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Organisation

Membership Category

Voting
Right

Membership Term
Name

Years

Start Date

Dr Jonathan Griffiths

NHS Vale Royal CCG

Clinical Professional

Yes

June 2012

Dr Teresa Strefford

NHS Vale Royal CCG

Clinical Professional

Yes

October 2013

Dr Jean Jenkins

NHS Vale Royal CCG

Clinical Professional

Yes

June 2012

Dr Fiona McGregor-Smith

NHS Vale Royal CCG

Clinical Professional

Yes

June 2012

Suzanne Horrill

NHS Vale Royal CCG

Lay Member - Audit

Yes

Dec 2012

Terry Savage

NHS Vale Royal CCG

Lay Member : Quality

Yes

Oct 2012

Judi Thorley

NHS Vale Royal CCG

Nurse Member

Yes

April 2013

Dr Bob Pugh

NHS Vale Royal CCG

Secondary Care Doctor Member

Yes

June 2013

Simon Whitehouse

NHS SC/VR CCGs

Chief Officer

Yes

Tracy Parker-Priest

NHS VR CCG

Governance & Partnership

Yes

Lynda Risk

NHS SC/VR CCGs

Chief Finance Officer

Yes

Periodic Attendees
Rachel Smethurst

NHS SC/VR CCGs

Governance & Business

All Meetings

Sue Nixon

NHS SC/VR CCGs

Administrative Clerk

All Meetings

NB: Other Directors/Managers invited to discuss areas of relating to their business areas of responsibility
Committee Quorum = 1 Lay Member + 3 Clinical Members + 1 Executive
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Chair: Dr Jonathan Griffiths

Agenda item no: 6.1.2

MINUTES

Date/Time

Venue

4 December 2013
1400-1700

Winsford Lifestyle
Centre

REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body Meeting
Meeting No: Five

REPORTING PERIOD 2013-14
Present

Name
Dr Jonathan Griffiths (CHAIR)

GP Member
Suzanne Horrill

Lay Member
Dr Jean Jenkins

GP Member
Dr Fiona McGregor-Smith

GP Member
Tracy Parker-Priest

Director of Partnerships and Governance
Dr Bob Pugh

Secondary Care Doctor Member
Lynda Risk

Chief Finance Officer
Terry Savage

Lay Member
Dr Teresa Strefford

GP Member
Judi Thorley

Nurse Member
Simon Whitehouse

Chief Officer
Minute Taker
Sue Nixon
Ref

Present







Guests
Linda Banner-Perry
Clinical Project Manager
Amanda Best
Service Delivery Manager
Rebecca Clayton
Patient Engagement Manager
Sue Cooke
Quality Manager
Rachel Smethurst
Business Manager
Audrey Williamson
Independent Chair LSCB

2 members of the public

Discussion and Action Points

Whom

When

Chair’s Remarks
The Chair welcomed Dr Teresa Strefford to her first Governing Body meeting
as GP member.
Committee Management
5.1.1

Apologies for Absence
There were no apologies were absence.

5.1.2

Minutes of the meeting held on 2 October 2013 and matters arising
The minutes of the NHS Vale Royal CCG Governing Body meeting held on 2
October were approved as a correct record. There were no matters arising.

5.2

Governance

Prepared By: Sue Nixon
NHS VR CCG – [Governing Body Meeting] -
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52.1

Declaration of Interest
Dr Jean Jenkins declared an interest in agenda item 5.3.7 Local Enhanced
Services as her practice, High Street Medical Practice, provide locally
enhanced services to Weaver Lodge.
Dr Fiona McGregor-Smith declared an interest in agenda item 5.3.7 Local
Enhanced Services as her practice, Danebridge Medical Centre, provide local
enhanced services of counselling, vasectomies, carpel tunnel and minor
surgery.

5.2.2

Assurance Framework
It was noted that NHS Vale Royal CCG had one new risk added to the
Corporate Risk Register – NICE TA 236, Acute Coronary Syndromes
Compliance. The risk referring to serious concerns and safeguarding
communication between Continuing Health Care and the CCG refers to NHS
South Cheshire CCG only. It was asked if there was an update on the NHS
111 project as this may have an impact on Mid Cheshire Hospitals NHS
Foundation Trust (MCHfT) Emergency Department 4 hour target. It was
confirmed the out of hours service will continue to operate alongside the NHS
111 Project.
The Governing Body:
Noted 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.

5.2.3

Information Governance Policies
The Information Governance Policies have previously been submitted to the
Governance and Audit Committee. A comment was made that Lay Members
are members of the Governing Body and should be included as Governing
Body members rather than detailed as separate from the Governing Body.
The Governing Body:
Ratified the following policies:
Information Governance Policy.
Information Governance Strategy.
Freedom of Information Policy.
Confidentiality and Data Protection Policy.
Corporate Records Retention Policy.
Subject Access Request Policy.

5.3

Business Continuity Plan
The Business Continuity Plan details the process in place to comply with the
requirements of the NHS England Emergency Preparedness, Resilience and
Response (EPRR) guidance. The CCG is a category 2 responder under the
Civil Contigencies Act which is a supportive role. It was asked if it was known
how many staff had received a flu vaccination. The exact figures were
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unknown but internal vaccination clinics were arranged for staff.
The Governing Body:
Noted the Business Continuity Plan.
5.3.1

Local Safeguarding Children’s Board Annual Plan
The Chair welcomed Audrey Williamson, Independent Chair of Cheshire West
and Chester Safeguarding Children’s Board (LSCB). A verbal summary was
given as follows:
The LSCB is a statutory body tasked to ensure that services for vulnerable
children are effective.
The Annual Plan forms part of any Ofsted inspection.
Cheshire West and Chester Local Authority had an Ofsted inspection in 2010
which resulted in an inadequate rating. Following a further inspection in
October 2012 the Local Authority is now judged as an adequate rating.
Child Sexual Explanation, Peer Exploitation and emotional abuse due to
domestic violence are of particular concern.
The main message for stakeholders is when commissioning services keep
safeguarding children at the forefront of planning
GP attendances at case conferences is crucial and a pilot is being undertaken
to hold conferences at 12 midday to enable GPs to attend. It was also
advised that GP practices could offer their practice as a venue for the
conference.
The following comments were made by the Governing Body members:
At the Health and Wellbeing Board it was noted that GP attendance at case
conferences had greatly improved and the move to pilot a 12 midday start to
accommodate GPs was a positive move.
The Starting Well Programme Board is focussing on emotional abuse due to
domestic violence with a view to audits within practices next year.
Public Health had a ‘deep dive’ arranged for A&E admissions looking at data
of childhood injuries which could be shared with both the LSCB and the CCG.
It was asked if children from outside the area were placed within Cheshire
West and Chester LA boundaries and was there any flexibility of the 20 mile
boundary limit. It was replied that the 20 mile limit is set as a department
indicator. There are children placed within the Local Authority from other
areas and they may have to be placed out of their local area for their own
safety.
It was asked if there was evidence that training for staff had been effective. It
was replied that if numbers of cases are identified the training has been
successful and feedback is provided by supervisors and managers. Currently
there is no training provided for dentists.
It was confirmed that NHS Vale Royal CCG had formally responded to the
request from the LSCB to provide an update on the actions taken following
the Saville Allegations.
The Governing Body:
Noted the Local Safeguarding Children’s Board Annual Plan.

5.3.2

Chief Officer’s Report
The Chief Officer report included the following key points:
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Cheshire has been selected as one of the fourteen national Pioneer areas
under the Department of Health’s flagship scheme for joining up health and
social care services.
A summary of the CCG’s robust planning process.
The Unit of Planning for development of consistent and integrated long-term
strategic plans.
Integration Transformation Fund which is a unique opportunity for both health
and social care sectors to create shared plans for the integration of health and
social care services.
Department of Health Mandate which defines the relationship between the
Department of Health and NHS England.
NHS Outcomes Framework as NHS England has recently refreshed the
Outcomes Framework.
CCG Development Framework that is focussed on driving excellence in
CCGs.
Commissioning for Value. Commissioning for Value Insight Packs have been
produced using existing data about programme budget spend, health
outcomes and healthcare variation to help identify the best ‘value
opportunities’.
The Chief Medical Officer Annual Report 2012 specific recommendations.
Transforming urgent and emergency care services in England. The Urgent
and Emergency Care Review sets out a vision for the future.
Monitor Publication ‘Walk-in Centre Review: Preliminary Report’.
Membership Engagement giving an update on discussions held at the
Membership Assembly.
GP Elections. The GP clinical portfolio lead posts will be advertised by the
end of the week.
Recruitment update on new employees.
The Governing Body:
Noted the Chief Officer’s Report
5.3.3

Highlight report: Starting Well, Living Well and Ageing Well Work
Programmes
The report provides a high level summary to the Governing Body on the
progress of the three work streams within NHS Vale Royal CCG. Each
project is ‘RAG’ rated and the Governing Body were asked to assess those
projects rated red to decide whether to continue with the project.
The following projects were discussed:
IRIS Programme Board
Integrated Early Years and Early Help Pathways
Paediatric Pathways
Complex and Chaotic Adolescents Pathway
It was agreed that the projects should continue as the majority are two year
projects with the expectation they will be completed within the two year
deadline.
The Governing Body:
Approved the continuation of the following projects:
IRIS Programme Board
Integrated Early Years and Early Help Pathways
Paediatric Pathways
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Complex and Chaotic Adolescents Pathway
5.3.4

Integration Transformation Fund
The Integration Transformation Fund has been renamed the Better Care
Fund. The fund is a singled pooled budget for health and social care services
to work closely together in local areas. Discussions have been held between
the CCG, West Cheshire CCG and Cheshire West and Chester Local
Authority to identify the main categories.
The Governing Body:
Noted the contents of the Integration Transformation fund report
produced in conjunction with Cheshire West and Chester Council
and NHS West Cheshire CCG.

5.3.5

Winter Planning
The Winter Planning report provides an overview of assurance gained by
NHS England on behalf of NHS South Cheshire CCG and NHS Vale Royal
CCG for winter preparedness during the 2013-14 winter period. NHS Vale
Royal CCG has worked closely with key partners. NHS England has given
the CCG a medium assurance rating due to the following three concerns:
1. Impact on elective activity.
2. Delayed transfer of care.
3. Changes to working practices that may create a need for 7 days social
care support.
Winter Pressure funds have been allocated to CCGs and there are challenges
due to the tight time frames. It was asked if there was evidence of the impact
of extra funding on winter pressures. It was agreed the Urgent Care Working
Group would produce a report for the Formal Governing Body meeting in
February 2013 giving assurance regarding winter pressure investments.
The Governing Body:
Noted the content of the Winter Planning Report and operational
arrangements for the 2013/14 winter period.
Noted the medium assurance obtained during the 2013/14 winter
planning preparations.
Agreed the Urgent Care Working Group would produce a report on
Winter Pressures Funds for the Formal Governing Body meeting to
be held in February 2014.

5.3.6

“Time for Change”
Time for Change is a national campaign to challenge the stigma that often
surrounds mental health. It is run by the leading mental health charities, Mind
and Rethink Mental Illness.
The Governing Body:
Noted the contents of the report.
Confirmed support for participating in the “Time for Change”
campaign.

5.3.7

Local Enhanced Services
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The Governing Body were reminded of the conflicts of interest declared by Dr
Jean Jenkins and Dr Fiona McGregor-Smith as per item 4.2.1.
The report outlines the CCGs requirement to prepare for the phasing out of
Local Enhanced Services (LES) by April 2014. The CCG is required to review
all enhanced services with a view to making a decision whether the services
are required in the future, whether they are provided as part of a quality
improvement framework, whether there are other providers that could deliver
this service other than GP practices and whether the services goes beyond
those that are expected to be provider under the GP contract.
The Governing Body:
Noted the content of the report and the challenges that the area of
work poses for both the CCG and member GP practices.
Accepted the Terms of Reference for the Enhanced Services Steering
Group.
Agreed to support the proposals submitted by the Local Enhanced
Services Working Group:
Undertake a full review and scope of requirements for anticoagulation monitoring to establish how and where this service is
best delivered in the future in line with the wider Community Services
Review.
Undertake a full review of Near Patient Testing in line with the wider
Community Services Review to establish how and where this service
is best delivered in the future.
Undertake a review of the LES for Weaver Lodge.
Undertake a review of counselling services to understand wider
provision through existing contracted arrangements.
Continue to commission Carpel Tunnel and Minor Surgery,
agreement that this is included in the NHS Standard Contract for
14/15.
Continue to commission Vasectomies, agreement that this is
included in the NHS Standard Contract for 14/15.
5.3.8

Strategic and Operational Planning Update
The Governing Body were given a verbal summary of the on going planning
process. The CCG has a two year operational plan and a five year strategic
plan. The five year plan will involve working with local Trusts and local
Government organisations to identify the larger foot print strategy. The two
year plan details the operational process.
The Governing Body:
Noted the contents of the Strategic and Operational Planning Update.
Agreed to a final draft of the two year Operating Plan, including
proposed commissioning intentions, being presented to the Formal
Governing Body meeting in February 2014 for ratification.

5.3.9

Governance and Decision Making Update
The Governance and Decision report summarises the new position of subcommittees of the Governing Body following discussions at the Clinical
Overview Group. The change does not require a formal change to the
constitution of the CCG as the proposed committee is not a statutory
committee as defined by the Health and Social Care Act.
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The Governing Body:
Noted the contents of the Governance and Decision Making Update
Report.
Approved the contents of the report.
5.4

Quality and Performance

5.4.1

Quality Report
The following key points were raised from the Quality Report:
The format of the quality report has changed with the aim to produce a
dashboard for each provider with additional data and exception reports
supporting the dashboard.
The Friends and Family Test at Mid Cheshire Hospitals NHS Foundation
Trust (MCHFT) is not performing as well as expected and MCHFT have
implemented incentives which has resulted in improved figures for October.
As part of the Dementia CQUIN (Commissioning for Quality and Innovation)
MCHFT have done a significant amount of work around Dementia with
improved results.
It was asked if there had been any further progress regarding access to
Cheshire and Wirral Partnership Foundation Trust (CWPT) to address quality
issues. Unfortunately no progress had been made and the situation has been
escalated with notification to the Area Team. The issue will also be raised at
the next Quality Meeting with CWPT on 12 December 2013.
The Governing Body:
Noted the position update 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.
Congratulated the Quality Team on the new reporting format.
Noted the continued challenges regarding access to Cheshire and
Wirral Partnership Foundation Trust.

5.4.2

Quality Premiums Update
The report provides a six month update from April to September 2013 on
progress towards achievement of the Quality premium and Local Priorities as
set out in the NHS planning guidance published in December 2012. There
are four national measures and three local measures. The CCG has made
good progress but there are areas at risk of failure and this will impact on the
overall financial reward available to the CCG. Actions are being taken to
minimise the risks.
The Governing Body confirmed it was a positive report highlighting what is
being achieved for patients within Vale Royal. It was agreed that the report
should be submitted to Cheshire West and Chester’s Health and Wellbeing
Board as an example of progress.
The Governing Body:
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Welcomed the report and commented that this was a well written and
informative report focussing on actions and outcomes.
Noted the contents of the Quality Premiums Report and the CCG is
making progress on delivery of both the national and local quality
premium.
Noted the financial implications of delivery/non delivery of the
Quality Premium.
Agreed the report should be submitted to Cheshire West and
Chester’s Health and Wellbeing Board.
5.4.3

Mortality Update
A verbal update was given on the mortality figures for MCHFT. There is
continued dialogue and correspondence between the CCG and MCHFT. A
recent meeting has been held between the Chairs of both NHS South
Cheshire CCG, NHS Vale Royal CCG and the Chair of MCHFT. The focus is
on the clinical aspect and recording data. MCHFT have provided a detailed
explanation of measures in place and an AQUA (Advancing Quality Alliance)
review has been arranged for January 2014. The review is an arrangement
between AQUA, the CCG and MCHFT. MCHFT have appointed eight
Associated Medical Directors to support the Medical Director. Clinical
discussions have commenced between the CCG and MCHFT with the aim to
have regular meetings for clinicians.
Assurance regarding the mortality figures cannot be given at this stage but
assurance can be provided on the engagement and responsive dialogue
between the CCG and MCHFT.
An extra ordinary joint Governing Body meeting with NHS South Cheshire
CCG and NHS Vale Royal CCG is being arranged and representatives from
MCHFT will be invited to the meeting to discuss mortality rates. The aim was
to produce a report for the January meeting with more detailed information on
mortality rates.
Dr Foster Intelligence will be publishing mortality rates for the North West on
Friday 6 December 2013.
The Governing Body:
Noted the verbal update on Mortality rates at Mid Cheshire
Hospitals Foundation Trust.
Noted the positive move towards engagement and responsive
dialogue with Mid Cheshire Hospitals NHS Foundation Trust.

5.5

Financial and Contract Management

5.5.1

Finance Report
The report provides a financial position for Month 7 2013/14 and key points
summarised below:
A continued forecast surplus of £1.2 million.
Mid Cheshire Hospitals NHS Foundation Trust’s continued over performance.
The impact of the new allocations formula issued by NHS England.
Continued challenges of Specialist Commissioning.
The draft transfer of legacy PCT balances.
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The Governing Body:
Noted the CCG continues to report a forecast surplus of £1.2 million in
line with the control total; and
Noted the forecast overspends in contract over performance £1.8
million, offset in part by forecast underspends in prescribing and
also offset by delays/adjustments to investment schemes; and
Noted Mid Cheshire Hospitals reported forecast over performance
of £0.96 million, (with a risk range of £0.7million to £1.3million);
Noted the current uncommitted resources of £1.9millon available to
cover the further risks identified; and
Noted the draft transfer of legacy PCT balances to the CCG and the
limited guidance available to finalise the accounting entries; and
Noted the time scales issued by NHS England for the delivery of the
5 year plans;-and
Noted 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; and
Noted the financial impact of the Integration Transformation
Agenda of circa £4millon across 2014/15 and 2015/16; and
Noted the NHS challenge to deliver a further £30 billion savings over
the next 5 year period.
5.6

Operational Management and Regulatory Updates

5.6.1

The Governing Body noted the following minutes:
Quality and Performance Committee 26 September 2013
Governance and Audit Committee 19 October 2013

5.7

Any Other Business
Members were encouraged to read the Cheshire West and Chester Annual
Public Health Report. The format is different to previous years allowing for
easy reading. Each chapter relates to a month of the year and a different
topic which outlines a key fact. A second, more detailed edition, has also
been published namely the Cheshire West and Chester Compendium of
Health and Wellbeing Statistics.
It was noted that on the membership of the Governing Body attached to the
agenda requires updating with Dr Teresa Strefford replacing Dr Judi Price.
Date and Time of next meeting
The next NHS Vale Royal CCG Governing Body meeting will be held in public
at 2.00 pm on Wednesday 5 February 2013 at Winnington Recreation Park,
Northwich.
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
Risk Assurance Framework

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.2.2

Report prepared by:

PURPOSE OF REPORT

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

GOALS 2012-13












VISION

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

Prepared By : Lynda Risk
NHS Vale Royal CCG Governing Body – 2014-02-95

Lynda Risk
Chief Finance Officer

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

Yes

Assurance

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

1
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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 and presented to the Governance &
Audit Committee to review (Appendix 2). Subject to further scrutiny the committee members
may seek further comprehensive summaries from the risk owner by asking them to complete a
‘Risk Return Form’. Financial Risks for Vale Royal CCG are presented in Appendix 3.

Number of Risk Entries
Below presents the total number of risk entries on the respective risk registers as at 19 January
2014:-

Y-T-D

Y-T-D

Risk Entries

Risks Closed

Joint Corporate Risk Register

34

11

Finance Risk Log VRCCG

11

0

Reporting Level

Jan-13

2013-14

New Entries

TOTAL LIVE RISKS

14

0

23

4

0

11

Live Risks
Ranked 12>

New Risks:
There were no new risks identified since the last reporting period which have been added to the
Corporate Risk Register.

Closed Risks:
There are 3 risks identified since the last reporting period to be retired from the Corporate
Register. See Dashboard which provides the status updates in Appendix 1.

De-escalated Risks:
There are 3 risks identified to be de-escalated since the last reporting period and 2 will to be
removed from the Corporate Risk Register as these risk entries are now ranked below 12 and
will be monitored via the respective Programme Board Risk Logs.
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APPENDIX 1 – Dashboard

Dashboard
Risk Entries to Corporate Register 2013-14

NHS SOUTH CHESHIRE & NHS VALE ROYAL CCGs

Governance &
Partnership Director
SCCCG

Ageing Well

Risk
Appetite

Living Well

Category

Starting Well

Risk Title

REGISTER(s)

Corporate

Risk No.

