commissioning. We would also request agreement to reduce
our control total for 13/14.
I would value your opinion on the challenges we are facing and confirmation of your support going forward
along with any tangible support that you are able to offer.
Our drive is to establish a position that allows us to concentrate on the future program of transformational
change that we have set ourselves and have discussed with you on several occasions.
Yours sincerely

Simon Whitehouse
Chief Officer
Encl.

Financial Position NHS South Cheshire CCG

CC:

Dr Andrew Wilson
Lynda Risk
Russ Favager

GP Lead
NHS South Cheshire CCG
Chief Finance Officer NHS South Cheshire CCG & NHS Vale Royal CCG
Director of Finance NHS England: Cheshire, Warrington & Wirral
Area Team

3

181 of 190

Our Ref:
Your Ref:
14 June 2013
Simon Whitehouse
Chief Officer
South Cheshire & Vale Royal CCG
simon.whitehouse@nhs.net

Cheshire Warrington & Wirral Area Team
Quayside
Wilderspool Business Park
Greenalls Avenue
Stockton Heath
Warrington
WA4 6HL
Tel: 01925 406162

Dear Simon
Thank you for your letter of 22 May 2013 and I apologise for not responding formally
sooner but as we have discussed the issues you raise continue to be challenged and
debated not only locally but are also issues that Russ and I have been raising
nationally to try and provide both assurance and guidance for CCGs during 2013/14.
It is unfortunate that some of the anomalies identifying budgets sitting in the wrong
place have come to light after CCGs had taken their initial financial plans to their
governing bodies and I do fully recognise the difficulties this creates for your
organisation in both planning and governance terms. The challenge we are all facing
as part of the disaggregation of former PCT resources is trying to ensure that
baseline budgets sit in the right place between NHS England , CCG and Local
Authorities and that none of us have more or less funding than would have previously
been available to pay for the services we are now responsible for.
However it is important that we do fully understand and reflect the real current cost of
providing healthcare in your economy so that your planned transformational program
delivers sustainable healthcare services in the future which are based on a firm
footing as opposed to system subsidies that may have occurred in the past.
Dealing with the 3 specifics areas of allocation adjustments raised in your letter:1. Specialist Commissioning
The exercise to identify specialised activity and set the baseline budgets was highly
complicated with amendments to rules around what are specialised services being
issued very late. It is only now becoming apparent that there were significant flaws in
the baseline process. In addition to the anomalies in the process I share your
assessment that the financial impact of former risk sharing arrangements, particularly
for Central and Eastern Cheshire PCT, were a surprise to the whole system. To
review the current position around baseline allocations and propose how we take the
issues forward I have set up a Specialist Commissioning Financial Baseline
assessment group which reports into the North West Specialised Commissioning
Oversight Group. Lynda has been invited onto this group and will thus ensure your
issues are specifically kept on the agenda. One of the actions from the first meeting
was to look at the impact of former risk shares across commissioners and to propose
options on how this could be dealt with within the current exercise. I am sure Lynda
will keep you abreast of developments around this and I will keep you informed via
our weekly CCG phone call.
High quality care for all, now and for future generations
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2. Allocation of PCT 2% headroom
The top slice of headroom by NHS England to reflect headroom on specialist
commissioning, primary care etc. was a national decision taken that impact equally
on all CCGs. There are no plans to reverse this decision.
3. Other Items
I am pleased that Lynda and Russ came to a pragmatic solution around the issues
you raised. Further
Russ emailed out to CCGs on the 19 May 2013 giving assurances they we will
continue to transact agreed material adjustments in year as anomalies are
discovered on the principle that adjustments are to correct baselines and that neither
party will suffer gains or losses from funding being allocated into the ‘wrong’ budget
as part of disaggregation.
Regarding the implications and impact these changes have had on your financial
plan, we fully understand the difficulties this has placed on you and your Governing
body and have supported your resubmission which doesn’t deliver the nationally
required control total of 1% surplus. Russ has also been speaking directly to Paul
Baumann around how we support CCGs in 2013/14 should further adverse
allocation changes be identified over the coming months. This is currently being
deliberated but be assured we will continue to push for flexibility should planning
assumptions change.
Both Russ and I are happy to attend a future governing body to personally reiterate
our reassurance that we will continue to transact agreed material adjustments in year
as anomalies are discovered or to discuss any of the other specific issues raised in
your letter and the consequential changes to your financial plan.
Finally I would like to reassure you and your governing body that the Area Team will
fully support you going forward in any way we can. What is important though is that
we now start to look forward at the transformational programme you are designing to
deliver a sustainable and affordable system in the future, we need to agree on the
process and timing for this, while at the same time ensuring you deliver safe services
for the here and now.
Yours sincerely