Low = 1-4

Entry
Date

CONTROL

Moderate = 5-8

Risk Owner

RISK TYPE

Significant = 9-12

RISK DETAILS

Major = 15- 25

RISK RATING

GOVERNANCE
Status

Commentary

Cl i ni ca l /
Opera ti ona l

x

Ja n- 14 Dees ca l a ted

From 3 x 3 = 9 / To 3 x 2 = 6

Opera ti ona l /
performa nce

x

01/01/2014
Reti red

Cl os ed due to robus t
proces s es i n pl a ce. 2 x 2 = 4

CR - 2013-06 CCG Authori s a ti on

Opera ti ona l

x

Feb-12

CR - 2013-07 Communi ca ti ons

Opera ti ona l

x

Ma r-11

CR - 2013-01 ECT Communi ty Bus i nes s Uni t

Cha nge /
Fi na nci a l

x

Ja n-14
Li ve Entry

No cha nge to s core ra ti ng
4 x 3 = 12

CR -2013-25 Pers ona l Hea l th Budgets

Opera ti ona l

x

Ja n-14
Li ve Entry

No cha nge to s core ra ti ng.
4 x 4 = 16

Ma r-11

CR - 2013-03 Ri s k Ma na gement

Opera ti ona l

x

Ja n-14
Li ve Entry

No cha nge to s core ra ti ng.
2x2=4

Sep-12

CR - 2013-08 Al together Better

Cha nge /
Fi na nci a l

x

Aug-13 Dees ca l a ted

From 4 x 4 = 16 To 2 x 2 = 4

Dec-12

CR - 2013-10 Bes poke Ca re - IFR Proces s

Cha nge

x

Oct-13
Es ca l a ted

From 3 x 2 = 6 To 2 x 5 = 10

Aug-13

CR -2013-24 CSU SLA Ma na gement

Opera ti ona l

x

Ja n-14
Li ve

To revi ew Interna l Audi t
fi ndi ngs Dec-13. 4 x 4 = 16

Ma r-11

CR -2013-02 Conti nui ng Hea l thca re

Ma r-11

CR - 2013-04 Cl i ni ca l Ri s k

Feb-12

Ja n-14
Li ve Entry
16/10/2013
Reti red

Ra nked 2 x 3 = 6
New a ppoi ntments ma de a nd
i n pos t. Ra nked 2 x 2 = 4

Fiona Field

Governance &
Aug-13
Partnership Director
VRCCG
Tracy Parker Priest

Chief Finance Officer
SCCCG/VRCCG
Lynda Risk
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Ni ce Gui da nce for IVF
Trea tment Cycl es

Jun-13

CR - 2013-12

Ma r-13

CR - 2013-14 1 1 1

Jun-13

CR - 2013-16 OOHs

Jun-13

CR - 2013-15 Mortal i ty @ MCHfT

Oct-13

CR - 2013-28

Oct-13

CR - 2013-29

Fi na nci a l /
Reputationa l

x

x

Ageing Well

Risk
Appetite

Living Well

Category

Starting Well

Risk Title

Low = 1-4

Risk No.

REGISTER(s)

Corporate

Service Delivery
Manager

Entry
Date

CONTROL

Moderate = 5-8

Risk Owner

RISK TYPE

Significant = 9-12

RISK DETAILS

Major = 15- 25

RISK RATING

GOVERNANCE
Status

Commentary

Nov-13 Dees ca l a ted

G&A a dvi s ed to re-open a nd res core from 16 to 3 x 2 = 6

Ja n-14
Li ve entry
Ja n-14
Li ve Entry
Ja n-14
Li ve Entry

Score 3 x 3 = 9 bei ng moni tored
vi a Li vi ng Wel l Progra mme
LW Progra mme Boa rd to
a s s es s s core i n Ja n-14. 4x4=16
Awa i t fi ndi ngs fromAQUA
Revi ew i n Apr-14. 4x4=16

Starting Well
Programme
Tracey Matthews

Service Delivery
Manager(s)
Living Well
Programme

Julia Burgess / Sue
Milne / Tracey
Ja n-13
Wright / Sue Cooke

Cl i ni ca l /
Opera tiona l
Cl i ni ca l /
Opera tiona l

x

x

x

x

Cl i ni ca l Qua l i ty

x

x

MCHfT Emergency Dept 4hr
Ta rget

Performa nce

x

x

Ja n-14 Li ve
Entry

4x3=12

Performa nce & Contra ct
Ma na gement @ MCHfT

Performa nce

x

x

Ja n-14
Li ve Entry

Score 3 x 3 = 9 bei ng moni tored
vi a Li vi ng Wel l Progra mme

Cl i ni ca l /
Opera tiona l

x

x

Ja n-14
Li ve Entry

4x4=16

CR - 2013-30 Va s cul a r Servi ce Cha nges

16

Service Delivery
Manager
Ageing Well
Programme

Oct-12

CR - 2013-09

Devel opment of
Nei ghbourhood Tea ms

Jun-13

CR - 2013-17

Ca pa ci ty of Workforce for
a gei ng Wel l Progra mme

Jul -13

CR - 2013-18

Integra ted Hea l th & Soci a l
Ca re

Jul -13

CR - 2013-19 NHS Soci a l Ca re Al l oca tions

Jul -13

CR -2013-20

Jul -13

Ageing Well

Living Well

Risk
Appetite

Starting Well

Category

Corporate

Risk Title

Low = 1-4

Risk No.

Moderate = 5-8

Entry
Date

CONTROL

Significant = 9-12

Risk Owner

RISK TYPE

Major = 15- 25

RISK DETAILS

GOVERNANCE
Status

Commentary

Cha nge

x

x

Sep-13
Retired

Redefi ne ri s ks hel d on Agei ng
Wel l Log

Opera tiona l

x

x

Nov-13
Retired

Cl os ed due to new
a ppoi ntments bei ng ma de.

Cl i ni ca l Qua l i ty
/ Opera tiona l

x

x

Sept-13
Retired

Redefi ned ri s ks entri es i n
Agei ng Progra mme l og.

Pol i tica l

x

x

Ja n-14
Li ve Entry

Improvements ma de from CEC.
Awa i ting CWa C. 3 x 4 = 12

Opera tiona l

x

x

18-11-14
Retired

Progra mme Boa rd a pproved
cl os ure

CR - 2013-21 Integra ted Tea m Project Group

Cha nge/
Opera tiona l

x

x

Ja n-14
Retired

Overa l l of Project Structure.
Des ca l a ted from 12 to 6.

Aug-13

CR - 2013-22 Northwi ch 3 Enga gement

Cha nge/
Opera tiona l

x

x

14-10-13
Retired

Enga gement Pl a n
i mpl emented

Aug-13

CR - 2013-23

Bus i nes s Ca s e - Inves tment &
Sa vi ngs

Stra tegi c /
Cha nge

x

x

14-10-13
Retired

Works hop fi ndi ngs cha nged
ma nda te.

Aug-13

CR- 2013-26

Tra ns i tiona l Ca re / Communi ty
Intervention Beds

Opera tiona l

x

x

Ja n-14
Retired

Procurement compl eted a nd
s ervi ce now opera tiona l .

Confi gura tion of INT i n
Northwi ch

Sue Ikin / John Turton

17

Service Delivery
Manager(s)
Corporate /Other
Programmes

Oct-11

CR - 2013-05 EMIS Integra tion

Ma r-13

CR - 2013-11

Profes s i ona l Concerns Proces s
Mecha ni s m

Jun-13

CR - 2013-13

Pers ona l Confi dentia l Da ta
Gui da nce Upda te

Oct-13

CR - 2013 -27

Loca l Enha nced Servi ces (LES)
Revi ew

Sep-13

CR - 2013-31 ICT Securi ty

Jo Vitta / Rachel
Smethurst / Amanda Oct-13
Best / K Highfields / S
Cooke / Mark
Oct-13
Dickinson / Judith
Thorley / Steve Evans Nov-13

Ageing Well

Risk
Appetite

Living Well

Category

Starting Well

Risk Title

REGISTER(s)

Corporate

Risk No.

Low = 1-4

Entry
Date

CONTROL

Moderate = 5-8

Risk Owner

RISK TYPE

Significant = 9-12

RISK DETAILS

Major = 15- 25

RISK RATING

GOVERNANCE
Status

Commentary

Opera tiona l

x

Ja n-2014
Li ve Entry

Scored 3 x 4 = 12

Opera tiona l /
Cl i ni ca l

x

16-09-13
Retired

Qua l i ty Tea m & CSU moni tori ng
BAU

Fi na nci a l /
Cl i ni ca l Qua l i ty

x

Ja n-2014
Li ve Entry

Scored 3 x 4 = 12

Cl i ni ca l /
Opera tiona l

x

Dec-13 Dees ca l a ted

From 4 x 4 = 16 to 3 x 3 = 9. Dees ca l a ted to 2 x 3 = 6

Opera tiona l

x

Ja n-2014
Li ve Entry

Score 5 x 4 = 20

Cl i ni ca l /
Opera tiona l

x

Ja n-2014
Li ve Entry

Work progres s i ng to mi tiga te
i s s ues . 3 x 4 = 12

CR - 2013-32

Seri ous Concerns &
Sa fegua rdi ng i s s ues

CR - 2013-33

NICE TA 236, Acute Conona ry
Syndromes Compl i a nce

Pol i tica l /
Cl i ni ca l

x

Ja n-2014
Li ve Entry

Scored 4 x 3 = 12

CR - 2013-34

CWP Contra ct 2013-14 i mpl i ed
s tatus not s i gned- off

Pol i tica l /
Fi na nci a l

x

Ja n-2014
Li ve Entry

Scored 3 x 4 = 12

Total Entri es

11

13

6

4

34

Cl os ed Ri s k Entry
Ma na ged vi a Progra mme Logs
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APPENDIX 2 – Risk Entries 12 & above
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20

21

22

23

24

16

1. Surgical
Issue: discharge back to local area
- Communication and distance adding
delays for discharge of patients
- Lack of understanding of Community
Services, Cheshire east and Cheshire
West and Chester processes and
procedures
2. Stroke
Issue: 9pm to 9am
- Availability of stroke nurse at front
door
- Availability of blue light ambulance
from MCHFT to UHNS
- NICE Compliance? Concerns OOHs
pathway taking over 4 hrs
3. Cardiac/PPCI
Issue: Ambulance without Paramedic
- Technicians unable to assess for MI
- ED assesses MI and stabilises
- Patient Transfer to UHNS
- Availability of blue light ambulance
from MCHFT to UHNS
4. Treatable MI
Issue: increase in activity
- Contract based on 12 per month
- Activity now approx. 60 per month
- NWAS asking for additional funding

14-Jan-14

4

Current mitigating actions:
1. Surgical
Vascular network meetings are looking - regular Vascular network and local
at:
working group meetings with Community
and acute input
1. Vascular (Surgical):
- Improved communications between
- AAA
organisations
- Stents
- Sharing of procedures and processes
- Amputations
- UHNS involvement in discharge
2. Stroke (Physician),:
confernece calls chaired by MCHFT
- NICE = FAST positive must be
2. Stroke
thrombolysed within 4hrs (approx. 3 per - ED nurses being trained to fulfil role of
month)
stroke nurse in ED between 9pm and 9am
- 9am to 9pm – all support available at - In negotiation with NWAS to improve
MCHFT
ambulance turnround for Stroke patients
- Stroke Nurse meets ambulance at front requiring transfer from MCHFT for
door of A&E
Thrombolysis at UHNS
- Doppler used to evaluate if positive for - Evaluation of compliance over last 12
Thrombolysis for clot
months being undertaken
- If positive treated in MCHFT
3. Cardiac/PPCI
3. Cardiac / Primary PCI (Cardiologist)
- In negotiation with NWAS to improve
- Paramedic assesses for MI and
ambulance availability patients
stabilised
requiring urgent transfer from MCHFT to
- Patient conveyed direct to UHNS
UHNS
4. Treatable MI (Surgical)
- Evaluation of compliance over last 12
- Patient admitted to MCHFT
months being undertaken
- Transfer to UHNS for planned
4. Treatable MI
procedure
- Review of activity and cost to be
- Return to MCHFT under Cardiologist
undertaken
- Impact on 2014/15 contract costs

16

4

High

Relocation of ‘Trauma Centre’ and
‘Vascular Centres’ to North Staffordshire
Hospital from Mid Cheshire.

Sue Milne

Vascular
Service
Changes

01.01.13

SC & VR

4

LW -2013-04

Extract below from Living Well Programme Log relating to update on vascular Service Changes Jan-2014

25
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APPENDIX 3 – Finance Risk for VRCCG
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

Local Safeguarding Adults Board Annual Report 2012/13

PURPOSE OF REPORT

This paper provides the Governing Body with the Cheshire West and
Chester Council Local Safeguarding Adults Board Annual Report
2012/13.

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.3.1

Report prepared by:
H Wormald
Designated Nurse Adult
Safeguarding
Executive Lead:
Tracy Parker-Priest
Director of Partnerships and
Governance

GOALS 2012-13












VISION

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.

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

Prepared By : Helen Wormald
NHS Vale Royal CCG Governing Body – 03-04-13 – Equality & Diversity Update & EDS
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i. Foreword by Independent chair of Local
Safeguarding Adults Board – Geoffrey Appleton
I have pleasure in presenting my third annual report as Independent Chair.
The last year has seen each of the partner organisations who make up the
membership of the board undergoing further budgetary challenges and for the
shadow Clinical Commissioning Groups (CCG) structural challenge which is
also affecting all NHS organisations as they prepare for the new world of GP
commissioning. I am pleased to report that West Cheshire has been fortunate
in the leadership of the new CCG’s which have both achieved their
authorisation ahead of the go live date of April 1 st 2013. It is also worthy of
note that despite the unending round of reductions in funding the commitment
of the members of the board and their organisations has been superb. There
is genuine partnership working at every level in West Cheshire with a real
commitment to ensure that our most vulnerable citizens are as safe as they
can be and that if they or their carers do have concern then they know where
and how to raise a safeguarding alert.
The last year has seen the publication of the Francis Report on the Mid Staffs
scandal as well as the Serious Case Review on Winterbourne Heights. Both
of these reports and the awful examples of serious failings and breaches of
the public’s trust in health and social care have driven much of our thinking
and action.
An example of this is the Board’s strengthened emphasis on managing risk
so that it has a much better understanding of where to focus its attention. The
Board has been further developing a performance reporting tool that is
informing the Board much more effectively and both assists in giving the
Board assurance as well as highlighting where to increase scrutiny.
The Board is well supported by its sub-groups and I express my thanks to the
Chairs of those groups who drive forward the operational work on behalf of
the board and provide an essential link between the strategic objectives of the
Board and front line staff and services.
The last year has seen the Safeguarding Unit at Ellesmere Port become fully
established and it has been enhanced by the addition of a Designated
Safeguarding Nurse, a post that has been funded by the CCG’s and already
the post is adding value. The unit is now much better able to respond
effectively to safeguarding alerts and I am confident that it will go from
strength to strength.
One of the changes that has taken place over the last year has been the
demise of LiNK which has now been replaced by the new organisation
HealthWatch. I pay tribute to the volunteer members of the former LiNK for
their commitment and time that they have freely given in their Enter and View
activities as well as being actively represented on the Board. We are looking
forward to a close working relationship with Health Watch as they take up their
seat on the Board.
The Board has appeared regularly before the Local Authority’s Safeguarding
Scrutiny Panel and their increasing confidence in holding the Board to account
is welcomed.
3
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The next 12 months will no doubt bring further challenges as budgets are
reduced. I am gratified that the senior leaders in each of our partner
organisations have leaders who work tirelessly to protect front line services
and who have a real commitment to partnership working. This has been at the
heart of the Local Authority’s “Altogether Better” programme which is now well
embedded across all the statutory organisations I am confident that the Board
is well placed because it’s members are true leaders and not managers who
share a vision for improving the outcomes for those who need our support.
The Board is also fully engaged with the Health and Wellbeing Board which
this year has been continuing in its shadow form in preparation for becoming a
statutory board.
Finally I would like to pay tribute to the sterling support that the Board receives
from Pauline Phillips as its Secretary whose assistance to me as Chair is very
much appreciated.
Geoffrey M Appleton
Independent Chair

4
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ii. Introduction
This report is produced to outline the structures and responsibilities of the
Local Safeguarding Adults Board in Cheshire West & Chester; it also provides
relevant information about Safeguarding Adults performance in 2012-13
(Section 1), and also details the targets set by the Board for 2013-14 (Section
4)
Partnership working, identified as so vital in all Safeguarding work, is
highlighted by the updates from key partners (Section 6), and reflected in the
updates from the multi-agency sub-groups (Section 2).
This report will be shared across the Health & Social Care Economy in
Cheshire West, including the Local Safeguarding Adults Board, Western
Cheshire Clinical Commissioning Group, Vale Royal Clinical Commissioning
Group and relevant Scrutiny Committees.

5
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iii. PARTNERSHIP WORKING CHESHIRE WEST AND CHESTER TO SAFEGUARD ADULTS
Local Safeguarding Adults Board Structure
West Cheshire Strategy Board

Health & Wellbeing Board

Adult Safeguarding
Board

Domestic Abuse
Sub Group

Safe Employment
Sub Group

Joint sub-groups with Local Safeguarding
Children Board

Quality &
Performance
Sub Group

Safeguarding
Overview & Scrutiny
Committee

Learning &
Development
Sub Group

Chair also attends
equivalent sub-group
of Local Safeguarding
Children Board

6
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1. Adult Safeguarding Performance 2012-13
Overview of Safeguarding Investigation Outcomes
2011-12 Totals
Inconclu
sive, 59,
20%

2012-13 Totals

Not
Substan
tiated,
98, 32%

Substan
tiated,
104,
28%

Inconclu
sive, 90,
24%

Substan
tiated,
89, 30%

Not
Substan
tiated,
122,
31%

Partly
Substan
tiated,
54, 18%

Partly
Substan
tiated,
69, 18%

Investigation Outcomes- Adult Safeguarding Unit
16
11
6
1
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

-4
Substantiated

Partly Substantiated

Not Substantiated

Inconclusive

Investigation Outcomes - All Other Operational Teams
15
10
5
0
Apr

May

Jun

Substantiated

Jul

Aug

Sep

Oct

Partly Substantiated

Nov

Dec

Not Substantiated

Jan

Feb

Mar

Inconclusive
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Performance Commentary
*More detailed performance breakdown is included in Appendix 1 - Adult
Safeguarding Data & Statistics Pack
2012-13 saw 33% increase in Safeguarding referrals and investigations
compared with 2011-12. This increase is something which the board
welcomes and is looking to increase further in 2013-14.
The total number of investigations with an outcome of Partially Substantiated or
Substantiated increased from 2011-12 to 2012-13, however, there was slight
decrease in these numbers as a percentage of the overall total of investigation
outcomes. This is due to a 4% increase in the number of investigations with
the outcome Inconclusive.
There is a correlation between the increase in Inconclusive outcomes and the
increase in safeguarding investigations relating to over 65s with dementia, and
the difficulties this presents to gathering viable evidence.
In 2012-13, the Adult Safeguarding Unit (ASU) saw a general trend of an
increase in the number and percentage of investigations that had a Partially
Substantiated or Substantiated outcome. The Area Social Work teams
investigations saw these outcomes trending in the opposite direction. This is
due to a number of factors:
o ASU's ability to focus fully and solely on investigations
o ASU deal with investigations relating to alleged abusers who are paid or
contracted carers or organisations, therefore there is more likely to be
documentation in place and other evidence that can be evaluated.
o Area teams deal often with issues of alleged abusers in complex family
situations. This means there is rarely documentation and evidence in
place to scrutinise in order to draw a conclusion. For example, a
vulnerable adult’s niece with caring responsibilities would not sign in and
out of the property and record care notes, where a professional carer
would.
Referrals see a marked increase in Period 6 (August/September), a period that
coincides with many service provider managers being on leave. ASU is asking
Supplier Management to write to all service providers in advance of this in 2013
to ensure they have plans in place to ensure continuity of service standards.
Increasing referral numbers from "self/family friend/neighbour" is a target for
2013-14. There is a planned publicity campaign via the LSAB Learning &
Development Sub-Group to help achieve this. General Practitioners are also
under-represented as a referral source. Training and education work is
ongoing, with the Adult Safeguarding Designated Nurse and Clinical
Commissioning Group colleagues engaging with GPs.

8
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Alleged Perpetrators in cases are most likely to be a paid carer. Increasing
referrals where the alleged perpetrator is an unpaid carer is a target for 201314 and forms part of LSAB's strategy of uncovering 'hidden harm'.
A significant percentage of investigation outcomes for the vulnerable adult are
"No Further Action". While this is often the correct outcome (see Page 11,
Appendix 1), a target for 2013-14 is to reduce this number and focus on more
positive action and outcomes for the vulnerable adult where possible.
There is a clear correlation between investigations that have a substantiated or
partially substantiated outcome leading to an outcome for the alleged
perpetrator, e.g. disciplinary action (see pages 12 & 14 in Appendix 1).
34% of cases in the area teams where there is a substantiated or partially
substantiated outcome subsequently have "no further action" for the vulnerable
adult (see table on Page 15, Appendix 1). While this is sometimes the correct
outcome (see page 11, Appendix 1), this is a number that will be targeted to
reduce in 2013-14. ASU will be sampling these investigations to audit, in order
to learn more of the reasons for this occurring.

Serious Case Reviews, Individual Management Reviews &
Domestic Homicide Reviews
Serious Case Review & Individual Management Review
In 2012-13, two cases were referred to the Independent Chair for consideration
for Serious Case Review (SCR). On consideration of each case in line with the
SCR policy, it was decided that these cases did not meet the criteria to require
an SCR.
However, the SCR committee decided that both of the cases would benefit
from completing the Individual Management Review (IMR) process, where
agencies are asked to account for and reflect on their involvement in the case.
These IMRs were completed and shared with the Local Safeguarding Adults
board.
Domestic Homicide Review
2012-13 saw the instigation of one Domestic Homicide Review (DHR). This is
currently awaiting the outcome of the criminal justice process in relation to the
case. Once this is concluded the DHR, if still necessary is expected to be
completed by end of quarter three, 2013-14.