Moira Dumma
Area Director
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

DATE/TIME
nd

2

Minutes of Statutory Meetings

AGENDA ITEM

October 2013
1500-1700

4.6.1

PURPOSE OF REPORT

This paper provides the Governing Body with the following minutes to
noted:
Quality and Performance Committee 29th August 2013

GOALS 2012-13

VISION







To be an outstanding commissioning
group, working together with patients
and partners to ensure affordable,
high quality healthcare for all







Active support for self-management
Primary prevention
Secondary prevention
Managing ambulatory care sensitive conditions (ACS)
Improving the management of patients with mental health & social care
teams
Care co-ordination through integrated health & social care teams
Improving primary care management of end-of-life care
Effective medicines management
Managing elective activity – referral quality
Managing emergency activity – urgent care

RECOMMENDATIONS

The VRCCG Governing Body are asked to:
i)

Noted the Quality and Performance Committee minutes
29th August 2013

Quality

Quality healthcare will be
core to our practice & our
dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do

Innovation

We will embrace progress
and improve ways of
working

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

No

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

NHS Vale Royal CCG Governing Body: 2013-08-07
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MINUTES
REPORTING GROUP

DATE/TIME

AGENDA ITEM

th

NHS SCCCG & VRCCG Quality & Performance Committee

29 August 2013
09:00

MEMBERSHIP
Present

Name
Diane Noble

NHS South Cheshire CCG

Lay Member – PPI (DEPUTY)

Terry Savage

NHS Vale Royal CCG

Lay Member – PPI

Dr Teresa Strefford

NHS Vale Royal CCG

Clinical Member

Dr Andrew Hudson

NHS South Cheshire CCG

Clinical Member (CHAIR)

Julie Thorley
Fiona Field
Tracy Parker-Priest

NHS SCCCG/VRCCG
NHS South Cheshire CCG
NHS Vale Royal CCG

Governing Body Nurse
Director of Partnerships & Governance (SIRO)
Director of Partnerships & Governance (SIRO)

Moira McGrath

NHS South Cheshire CCG

Safeguarding Nurse - Children

Anne Eccles

NHS Vale Royal CCG

Safeguarding Nurse – Children

Lindsay Ratapana

NHS South Cheshire CCG

Safeguarding Nurse – Adult

Helen Wormald

NHS Vale Royal CCG

Safeguarding Nurse – Adult

Sue Cooke

NHS SCCCG/VRCCG

Clinical Quality Manager **

Steve Evans

NHS SCCCG/VRCCG

Contract Manager

Lisa Carr

NHS SCCCG/VRCCG

Performance & Risk Manager

Cathy Fulham

NHS SCCCG/VRCCG

Clinical Project Manager

Debbie Lowe

C&M CSU

Locality Manager

Janet Kenyon

NHS SCCCG/VRCCG

Prescribing Support Manager

NHS SCCCG/VRCCG
NHS SCCCG/VRCCG
NHS Vale Royal CCG
CSU

Service Delivery Manager
Prescribing Support Pharmacist
Vale Royal CCG Chair
Clinical Quality, Safeguarding& Performance Lead

√

Rowena Taylor

Ref

A meeting will be
quorate if, one
Executive Member
and Lay Member or
a GP Clinical
Member from the
respective CCG are
present