9
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2. Sub-Groups Updates
Quality & Performance Sub-Group
The Quality & Performance sub-group is a multi-agency group, with
representatives from the Council, NHS, Police, Fire & Rescue, and third
sector. The focus of the group is to bring together streams of knowledge, data
and intelligence from many sources and use it to ultimately understand risk
issues and report to the Safeguarding Adults Board. The group meets
quarterly.
2012-13 saw the group being fully set up and much time has been spent
identifying the different data sources and how this can be shared and used in
a useful way. The group has a workplan that is linked in with the Strategic
Workplan drawn up by the Board.
The board has been well attended and all partners have engaged positively
with its mission, this has led to a great deal of data being gathered and
volunteered by our partners.
The Group will be producing reports for the Board and Commissioners from
July 2013.
Lee Calvert,
Chair

Learning & Development Sub-Group
The membership of the group is stable, we have representatives from the third
sector, health, social care and the police. The group have produced a work
plan which is aligned with the board’s strategic workplan.
We are involved in planning the Adult Safeguarding Awards event as a way to
raise the profile of good safeguarding practice
We have developed an L&D development plan and are leading on the
publicity campaign to increase referral rates from specific areas of the
Cheshire West & Chester population.
The group meets quarterly to review the progress of the work plan and any
other business referred to it from the LSAB and produces updates and reports
for each LSAB meeting.
Karen Owen,
Chair.
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Domestic Abuse Sub-Group
2012-13 has been a year of profound change in relation to how agencies in
Cheshire West & Chester work together to address Domestic Abuse. The
Altogether Better Cheshire programme has facilitated high-level work to
review our responses to everyone affected by domestic abuse: children;
survivors and perpetrators, and to ensure that we are more able to resource
work on prevention and early intervention, as well as responding to high risk
victims.
While new governance and oversight arrangements are being developed, the
Cheshire West & Chester Domestic Abuse Strategic Management Group has
worked with the Altogether Better programme to: support new
commissioning in 13-14 for urgent accommodation services for people fleeing
domestic abuse (including male victims and women with teenage children); to
provide an evidence-based service to perpetrators of domestic abuse who
have not been convicted of a domestic abuse offence; to support victims of
domestic abuse who are assessed as being at lower risk than those that go to
Multi-Agency Risk Assessment Conferences; and to re-commission evidencebased therapeutic and behaviour change programmes for children affected by
domestic abuse.
Additionally, we are constantly challenging and refining the MARAC
arrangements, to make sure that agency engagement is as effective and
efficient as possible.
Chief Superintendent Phil Jones,
Chair

Safe Employment Sub-Group
Safe Employment sub-group is a joint sub-group, working to both the LSAB
and LSCB. Members include Cheshire Police, Cheshire West and Chester
Council, Sport Cheshire, Chester Anglican Organisation, CWP
The main developments in 2012-13 have been to:
Oversee the production of the Local Authority Designated Officer
(LADO) report, which has increased training input into schools on the
uses of social media by staff, and methods for staying safe
Procure and distribute the Safer Working booklets, which advise staff
working with vulnerable people on managing everyone’s safety
Monitor developments in the new Disclosure and barring scheme and
advise relevant HR leads in partners agencies
Operational work in 2013-14 will RL will seek to ensure the dissemination
information on safe working practice to academies, Chester University and
West Cheshire College. More strategically, the group will be talking to other
11
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Council areas about drawing this work together, and the main issues are
relevant across the Police Force area.
Gavin Butler,
Chair

12

43

3. Learning & Development
Adult Safeguarding related training attendance figures for 2012-13
Below are tables detailing training attended in Cheshire West & Chester
footprint for 2012-13.
The figures are above the target set for 2012-13 and will be built upon by the
Learning & Development Sub-Group in 2013-14
Basic Awareness Training (delivered by Cheshire West
& Chester)
Organisation
Attended DNA
Cheshire West & Chester
93
5
Fire
0
0
Health
82
4
Housing
50
7
Jobcentre Plus (pre-employment sessions)
29
Personal Assistants
0
0
Police
7
1
Probation
1
0
PVI Sector
498
89
Other (CE, Halton etc)
0
0
TOTAL
760 106

Total
98
0
86
57
29
0
8
1
587
0

Cheshire West & Chester Provider In-house Basic
Awareness Training
Organisation
Attended
DNA
Total
Cheshire West &
Chester
115
7
122
TOTAL
115
7

Achieving Best Evidence/Investigations Training (delivered by Cheshire Police)
Organisation
Attended
DNA
Total
Cheshire West & Chester
11
0
11
Cheshire East Council
0
0
0
Health (E/W)
1
0
1
Other (Halton)
0
0
0
TOTAL
12
0

Manager's Briefings (delivered by Karen
Owen)
13
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Organisation
Cheshire West & Chester
Health (E/W)
Housing
PVI Sector
TOTAL

Attended
17
7
5
90
119

DNA

2
0
0
37
39

Total
19
7
5
127

Non-Cheshire West & Chester commissioned training attended by Cheshire West
& Chester Contracted Providers (PVI sector)
Number of staff trained:
Basic
Organisation
awareness Refresher Other
CHESHIRE WEST & CHESTER
Contracted Providers
2272
2175
108
Non-Cheshire West & Chester commissioned training
for Personal Assistants
Organisation Attended
CCIL
4
TOTAL
4
Cheshire Wirral Partnership NHS Trust
Level of training provided to
clinical staff
Attended
Adults level 1 (non-clinical
staff)
1264
Adults level 2 (clinical staff)
1013
TOTAL
2277

Countess of Chester NHS Trust (figures from Lindsay Cleary)
Level of training
Attended
Adults level 1
Adults level 2
217
TOTAL
217
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4. Targets & Further Developments for 2013 – 14
Targets for 2013-14
The Adult Safeguarding Unit have agreed with the Local Safeguarding Adults
Board to focus on some key target outcomes for 2013-14. These are:
1. Increase safeguarding referral numbers by 10%
2. Increase percentage of referrals from “Family, Friend, Neighbour or
self” by 5%
3. Increase number of referrals received from GPs to 10
4. Increase percentage of positive outcomes for vulnerable adult, e.g
more support plans in place at end of investigation by 5%
5. Reduce percentage of “No Further Action” outcomes for service
users by 5%
6. Reduce percentage of “Inconclusive” outcomes for investigations by
5%
These targets are new for 2013-14 and have been set with no baseline to
work from in order to set realistic but stretching targets. We will monitor them
during the year with a view to establishing a baseline that we can then set a
harder target from.
Progress against the targets will be reported to the Board at each meeting and
also to Safeguarding Overview & Scrutiny Committee.
Overall performance against the targets for the year 2013-14 will be detailed
in the 2013-14 Annual Report.
Further Developments for 2013-14
As well as the above targets, there are certain key developments planned for
the coming year.
1. Adult Safeguarding Handbook – the will be an A5 size, laminated, ringbound handbook for professionals containing key information, contacts and
processes. This will be issued to professionals and will ensure that they
have the information they need on hand at all times, and also make the
Adult Safeguarding Brand more visible.
2. Adult Safeguarding Publicity Campaign – to be developed by the
Learning & Development Sub-Group to get the Safeguarding message out
in the public sphere.
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3. Adult Safeguarding Awards – Event planned for October 2013 to
recognise and reward individuals from across the health & social care
sector who demonstrate their commitment to Adult Safeguarding in their
work.
4. Establishing “Provider Safeguarding Risk Profiles” – Created from the
Data and intelligence gathered by the Quality & Performance Sub-Group,
to be used to report to the Board and provide commissioners with provider
specific, evidence-based risk information.
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5. Budget & Board Attendance
Budget
Year
11/12
12/13

Income
42,000
42,000

Illustration of Items of Expenditure
Independent Chair Costs
Administrative Support
Training pool/Conferences
Workshops
Venue/refreshments and housekeeping arrangements
Promotional materials
Stationery

Board Attendance 2012/2013
25

20

15
Attendees
10

Apologies

5

Apr-13

Mar-13

Feb-13

Jan-13

Dec-12

Nov-12

Oct-12

Sep-12

Aug-12

Jul-12

Jun-12

May-12

0

In January 2013, the Board moved from bi-monthly meetings to quarterly.
Blank months are those in which no Board meeting took place.
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6. Updates From Partners
The Adult Safeguarding Board works closely with a wide range of partner
agencies across Cheshire. Some of our key partners are listed below.
Cheshire West and Chester Council
Western Cheshire Clinical Commissioning Group
Cheshire & Wirral Partnership NHS Foundation Trust
Mid Cheshire Hospitals NHS Trust
Crown Prosecution
Cheshire Probation
Cheshire Fire & Rescue Service
Age UK
Cheshire Police
Countess of Chester Hospital NHS Foundation Trust
Vale Royal Clinical Commissioning Group
LINk

Updates from partners-

NHS West Cheshire Clinical Commissioning Group
and NHS Vale Royal Clinical Commissioning Group
Background to NHS changes
The Health and Social Care Act (2012) brought with it a number of changes to
the landscape of the health economy. From April 2013 the


Clinical Commissioning Groups (CCGs) replaced Primary Care Trusts
(PCTs) as the main commissioners of health services based on local needs.
Clinical Commissioning Groups are responsible for commissioning and
monitoring the following:
- Elective (or scheduled) hospital care;

-

Urgent and emergency care, including Accident and Emergency
(A&E), ambulance services and out of hours services that operate
when GP Practices are closed;
Community health services (except where part of the public health
service);
Maternity services;
Older people’s healthcare services;
Healthcare services for children and young people, including those
with complex healthcare needs (except for specialised services);
Rehabilitation services;
Healthcare services for people with mental health conditions;
Healthcare services for people with learning disabilities;
Continuing healthcare support for people with complex needs who
need specialist nursing support
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The Clinical Commissioning Groups differ from the previous Primary Care
Trusts; they are led by local clinicians who are best placed to understand the
needs of patients and carers. Locally this involves 12 GP practices in Vale
Royal coming together to form NHS Vale Royal Clinical Commissioning
Group. West Cheshire has 37 GP practices to form NHS West Cheshire
Clinical Commissioning Group. Both have responsibility for planning, buying
and monitoring the quality of health services for their local population, based
on identified needs and priorities.
Safeguarding Adults
Both Clinical Commissioning Groups are committed to safeguarding and work
diligently to ensure that all of the services commissioned ensure high quality,
safe and effective care. Safeguarding adults incorporates measures to reduce
the likelihood of abuse and neglect occurring, as well as ‘adult protection’ i.e.
making effective responses to protect ‘adults at risk’ where abuse and neglect
has occurred, or is suspected to have occurred. The policies outline the
appropriate systems in place for discharging their responsibilities in respect of
safeguarding.
As commissioners of health from providers (both public and independent sector)
assurance is sought by ensuring comprehensive single and multi-agency policies and
procedures are in place to safeguard and promote the health and wellbeing of “adults
at risk” from abuse. Health provider’s link into the Local Adult Safeguarding Boards
and contribute to multi-agency working. The Clinical Commissioning Groups
recognise their responsibilities ensuring that safeguarding is an integral part of the
commissioning cycle.
Both Clinical Commissioning Groups have representation on the Adult Safeguarding
Board for Cheshire West and Chester. NHS Vale Royal Clinical Commissioning
Group has strong links with NHS South Cheshire Clinical Commissioning Group and
shares the Designated Nurse for Adult Safeguarding with NHS West Cheshire
Clinical Commissioning Group.
The appointment of the Designated Nurse for adult safeguarding arose following
consideration to the evolving NHS landscape and where safeguarding roles and
functions may sit in the future. In particular the requirement set out in Safeguarding
Vulnerable People in the Reformed NHS Accountability and Assurance Framework
(NHS Commissioning Board, 2013). The post is funded by Vale Royal, West
Cheshire Clinical Commissioning Groups & Cheshire West and Chester Council
covering Vale Royal and West Cheshire Clinical Commissioning Groups.

The Designated Nurse supports partnership working with the Local Authority, Clinical
Commissioning Groups and providers, to improve outcomes for patients in the most
vulnerable situations and provide assurance on the effectiveness of safeguarding.
This is done by:
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ensuring clear understanding and expectation in the services commissioned
of the safeguarding standards for adults at risk
embedding safeguarding (including adult protection) into the culture to make
a meaningful difference to the people who use the services that are
commissioned or provided
sharing the learning amongst all agencies involved with adults at risk and
building on this to make a real difference
Quarterly safeguarding reports from all the major healthcare providers locally have
been established. The reports include quality and risk associated to safeguarding. All
provider contracts with healthcare providers for 2013/14 have requirements in place
to include information about adult safeguarding arrangements.

2013 – 2014
The Commissioning Policy includes all organisations providing NHS funded
healthcare for 2013/14. An Assurance Framework has been developed,
organisations now report monthly to the Designated Nurses on their
performance against the delivery of the safeguarding assurance framework.
Any concerns about performance which have not been addressed are
escalated to the contract meetings with the provider, so that these can be
managed through the contract.
NHS Vale Royal Clinical Commissioning Group - Work streams

There are three strategic programmes underpinning the work to help improve the
health and wellbeing of the local population. These are:


Starting Well
-



Living Well
-



Ensuring that all children and young people receive the best possible start
in life and have a healthy and fulfilled childhood

Supporting people to live independent, self-determined and healthier lives

Ageing Well
-

Improving the experiences and outcomes of older people in the local
population

Patient experience and public engagement – ‘No Decision about Me
without Me’
The Clinical Commissioning Group is committed to actively listening to, and
utilising, the views of patients, carers and the public in the planning and
delivery of local health services. This is achieved by involving, communicating
and engaging with patients, carers and the public in a variety of ways to
support choice and gain insights and feedback to drive commissioning, inform
service planning and redesign, and ensure high quality, appropriate and
responsive services.
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We do this in a variety of ways, including:








Involving patients, carers and the public in decision-making processes
and at all stages of the commissioning cycle;
Asking patients, carers and the public what they think about local
health services and listening to their feedback on what works well and
what needs improving;
Listening to the experiences of individual patients and carers and
learning from these to make improvements;
Communicating with patients, carers and the public to provide updates
and information about local health services, current developments
within the CCG and opportunities to get involved;
Feeding back to patients, carers and the public about how their views
have helped shape local health services.

The following list details some of the opportunities in place for patients, carers
and the public to get involved and have their say in the work of the CCG. For
example, we encourage patients, carers and the public to:














Join a Patient Participation Group (PPG) at a GP practice to be
involved in supporting the work of an individual practice;
Join the Vale Royal Health Forum to provide feedback and to influence
and support the development and commissioning of local healthcare
services;
Join the Vale Royal Readers’ Panel to comment on draft publications
and help to ensure that all public information is clear, accessible and
easily understood;
Provide patient stories to outline experiences of healthcare;
Be involved in specific workshops and focus groups to provide views
and experiences that will help to inform the commissioning or review of
local health services;
Join the Vale Royal involvement network to receive information and
updates from the CCG, as well as newsletters, invitations to road
shows, events and focus groups, and the opportunity to participate in
surveys, workshops, consultations and polls;
Attend CCG road shows, as well as open evenings and events about
local health services;
Attend Governing Body meetings held in public;
Provide views or feedback to the Patient Advice and Liaison Service
(PALS) or directly to the Public Engagement Manager within the CCG.

It is vital that local people are at the heart of decision making processes to
ensure providing the right healthcare, at the right time and with the right
outcomes. Providing a range of opportunities to enable patients, carers and
21
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the public to be fully involved in the decisions we take and ensure that there
really is 'no decision about me, without me'.

Countess of Chester Foundation Trust
The Countess of Chester NHS Foundation Trust has continued to progress
the adult safeguarding agenda throughout 2012/13 with our internal
Safeguarding Adults Strategy Board monitoring progress against specific
actions and implementation of the Trust policy.
The Trust continues to work closely with commissioners and external partners
and provides updates via the Provider Compliance Assessment document
and annual Assurance Framework. A significant number of actions have been
progressed, ongoing actions have been transferred into the plan for 2013/14.
Within its Datix incident reporting processes, the Trust has further reviewed
the categories of safeguarding adults to ensure that incidents are
appropriately categorised and managed appropriately. Further work is
ongoing to link complaints and safeguarding adults in respect of appropriate
and timely investigation and action.
It is pleasing to note that external assurance of the Trust's safeguarding adults
agenda was received in December 2012 and February 2013 when full
compliance was reported via the CQC at both the Countess and Ellesmere
Port unannounced inspections
The Trust recognises that further work is required to ensure that safeguarding
adults has a similar profile in the Trust to that of safeguarding children. This
will be supported by the appointment of a dedicated Safeguarding Adult &
Learning Disability Co-ordinator in quarter 2 of 2013/14. In light of this
appointment, it is anticipated that significant progress will be made throughout
2013/14.

Cheshire and Wirral Partnership NHS Foundation Trust
Key Achievements 1st April 2012 to 31st March 2014.
During the year CWP increased the Nurse Specialist Safeguarding Adult
capacity from 2.0 to 2.5 whole time equivalent. This was in response to the
increase in number and diversity of services offered by Trust, and to respond
to the needs of staff in offering timely advice and support on safeguarding
adult issues. It had been identified that specialist knowledge in relation to
Domestic Abuse was required and subsequently a Band 6 Domestic Abuse
Safeguarding Nurse was appointed.
The Domestic Abuse Safeguarding Practitioner role is to ensure there is
effective information sharing between CWP and the Multi Agency Risk
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Assessment Conference to assist in managing risks posed by domestic
abuse to victims including children.
The post holder screens every Victim, Child and Perpetrator against the
Carenotes system to establish if they are currently/historically known to CWP
services. In addition, where possible, a brief discussion takes place with any
clinician who has current input. This information is then summarised for
presentation at the meeting. The post holder is responsible for then recording
and feeding back to the clinical teams in regard to actions assigned to CWP
and reporting to the MARAC administrator within one week that these actions
are being progressed
The nurse specialists provide advice and support, safeguarding supervision to
clinical staff as well as designing and delivering safeguarding training and
ensuring policies and procedures are followed. The safeguarding adult team
also attend and on occasions chair multi agency strategy meetings. The
effectiveness of the Trusts’s Safeguarding Adult Policy was audited.
The adult safeguarding database was internally reviewed and upgraded
to collate and triangulate date information more effectively, It is in the final
stages of development and will go 'live in summer 2013. .An internal audit by
the Safeguarding Team will be undertaken in 6 months to review its
effectiveness.
A Review the effectiveness of safeguarding training was undertaken;
amendments to the current training will take into account the results of this
audit and be implemented during 2013/14
The Trust response to the domestic abuse agenda was reviewed and lessons
learnt incorporated into the safeguarding training and the safeguarding adults
policy. The specialist nurse for Domestic abuse is also collating data
information in to MARAC activity within CWP and outcomes will be monitored
via the newly formed MARAC representatives steering group.
The Trust has developed a safeguarding strategy which is in the final stages
of consultation and will be launched in the summer of 2013.
CWP have actively participated in multi agency audits and reviews. There
continues to be commitment to MAPPA processes from CWP.
Working in Partnership:
Cheshire and Wirral Partnership NHS Foundation Trust (CWP) provides a range of
health services across Cheshire West and Chester, including mental health services
for adults and children, drug and alcohol services, as well as community health
services (e.g. district nursing, health visiting).
In supporting partnership working across the local authority, during April 2011- March
2012, CWP was actively involved & represented on the multi agency groups as
detailed in Table 1.
Cheshire West and Chester LSAB

General Manager / Associate
Director of Nursing and Therapies
(Physical health)
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Performance and audit Sub group
Serious Case Review
CWAC CDAP Strategic meeting
CWAC CDAP Training Group

Nurse Specialist for Safeguarding
Adults
Safeguarding Named Nurse Adults
Safeguarding Named Nurse Adults
Nurse Specialist for Safeguarding
Adult

The Trustwide Safeguarding Group is currently a group that is chaired by the Director
of Nursing, Therapies and Patient Partnership. The Trustwide Safeguarding Group is
responsible for overseeing the Trust’s responsibilities to the adult and children
safeguarding agenda, monitoring and reviewing action plans, safeguarding training,
safeguarding policies and audits. It also reviews the work of its constituent Local
Safeguarding Children Boards and Local Safeguarding Adult Boards.
Each service line has a safeguarding operational group established and is chaired by
the General Manager. The Trustwide Safeguarding Group holds the Safeguarding
Operational Groups to account and reports to the Quality Committee which is a sub
committee of the Trust Board.

Safeguarding Training
Safeguarding training is mandatory for all staff. There are 2 levels of training
delivered in relation to Safeguarding adults, Level 1 for all staff and level 2 which is
for all clinical staff. The safeguarding adult nurses facilitate the delivery of this
course.
Training attendance and compliance is being monitored by the Trustwide
Safeguarding Group. Further work will need to be undertaken by Learning and
development to ascertain if the introduction of an e-learning package for level 1 has
had an impact on uptake. The Level 2 training programme is new and the Trust has
set an internal target to achieve 85% compliance for level 2 by March 2014.
The safeguarding adult policy has formally introduced the principle of case specific
safeguarding adult supervision for complex cases. This is offered on an ad-hoc basis
by safeguarding adult nurses to clinical staff. Data is being collated to state how
often this had been delivered.
Summary
There have been numerous developments and changes that have occurred during
2012-13 within the Trust in terms of responding to the safeguarding adult agenda.
The increased capacity of the adult team has enabled the team to respond to delivery
of adult training, improved commitment to LSAB and their respective sub groups and
supports the delivery of improved patient care and clinical practice within the Trust by
offering safeguarding adult supervision.
Planned Developments for 1st April 2013 – 31st March 2014
Review the current safeguarding governance arrangements to support the
restructure of the service delivery within the Trust.
Audit the effectiveness of the safeguarding adult database
Audit the impact of e-learning on training uptake
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Review and revise the Safeguarding training content
Maintain a minimum of 80% compliance across the Trust and increase to 85%
for level 2
Audit the uptake of safeguarding adult supervision.

Age UK Cheshire
Age UK Cheshire works with partners on the Adult Safeguarding Board to
ensure that adults in Cheshire West & Chester can be protected from abuse
and neglect, whilst also maintaining choice and control over the decisions that
affect their lives and to be involved to the extent that they are able.
Safeguarding principles are central to all our services and we campaign
locally to increase the awareness and effectiveness of safeguarding to other
agencies and to the public. Age UK Cheshire also works regionally &
nationally alongside Age UK to highlight and spread good practice to our
partners and beyond so as to maintain the importance and profile of adult
safeguarding.
Age UK Cheshire also works with partners to provide access to independent
advocacy for those who are deemed not to have capacity, and are having
important decisions made on their behalf. Our Independent Mental Capacity
Advocates (IMCAs)and our Independent Mental Health Advocates
(IMHAs)deliver a key service for many who do not have anyone to advocate
on their behalf, they also are involved in educating and training other health
and social care colleagues as to the importance of these services and the
regulatory framework within which they sit.
From 1st April to 31st March 2013 Age UK Cheshire’s IMCAs dealt with 59
cases, reasons for these referrals included adult protection issues, need to
review care, potential change of accommodation, application of deprivation of
liberty safeguards and application of serious medical treatment. Total live
cases at the end of March 2013 was 28.
From 1st April 2012 to 31st March 2013 Age UK Cheshire’s Independent
Mental Health Advocates dealt with 74 cases, relating to ensuring that any
sectioning processes or guardianships were handled in the best interest of the
individuals concerned. Total Live cases at the end of March 2013 was 27.
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Appendix 1 - Adult Safeguarding Data & Statistics Pack 201213
Please click on the following icon to access the report in Adobe
Acrobat:

Appendix 1 - Adult
Safeguarding Data and Statistics Pack AVA 2012-13.pdf

Appendix 2 – Abuse of Vulnerable Adults 2011-12 Comparator
Report
Please click on the following icon to access the report in Adobe
Acrobat:
Appendix 2 Abuse of
Vulnerable Adults 2011-12- Comparator Report.pdf
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Appendix 3 - The Role and Remit of Cheshire West
and Chester Adult Safeguarding Board
Definitions
The Board will operate within the underpinning values, principles and
definitions laid out within the Cheshire West and Chester’s Inter-Agency
Policy, Procedures and Guidance on safeguarding adults.
This includes the following definition of a ‘Vulnerable Adult’.
A ‘Vulnerable Adult’ is a person:
“ who is or may be in need of community care services by reason of
mental or other disability, age or illness; and who is or may be unable to
take care of him or herself, or unable to protect him or herself against
significant harm or exploitation”
(taken from the 1997 Consultation paper “Who Decides”, issued by the Lord
Chancellors’ Department)

Adult Safeguarding Board – Role and Remit
The Board is responsible for determining policy, coordinating activity between
agencies, promoting joint learning and the implementation of best practice and
monitoring and reviewing the effectiveness of the policies, procedures and
guidance in place to safeguard vulnerable adults in Cheshire West and
Chester.
The Board will work to promote the wellbeing, security and safety of
vulnerable people recognising their rights, capacity and personal responsibility
in order to help prevent abuse wherever possible.