NHS SCCCG/VRCCG

Discussion & Action Points
1.1

Committee
Quorum

Membership Category

√
√
√
√
√
x
√
√
√
√
√
√
x
√
√
√
√
√
√
√
√

Amanda Best
Andrea Lunt
Dr Jonathan Griffiths
Mary Barlow
Minute Taker

1.0

Organisation

Whom

When

Apologies for Absence

Apologies were received from Mark Dickinson; Steve Evans; Fiona Field; Moira
McGrath
1.2
Declarations of Interest
None
1.3

th

Minutes of the Meeting & Action Log for 25 July 2013

3.1 – minutes amended to read “some nursing homes will not accept severe end of
life patients”
3.2 – Risk Assessment NICE Guidance MTG7 - There is a quality visit arranged to
MCHFT.
3.3 – Meeting is still to be arranged between LR/FF
3.5 – Safeguarding Children – on-going monitoring and plan in place, FF to formally
raise as contract query with ECT.
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2.0

There was conversation around Action 21a - Inhaler Technique CQUIN. This is
still ongoing and there are planned discussions at the contract meeting with
MCHFT being held today. This CQUIN is only being met on the Respiratory Ward
and then with an agreed number of 30 patients being audited. There still seems to
be an issue with the collection of data. TS enquired if the trust was allowed to just
pick the bits of the CQUIN that it felt it could attain. This is not the case but the
trust will only receive funding for the completed actions. It was queried if an input
from finance would improve the robustness of CQUINS going forward. TS asked if
the outcomes from the audit would be available and the answer was yes. JG to
raise the issue again with Paul Dodds.
2.1
Risk Assurance - Clinical
It was noted that the clinical elements of the Corporate Risk Register need to go on
the agenda to ensure that controls are in place.
Action 1:
2.2
NHS Targets 2012-13 – Reporting Period June 13

SEC/CAF

Apologies were made for the late presentation of this data and the incorrect format.
This will be rectified at the next meeting.
South Cheshire:
Two week wait for breast symptoms at MCHfT – Actual is 89.2% target is 93%. This
could be an issue with performance at 88.1%. The trust has introduced greater
capacity to resolve the position which should improve in July. Further analysis has
been requested about the increase and what has fuelled this to ensure that this
fluctuation is patient generated and not a coding issue.
Cat A targets are at 74.4% against a target of 75%. This is only slightly below
target and overall the trust actual is 79.6%. This will be raised with Jim Britt, CWW
NWAS Manager representing the CCGs.
Mixed Sex Accommodation – there have been two breaches at MCHfT. This is
expected and the issue will remain until the new build is completed.
Activity – MCHfT is under on non-elective activity but this is over performing against
elective activity. Additionally the GP referrals are running at +15% over plan year to
th
date. An action plan is being written and will be agreed with the trust on 29
August 2013 as this level of over performance is a concern.
Referral waiting times – at the end of June there were 3 referrals that had been
waiting over 52 weeks. Two were on the spinal pathway in Robert Jones and
Agnes Hunt so are the responsibility of the specialist commissioning team in the
West Midlands. The issue is being discussed with the area team. The other
patient is at UHNS and the trust is investigating these as they believe they do not
have any +52 week waiters.
MRSA – one case was noted in June and the details are within the Quality Report.
Vale Royal
The figures for VR are challenging due to the small population involved. 18 week
RTT admitted – the actual is 87.96% against a target of 90%. As expected the trust
and CCG have failed their target for the first quarter. The July performance is
within target for the trust.
Two week wait for breast symptoms – actual is 92.6 against target of 93% with the
main performance issue being with MCHfT which is at 92.9%. The trust has
introduced greater capacity to resolve the position which should improve in July.
Further analysis has been requested about the increase and what has fuelled this
to ensure that this fluctuation is patient generated and not a coding issue.
31 day cancer wait – one patient has missed the standard for the CCG but due to
small numbers this has a disproportionate impact on the target achievement by the
CCG. The patient pathway will be investigated as much as possible give the new
patient level data rules. The trusts are involved to ensure a full analysis is carried
out by the providers with the current IG rules.
Mixed Sex Accommodation – as above.
Prepared By : Rowena Taylor
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Activity – as above.
MRSA – as above.
Going forwards there will be a Dashboard with an overview of the metrics and
timelines.
ACTION 2– Lisa Carr to produce

LC

A decision needs to be taken on what is reported; in what format; and when.
TS asked what influence and levers do the CCG have as this is new territory since
the move from a PCT.
th

The action plan is being discussed at the contract meeting being held today 29
August with MCHfT.