The Board will also take responsibility for leading in the following areas:



Establishing, monitoring and reviewing procedures and guidelines in
relation to vulnerable adults on an inter-agency basis. Agree protocols
for information-sharing and to seek agreement on joint funding for
initiatives commissioned by the board.
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Promoting and encouraging the adoption of best practice, particularly
as it relates to prevention and prompt action to protect vulnerable
adults



Raising awareness among elected members, the general public,
partner agencies and employees about safeguarding adults work to
improve partnership working leading to increased ownership at the right
level in partner organisations.
Developing a multi-agency intelligence-led outcomes approach to
prevention and intervention based on the capture and analysis of key
information on the scale of abuse and neglect in Cheshire West and
Chester.
Performance management of the quality of multi-agency adult
safeguarding activity in Cheshire West and Chester and the outcomes
achieved.



Developing a coordinated programme of learning and development to
ensure staff with responsibility for investigating cases of abuse have
the necessary skills, knowledge and experience to conduct these
investigations competently and professionally.



Establishing and responding constructively to the needs and
expectations, evidenced through consultation and feedback, of
vulnerable people who have been safeguarded through this policy.



Drive improvement and commission more detailed work through the
creation of thematic safeguarding sub-groups, scrutinising and
monitoring the work of these groups on addressing safeguarding
issues.

Prepare, monitor and keep under review protocols for serious case reviews,
whilst considering outcomes of serious case reviews for shared learning from
practice.
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

Safeguarding Adults Update

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.3.2

PURPOSE OF REPORT

This report provides NHS Vale Royal Clinical Commissioning Group an update
on the assurance; safeguarding 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.
The report outlines the Clinical Commissioning Groups commitment to
safeguarding adults at risk 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 safeguarding adults at risk in
Vale Royal, as well as identifying some of the challenges facing our services.
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

Report prepared by:
Helen Wormald
Designated Nurse Adult
Safeguarding
Executive Lead:
Tracy Parker-Priest
Director of Partnerships and
Governance

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

Prepared By : Helen Wormald, Designated Nurse Adult Safeguarding,
NHS Vale Royal CCG Governing Body – 2014-02-05
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RECOMMENDATIONS

The VRCCG Governing Body are asked to:
Receive the Safeguarding Adults Report.

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

Acknowledge the safeguarding adult assurances.

No

COMMUNICATION: Disclose on Website

Yes

If you have the opportunity please view the short DVD.

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

Prepared By : Helen Wormald
NHS Vale Royal CCG Governing Body – 2014-02-05
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Safeguarding Adults Update January 2014
Key Responsibilities:
NHS Vale Royal CCG has a statutorily responsible for ensuring that the organisations from which we
commission services provide a safe system that safeguards vulnerable adults. As a CCG, we are
statutory members of the (subject to the Care and Support Bill) Safeguarding Adults Boards (SABs)
and work in partnership with Cheshire West and Chester Local Authority to jointly our safeguarding
responsibilities.
Our overarching aim as a CCG is to ensure that NHS Vale Royal work with key partners to minimise
risk, improve outcomes for vulnerable adults, develop and sustain effective partnerships, and ensure
they are able to access the necessary clinical expertise and advice. NHS Vale Royal CCG will:
• implement and monitor our plans to train staff in recognising and reporting safeguarding
issues
• maintain a clear line of accountability for safeguarding, properly reflected in the CCG
governance arrangements
• promote appropriate arrangements to co-operate with local authorities in the operation of
SABs
• having a safeguarding adults lead and a lead for the Mental Capacity Act, supported by the
relevant policies and training.
NHS Vale Royal CCG has develop appointed an Executive Director (Director of Partnerships and
Governance) with responsibility for adult safeguarding ensuring that the CCG commissions safe
services for those in vulnerable situations. The CCG has also appointed a Designated Nurse for
Adult Safeguarding to ensure that a designated clinical expert is embedded in the clinical decision
making of the CCG, with the authority to work within local health economies to influence local thinking
and practice.
NHS Vale Royal Clinical Commissioning Group as commissioning organisation aims to ensure no act
or omission by commissioners or via the services it commissions, puts a service user at risk; and that
rigorous systems are in place to proactively safeguard and promote the health and wellbeing and to
protect adults at risk from abuse, or the risk of abuse, and to support staff in fulfilling our obligations.
Compliance against Statutory Duties:
Currently the effectiveness of the CCG safeguarding system is assessed, assured and regulated in a
number of ways. These include:
via the Local Safeguarding Boards
via external inspection – for children these have been joint inspections with CQC
Local monitoring and challenge provided by Cheshire, Wirral and Warrington NHS England
Area Team
locally developed peer review processes and
action planning and monitoring processes following Serious Case Reviews.
The following table presents a summary of core CCG responsibilities, an assessment of our
compliance and details of actions to be taken to ensure full compliance.
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Clinical
Commissione
rs assurance
required
Safeguarding
assurance
from acute
providers

Update

Assurance
provided
R

In 2014 NHS Vale Royal Clinical
Commissioning Group provider’s
compliance with safeguarding
standards will continue to be
measured by the annual
safeguarding self-assessment
audit. This has been reviewed and
updated to individualise the audit
tool into two main groups.
Proposals for the 2014/15
Safeguarding Standards are
discussed later in this document.

Safeguarding
assurance
from
commissione
d providers

Actions required for compliance

Care Quality Commission will be
delivering a programme of
inspections of essential standards
(safeguarding is one of them)
during 2014/15. To date none of
the Vale Royal Member practices
have received a CQC inspection.

The 2013/14 safeguarding selfassessment audit has been through a
process of continual review with our key
partners during 2013/14. In it
anticipated that by March 2014 the
CCG will have developed a
comprehensive assessment of provider
compliance against the safeguarding
standards. This will be reported back to
NHS Vale Royal CCG Governing Body
in due course.

A
A

NHS Vale Royal Safeguarding Team
will be repeating the safeguarding
standards audit with all key providers
during 2014/15. Any exceptions/noncompliance identified through this
process by the provider and/or NHS
Vale Royal CCG will be escalated to
Cheshire West and Chester Local
safeguarding Adult Board for action.
None.

G

The Care Quality Commission will
also be delivering an annual
inspection of essential standards in
each Nursing Home in Vale Royal.
During 2013/14 ten of the twelve
nursing homes in Vale Royal had
received said inspection, and met
the required standard. Two
nursing homes are yet to be
inspected. Cheshire West and
Chester have conducted quality
audits in these nursing homes and
they have met the required
standard. This annual inspection

63

G

Winterbourne
Joint
Improvement
Plan

Domestic
Homicide
Review &
Serious Case
Reviews
Safeguarding
Adult
Training

program will be repeated and
monitored by the CCG during
2014/15.
NHS Vale Royal has met
requirements for the completion of
the Winterbourne Improvement
plan as per our statutory duties.
The Learning and Disability
Partnership Board Health SubGroup continue to monitor and
implement the key actions
pertaining to the Winterbourne
Review.
NHS Vale Royal have been
involved in two DHRs during
2013/14. The CCG has fulfilled its
obligations in participation in both
reviews.
Mandatory eLearning is completed
by all CCG staff. NHS Vale Royal
Clinical Commission Group is
currently not-compliant at 75 %.
Face-to-face training has been
provided by the designated nurse.
GP practices: Mandatory eLearning
is completed by all staff. NHS
England have confirmed plans to
implement a register to monitor
compliance is scheduled to be in
place by December 2014.

Hospital providers: The NHS Vale
Royal Safeguarding Team have
developed a Performance
Dashboard report which pulls
together training compliance
across all providers. This
dashboard will be fully
implemented by April 2014 and will

NHS Vale Royal CCG have raised
concerns regarding full implementation
of the Action Plan. Vale Royal CCG
are
raising
concerns
via
the
Safeguarding Adults Board – an update
will be provided to the Governing Body
in due course.

A

None.

G

The CCG will continue to monitor staff
completion of the required training.

R

NHS England has confirmed eLearning
is the only training required for practice
staff.

R

The designated nurse continues to offer
and support face-to-face training to
practices who request this training.
NHS England is in the process of
implementing a register to quantify GP
practice training compliance. NHS Vale
Royal CCG will monitor this once
published. NHS England monitors
compliance in GP practices and we will
continue to support on-going training
compliance.
MCHFT 78% overall compliance in last
quarter
CWP have failed to provide training
compliance in the last quarter.
East Cheshire trust 80% compliance in
last quarter

R
R
G
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be a key tool to enable
Safeguarding staff to monitor and
challenge provider training
compliance.

Recommendation:
NHS Vale Royal Governing Body is asked to note the compliance illustrates against the CCGs
core duties and the remedial actions planned for the remainder of 2013.14.
Safeguarding Commissioning Standards document 2014
Appendix A illustrates NHS Vale Royal CCGs reviewed and updated Safeguarding Commissioning
Standards document for 2014/15. The document provides clear service standards against which
healthcare providers will be monitored to ensure that all service users are protected from abuse and
the risk of abuse. Approved by the NHS Vale Royal CCG Governance and Audit Committee in
January 2014, the document is now submitted to the Governing Body for final approval.
Recommendation:
NHS Vale Royal Governing Body is asked to approve the Safeguarding Commissioning
Standards document for 2014/15
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Appendix A

COMMISSIONED SERVICES
STANDARDS FOR SAFEGUARDING
CHILDREN AND ADULTS AT RISK
Incorporating Safeguarding & Mental Capacity Act
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1.

INTRODUCTION

NHS Vale Royal Clinical Commissioning Group, as with all other NHS bodies, has a
statutory duty to ensure that it makes arrangements to safeguard and promote the
welfare of children and young people that reflect the needs of the children they deal
with; and to protect adults at risk from abuse or the risk of abuse.
In discharging these statutory duties/responsibilities account has been taken of:
 Safeguarding Vulnerable People in the Reformed NHS Accountability and
Assurance Framework (NHS Commissioning Board March 2013)
 Working Together to Safeguard Children (HM Government 2013)
 Statutory Guidance on Promoting the Health and Well-being of Looked After
Children (DH 2009)
 Section 11 Children Act 1989 (2004)
 No Secrets (DH and Home Office 2000)
 Mental Capacity Act 2005: Code of Practice (Department for Constitutional
Affairs 2007)
 Safeguarding Adults: The Role of Health Services (DH 2011)
 The NHS Outcomes framework 2013/14 (DOH 2012)
 The policies and procedures of the Local Safeguarding Children Board (LSCB)
and the Local Safeguarding Adults Board (LSAB).
 Compassion In Practice (NHS England, 2013)
As a commissioning organisation NHS Vale Royal Clinical Commissioning Group is
also required to ensure that all health providers from whom it commissions services
(both public and independent sector) have comprehensive single and multi-agency
policies and procedures in place to safeguard and promote the welfare of children
and to protect adults at risk from abuse or the risk of abuse; that health providers are
linked into the Local Safeguarding Children Safeguarding Adult Boards and that
health workers contribute to multi-agency working.
Consideration also needs to be given to the evolving NHS landscape and where
safeguarding roles and functions may sit in the future. In particular, the requirement
set out in Safeguarding Vulnerable People in the Reformed NHS Accountability and
Assurance Framework (NHS Commissioning Board, 2013)
http://www.commissioningboard.nhs.uk/resources/resources-for-ccgs/#safe
This document provides clear service standards against which healthcare providers
(including independent contractors, voluntary, community and faith sector (VCFS)
and Care Homes) will be monitored to ensure that all service users are protected
from abuse and the risk of abuse.

1.1 Scope

This set of standards aims to ensure that no act or omission by NHS Vale Royal
Clinical Commissioning Group as a commissioning organisation, or via the services it
commissions, puts a service user at risk; and that rigorous systems are in place to
proactively safeguard and promote the welfare of children, and to protect adults at
risk from abuse, or the risk of abuse, and to support staff in fulfilling their obligations.
This document provides clear standards against which healthcare providers, with
whom the commissioners have an NHS Standard Contract or with whom they have a
contractual agreement will be expected to comply (when included in contracts).
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Associate commissioners will be notified of a provider’s non-compliance with the
standards in this document; they will also be notified of reported serious untoward
incidents that have compromised the safety and welfare of a child/vulnerable adult
resident within their population.

1.2 Principles

In developing the standards NHS Vale Royal Clinical Commissioning Group
recognises that safeguarding children and adults at risk is a shared responsibility with
the need for effective joint working between agencies and professionals that have
different roles and expertise if those vulnerable groups in society are to be protected
from harm. In order to achieve effective joint working there must be constructive
relationships at all levels, promoted and supported by:








the commitment of senior managers and board members to safeguarding children
and adults at risk
clear lines of accountability within the organisation for work on safeguarding
service developments that take account of the need to safeguard all service
users, and is informed, where appropriate, by the views of service users
staff training and continuing professional development so that staff have an
understanding of their roles and responsibilities, and those of other professionals
and organisations in relation to safeguarding children and adults at risk, looked
after children and the Mental Capacity Act
Safe working practices including recruitment and vetting procedures
Effective interagency working, including effective information sharing

1.3 Definitions
Children
In this policy, as in the Children Act 1989 and 2004, a child is anyone who has not
yet reached their 18th birthday. ‘Children’ therefore means children and young people
throughout.
Adult at risk
No Secrets sets out the multi-agency arrangements to safeguard and protect
‘vulnerable adults’. Later policy has directly replaced the term ‘vulnerable adult’ with
‘adult at risk’. This recognizes that vulnerability does not lie with the individual but lies
in a complex interconnection between the individual’s personal qualities, their
situation or environment and the social factors that may protect them or increase
their risk.
‘a person aged 18 or over who is in receipt or who is or may be in need of community
care services by reason of mental or other disability, age or illness; and who is or
may be unable to take care of him or herself, or unable to protect him or herself
against significant harm or exploitation.’
No Secrets: DH 2000
Adult Safeguarding
Safeguarding focuses on people who because of their vulnerable situation are least
able to protect themselves from harm. Safeguarding Adults incorporates measures to
reduce the likelihood of abuse and neglect occurring as well as ‘adult protection’ i.e.
making effective responses to protect ‘adults at risk’ where abuse and neglect has
occurred or is suspected to have occurred
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Safeguarding Principles
Adults have the right to be protected from abuse and neglect but must maintain
choice and control over the decisions that affect their lives and to be involved to the
extent that they are able. In implementing this policy and to safeguard the basic
human rights of individuals in our society, we have agreed the following principles
Safeguarding Adults Principles
Principle 1

Empowerment – presumption of
person led decisions and consent

Principle 2

Protection- Support and representation
for those in greatest need

Principle 3

Prevention - It is better to take action
before harm occurs

Principle 4

Proportionality. Proportionality and
least intrusive response appropriate to
the risk presented
Partnerships. Local solutions through
services working with their communities

Principle 5

Principle 6

Accountability. Accountability and
transparency in delivering safeguarding

Application within Health
Commissioning

Patients need to be in control of their
care and involved in all aspects to the
extent they are able. This includes
involving people in how services related
to safeguarding adults are designed
and delivered as well as involvement in
their own care planning.
Positive obligation to take additional
measures for patients who may be
‘adults at risk’ who may not have their
voice heard or be unable to protect
themselves.
Planning and procuring services that
deliver personalised care that reduces
the likelihood of neglect and abuse
occurring.
Efficient and proportionate responses to
risks whether this relates to individual
patient care or whole service provision.
Integrated and cohesive partnerships at
all levels of the organisation focused at
improving outcomes for patients in the
most vulnerable situations, for example:
Health and Wellbeing Boards; Local
Safeguarding Adults & Children’s
Boards; Community Safety
Partnerships; Quality Surveillance
Groups
Require openness and transparency to
patients in how concerns are managed
in line with ‘Being Open’ Managing
allegations of abuse and neglect in
services (including those identified as
serious incidents) through inter-agency
procedures
Providing assurance on the
effectiveness of safeguarding
arrangements to patients; public and
Local Safeguarding Adults Board
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2. SAFEGUARDING CHILDREN AND ADULTS AT RISK
2.1

Responsibilities for Commissioning Organisations



The ultimate accountability for safeguarding sits with the commissioning Chief
Officer of NHS Vale Royal Clinical Commissioning Group. Any failure to have
systems and processes in place to protect children and adults at risk in the
commissioning process, or by providers of health care that the organisation
commissions would result in failure to meet statutory and non-statutory
constitutional and governance requirements.



The NHS Vale Royal Clinical Commissioning Group must establish and maintain
good constitutional and governance arrangements with capacity and capability to
deliver safeguarding duties and responsibilities, as well as effectively commission
services ensuring that all service users are protected from abuse and neglect.



Establish clear lines of accountability for safeguarding, reflected in governance
arrangements



Ensure that all providers with whom there are commissioning arrangements have
in place comprehensive and effective policies and procedures to safeguard
children and adults at risk in line with those of the Local Safeguarding Children
Board / Local Safeguarding Adult Board.



Ensure that safeguarding is at the forefront of service planning and a regular
agenda item of Governing Body business.

2.2 Responsibilities of health care providers receiving NHS funding
Must demonstrate that they have safeguarding leadership and commitment at
all levels of their organisation. Including engagement in the local accountability
and assurance structures, in particular via the Local Safeguarding Children
Boards & Safeguarding Adults Board and NHS Vale Royal Clinical
Commissioning Group.
To have effective arrangements in place to safeguard vulnerable children and
adults and to assure themselves, regulators and their commissioners that
these are working
To promote provision of high quality care
To treat and care for children, young people and adults at risk in a safe
environment protecting them from avoidable harm
To ensure effective responses where harm or abuse occurs through inter
agency safeguarding policies and procedures within the provider organisation
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3. ASSURANCE PROCESS
3.1 Method of Monitoring Compliance
NHS Vale Royal Clinical Commissioning Group provider’s compliance with
safeguarding standards is measured by the “annual safeguarding self-assessment
audit”. Detailed in appendices 1 - 4:
Group A NHS providers with whom the commissioners have a Standard
Contract 1 (children) & 2 (adults)
Group B NHS providers with whom the commissioners have a Contractual
Agreement 3 (children) & 4 (adults).
The annual safeguarding self-assessment audit will be formally issued by NHS Vale
Royal Clinical Commissioning Group to the applicable organisation at the contract
meeting. The auditing tool will be completed by the provider organisation and all
standards rated Red, Amber or Green (RAG rated). Following return of the annual
safeguarding self-assessment audit by healthcare providers, NHS Vale Royal Clinical
Commissioning Group will use the results to establish a baseline against
safeguarding standards. The safeguarding self-assessment audit will be repeated
annually. The criteria for rating are as follows:
•Green – Fully compliant (However, it is important that when an organisation has met
a standard that they still demonstrate continuous quality improvement.)
•Amber – Improvement plans in place to ensure full compliance and progress is
being made within agreed timescales.
•Red – Non-compliance against standards and actions have not been completed
within agreed timescales.
The provider organisation will need to provide evidence to demonstrate compliance
with the standards. The Designated Professionals for Safeguarding will review the
safeguarding self-assessment audit tool and the evidence provided.
3.2

Group A: NHS providers with whom the commissioners have a standard
contract
The annual safeguarding self-assessment audit to be completed and returned
to the Designated Safeguarding professionals in July of the contract year,
supported by additional evidence to demonstrate compliance within the annual
safeguarding self-assessment audit
The Designated Safeguarding Professionals will review and feedback to the
providers on their annual safeguarding self-assessment audit by September of
the contract year.
The providers will develop an improvement plan for any standards were
compliance is not green.
The providers will return the improvement plan and the Safeguarding
Dashboard data to the Designated Safeguarding Professionals no later than
the third Friday of each month.
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Any exceptions in assurance will be escalated during the quality/contract
meetings between commissioner and provider

3.3

Group B: NHS providers with whom the commissioners have a
contractual agreement

 The annual safeguarding self-assessment audit is reviewed and tailored to the

specific service at the time of contract. The tailored audit tool is completed and
returned to the Designated Safeguarding Professionals within four months of
the agreed contract date, supported by additional evidence to demonstrate
compliance within the annual safeguarding self-assessment audit
The Designated Safeguarding Professionals will review and feedback to the
providers two months following return of their annual safeguarding selfassessment.
The providers will develop an improvement plan for any standards where
compliance is not green.
Any exceptions in assurance will be escalated during the quality/contract
meetings between commissioner and provider

3.4 Breaches of accountability and assurance
Where it is not possible to comply with the expected standards within this document
or a decision is taken to depart from it, this must be notified to NHS Vale Royal
Clinical Commissioning Group Director of Governance and Partnerships so that the
level of risk can be assessed and an improvement plan can be formulated.
NHS Vale Royal Clinical Commissioning Group as host commissioner will notify
associate commissioners of a providers non-compliance with the standards
contained in this document, including action taken where there has been a significant
failure in assurance.
Escalation Level 1:
NHS Vale Royal Clinical Commissioning Group and the provider will include amber
and red standards on their organisational risk registers and inform the relevant Local
Safeguarding Board(s) (Children (LSCB) or Adults (LSAB)) and Associate
Commissioners (where appropriate) about the gaps identified. This will ensure
improvement plans are linked to the organisational and inter-agency governance
arrangements.
Escalation Level 2:
The deterioration of any safeguarding standard rated amber to red will be raised as a
contract query. A performance notice will be issued and appropriate contractual
levers utilised.
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This will also be escalated to NHS England Cheshire, Wirral & Warrington Area
Team Quality Surveillance Group (QSG) for review and action.
Note: All substantiated safeguarding allegations against a worker to be reported to
NHS Vale Royal Clinical Commissioning Group Director of Governance and
Partnerships in addition to other regulatory bodies, including professional bodies (see
section 3.5 for contact details).
Any serious safeguarding incident involving a child or adult at risk requires
notification to the NHS Vale Royal Clinical Commissioning Designated Nurse
Safeguarding Children or the Designated Nurse Safeguarding Adults (see section 3.5
for contact details).
Any investigation using a recognised Root Cause Analysis tool (RCA) that identifies
safeguarding concerns against a child or adult at risk must be notified to the
Designated Nurse Safeguarding Children or the Designated Nurse Safeguarding
Adults (see section 3.5 for contact details)
The effectiveness of these standards will be monitored via NHS Vale Royal Clinical
Commissioning Group Quality forums.
3.5 Contact Details
Tracy ParkerPriest

Director of Governance and Partnerships
Tel: 01270 275231
tracy.parker-priest@nhs.net

Anne Eccles

Designated Nurse Safeguarding Children
Tel: 01244 385023
anneeccles@nhs.net

Helen Wormald

Designated Nurse Adult Safeguarding
Tel: 01244 650384
h.wormald@nhs.net
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3.6

Assurance Process
Annual Safeguarding self-assessment Audit Tool
Issued at Contract Meeting

Completion of Annual Safeguarding self-assessment
audit tool by Provider Organisation

Designated Professional has reviewed evidence sent
self-assessment and feeds back to the provider

Designated Professional escalates non-compliance
to contract lead

Monthly monitoring of improvement plan for
standards rated amber and red

For standards rated
amber

Inform Local Safeguarding Children
Board or Local Safeguarding Adult
Board of gaps in compliance and
actions taken
Copy to Associate Commissioners (if
appropriate)

For standards rated
red

1. Performance notice issued and
relevant contractual levers utilised
2. Escalated to NHS England
Quality Surveillance Group

The deterioration of any
safeguarding standard rated amber
to red will be raised as a contract
query
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4. REFERENCE DOCUMENTS
In developing this standards document account has been taken of the following
statutory and non-statutory guidance, best practice guidance and the policies and
procedures of the Local Safeguarding Children and Adults Board.
Statutory Guidance
Department for Constitutional Affairs (2007) Mental Capacity Act 2005: Code of
Practice, TSO: London
Department of Health, Home Office (2000) No Secrets: guidance on developing and
implementing multi-agency policies and procedures to protect adults at risk from
abuse (issued under Section7 of the Local Authority Social Services Act 1970)
Department of Health et al (2009) Statutory guidance on Promoting the Health and
well-being of Looked After Children, Nottingham, DCSF publications
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_108501
Department of Health (2011) Safeguarding Adults: The role of health services.
https://www.gov.uk/government/publications/safeguarding-adults-the-role-of-healthservices
HM Government (2011) Safeguarding children who may have been trafficked, DCSF
publications
https://www.education.gov.uk/publications/standard/publicationDetail/Page1/DFE00084-2011
HM Government (2008) Safeguarding Children in whom illness is fabricated or
induced, DCSF publications
https://www.education.gov.uk/publications/standard/publicationDetail/Page1/DCSF00277-2008
HM Government (2010) The Right to Choose: multi-agency statutory guidance for
dealing with Forced marriage, Forced Marriage Unit: London
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/35532/
fmu-right-to-choose.pdf
HM Government (2013) Working Together to Safeguard Children, Nottingham, DCSF
publications
https://www.education.gov.uk/publications/eOrderingDownload/Working%20Together
FINAL.pdf
Ministry of Justice (2008) Deprivation of Liberty Safeguards Code of Practice to
supplement Mental Capacity Act 2005, London TSO
http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/SocialCare/Delivering
Adultsocialcare/MentalCapacity/MentalCapacityActDeprivationofLibertySafeguards/in
dex.htm
Non-statutory guidance
Children’s Workforce Development Council (March 2010) Early identification,
assessment of needs and intervention. The Common Assessment Framework for
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Children and Young People: A practitioner’s guide, CWCD
https://www.education.gov.uk/publications/eOrderingDownload/CAF-PractitionerGuide.pdf
DH (June 2012) The Functions of Clinical Commissioning Groups (updated to reflect
the final Health and Social Care Act 2012)
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/15234
6/dh_134569.pdf.pdf
DH (March, 2011) Adult Safeguarding: The Role of Health Services
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAnd
Guidance/DH_124882
DH (May, 2011) Statement of Government Policy on Adult Safeguarding
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAnd
Guidance/DH_126748
HM Government (2006) What to do if you’re worried a child is being abused, DSCF
publications
https://www.education.gov.uk/publications/standard/publicationdetail/page1/dfes04320-2006
HM Government (2008) Information Sharing: Guidance for practitioners and
managers, DCSF publications
http://www.education.gov.uk/childrenandyoungpeople/strategy/integratedworking/a00
72915/information-sharing
Law Commission (May, 2011) Adult Social Care Report
http://www.justice.gov.uk/lawcommission/publications/1460.htm
NHS Commissioning Board (2013) Safeguarding Vulnerable People in the Reformed
NHS Accountability and Assurance Framework.
http://www.commissioningboard.nhs.uk/wp-content/uploads/2013/03/safeguardingvulnerable-people.pdf
Royal College Paediatrics and Child Health et al (2010) Safeguarding Children and
Young people: Roles and Competencies for Health Care Staff. Intercollegiate
Document supported by the Department of Health
http://www.rcn.org.uk/__data/assets/pdf_file/0004/359482/REVISED_Safeguarding_
03_12_10.pdf
Royal College Paediatrics and Child Health et al (2012) Looked after children:
Knowledge, skills and competences of health care staff. Intercollegiate Role
Framework
https://www.rcn.org.uk/__data/assets/pdf_file/0019/451342/RCN_and_RCPCH_LAC
_competences_v1.0_WEB_Final.pdf
DOH 2012 The NHS Outcomes Framework 2013/14
https://www.gov.uk/government/publications/nhs-outcomes-framework-2013-to-2014
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Best practice guidance
Department of Health (2009) Responding to domestic abuse: a handbook for health
professionals
Department of Health (2010) Clinical Governance and adult safeguarding: an
integrated approach, Department of Health
http://www.nmcuk.org/Documents/Safeguarding/England/1/Clinical%20governance%20and%20adult
%20safeguarding.pdf
HM Government (2009) Multi-agency practice guidelines: Handling cases of Forced
Marriage, Forced Marriage Unit: London
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/70188/
forced-marriage-guidelines_English.pdf
National Institute for Health and Clinical Excellence (2009) When to suspect child
maltreatment, NICE clinical guideline 89
http://www.nice.org.uk/CG89
Department of Health (2006) Mental Capacity Act Best Practice Tool, Gateway
reference: 6703
Local Safeguarding Children Board
Policies, procedures and practice guidance accessible at:
http://www.cheshirewestlscb.org.uk/

Local Safeguarding Adults Board
Policies, procedures and practice guidance accessible at:

http://www.cheshirewestandchester.gov.uk/residents/health_and_social_care/adult_social_care/my_lif
e_my_choice/tell_me_about/keeping_safe/vulnerable_adults.aspx

Care Quality Commission
Care Quality Commission (2009) Guidance about compliance: Essential Standards of
Quality and Safety
http://www.cqc.org.uk/sites/default/files/media/documents/gac__dec_2011_update.pdf
Disclosure and Barring Service
The primary role of the Disclosure and Barring Service (DBS) is to help employers
make safer recruitment decisions and prevent unsuitable people from working with
vulnerable groups including children. http://www.homeoffice.gov.uk/agencies-publicbodies/dbs
Professional Bodies
Royal College of General Practitioners and BMA guidance- RCGP Safeguarding
toolkit
http://www.rcgp.org.uk/clinical-and-research/clinical-resources/child-and-adolescenthealth/safeguarding-children-toolkit.aspx
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Nursing and Midwifery Council (NMC) Clinical Governance and adult safeguarding
http://www.nmc-uk.org/templates/pages/Search?q=adult%20safeguarding
Royal College of Nursing
Children:
http://www.rcn.org.uk/development/practice/safeguarding/children_and_young_peopl
e
Adults: http://www.rcn.org.uk/development/practice/safeguarding/adult
Social Care Institute for Excellence
http://www.scie.org.uk/publications/reports/report41/index.asp May 2011 (Adult)
http://www.scie.org.uk/publications/reports/report45.asp October 2011(Adult)
http://www.scie.org.uk/publications/reports/report19.asp October 2008 (Child)
http://www.scie.org.uk/publications/guides/guide24/index.asp October 2008 (Child)
Transition Alliance
http://www.transitionalliance.co.uk/ (Includes Health and Well Being boards)

5. Glossary
SI

Serious Incident – an incident involving a patient or their carers, staff or
contractor where death, permanent harm or injury resulted. This could
include a pattern of reduced standard of care/non-compliance with
standards, adverse publicity or suspension of a member of
staff/student. This is not an exhaustive definition. If a full definition is
required, please contact the Head of Quality and Safeguarding
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APPENDIX 1 – Group A
ANNUAL SAFEGUARDING CHILDREN STANDARDS SELF-ASSESSMENT AUDIT TOOL
Audit Tool to Monitor Safeguarding Children Standards for providers the commissioners have an NHS Standard Contract. The tool demonstrates
compliance with section 11 – Children Act 2004 & the 6 C’s demonstrating care is our business
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Improvement plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales
Evidence
Components of standard

Standard

RAG

1. Leadership Building and Strengthening Leadership (6C’s)
1.1

There is a board lead for safeguarding
children at risk (these roles can be
combined)

- Their job description clearly identifies their safeguarding
responsibilities

1.2

The organisation is linked into the Local
Safeguarding Children Board

- There is representation at a senior level
- There is a clear written statement of their roles and
responsibilities in relation to this work
- The organisation contributes to the work of the Safeguarding
Boards, including that of its sub groups

1.3

There is a named lead for safeguarding
children at risk.

- All NHS Trusts providing services for children must identify a
named doctor and named nurse for safeguarding children;
(where maternity services are provided, a named midwife for
safeguarding children will be identified). Roles and
responsibilities for the named doctor and nurse for safeguarding
children are detailed in the Intercollegiate document,
Safeguarding children and Young people:
Roles and
Competencies for Health Care Staff (2010).
- Safeguarding leads should have expertise in or child health
services dependent on their role and responsibilities; should
understand the nature of abuse and neglect and the local
arrangements for safeguarding children / adults at risk.
- Supervision arrangements should be in place for the
safeguarding lead in respect of their safeguarding

The focus for the named professionals
is safeguarding within their own
organisation.

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 15 of 63

80

responsibilities; an annual appraisal will include a review of the
job role.
- Safeguarding leads will have sufficient time, support and
flexibility to carry out their responsibilities – this should be
detailed in their job plans
- Contact details for the safeguarding lead are easily available to
all staff
1.4

There is a named lead for MCA
implementation – the focus for named
professionals is MCA implementation
within their own organisations (MCA
Best Practice Tool DH 2006)

All NHS Trusts providing services for people aged 16 and
over have in place a named lead for MCA/DoLS
Implementation.
MCA Leads must have in-depth, applied knowledge of
MCA/DoLS, including awareness of relevant case law, and must
have protected study time to ensure they keep their knowledge
up to date

2. Governance arrangements / Quality Assurance
2.1

Organisational service plans consider
how the delivery of services will take
account the need to safeguard and
promote the welfare of children.

- Service plans include consideration of the need to safeguard
and promote the welfare of children.

2.2

The board regularly reviews MCA
implementation across the organisation

-The board should receive at least annual progress reports on
arrangements for MCA implementation – this could be included
within other reports, such as Clinical Governance

2.3

The
board
regularly
reviews
safeguarding across the organisation.

- The board should receive regular reports on their arrangements
for safeguarding. At a minimum an annual report should be
presented at board level with the expectation that this will be
made public.
Reports on safeguarding may also be included within another
report, e.g. the Clinical Governance, risk management, patient
and staff experience groups
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2.4

An adverse incident reporting system is
in
place
which
identifies
circumstances/incidents which have
compromised the safety and welfare of
children at risk

- All STEIS reporting in relation to the safety and welfare of
children at risk are to be reported to NHS Vale Royal Clinical
Commissioning Group Head of Quality and Safeguarding.
- Commissioners provided with an annual report of key
themes/learning from STEIS that involve safeguarding children
and adults at risk.
- All complaints that refer to the safety of children at risk are
referred and investigated thoroughly

2.5

A programme of internal audit and
review is in place that enables the
organisation to continuously improve
the protection of all service users from
abuse or the risk of abuse.

Audits of safeguarding arrangements to include progress on
action to implement recommendations from:
- Serious Case Reviews
- Internal management reviews as a consequence of SUI’s
compromising the safety/welfare of service users
- Reports from national bodies e.g. Ofsted, Care Quality
Commission.

2.6

There is an operational strategy for
safeguarding children in place which
includes quality indicators to evidence
best practice in safeguarding

- Operational Strategy

3. Safeguarding policies, procedures and systems Delivering high quality care and measuring impact (6Cs)
3.1

Staff at all levels, have easy access to
safeguarding children policies and
procedures.
These
policies
and
procedures must be consistent with
statutory, national and local guidance.

- The policy should cover, individual, professional and
organisational accountability
- Policies and procedures are updated regularly to reflect any
structural, departmental and legal changes
- All policies and procedures undergo an equalities impact
assessment
- All policies and procedures must be audited and reviewed at a
minimum 2 yearly to evaluate their effectiveness and to ensure
they are working in practice.
- Policies and procedures to specifically consider children at risk
in special circumstances, e.g. child victims of trafficking,
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unaccompanied asylum seeking children, bullying, those with a
disability, those who do not speak English as their first
language, etc.
- Policies take account of the Mental Capacity Act.
Local Safeguarding Children Board policies can be accessed at:
http://www.cheshirewestlscb.org.uk/
3.3

There are clear procedures for
recording and reporting concerns,
suspicions and allegations of abuse to
children at risk in line with national and
local guidance.

- The procedures include a process for following up referrals to
social care services.

3.4

There is a process for resolving cases
where health professionals have a
difference of opinion in relation to
safeguarding concerns for children at
risk

- Internal escalation procedure.

3.5

There is clear guidance on how to
respond to a disclosure of abuse from
all children at risk which includes a
confidentiality policy and procedure.

3.6

There is clear guidance on managing
allegations against staff and volunteers
working with children at risk in line with
those of the Local Safeguarding
Children Board

This includes identifying a Senior Officer who has overall strategic
responsibility for ensuring the organisation operates the
procedures; and a nominated Senior Manager to whom all
allegations or concerns are reported; and a deputy in his/her
absence. The procedure must be followed when there are
concerns that any person in a position of trust (whether paid or
unpaid) has:- behaved in a way that has harmed a child or may have harmed
a child
- possibly committed a criminal offence against or related to a
child
- behaved towards a child in a way that indicates s/he is
unsuitable to work with children
All cases will be reported and must follow the Local Authority
Designated Officer process for children.

All substantiated cases to be reported to NHS Vale Royal Head of
Page 18 of 63
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Quality and Safeguarding in addition to other regulatory bodies,
including professional bodies.
3.7

Robust complaints and whistle blowing
policies/procedures are in place

3.8

There is a process for ensuring that
patients are routinely asked about
dependents such as children, or about
any caring responsibilities

3.9

There is clear guidance to support front
line professionals on the identification
of and response to Female Genital
Mutilation (FGM)

- A guarantee is provided to staff and service users that using the
procedures appropriately will not prejudice their own position or
prospects.

- A question about FGM should be asked when a routine patient
history is being taken from girls and women from communities
that traditionally practise FGM, and the answer should be
recorded on the patients records
- DH multi-agency practice guidelines on Female Genital
Mutilation is available at
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/
documents/digitalasset/dh_124588.pdf

3.10

The provider complies with the
principles in Prevent and the Prevent
guidance toolkit.
The following policies, procedures and systems (i.e. 3.8 – 3.14) apply only to providers of services to children and young people Delivering high quality
care and measuring impact (6C’s)
3.11

Pathways are in place to ensure
safeguarding during transition to adult
services are met.
- There are processes in place to
specifically to address the transition
of children to adult services- clear
pathways in place to ensure
continuous safe transfer of services/
care.

3.12

Policies and procedures in accordance
with the new guidance on the
management of e-safety.

3.13

A strategy in place in accordance with
the management of Child Sexual

- Policies and procedures

- This should complement the Local Safeguarding Children Board
strategy/ procedures for CSE
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Exploitation national guidance.

- https://www.education.gov.uk/publications/standard/publication
Detail/Page1/DCSF-00689-2009

3.14

There is clear guidance as to the action
to take where there is concern a child is
being deliberately harmed through
fabricating or inducing illness (FII).
Guidance to be in line with national and
Local Safeguarding Children Board
guidance.

- Whilst guidance will reflect that of LSCB it must also identify the
referral pathway for practitioners within the healthcare setting
https://www.education.gov.uk/publications/standard/publication
Detail/Page1/DCSF-00277-2008

3.15

There is clear guidance for practitioners
working with sexually active children
under 18 years which is in line with that
of Local Safeguarding Children Board.

- Whilst the procedure will apply to all sexually active young
people under 18, it is essential that all cases involving under
13s are discussed with the organisation’s named
professional for safeguarding – advice can also be sought
from the Designated Professionals. However consideration
should be given to children 13-16 years in line with local
guidance.
- All cases involving under 13s should be fully documented
including detailed reasons where a decision is taken not to
share information. Consideration should be given to sexual
abuse, possibly within the family.

3.16

There is clear guidance for dealing with
children and young people who are at
risk of domestic violence, and for
recognising /acting on concern

Guidance to be informed by Improving safety, Reducing harm
Children, young people and domestic violence: A practical
toolkit for front line practitioners (DH 2009)

3.17

There is a process for following up
children who do not attend an
appointment for specialist care

- This will ensure the clinician and referrer are aware that the
child has not attended and can take any follow up action
considered appropriate to ensure the child’s needs are being
met.
- This process must be audited on a regular basis (at least
annually) to ensure that it is working

3.18

There is a system for flagging children
for whom there are safeguarding
concerns

- Consideration should be given to Children in Care.

3.19

General guidance is provided to staff
on appropriate behaviours when
working with children and young people
in line with national and local guidance.

- Detailed guidance on safe working practices for adults who
work with children is available on the DCSF website at
http://webarchive.nationalarchives.gov.uk/20100202100434/dcs
f.gov.uk/everychildmatters/resources-and-practice/ig00311/
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3.20

When it is known that a child is not
accessing education a referral will be
made to the Local Authority in which
the child lives.

Where it is discovered a child is not receiving any form of
education the Children Missing Education Officer is to be notified.
Information on missing education is available at:
sue.humphreys@cheshirewestandchester.gov.uk
Tel No: 01244 973 333

3.21

There is clear guidance in relation to
Children in Care as to the requirements
necessary for the completion of health
action plans, including regular health
assessments, medicals and reviews.
(as per guidance Promoting the Health
and Wellbeing of Looked after Children
2009)

Clear protocols and procedures should be in place for Children in
Care demonstrating the interface with the Local Authority and
other partner agencies.
Clear arrangements in place to support the provision of care for
children living in another area/ out of Borough.

4. Parents/carers experiencing personal problems Helping People to stay independent. Maximising well-being and improving health outcomes (6C’s)
4.1

All staff working with parents or carers
who are experiencing personal
problems (including substance misuse,
mental health issues, domestic abuse
and learning disabilities) must give
consideration to the needs of the
children and the impact of the parent’s
vulnerabilities on their parenting
capacity and where necessary ensure
that they are assessed and appropriate
referrals are made.

- The impact of the parent’s vulnerabilities on their
parenting capacity must be recorded in the records.
- Front line practitioners working with children where there
may be issues of compromised parenting must ensure
that a Team around the Family assessment has been
completed and that where there is an identified need for a
coordinated approach to the delivery of services the case
will be managed under local procedures for children in
need of support.
- Where a child is thought to be at risk of significant harm a
referral must be made to children’s social care in line with
local procedures, all telephone referrals must be followed
up in writing within 48 hours using the agreed interagency
processes.

5. Domestic abuse (including forced marriage and honour based violence) Helping People to stay independent. Maximising well-being and improving
health outcomes (6C’s)
5.1

The organisation takes account of
national and local guidance to
safeguard those children and adults
experiencing domestic abuse.

- Front line practitioners should be trained to identify and
respond to domestic abuse (including forced marriage
and honour based violence) and equipped to include
routine questions about domestic violence, including in
ante-natal care;
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- Front line practitioners should be clear about the referral
processes to MARAC and to be able to evidence
participation
- Information about local services on domestic abuse is
available to all women whether they are affected by
domestic abuse or not;
- There is clear guidance for staff and managers for
employees experiencing domestic abuse
- There are clear processes for supporting /dealing with
employees who are perpetrators of domestic abuse
- Further specific guidance is available in the tool kit for
front line practitioners Improving safety, Reducing harm
Children, young people and domestic violence (DH 2009)
accessed
5.2

There is a designated person within the
organisation who is accountable for
promoting
awareness
of
forced
marriage - this may be incorporated
into the position of the safeguarding
children,
safeguarding
adult
or
domestic abuse lead and the
organisation takes account of statutory
and best practice guidance for forced
marriage.