TPP voiced concern over the 2 52 week cases at RJ & AH. SE to look into this and
confirm at the next meeting. AH as when notification is received about 52 week
waits – is this at 52 weeks or at stages leading up to this. How can this be captured
earlier.
AH suggested a workshop (to include – FF/TPP/TS/AH/SEC/LC/JT/APSE to
discuss what information is required for the committee and to have an
understanding of targets and metrics.
ACTION 3 – SEC to organise a workshop to understand targets/metrics
2.3

SEC

Medicines Management Update

Janet Kenyon gave the update.
VAR working well month one and now into second month. CSU and MM are
working together.
SLA is not currently signed
There will be prescription headlines only at this meeting going forwards.
Information now goes directly to the practices and day to day performance is not
needed here.
AH asked if there was a GP lead at these meetings.
Reports are weekly and quarterly. FF will deputise at the next meeting for
Catherine.
AH/TS/AB are to decide on the data needed at this meeting.
If there are professional concerns raised about medicines how are these reported
to MM.
There was discussion about the NICE guideline and it was requested that
compliance could be shown as a percentage so it was evident if non-compliant at
what level.
IFR Process – updates on this need to be reported to this group first and then to the
governing body.
At this point DL raised the issue of IFRs and whether they were relevant to this
committee, committee agreed and DL to report at the September meeting
ACTION 4– DL at next meeting.

DL

Sept 13

If not compliant with NICE guidelines this is fed through VARS – the status is
needed on the NICE report along with what date compliance would be met.
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3.0

3.1

Integrated Clinical Governance Report

The level of Vale Royal professional concerns has risen. It was noted that the
majority of these are legacy issues and are being dealt with. Professional concerns
from MCHfT are now coming into a designated in box, however, these are not on
the relevant forms. TPP asked what happens to this data. DL explained that they
are dealt with in the same way as if they were on the pro-forma and logged
accordingly. DL further went on to explain that they are then looked at in more
detail at the Incident & Complaints Review Meeting on a monthly basis. SEC
challenges these at trust level. Further discussion ensued around primary care
issues – DL/SEC and Amanda Best (Service Delivery Manager, Primary Care) to
discuss.
Action5 : DL/SEC/AB

DL/SEC/AB

DL is to present the trends and add these to the Professional Concerns report and
to also incorporate lessons learnt.
This group needs a quarterly progress report as assurance is needed to confirm
that these issues are being addressed. It was asked if input from Medicines
Management is needed and it was suggested that a representative attend the next
Incident & Complaint Review meeting.
TPP raised concerns around the EC Community service reports. Sue Ikin and
Katie Whitehead are to check the status and delivery.
Action 6: SEC

SEC

Concerns were voiced over Friends and Family Test and the Wirral University
figures. KR agreed to email the Trust and investigate the response to the question
‘How likely are you to recommend our ward/A&E department or friends and family if
they needed similar care or treatment?’ where patients have ticked the response
Extremely Unlikely and to gather further information and to investigate if there are
any plans in place to address these negative responses.
Action 7 : KR
KR
CQUIN ECT Community
Integrated Neighbourhood Teams/Extended Practice Teams – TPP requested an
exception report/position statement of where up to and requested that the minutes
be sent to SI/KW to action.
Action 8 : SI/KW to write exception report
3.2
Learning Disabilities Report/Update