- There is a named person whose responsibility it is to
ensure that cases of forced marriage are handled,
monitored and recorded properly
- Policies and procedures are in place to protect those
facing forced marriage. These can be incorporated into
existing policies and procedures in relation to
safeguarding children, safeguarding adults at risk and
protecting victims of domestic violence
- Front-line staff dealing with cases of forced marriage
have access to, and are strongly recommended to
consult, the practice guidelines issued by the Forced
Marriage Unit.
Statutory guidance and guidance for professionals can be
accessed at: https://www.gov.uk/forced-marriage

6. Information sharing
6.1

There are agreed systems, standards
and protocols for sharing information
within the service and between
agencies in accordance with national
and local guidance

- Staff understand what to do and the most effective ways
of sharing information if they believe a child may require
particular services in order to achieve their optimal
outcomes;
- Staff have access to inter agency guidance and

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 22 of 63

87

procedure
- staff understand what to do and when to share
information if they believe a child may be at risk of
significant harm or an adult is at serious risk of harm;
- agency-specific guidance is produced to complement
guidance issued by central government and training is
made available to existing and new staff as part of their
induction programme and on-going training;
- managers are fully conversant with the legal framework
and good practice guidance issued for practitioners
6.2

The NWAS Safeguarding
Communication Pathway is at the time
of writing being piloted.

- There is a two way communication flow from NWAS to
Named Nurses as appropriate, particularly when NWAS
has made a Child Safeguarding Referral to Social
Services.
- NWAS will also flag frequent call addresses and liaise
where there may be safeguarding concerns with the
applicable Named Nurse.
7. Inter-agency working Helping People to stay independent, maximising well-being and improving health outcomes (6C’s)
7.1

The organisation embeds the locally
agreed assessment process e.g. Team
around the Family (TAF) / single
assessment processes, within its
existing systems and processes

-

Staff understand the threshold for making a referral to
Children’s Social Care in line with the Continuum of
Need.

7.2

The organisation works with partners to
protect children at risk and participates
in reviews as set out in statutory,
national and local guidance

-

Staff to provide, when requested, information on their
involvement with a child and or family to inform the
case discussion in relation to Serious Case Reviews;
Child Death Overview Processes; MARAC; MAPPA
Professionals who are invited to attend a multi-agency
meeting in relation to safeguarding a child must make
every effort to attend and will submit a written report if
they cannot attend or where requested to do so. The
report will include a chronology of their involvement,
assessment and analysis of the capacity of
parents/carers’ to meet the needs of the
child/vulnerable adult and recommendations for action.

-

8. Safer recruitment practices Ensuring we have the right staff, with the right skills, in the right place
8.1

Robust

recruitment,

selection

and

- 3 yearly DBS checks recommended using the online
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vetting procedures are in place to help
prevent unsuitable people from working
with children at risk (including checks of
sub-contractors).

8.2

Safeguarding
responsibilities
are
reflected in all job descriptions relevant
to role and responsibilities

facility (DBS)
- DBS check – all new employees, changing roles
- All staff that are involved in the recruitment process are
appropriately trained / informed of their obligations under
the NHS Safer Recruitment standards (2013).
-

Safeguarding clause included in all job descriptions

9. Record keeping
9.1

Staff working with children at risk
record their work in accordance with
statutory and best practice guidance.

- All staff maintain an accurate, clear record of their
involvement on a routine basis. The record is clear,
accessible, comprehensive and contemporaneous with
both judgments made and decisions taken carefully
recorded. The record is dated, signed and the person’s
name legibly written at the end of the record entry
- Where there are concerns about a child’s welfare, all
concerns, discussions about the child, decisions made
and the reasons for those decisions must be recorded in
writing in the child’s records
- For services working with children: on first contact with a
child basic personal information must be recorded. This
information includes: full name; address; gender; date of
birth; school; names of persons with parental
responsibility; primary carers (if different). Information to
be kept up to date
- Evidence of improvement in record keeping audits in the
form of a summary report

9.2 applies to services working with children only
9.2

To help prevent the fragmentation of
records health organisations are to
ensure that within a given location,
health professionals work from a single
set of records for each child
(recommendation 78, Victoria Climbié
Inquiry Report, CM 5730, 2003)
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10. Supervision and support Supporting Positive Staff Experience (6C’s)
10.1

Staff working directly with children at
risk have access to advice support and
supervision. This includes clinical and
safeguarding supervision.

10.2

Named professionals, seek advice and
access regular formal supervision from
designated professionals for complex
issues or where concerns may have to
be escalated.

- Access to advice / support is available to all staff working
with children at risk. Staff understand how and when to
access supervision and support / advise.
- For front line practitioners working directly with children,
young people at risk where there are concerns about
harm, self-harm or neglect this will include the supervisor
regularly reading the case files to review and record in
the file whether the work undertaken is appropriate to the
child’s current needs and circumstances, and is in
accordance with the agency’s responsibilities.
- Frontline staff to follow their Organisation’s supervision
policy, which should clearly outline those cases that need
to be reviewed by the supervisor.
- Community staff requirements – case supervision for both
Child Protection and Children in Care / pre-school and
school age.
- Acute staff (including Mental Health services) evidence of
a framework/ flowchart ensuring appropriate supervision
arrangements with safeguarding leads are in place.

11. Staff training and continuing professional development Delivering high quality care and measuring impact (6C’s)
11.1

There is a training strategy and
operational model for safeguarding
children

- Training must reflect statutory and local guidance such as
Working Together to Safeguard Children; Intercollegiate
Document Safeguarding Children and Young People:
Roles and Competencies for Health Care Staff (2010)
and the Local Safeguarding Children Board / Local
Safeguarding Adult Board training strategies
- Volunteer training programme
- Training must be audited to ensure its effectiveness and
quality assured
- Training takes account of emerging messages from
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national and local reviews of safeguarding
- as per CQC guidance, it is required that at least 80% of
staff undertake appropriate training relevant to their role.
This is a minimum standard.
- Training will take account of emerging messages and
themes arising from Serious Case Reviews and other
multi agency / single agency learning reviews.
11.2

Staff required to use restrictive physical
interventions have received specialist
training. Specialist training should
include the legal duties enshrined in the
Mental Capacity Act 2005 (including
the law relating to assault against a
person) and national guidance on
consent for examination or treatment.

- Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
behavior support over restraint where possible
- Know whether and what type of restraint should be used
in a way that respects dignity and protects human rights
where possible
- Understand that restraint should only be used as a last
resort where it is necessary and proportionate, and that
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is
prevented and that the person, and others around them
are safe
Standards 12 apply only to healthcare providers offering in-patient facilities to children under 18 years only Delivering high quality care and measuring
impact (6C’s)
12.1

There is clear guidance on the
management of children admitted to
adult wards which ensures that care is
delivered in a safe environment

- In those circumstances where under 18’s are admitted to
adult mental health wards, account is taken of the set of
criteria outlined in the document ‘Safe & Appropriate Care
for Young People on Adult Mental Health Wards (2009)
For children under 16 years of age, it must be reported as
an incident on the STEIS system.
- There should be a risk assessment in place to ensure
that all the young person’s needs are being adequately
met.

12.2

There is clear guidance as to the
discharge of children for whom there
are child protection concerns.

- No child about whom there are child protection concerns
is discharged from hospital without a documented plan for
the future care of the child. This plan must include follow
up arrangements and involve partner agencies as
required.
- The need to safeguard a child should always inform the
timing of their discharge, so that the likelihood of harm
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can be assessed while he or she is in hospital.
12.3

Specialist paediatric advice is available
at all times

12.4

The child’s GP and health visitor/school
nurse is notified of
admissions/discharges

- Where a child is not registered with a GP the parent/carer
should be advised to register the child with a local GP
practice.
Where the child has no parents in attendance and/or the
child is not registered with a GP, it is the provider’s
responsibility to ensure GP allocation via the locally
agreed arrangements.

12.5

NHS
Vale
Royal
Clinical
Commissioning Group and Cheshire
West and Chester Local Authority shall
be notified of any child (normally
resident in NHS Vale Royal Clinical
Commissioning Group area likely to be
accommodated for a
consecutive
period of at least 3 months; or with the
intention of accommodating him/her for
such a period (ref s.85 & s.86 CA1989).

Contact details
Contact details: Anne Eccles Designated
Safeguarding Children Tel No: 01244 385 023
Email: anneeccles@nhs.net

Nurse

Standards 13 apply only to Providers of Child and Adolescent Mental Health Services (CAMHS)
13.1

As part of the assessment and care
planning, child and mental health
professionals should identify whether
abuse or neglect, or domestic abuse,
are factors in a child’s mental health
problems and should ensure that this
is addressed appropriately in the child’s
treatment and care, and where a child
is currently affected, referral is made in
line with Local Safeguarding Children
Board procedures

- Included in this standard, there should be a strategy/care
pathway in place particularly for those children aged 16 &
17 years
- Policies and procedures specifically to address the
transition of children to adult services- clear pathways in
place to ensure continuous safe transfer of services/ care
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13.2

There are clear procedures for staff to
follow in situations when inpatient beds
are required but not immediately
available within the relevant service.

- The rationale that a young person needs admission is
often related to a perceived level of clinical risk;
procedures need to be in place to manage this risk
effectively for all young people, including those who
traditionally may not fit a unit’s criteria. Clear procedures
are also needed to enable families to make informed
decisions about care. See Standard 12.1

Standards 14 apply only to providers of in-patient facilities for adults and A&E Departments
14.2

The use of restraint is always
appropriate, reasonable, proportionate
and justifiable to that individual

- The use of restraint should be discussed, agreed and
documented in advance wherever possible; is used as a
last resort and is the minimum response necessary for
the shortest possible time, to make the individual and
others as safe as possible.
- Where restraint is used it is documented and followed by
an assessment of the person restrained and others
involved in the restraint for signs of injury and any
emotional or psychological impact

14.3

Rapid tranquilisation will only be used
in accordance with NICE clinical
guidelines on Violence

- There is clear guidance on the use of rapid tranquilisation
in line with NICE clinical guidance on Violence: the shortterm management of disturbed/violent behaviour in inpatient psychiatric settings and emergency departments
(2005)

Standards 15 apply only to adult mental health services only (including those providing general adult and community services, forensic, psychotherapy,
alcohol and substance misuse and learning disability services)
15.1

Practitioners working within adult
mental health services should routinely
record
details
of
patient’s
responsibilities in relation to children,
and consider the support needs of
patients who are parents and of their
children, in all aspects of their work
using the Care Programme Approach
(CPA)

- This CPA/assessment must make specific reference to
the impact of the parent’s needs/vulnerabilities on their
parenting capacity and appropriate action taken, such as
the case taken to supervision, liaison with other health
care staff (e.g. Health Visitor, School Nurse, GP, etc) and
partner agencies and referrals to Children’s Social
Services made as appropriate.
- See section re under 18s on Adult Mental Health wards

15.2

All inpatient mental health services
must have policies and procedures
relating to children visiting inpatients as
set out in the Guidance on the Visiting

- Mental health practitioners must consider the needs of
children whose parent or relative is an inpatient – whether
formal or informal – in a mental health unit, and make
appropriate arrangements for them to visit if this is in the
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of Psychiatric Patents by Children (HS
1999/222:LAC (99)32), to NHS Trusts

child’s best interests. This must include a documented
risk assessment.

15.3

Staff routinely assess the
history of abuse and the
vulnerability to
abuse,
predatory
behaviour
or
vulnerability and manage any
risks

risk and
person’s
including
sexual
identified

15.4

A consultant psychiatrist should be
directly involved in all clinical decision
making for service users who may pose
a risk to children

- This must include a risk assessment.

15.5

All assessment, CPA monitoring,
review,
and
discharge
planning
documentation and procedures should
prompt staff to consider if the service
user is likely to have or resume contact
with their own child or other children in
their network of family and friends,
even when the children are not living
with the service user and a level of risk
recorded in the records.

- Care programme meetings to include consideration of the
needs of any children and young people (including the
unborn child) involved and possible risks of harm to them
when making arrangements for in-patient visits, leave
arrangements and discharge from an institutional setting
and their on-going treatment;
- Where a service user resumes or has contact with
children, this should trigger an assessment of whether
there are any actual or potential risks to the children,
including delusional beliefs involving them, and drawing
on as many sources of information as possible, including
compliance with treatment;
- Safeguarding policy, protocol or guidance includes
specific mention that a referral should always be made to
children’s social care if a service user has delusional
beliefs involving their child/children and/or where there
are concerns a service user might harm their child as part
of a suicide plan

15.6

Safeguarding
training
specifically
includes the risks posed to children
from parents with delusional beliefs
involving their children or who might
harm their children as part of a suicide
plan

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 29 of 63

94

Standards 16 apply only to A&E Departments, ambulatory care units, urgent care unit and minor injury units
16.1

All staff working in the above named
services/departments should be able
to:
- recognise abuse in children /adults at
risk
- be familiar with local procedures for
making enquiries to find out whether
a child is subject to a child protection
plan.

- Staff should be alert to the need to safeguard children
when treating parents or carers of children.
- Staff should be alert to parents/carers who seek medical
care from a number of sources in order to conceal the
repeated nature of a child’s injuries – including
consideration of previous A&E attendances.
- Staff should know how to make a referral to children’s
social care where there are concerns a child has suffered
or is at risk of significant harm in line with local
procedures – this includes ensuring that all referrals are
followed up in writing.
- Staff should know how to make a safeguarding adult alert
in line with local procedures
- When an adult attends A&E with physical injuries, which
are suspected to be inflicted personally or by another
person, staff must ask if any children live with them. If
they do, then consideration is given to a referral to
Children’s Social Care as required and liaison made with
community staff (e.g. Health Visitor, School Nurse, GP,
etc.)

16.2

All attendances for children under 18
years to A&E, ambulatory care units,
walk in centres and minor injury units
should be notified to the child’s GP.
Attendances at A&E will also be copied
to the health visitor and or school nurse
depending on the age of the child.

-

16.3

There are clear guidelines for the
management of sudden unexpected
deaths in childhood in line with those of
the Local Safeguarding Children Board.

- Detailed guidance for hospital staff in respect of sudden
unexpected deaths can be found within the Local
Safeguarding Children Board online procedures.

16.4

Emergency Departments receiving
children have a Registered Nurse
(children) lead nurse for the care of
children and young people and a lead
nurse responsible for safeguarding

-

Where a child is not registered with a GP the
parent/carer should be advised to register the child with
a local GP practice.
Where the child has no parents in attendance and/or
the child is not registered with a GP, it is the provider’s
responsibility to ensure GP allocation via the locally
agreed arrangements.
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within the department.
16.5

There is a lead consultant and lead
nurse within the department with
responsibility for safeguarding.

16.6

The department has a minimum of 1
Registered Nurse (children) present at
all times.

- Where this is not achievable then the department must
ensure that nurses working in Emergency Department
settings in which children are seen are trained and
competent in basic nursing emergency skills and the care
of children; and
- There is a long term strategy for the recruitment and
retention of paediatric skilled nurses

Standards 17 applies only to community providers offering services to children / families and adults
17.1

As part of the Healthy Child
Programme, regular health reviews are
undertaken
which
provide
the
opportunity to weigh up risk and
protective factors that make children
more likely to experience poorer
outcomes.

17.2

All professionals delivering primary
care should know when it is appropriate
to refer a child to children’s social care
for help as a ‘child in need’, and know
how to act on concerns a child may be
at risk of significant harm.

17.3

Community health practitioners should
have a clear means of identifying in
records those children (together with
their parents and siblings) who are
subject to a child protection plan

17.4

There is good communication between
GPs, community nursing services (i.e.
health visiting, school nursing and
community midwifery services) in
respect of children for whom there are
concerns.

- Each GP practice should be informed of who their ‘named’
health visitor / school nurse / community midwife is and how
they can be contacted.
- This may include evidence of regular Primary care team
meetings/ communication, any child protection referrals
should be shared with the GP.
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Standard 18 Listening to Children and Young people Working with people to provide a positive experience of care (6C’s)
18.1

The views of children and young
people are sought when developing
service plans (including those of
Children in Care)

- Service development plans include the views of children and
young people including those in care.
- Information provided is in a format and language that can be
understood by all service users.

18.2

Individual care planning is informed by
the views of children and families.

- The organisation evaluates outcomes from the perspective
of the child or young person.

18.3

Children are made aware of their right
to be safe from abuse.

- This is achieved through information made available for
children, young people and their parents / carers on where to
go for help in relation to maltreatment and abuse.

18.4

Children are listened to, taken seriously
and responded to appropriately.

- Evidence of the child’s view should be recorded in case
records.

This tool will provide commissioners with assurances that safeguarding systems are in place. Full completion of the tool and evidence is required
and should accompany submission of the audit tool.
An improvement plan should be submitted for all standards that are RAG rated amber and red. The improvement plan will be regularly reported on
by the providers and fed back to the commissioner.
A nominated lead will be responsible from the provider service to oversee the completion of the tool and any improvement plans. It will be the
responsibility of the Designated Nurse to review the information and liaise accordingly with the Clinical Commissioning Group contracts lead

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 32 of 63

97

APPENDIX 2 – Group A
ANNUAL SAFEGUARDING ADULTS STANDARDS SELF-ASSESSMENT AUDIT TOOL
Audit Tool to Monitor Safeguarding Adults Standards for providers the commissioners have an NHS Standard Contract. The tool also
demonstrates compliance with the six safeguarding principals & 6 C’s demonstrating care is our business
Adults have the right to be protected from abuse and neglect but must maintain choice and control over the decisions that affect their lives and to be involved to the
extent that they are able. This audit tool will support the review to ensure the six safeguarding principals are included within the Governance & Quality Assurance for
the services provided.
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Improvement plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard

Components of standard

Evidence
include
policies,
reports, training programmes,
etc

RAG

1. Empowerment - presumption of person led decisions and consent - Care - Person centred safe care
Patients need to be in control of their care and involved in all aspects to the extent they are able. This includes involving people in how services related to
safeguarding adults are designed and delivered as well as involvement in their own care planning
1.1
There is a named lead for Mental - All NHS Trusts providing services for people aged 16 and over
Capacity Act (MCA) implementation –
have in place a named lead for MCA & Deprivation of Liberty
the focus for named professionals is
Safeguards (DoLS) Implementation.
MCA implementation within their own - MCA Leads must have in-depth, applied knowledge of
organisation (ref MCA Best Practice
MCA/DoLS, including awareness of relevant case law, and must
Tool (DH 2006)).
have protected study time to ensure they keep their knowledge
up to date.
1.2

Staff at all levels have easy access to
policies and procedures on MCA/DoLS
implementation and access to expert
advice on MCA issues.

- MCA/DoLS policies and procedures are updated regularly and
audited and reviewed at least 2 yearly
- Policies and procedures will include:
- templates for recording assessments of capacity, best interests
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decisions and use of restraint/physical intervention
- clear guidelines on the process for resolving disputes
- clear guidelines on the process for accessing formal legal
advice when necessary
- clear guidance as to how to access expert advice on
MCA/DoLS
- A clear process for:
- identifying patients who may be Deprived of their liberty,
- Applying for a Deprivation of Liberty Safeguard
- informing Care Quality Commission (CQC) of the application
and outcome

1.3

1.4

Named professionals, including MCA
leads, seek advice and access regular
formal supervision from designated
professionals for complex issues or
where concerns may have to be
escalated
There is a training strategy for
MCA/DoLS implementation

a care plan in place for the patient who has a DoL request
authorized
This may include advice and support from the Local Authority lead
officer. Lee Calvert Lee.Calvert@cheshirewestandchester.gov.uk

- A Training Needs Analysis (TNA)should be undertaken and
training programs tailored to address the identified needs of
staff working at different levels and with different client groups.
- The TNA will include minimum standards for basic MCA
awareness training and updating – MCA should be incorporated
into staff induction programs and mandatory training updates.
- The TNA will include arrangements for applied specialist
training for staff working in clinical areas where complex MCA
issues are likely to arise.
- Training will be audited to ensure its quality and effectiveness
Training will take account of emerging messages and themes
arising from relevant case law.

2. Protection - Support and representation for those in greatest need Courage - really commit to making changes and to quality improvement
Positive obligation to take additional measures for patients who may be ‘adults at risk’ who may not have their voice heard or be unable to protect themselves
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2.1

Staff at all levels, have easy access to
Safeguarding Adult policies and
procedures.
These
policies
and
procedures must be consistent with
statutory, national and local guidance.
The Local Safeguarding Adult Board
(LSAB) policies are reflected/adopted
within the provider’s policy.

- Policies and procedures are updated regularly to reflect any
structural, departmental and legal changes
- All policies and procedures undergo an equalities impact
assessment
- All policies and procedures must be audited and reviewed at a
minimum 2 yearly to evaluate their effectiveness and to ensure
they are working in practice.
- Policies and procedures to specifically consider adults in special
circumstances, e.g. those with a disability, those who do not
speak English as their first language, etc.
Policies take account of the Mental Capacity Act. LSAB policies
can be accessed at:
http://www.cheshirewestandchester.gov.uk/your_council/policies_
and_performance/council_plans_and_strategies/adult_social_car
e_and_health_p.aspx

2.2

2.3

2.4

There are clear procedures for
recording and reporting/referring
concerns, suspicions and allegations of
abuse of an adult at risk in line with
national and local guidance.
There is clear guidance on how to
respond to a disclosure of abuse from
all
adults
which
includes
a
confidentiality policy and procedure.

There is clear guidance to support front
line professionals on the identification
of and response to Female Genital
Mutilation (FGM)

- The procedures include a process for following up referrals to
adult social services

- The procedures include a process for sharing appropriate
information when it is the persons best interests when referral to
adult social services.
The Data Protection Act is not a barrier to sharing information but
provides a framework to ensure that personal information about
living persons is shared appropriately.
- A question about FGM should be asked when a routine patient
history is being taken from women from communities that
traditionally practise FGM, and the answer should be recorded
on the patients records
DH multi-agency practice guidelines on Female Genital Mutilation
is available at:
DH multi-agency practice guidelines on Female Genital Mutilation
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2.5

The provider complies with the
principles in Prevent and the Prevent
guidance toolkit.

- The organisation focuses on working with vulnerable individuals
who may be at risk of being exploited by radicalisers and
subsequently drawn into terrorist-related activity.The Prevent
program in health has two key elements:
Responsibility for Prevent policy/strategy and partnership
representation with other Government departments
Delivery of commitments made in the Prevent strategy (June
2011) across the healthcare sector.

2.6

The organisation takes account of
national and local guidance to
safeguard those children and adults
experiencing domestic abuse.

- Front line practitioners should be trained to identify and respond
to domestic abuse (including forced marriage and honour based
violence) and equipped to include routine questions about
domestic violence, including in ante-natal care;
- Front line practitioners should be clear about the referral
processes to MARAC and to be able to evidence participation
- Information about local services on domestic violence is
available to all women whether they are affected by domestic
violence or not;
- There is clear guidance for staff and managers for employees
experiencing domestic violence
- There are clear processes for supporting /dealing with
employees who are perpetrators of domestic abuse

2.7

There is a designated person within the
organisation who is accountable for
promoting
awareness
of
forced
marriage - this may be incorporated
into the position of the safeguarding
children,
safeguarding
adult
or
domestic abuse lead and the
organisation takes account of statutory

- Further specific guidance is available in the tool kit for front line
practitioners Improving safety, Reducing harm Children, young
people and domestic violence (DH 2009) accessed
- There is a named person whose responsibility it is to ensure
that cases of forced marriage are handled, monitored and
recorded properly
- Policies and procedures are in place to protect those facing
forced marriage. These can be incorporated into existing policies
and procedures in relation to safeguarding children & adult at risk
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and best practice guidance for forced
marriage.

and protecting victims of domestic violence
- Front-line staff dealing with cases of forced marriage have
access to, and are strongly recommended to consult, the practice
guidelines issued by the Forced Marriage Unit.
statutory guidance and guidance for professionals can be in the
link below

2.8

2.9

Staff routinely assess the risk and
history of abuse and the person’s
vulnerability to
abuse,
including
predatory
behaviour
or
sexual
vulnerability and manage any identified
risks.
All staff working in the above named
services/departments should be able
to:
-recognise abuse in children and or
vulnerable adults

statutory guidance and guidance for professionals
ALERT system within the organisation

- Staff should be alert to the need to safeguard children when
treating parents or carers
- Staff should be alert to parents/carers who seek medical care
from a number of sources in order to conceal the repeated nature
of injuries – including consideration of previous A&E attendances.
 Staff should know how to make a referral to children’s social
care where there are concerns a child has suffered or is at risk of
significant harm in line with local procedures – this includes
ensuring that all referrals are followed up in writing.
- Staff should know how to make a safeguarding adult ALERT in
line with local procedures
- When an adult attends A&E with physical injuries, which are
suspected to be inflicted personally or by another person, staff
must ask if any children live with them. If they do, then
consideration is given to a referral to children’s and adult Social
Care as required and liaison made with community staff (e.g.
Health Visitor, School Nurse, GP, etc.).
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3. Prevention - It is better to take action before harm occurs - Commitment - It’s about how we listen, what we say, what we do and more importantly,
how we do this
Planning and procuring services that deliver personalised care that reduces the likelihood of neglect and abuse occurring
3.1
An adverse incident reporting system is - All STEIS reporting in relation to the safety and welfare of
in place which identifies
adults at risk are to be reported to Head of Assurance
circumstances/incidents which have
and Risk
compromised the safety and welfare of
- Commissioners provided with a regular report (interval to
any adult at risk
be agreed between the provider and the commissioner
but be at least annually) of key themes/learning from
STEIS that involve safeguarding vulnerable adults.
- All complaints that refer to the safety of an adult at risk
are referred and investigated thoroughly via the
complaints and incident reporting policy and procedures
3.2

A programme of internal audit and
review is in place that enables the
organisation to continuously improve
the protection of all service users from
abuse or the risk of abuse.

Audits of safeguarding arrangements to include progress
on action to implement recommendations from:
Serious Case Reviews
Domestic Homicide Reviews
Internal management reviews as a consequence of Serious
Incidents (SI’s) compromising the safety/welfare of service
users

3.3

3.4

There is an operational strategy for
safeguarding adults in place which
includes quality indicators to evidence
best practice in safeguarding
Robust
recruitment
and
vetting
procedures are in place to help prevent
unsuitable people from working with
adults at risk and children (including
checks of sub-contractors).

Reports from national
Commission.
- Operational Strategy

bodies

e.g.

Care

Quality

Best Practice: The Operational Strategy involves and takes
account of patients, users and carers’ experience.
- 3 yearly DBS checks recommended using the online
facility (DBS)
- DBS check – all new employees, changing roles
- All staff that are involved in the recruitment process are
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3.5
3.6

Safeguarding
responsibilities
are
reflected in all job descriptions relevant
to role and responsibilities
Staff working with children and adults
at risk record their work in accordance
with statutory and best practice
guidance.

appropriately trained / informed of their obligations under
the NHS Safer Recruitment standards (2013).

- Record keeping policy - All staff maintain an accurate,
clear record of their involvement on a routine basis. The
record is clear, accessible, comprehensive and
contemporaneous with both judgments made and decisions
taken carefully recorded. The record is dated, signed and
the person’s name legibly written at the end of the record
entry
- Where there are concerns about an adult at risk health
and wellbeing, all concerns, discussions about the adult at
risk, decisions made and the reasons for those decisions
must be recorded in writing in the adults records

3.7

Staff working directly with an adult at
risk have access to advice support and
supervision. This includes clinical and
safeguarding supervision.

- Evidence of improvement in record keeping audits in the
form of a summary report"
- Access to advice / support is available to all staff working
with vulnerable adults
- For front line practitioners working directly with young
people and adults at risk where there are concerns about
harm, self-harm or neglect this will include the supervisor
regularly reading the case files to review and record in the
file whether the work undertaken is appropriate to the
adults current needs and circumstances, and is in
accordance with the agency’s responsibilities.
 Frontline staff follows their organisation’s supervision
policy, which should clearly outline those cases that need
to be reviewed by the supervisor.
- Acute staff (including Mental Health services) evidence of
a framework/ flowchart ensuring appropriate supervision
arrangements with safeguarding leads are in place.
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3.8

There is a Training Needs Analysis
(TNA) and operational model for
safeguarding adults at risk

- Training must reflect statutory and local guidance such as
Working Together to Safeguard Children; Intercollegiate
Document Safeguarding Children and Young People:
Roles and Competencies for Health Care Staff (2010) and
the Local Safeguarding Adult Board training strategies
Care Quality Commission Outcome 7 – safeguarding
people who use services from abuse.
- Training must be audited to ensure its effectiveness and
quality assured
- Training takes account of emerging messages from
national and local reviews of safeguarding

- 80% of staff undertake appropriate training relevant to
their role. This is a minimum standard.
3.9
Prevent training is provided across the Statutory and mandatory induction and updating
organisation
programmes contain Prevent awareness training and policy
updates
4. Proportionality - Proportionality and least intrusive response appropriate to the risk presented Competency - clinical competency means being
knowledgeable and safe in all aspects of physical care delivery.
Efficient and proportionate responses to risks whether this relates to individual patient care or whole service provision
4.1
Staff required to use restrictive physical - Physical Intervention, Control and Restraint Policy
interventions have received specialist
training.
-Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
Specialist training should include the behavior support over restraint where possible
legal duties enshrined in the Mental
Capacity Act 2005 (including the law -Know whether and what type of restraint should be used in
relating to assault against a person) a way that respects dignity and protects human rights
and national guidance on consent for where possible
examination or treatment
-Understand that restraint should only be used as a last
resort where it is necessary and proportionate, and that
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is prevented
and that the person, and others around them are safe
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4.2

4.3

4.4

The use of restraint is always
appropriate, reasonable, proportionate
and justifiable to that individual. Any
Deprivation of Liberty required has
been authorised at the earliest
opportunity

Reasonable adjustment that are
needed to make services equally
accessible to people with learning
disabilities.
There are clear procedures on the
implementation and management of
Deprivation of Liberty Safeguards in
line with the Code of Practice to
supplement the main Mental Capacity
Act 2005 Code of Practice

- Physical Intervention, Control And Restraint Policy
The use of restraint should be discussed, agreed and
documented in advance wherever possible; is used as a
last resort and is the minimum response necessary for the
shortest possible time, to make the individual and others as
safe as possible.
-Where restraint is used it is documented and followed by
an assessment of the person restrained and others
involved in the restraint for signs of injury and any
emotional or psychological impact. DoLS application
The organisation can demonstrate when reasonable
adjustments are made to support access to the service.
-Managing authorities, i.e. hospitals providing inpatient
facilities for adults, must have in place a procedure that
identifies whether a deprivation of liberty is or may be
necessary; what steps are taken to assess whether to seek
an authorisation; whether all practical and reasonable steps
have been taken to avoid a deprivation of liberty; what
action they should take if they do need to request an
authorisation; how they review cases; and who should take
the necessary action.
-Managing authorities to have in place a procedure that
identifies what actions should be taken when an urgent
authorisation needs to be made; who should take that
action; and within what timescales.
-Managing authorities will ensure that sufficient, appropriate
members of staff are trained in the DoLS application
process, including completion of DoLS documentation.
-Managing authorities to have in place processes for
reviewing deprivation of liberty and reducing the levels of
restriction where reasonably possible

-A care plan should be in place for patients who have a
Page 41 of 63
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4.5

DoL authorisation in place
-There is clear guidance on the use of rapid tranquilisation
in line with NICE clinical guidance on Violence: the shortterm management of disturbed/violent behaviour in inpatient psychiatric settings and emergency departments
(2005)
5. Partnerships - Local solutions through services working with their communities Communication - Real communication, not just talking, but
observing and hearing. Sharing ideas and evaluating them with a wide range of people, including
Rapid tranquilisation will only be used
in accordance with NICE clinical
guidelines on Violence

Integrated and cohesive partnerships at all levels of the organisation focused at improving outcomes for patients in the most vulnerable situations, for example:
Health and Wellbeing Boards; Local Safeguarding Adults & Children’s Boards; Community Safety Partnerships; Quality Surveillance Groups
5.1
There is a process for resolving cases - Local mediation/resolution
where health professionals have a - Application to the Court of Protection
difference of opinion in relation to
safeguarding concerns for adults
Internal escalation procedure.
5.2
Pathways are in place to ensure - Trust has a senior lead for children and young people
safeguarding during transition to adult - Organisational policies for transition
services are met.
- Transition as part of the implementation of the NSF
- There are processes in place to
specifically address the transition of
children to adult services- clear
pathways in place to ensure continuous
safe transfer of services/ care.
5.3

There are agreed systems, standards
and protocols for sharing information
within the service and between
agencies in accordance with national
and local guidance

- Staff understand what to do and the most effective ways
of sharing information if they believe a child may require
particular services in order to achieve their optimal
outcomes;
- staff understand what to do and when to share information
if they believe a child may be at risk of significant harm or
an adult is at serious risk of harm;
- agency-specific guidance is produced to complement
guidance issued by central government and training is
made available to existing and new staff as part of their
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Induction Program and ongoing training;

5.4

5.5

5.6

The organisation embeds the locally
agreed assessment process e.g. Team
around the Family (TAF) / single
assessment processes, within its
existing systems and processes
The organisation works with partners to
protect adults at risk and participates in
reviews as set out in statutory, national
and local guidance

There is a designated professional for
safeguarding to work with the
nominated
director
and
senior
management within Vale Royal Clinical
Commissioning Group.

- managers are fully conversant with the legal framework
and good practice guidance issued for practitioners"
-Organisation’s application and responses to the Friends
and Family Test

- Staff to provide, when requested, information on their
involvement with a child and or family to inform the case
discussion in relation to Serious Case Reviews; Child
Death Overview Processes; MARAC; MAPPA
- Professionals who are invited to attend a multi-agency
meeting in relation to safeguarding a child or an adult at
risk must make every effort to attend and will submit a
written report if they cannot attend or where requested to
do so. The report will include a chronology of their
involvement, assessment and analysis of the capacity of
carers’ to meet the needs of the adult at risk and
recommendations for action.
- The professional must be accountable to the Board lead
for safeguarding and take a strategic, expert lead on all
clinical aspects of safeguarding children throughout the
health economy.

- The professional have sufficient support, time and access
to training available to them to fulfill their roles and
responsibilities effectively
6. Accountability - Accountability and transparency in delivering safeguarding - Compassion - Strong leadership at every level is required. Everyone
has a responsibility for the delivery of high quality, compassionate care
Require openness and transparency to patients in how concerns are managed in line with ‘Being Open’ Managing allegations of abuse and neglect in services
6.1
There is a board lead for safeguarding
Their job description clearly identifies their safeguarding
adults
responsibilities
6.2
The organisation is linked into the - There is representation at a senior level
LSAB
- There is a clear written statement of their roles and
responsibilities in relation to this work

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 43 of 63

108

6.3

There is a named lead for safeguarding
for any adults at risk of harm.
The focus for the named professionals
is safeguarding within their own
organisation

The organisation contributes to the work of the
Safeguarding Boards, including that of its sub groups
- Safeguarding leads should have expertise in adult and/or
child health services dependent on their role and
responsibilities; should understand the nature of abuse and
neglect and the local arrangements for safeguarding
children / vulnerable adults.
- Supervision arrangements should be in place for the
safeguarding lead in respect of their safeguarding
responsibilities; an annual appraisal will include a review of
the job role.
- Safeguarding leads will have sufficient time, support and
flexibility to carry out their responsibilities – this should be
detailed in their job plans"

6.4

The
board
regularly
reviews
safeguarding across the organisation

6.5

The board regularly reviews MCA
implementation
across
the
organisation.
There is clear guidance on managing
allegations against staff and volunteers
working with adults in line with those of
the LSAB.

6.6

Safeguarding children and Young people: Roles and
Competencies for Health Care Staff (2010).
- The board should receive regular reports on their
arrangements for safeguarding. At a minimum an annual
report should be presented at board level with the
expectation that this will be made public.
- Reports on safeguarding may also be included within
another report, e.g. the Clinical Governance, risk
management, patient and staff experience groups
- The annual reports should be shared with the LSAB

The board should receive at least annual progress reports
on arrangements for MCA implementation – this could be
included within other reports, such as Clinical Governance
This includes identifying a Senior Officer who has overall
strategic responsibility for ensuring the organisation
operates the procedures; and a nominated Senior Manager
to whom all allegations or concerns are reported; and a
deputy in his/her absence. The procedure must be
followed when there are concerns that any person in a
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position of trust (whether paid or unpaid) has:- behaved in a way that has harmed an adult, or may have
harmed or an adult
- possibly committed a criminal offence against or related
to a child or vulnerable adult
- behaved towards a vulnerable adult in a way that
indicates s/he is unsuitable to work with adults
- All cases will be reported to the police if the nature of
abuse is criminal or the local authority as per local
safeguarding procedures

6.7

Robust complaints and whistle blowing
policies/procedures are in place

6.8

There is a lead consultant and lead
nurse within the Accident and
Emergency
Department
with
responsibility for safeguarding.
Ensure the health contribution to
safeguarding and promoting the health
and well-being of adults at risk

6.9

All substantiated cases to be reported to Head of Quality
and safeguarding, including the
Designated Nurse,
addition to other regulatory bodies, including professional
bodies
A guarantee is provided to staff and service users that
using the procedures appropriately will not prejudice their
own position or prospects.

Positive recognition and responses with Multi-agency &
Multi-disciplinary working.

This tool will provide commissioners with assurances that safeguarding systems are in place. Full completion of the tool and evidence is required
and should accompany submission of the audit tool.
An improvement plan should be submitted for all standards that are RAG rated amber and red. The improvement plan will be regularly reported on
by the providers and fed back to the commissioner.
A nominated lead will be responsible from the provider service to oversee the completion of the tool and any improvement plans. It will be the
responsibility of the Designated Nurse to review the information and liaise accordingly with the Clinical Commissioning Group contracts lead
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APPENDIX 3 Group B
ANNUAL SAFEGUARDING CHILDREN STANDARDS SELF-ASSESSMENT AUDIT TOOL
Audit Tool to Monitor Safeguarding Children Standards for providers with whom commissioners have a contractual agreement.
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Improvement plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales
Evidence
Components of standard

Standard

RAG

1. Clear lines of accountability for safeguarding children and vulnerable adults
1.1

A safeguarding policy is in place which
demonstrates commitment to
safeguarding children.

- The policy makes it clear who has overall responsibility for the
contribution to safeguarding children including lines of
accountability through to the person with ultimate accountability
- The policy sets out clear priorities for safeguarding in line with
those of the Local Safeguarding Children Board
http://www.cheshirewestlscb.org.uk/
- The policy clearly states with whom staff should discuss and to
whom staff should report any safeguarding concerns in relation
to children.

1.2

There is a named lead within the
service /organisation for safeguarding
children and arrangements for cover
when this person is not available

- Role and responsibilities must be included in job description.
- The named lead should be training to level 2 as a minimum.

1.3

All staff (paid and volunteers) should
know how to act on concerns that a
child may have been abused, or is at
risk of abuse or neglect in line with
local guidance.

- Local Safeguarding Children Board policies and procedures can
be accessed at: http://www.cheshirewestlscb.org.uk/

2. Governance arrangements / Quality Assurance
2.1

An incident reporting system is in place
which identifies
circumstances/incidents which have

-

All Serious Untoward Incidents (SUI) compromising the safety
and welfare of children are to be reported to [insert link]
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compromised the safety and welfare of
children.
2.2

-

All complaints that refer to the safety of children are
investigated thoroughly

The
service/organisation
regularly
reviews cases where there are
safeguarding children concerns.

3. Safeguarding policies, procedures and systems Delivering high quality care and measuring impact (6Cs)
3.1

All staff (paid and volunteers) have
access to safeguarding policies and
procedures for children. The policy
must be easily accessible by staff at all
levels and be consistent with statutory,
national and local guidance.

- All policies and procedures must be reviewed at a minimum 2
yearly to evaluate their effectiveness and to ensure they are up
to date and working in practice.

3.2

Safeguarding policy / procedures
includes a process for recording and
reporting concerns, suspicions and
allegations of abuse or harm in line with
Local Safeguarding Children Board
policy and procedure.

http://www.cheshirewestlscb.org.uk/

3.3

Safeguarding policy / procedures
includes guidance on complaints and
whistle blowing policies which offers a
guarantee to staff and service users
that using these procedures
appropriately will not prejudice their
own position or prospects.

3.4

Safeguarding policy / procedures
includes guidance on how to respond
to a disclosure from a child or a young
person.

3.5

Safeguarding policy / procedures
includes clear guidance on managing
allegations against staff and volunteers
working with children in line with
policies and procedures of the Local
safeguarding Children Board.

3.6

There is a process for ensuring that
patients are routinely asked about

http://www.cheshirewestlscb.org.uk/
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dependents such as children, or about
any caring responsibilities
3.7

When it is known that a child is not
accessing education a referral will be
made to the Local Authority in which
the child lives.

Where it is discovered a child is not receiving any form of
education the Children Missing Education Officer is to be notified.
Information on missing education is available at:
sue.humphreys@cheshirewestandchester.gov.uk
Tel No: 01244 973 333

3.8

The provider complies with the
principles in Prevent and the Prevent
guidance toolkit.

3. Sexually Active Young People Under 18 years of age (this standard relates only to those providing services to young people under 18 years of age)
3.15

There is clear guidance for practitioners
working with sexually active children
under 18 years which is in line with that
of Local Safeguarding Children Board.

- Whilst the procedure will apply to all sexually active young
people under 18, it is essential that all cases involving under
13s are discussed with the organisation’s named
professional for safeguarding – advice can also be sought
from the Designated Professionals. However consideration
should be given to children 13-16 years in line with local
guidance.
- All cases involving under 13s should be fully documented
including detailed reasons where a decision is taken not to
share information. Consideration should be given to sexual
abuse, possibly within the family.
- http://www.cheshirewestlscb.org.uk/?page_id=105

5. Domestic abuse (including forced marriage and honour based violence) Helping People to stay independent. Maximising well-being and improving
health outcomes (6C’s)
5.1

The service / organisation take account
of national and local guidance to
safeguard those children and adults
experiencing domestic abuse.

- Guidance to be informed by Improving safety, Reducing
harm Children, young people and domestic violence: A
practical toolkit for front line practitioners (DH 2009)
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6. Information sharing
6.1

Information sharing protocols in line
with national and local guidance are in
place within the practice.

- National guidance on information sharing can be
accessed at:
https://www.education.gov.uk/publications/standard/publi
cationdetail/page1/DCSF-00807-2008

7. Inter-agency working Helping People to stay independent, maximising well-being and improving health outcomes (6C’s)
7.1

The service / organisation works with
partners to protect children at risk and
participates in reviews as set out in
statutory, national and local guidance

-

-

the service will provide, when requested, information on
their involvement with a child, family and adult at risk of
abuse to inform the case discussion in relation to child
protection processes, Serious Case Reviews; Child
Death Overview Processes, MARAC and MAPPA
the service contributes to the locally agreed
assessment processes e.g. Team around the Family
(TAF) as required to do so and with the consent of the
individual and or parent/carer.

8. Safer recruitment practices Ensuring we have the right staff, with the right skills, in the right place
8.1

Robust recruitment, selection and
vetting procedures are in place to help
prevent unsuitable people from working
with children at risk (including checks of
sub-contractors).

- For staff working with children references are always
verified, a full employment history is always available with
satisfactory explanations for any gaps in employment
history, qualifications are checked and the appropriate
DBS check is undertaken in line with national and local
guidance.

8.2

General guidance is provided to staff
on appropriate behaviours when
working with children and vulnerable
adults in line with national and local
guidance

- Detailed guidance on safe working practices for adults
who work with children is available on the DCSF website
at
http://webarchive.nationalarchives.gov.uk/201002021004
34/dcsf.gov.uk/everychildmatters/resources-andpractice/ig00311

9. Record keeping
9.1

Staff who work with children and
vulnerable adults record their work with
the child and family in accordance with
statutory and best practice guidance.

- All staff maintains an accurate, clear record of their
involvement with the child and their family on a routine
basis.
- Where there are concerns about a child’s welfare, all
concerns, discussions about the child, decisions made
and the reasons for those decisions must be recorded in
writing in the child’s records.
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10. Supervision and support Supporting Positive Staff Experience (6C’s)
10.1

Staff working directly with children at
risk have access to advice support and
supervision. This includes clinical and
safeguarding supervision.