SI/KW

SEC/JT updated the committee on the above. The Area Team have convened a
small group to look at learning, utilise information from joint self-assessment, look
at gaps, and analyse outcomes. Following this, a work shop to be set up to agree
next steps. Once all the information has been captured a report will be will be
available September/October 13.
Action 9: SEC/JT
3.3
Nursing Homes Update

SEC/JT

Oct/Nov

Safety Thermometers – MB informed the committee that the some nursing homes
are struggling with the IT system. Work is currently been carried out with AQUA
and National database to try and resolve issues. The north west is ahead of the
national average however, many care homes now feel that the return that they are
receiving for submitting the data is not viable and therefore do not see the
advantage of submitting the data.
Additional monitoring needs to be in place and MB felt that a dashboard would have
more value than the Safety Thermometer and there could also be continual
monitoring of falls and UTIs rather than one snapshot, however it was noted that
the Safety Thermometer is mandatory but there may be a possibility of
implementing a local reporting system that can run alongside it. TPP asked about
the CHC contracts and their validity – this needs to be raised and discussed outside
of this meeting.
ACTION 10 – MB to present summary of CHC contracts at September meeting

Prepared By : Rowena Taylor
NHS Vale Royal CCG & NHS South Cheshire CCG [Quality & Performance Committee 29_08_2013]

MB

Sept 13

4
188 of 190

3.4

Safeguarding: Children – Exceptions Update Jan-13

AE presented the above report to the committee. The Dashboard is now up and
running. CWP training is now in place but needs to be kept under review.
EC training is to be rescheduled and levels are currently being looked at.
VR – admin support is an issue but the posts are currently due to go out to advert.
SC – no issues.
EC local safeguarding board failed the OFSTED report.
3.5
Mortality Presentation
SEC gave a presentation on the mortality figures at MCHfT a copy of which is
attached.
SHMI – this included deaths that occur 30 days after leaving hospital.
RAMI – this excludes deaths resulting from palliative patients.
MCHfT uses RAMI to record its mortality. These figures are not made available to
the public. There are currently issues around coding and the levels of weekend
mortality. If MCHfT was measured through SHMI then they are over the national
average. The main issue highlighted by the presentation is that all trusts use
different reporting tools so it is impossible to measure them against one another.
MCHfT is very open about the CCG attending meetings around mortality and the
coding issues that they have. The question was asked if the trust was doing
enough to reduce the mortality figures and around the validity of the survey results.
Also there is the need to confirm that the numbers are due to coding issues.
AH asked if the Governing Body now what the differences are between SHMI &
RAMI.
There is to be a deep dive into the numbers – the date is yet to be confirmed.
AH asked if there is a need put in place communications risk management ahead of
Dr Fosters report. Sally Clarke has prepared a press statement.
Action 11 – SEC to speak with Communications Manager at MCHfT
TPP asked if we were doing everything possible and is the committee satisfied with
the current BLAD and CSU. She stressed that the date for the AQUA deep dive
needs to be confirmed asap and it needs to be before December.
4.0

4.1

SEC

Sept 13

DL

Sept 13

Policy/Protocol Updates – Complaints & PALs Leaflets

The SUI policy has been agreed at both CCG Governing Bodies, however, to
include reference to safeguarding and primary care.

The Complaints and PALS leaflets are near completion and are currently with the
design team. All reader panel comments have been incorporated as appropriate.
As soon as the proofs are complete DL will send out to the committee for
comments prior to the next meeting.
Action 36 on action log
4.2

Committee/Partnership Minutes
Health Inequalities Group
SUI & Complaints Group
Joint Medicines Management
Clinical Quality & Patient Safety Review MCHfT
Clinical Quality & Patient Safety Review CWP
All above FYI and to note any outcomes
5.0

Any Other Business

Prepared By : Rowena Taylor
NHS Vale Royal CCG & NHS South Cheshire CCG [Quality & Performance Committee 29_08_2013]

5
189 of 190

Adult Safeguarding
LR Date and Time of Next Meeting
th

26 September 2013 @09:00 – Board Room at Bevan House
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