- Access to advice / support is available to all staff working
with children at risk. Staff understand how and when to
access supervision and support / advise.

11. Staff training and continuing professional development Delivering high quality care and measuring impact (6C’s)
11.1

Paid staff and volunteers in contact
with children and / or adults who are
parents/carers are trained and
competent to be alert to the potential
indicators of and know how to act on
those concerns in line with local
guidance.

- The level of training an individual requires is dependent
on their roles and responsibilities. For this reason training
needs should be informed by training strategies of the
Local Safeguarding Children Board:
http://www.cheshirewestlscb.org.uk/?page_id=69
- Refresher training is undertaken at regular intervals (at a
minimum 3 yearly)

11.2

Arrangements are in place to ensure
that all staff in contact with patients
over the age of 16 have an awareness
of MCA appropriate to their role and
responsibility.

- The level of MCA training each individual requires will
depend on their role and responsibilities
- MCA Awareness should be included in staff induction
programs and mandatory training updates

12. Proving safer activities and trips
12.1

All service users are protected when
taking part in activities and trips

The service organisation ensures that:
- Paid staff and volunteers undertaking specialist roles
(e.g. taking children, young people and vulnerable adults
off site on trips) are provided with appropriate training;
- All activities are risk assessed to ensure that all
reasonable steps are taken to prevent children, young
people and vulnerable adults being harmed whilst
participating in the organisations/services activities;
- Takes out employers’ liability and public liability insurance
to ensure that all activities and services and all people
taking part are covered;
- All activities being provided are properly planned and
organised;
- Checks the driver holds the correct driving licence, the
vehicle has the correct insurance, tax, MOT, seats,
seatbelts and a first aid box;
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- All computers used by young people are equipped with
‘parent controls’ to ensure safe internet use;
- Staff are equipped to understand, identify and mitigate
the risks of new technology
Standard 13 Listening to Children and Young people Working with people to provide a positive experience of care (6C’s)
13.1

The views of children and young
people are sought when developing
service plans (including those of
Children in Care)

- Service development plans include the views of children and
young people including those in care.
- Information provided is in a format and language that can be
understood by all service users.

13.2

Individual care planning is informed by
the views of children and families.

- The organisation evaluates outcomes from the perspective
of the child or young person.

13.3

Children are made aware of their right
to be safe from abuse.

- This is achieved through information made available for
children, young people and their parents / carers on where to
go for help in relation to maltreatment and abuse.

13.4

Children are listened to, taken seriously
and responded to appropriately.

- Evidence of the child’s view should be recorded in case
records.

This tool will provide commissioners with assurances that safeguarding systems are in place. Full completion of the tool and evidence is required
and should accompany submission of the audit tool.
An improvement plan should be submitted for all standards that are RAG rated amber and red. The improvement plan will be regularly reported on
by the providers and fed back to the commissioner.
A nominated lead will be responsible from the provider service to oversee the completion of the tool and any improvement plans. It will be the
responsibility of the Designated Nurse to review the information and liaise accordingly with the Clinical Commissioning Group contracts lead
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APPENDIX 4 – Group B
ANNUAL SAFEGUARDING ADULTS STANDARDS SELF-ASSESSMENT AUDIT TOOL
Audit Tool to Monitor Safeguarding Adults Standards for providers with whom commissioners have a contractual agreement. The tool also
demonstrates compliance with the six safeguarding principals & 6 C’s demonstrating care is our business
Adults have the right to be protected from abuse and neglect but must maintain choice and control over the decisions that affect their lives and to be involved to the
extent that they are able. This audit tool will support the review to ensure the six safeguarding principals are included within the Governance & Quality Assurance for
the services provided.
RAG rating Key:
Green

Fully compliant (remains subject to continuous quality improvement)

Amber

Improvement plans in place to ensure full compliance and progress is being made within agreed timescales

Red

Non-compliance against standards and actions have not been completed within agreed timescales

Standard

Components of standard

Evidence
include
policies,
reports, training programmes,
etc

RAG

1. Empowerment - presumption of person led decisions and consent - Care - Person centred safe care
Patients need to be in control of their care and involved in all aspects to the extent they are able. This includes involving people in how services related to
safeguarding adults are designed and delivered as well as involvement in their own care planning
1.1
There is a named lead for Mental - All NHS Trusts providing services for people aged 16 and over
Capacity Act (MCA) implementation –
have in place a named lead for MCA & Deprivation of Liberty
the focus for named professionals is
Safeguards (DoLS) Implementation.
MCA implementation within their own - MCA Leads must have in-depth, applied knowledge of
organisation (ref MCA Best Practice
MCA/DoLS, including awareness of relevant case law, and must
Tool (DH 2006)).
have protected study time to ensure they keep their knowledge
up to date.
1.2

Staff at all levels have easy access to
policies and procedures on MCA/DoLS
implementation and access to expert
advice on MCA issues.

- MCA/DoLS policies and procedures are updated regularly and
audited and reviewed at least 2 yearly
- Policies and procedures will include:
- templates for recording assessments of capacity, best interests
decisions and use of restraint/physical intervention
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- clear guidelines on the process for resolving disputes
- clear guidelines on the process for accessing formal legal
advice when necessary
- clear guidance as to how to access expert advice on
MCA/DoLS
- A clear process for:
- identifying patients who may be Deprived of their liberty,
- Applying for a Deprivation of Liberty Safeguard
- informing Care Quality Commission (CQC) of the application
and outcome

1.3

1.4

Named professionals, including MCA
leads, seek advice and access regular
formal supervision from designated
professionals for complex issues or
where concerns may have to be
escalated
There is a training strategy for
MCA/DoLS implementation

a care plan in place for the patient who has a DoL request
authorized
This may include advice and support from the Local Authority lead
officer. Lee Calvert Lee.Calvert@cheshirewestandchester.gov.uk

- A Training Needs Analysis (TNA) should be undertaken and
training programs tailored to address the identified needs of
staff working at different levels and with different client groups.
- The TNA will include minimum standards for basic MCA
awareness training and updating – MCA should be incorporated
into staff induction programs and mandatory training updates.
- The TNA will include arrangements for applied specialist
training for staff working in clinical areas where complex MCA
issues are likely to arise.
- Training will be audited to ensure its quality and effectiveness
Training will take account of emerging messages and themes
arising from relevant case law.

2. Protection - Support and representation for those in greatest need Courage - really commit to making changes and to quality improvement
Positive obligation to take additional measures for patients who may be ‘adults at risk’ who may not have their voice heard or be unable to protect themselves
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2.1

Staff at all levels, have easy access to
Safeguarding Adult policies and
procedures.
These
policies
and
procedures must be consistent with
statutory, national and local guidance.
The Local Safeguarding Adult Board
(LSAB) policies are reflected/adopted
within the provider’s policy.

- Policies and procedures are updated regularly to reflect any
structural, departmental and legal changes
- All policies and procedures undergo an equalities impact
assessment
- All policies and procedures must be audited and reviewed at a
minimum 2 yearly to evaluate their effectiveness and to ensure
they are working in practice.
- Policies and procedures to specifically consider adults in special
circumstances, e.g. those with a disability, those who do not
speak English as their first language, etc.
Policies take account of the Mental Capacity Act. LSAB policies
can be accessed at:
http://www.cheshirewestandchester.gov.uk/your_council/policies_
and_performance/council_plans_and_strategies/adult_social_car
e_and_health_p.aspx

2.2

2.3

There are clear procedures for
recording and reporting/referring
concerns, suspicions and allegations of
abuse of an adult at risk in line with
national and local guidance.
There is clear guidance on how to
respond to a disclosure of abuse from
all
adults
which
includes
a
confidentiality policy and procedure.

2.4

The provider complies with the
principles in Prevent and the Prevent
guidance toolkit.

2.5

There is clear guidance for dealing with
children and young people who are at
risk of domestic violence, and for
recognising /acting on concern

- The procedures include a process for following up referrals to
adult social services

- The procedures include a process for sharing appropriate
information when it is the persons best interests when referral to
adult social services.
The Data Protection Act is not a barrier to sharing information but
provides a framework to ensure that personal information about
living persons is shared appropriately.
Responsibility for Prevent strategy and partnership
representation with other Government departments
Delivery of commitments made in the Prevent strategy (June
2011) across the healthcare sector.
- Front line practitioners should be trained to identify and respond
to domestic abuse (including forced marriage and honour based
violence) and equipped to include routine questions about
domestic violence, including in ante-natal care;
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- Front line practitioners should be clear about the referral
processes to MARAC and to be able to evidence participation
- Information about local services on domestic violence is
available to all women whether they are affected by domestic
violence or not;
- There is clear guidance for staff and managers for employees
experiencing domestic violence
- There are clear processes for supporting /dealing with
employees who are perpetrators of domestic abuse

2.6

All staff working in the above named
services/departments should be able
to:
-recognise abuse in children and or
vulnerable adults

- Further specific guidance is available in the tool kit for front line
practitioners Improving safety, Reducing harm Children, young
people and domestic violence (DH 2009) accessed
- Staff should be alert to the need to safeguard children when
treating parents or carers
 Staff should know how to make a referral to children’s social
care where there are concerns a child has suffered or is at risk of
significant harm in line with local procedures – this includes
ensuring that all referrals are followed up in writing.

- Staff should know how to make a safeguarding adult alert in line
with local procedures
3. Prevention - It is better to take action before harm occurs - Commitment - It’s about how we listen, what we say, what we do and more importantly,
how we do this
Planning and procuring services that deliver personalised care that reduces the likelihood of neglect and abuse occurring
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3.1

An adverse incident reporting system is
in place which identifies
circumstances/incidents which have
compromised the safety and welfare of
any adult at risk

- All STEIS reporting in relation to the safety and welfare of
adults at risk are to be reported to Head of Assurance
and Risk
- Commissioners provided with a regular report (interval to
be agreed between the provider and the commissioner
but be at least annually) of key themes/learning from
StEIS that involve safeguarding vulnerable adults.
- All complaints that refer to the safety of an adult at risk
are referred and investigated thoroughly via the
complaints and incident reporting policy and procedures

3.2

A programme of internal audit and
review is in place that enables the
organisation to continuously improve
the protection of all service users from
abuse or the risk of abuse.

Audits of safeguarding arrangements to include progress
on action to implement recommendations from:
Serious Case Reviews
Domestic Homicide Reviews
Internal management reviews as a consequence of Serious
Incidents (SI’s) compromising the safety/welfare of service
users

3.3

3.4

3.5

There is an operational strategy for
safeguarding adults in place which
includes quality indicators to evidence
best practice in safeguarding
Robust
recruitment
and
vetting
procedures are in place to help prevent
unsuitable people from working with
adults at risk and children (including
checks of sub-contractors).

Safeguarding
responsibilities
are
reflected in all job descriptions relevant

Reports from national
Commission.
- Operational Strategy

bodies

e.g.

Care

Quality

Best Practice: The Operational Strategy involves and takes
account of patients, users and carers’ experience.
- 3 yearly DBS checks recommended using the online
facility (DBS)
- DBS check – all new employees, changing roles
- All staff that are involved in the recruitment process are
appropriately trained / informed of their obligations under
the NHS Safer Recruitment standards (2013).

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 56 of 63

121

3.6

to role and responsibilities
Staff working with children and adults
at risk record their work in accordance
with statutory and best practice
guidance.

- Record keeping policy - All staff maintain an accurate,
clear record of their involvement on a routine basis. The
record is clear, accessible, comprehensive and
contemporaneous with both judgments made and decisions
taken carefully recorded. The record is dated, signed and
the person’s name legibly written at the end of the record
entry
- Where there are concerns about an adult at risk health
and wellbeing, all concerns, discussions about the adult at
risk, decisions made and the reasons for those decisions
must be recorded in writing in the adults records

3.7

Staff working directly with an adult at
risk have access to advice support and
supervision. This includes clinical and
safeguarding supervision.

- Evidence of improvement in record keeping audits in the
form of a summary report"
- Access to advice / support is available to all staff working
with vulnerable adults
- For front line practitioners working directly with young
people and adults at risk where there are concerns about
harm, self-harm or neglect this will include the supervisor
regularly reading the case files to review and record in the
file whether the work undertaken is appropriate to the
adults current needs and circumstances, and is in
accordance with the agency’s responsibilities.
 Frontline staff follows their organisation’s supervision
policy, which should clearly outline those cases that need
to be reviewed by the supervisor.
- Acute staff (including Mental Health services) evidence of
a framework/ flowchart ensuring appropriate supervision
arrangements with safeguarding leads are in place.

3.8

There is a training strategy and
operational model for safeguarding
and adults at risk

- Training must reflect statutory and local guidance such as
Working Together to Safeguard Children; Intercollegiate
Document Safeguarding Children and Young People:
Roles and Competencies for Health Care Staff (2010) and
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the Local Safeguarding Adult Board training strategies
Care Quality Commission Outcome 7 – safeguarding
people who use services from abuse.
- Training must be audited to ensure its effectiveness and
quality assured
- Training takes account of emerging messages from
national and local reviews of safeguarding
- 80% of staff undertake appropriate training relevant to
their role. This is a minimum standard.
3.9
Prevent training is provided across the Statutory and mandatory induction and updating
organisation
programmes contain Prevent awareness training and policy
updates
4. Proportionality - Proportionality and least intrusive response appropriate to the risk presented Competency - clinical competency means being
knowledgeable and safe in all aspects of physical care delivery.
Efficient and proportionate responses to risks whether this relates to individual patient care or whole service provision
4.1
Staff required to use restrictive physical - Physical Intervention, Control and Restraint Policy
interventions have received specialist
training.
-Staff understand when different types of restraint are or
are not appropriate, prioritizing de-escalation or positive
Specialist training should include the behavior support over restraint where possible
legal duties enshrined in the Mental
Capacity Act 2005 (including the law -Know whether and what type of restraint should be used in
relating to assault against a person) a way that respects dignity and protects human rights
and national guidance on consent for where possible
examination or treatment

4.2

The use of restraint is always
appropriate, reasonable, proportionate
and justifiable to that individual. Any
Deprivation of Liberty required has

-Understand that restraint should only be used as a last
resort where it is necessary and proportionate, and that
restraint used should be the least restrictive and for the
minimum amount of time to ensure that harm is prevented
and that the person, and others around them are safe
- Physical Intervention, Control And Restraint Policy
The use of restraint should be discussed, agreed and
documented in advance wherever possible; is used as a
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been authorised
opportunity

4.3

4.4

at

the

earliest

Reasonable adjustment that are
needed to make services equally
accessible to people with learning
disabilities.
There are clear procedures on the
implementation and management of
Deprivation of Liberty Safeguards in
line with the Code of Practice to
supplement the main Mental Capacity
Act 2005 Code of Practice

last resort and is the minimum response necessary for the
shortest possible time, to make the individual and others as
safe as possible.
-Where restraint is used it is documented and followed by
an assessment of the person restrained and others
involved in the restraint for signs of injury and any
emotional or psychological impact. DoLS application
The organisation can demonstrate when reasonable
adjustments are made to support access to the service.
-Managing authorities, i.e. hospitals providing inpatient
facilities for adults, must have in place a procedure that
identifies whether a deprivation of liberty is or may be
necessary; what steps are taken to assess whether to seek
an authorisation; whether all practical and reasonable steps
have been taken to avoid a deprivation of liberty; what
action they should take if they do need to request an
authorisation; how they review cases; and who should take
the necessary action.
-Managing authorities to have in place a procedure that
identifies what actions should be taken when an urgent
authorisation needs to be made; who should take that
action; and within what timescales.
-Managing authorities will ensure that sufficient, appropriate
members of staff are trained in the DoLS application
process, including completion of DoLS documentation.
-Managing authorities to have in place processes for
reviewing deprivation of liberty and reducing the levels of
restriction where reasonably possible
-A care plan should be in place for patients who have a
DoL authorisation in place
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5. Partnerships - Local solutions through services working with their communities Communication - Real communication, not just talking, but
observing and hearing. Sharing ideas and evaluating them with a wide range of people, including
Integrated and cohesive partnerships at all levels of the organisation focused at improving outcomes for patients in the most vulnerable situations, for example:
Health and Wellbeing Boards; Local Safeguarding Adults & Children’s Boards; Community Safety Partnerships; Quality Surveillance Groups
5.1
There is a process for resolving cases - Local mediation/resolution
where health professionals have a - Application to the Court of Protection
difference of opinion in relation to
safeguarding concerns for adults
Internal escalation procedure.
5.2
There are agreed systems, standards - Staff understand what to do and the most effective ways
and protocols for sharing information of sharing information if they believe a child may require
within the service and between particular services in order to achieve their optimal
agencies in accordance with national outcomes;
and local guidance
- staff understand what to do and when to share information
if they believe a child may be at risk of significant harm or
an adult is at serious risk of harm;
- agency-specific guidance is produced to complement
guidance issued by central government and training is
made available to existing and new staff as part of their
Induction Program and ongoing training;

5.3

The organisation works with partners to
protect adults at risk and participates in
reviews as set out in statutory, national
and local guidance

- managers are fully conversant with the legal framework
and good practice guidance issued for practitioners"
- Staff to provide, when requested, information on their
involvement with a child and or family to inform the case
discussion in relation to Serious Case Reviews; Child
Death Overview Processes; MARAC; MAPPA
- Professionals who are invited to attend a multi-agency
meeting in relation to safeguarding a child or an adult at
risk must make every effort to attend and will submit a
written report if they cannot attend or where requested to
do so. The report will include a chronology of their
involvement, assessment and analysis of the capacity of
carers’ to meet the needs of the adult at risk and
recommendations for action.
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5.4

There is a designated professional for
safeguarding to work with the
nominated
director
and
senior
management within Vale Royal Clinical
Commissioning Group.

- The professional must be accountable to the Board lead
for safeguarding and take a strategic, expert lead on all
clinical aspects of safeguarding children throughout the
health economy.

- The professional have sufficient support, time and access
to training available to them to fulfill their roles and
responsibilities effectively
6. Accountability - Accountability and transparency in delivering safeguarding - Compassion - Strong leadership at every level is required. Everyone
has a responsibility for the delivery of high quality, compassionate care
Require openness and transparency to patients in how concerns are managed in line with ‘Being Open’ Managing allegations of abuse and neglect in services
6.1
There is a board lead for safeguarding
Their job description clearly identifies their safeguarding
adults
responsibilities
6.2
There is a named lead for safeguarding - Safeguarding leads should have expertise in adult and/or
for any adults at risk of harm.
child health services dependent on their role and
responsibilities; should understand the nature of abuse and
The focus for the named professionals neglect and the local arrangements for safeguarding
is safeguarding within their own children / adults.
organisation
- Supervision arrangements should be in place for the
safeguarding lead in respect of their safeguarding
responsibilities; an annual appraisal will include a review of
the job role.

6.3

The
board
regularly
reviews
safeguarding across the organisation

6.4

There is clear guidance on managing
allegations against staff and volunteers
working with adults in line with those of

- Safeguarding leads will have sufficient time, support and
flexibility to carry out their responsibilities – this should be
detailed in their job plans"
- The board should receive regular reports on their
arrangements for safeguarding. At a minimum an annual
report should be presented at board level with the
expectation that this will be made public.
- Reports on safeguarding may also be included within
another report, e.g. the Clinical Governance, risk
management, patient and staff experience groups
- The annual reports should be shared with the LSAB
This includes identifying a Senior Officer who has overall
strategic responsibility for ensuring the organisation
operates the procedures; and a nominated Senior Manager
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the LSAB.

to whom all allegations or concerns are reported; and a
deputy in his/her absence. The procedure must be
followed when there are concerns that any person in a
position of trust (whether paid or unpaid) has:- behaved in a way that has harmed an adult, or may have
harmed or an adult
- possibly committed a criminal offence against or related
to a child or vulnerable adult
- behaved towards a vulnerable adult in a way that
indicates s/he is unsuitable to work with adults
- All cases will be reported to the police if the nature of
abuse is criminal or the local authority as per local
safeguarding procedures

6.5

Robust complaints and whistle blowing
policies/procedures are in place

6.6

Ensure the health contribution to
safeguarding and promoting the health
and well-being of adults at risk

All substantiated cases to be reported to Head of Quality
and safeguarding, including the
Designated Nurse,
addition to other regulatory bodies, including professional
bodies
A guarantee is provided to staff and service users that
using the procedures appropriately will not prejudice their
own position or prospects.
Positive recognition and responses with Multi-agency &
Multi-disciplinary working.

This tool will provide commissioners with assurances that safeguarding systems are in place. Full completion of the tool and evidence is required
and should accompany submission of the audit tool.
An improvement plan should be submitted for all standards that are RAG rated amber and red. The improvement plan will be regularly reported on
by the providers and fed back to the commissioner.
A nominated lead will be responsible from the provider service to oversee the completion of the tool and any improvement plans. It will be the
responsibility of the Designated Nurse to review the information and liaise accordingly with the Clinical Commissioning Group contracts Lead

DRAFT VERSION 1.6 NHS Vale Royal Clinical Commissioning Group

Page 62 of 63

127

APPENDIX 5 – Improvement Plan
Copy of Improvment
Plan WCCCCG .xlsx

Safeguarding Improvement plan following NHS Vale Royal Clinical Commissioning Group annual safeguarding self-assessment audit

Standard
Number

Standard

Action
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Lead
Person

Target Date

Progress

Date of
Review

Date of
Completion
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

Chief Officer Report

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.3.4

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.
The report details:

Report prepared by:
Rachel Smethurst
Business Manager
Executive Lead:
Simon Whitehouse
Chief Officer

An overview of the recently published NHS England Planning
Guidance;
A summary of the Assurance Framework Checkpoint 2 meeting
with NHS England Area Team;
CSU Policy Review Consultation
Recruitment
Breast screening review
CSU correspondence to staff regarding a potential merger with
Greater Manchester CSU
Primary Care Strategy
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

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

Prepared by: Rachel Smethurst
NHS Vale Royal CCG Governing Body – 05-02-2014
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RECOMMENDATIONS

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

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No

REPORT TITLE

Chief Officer Report
1.0

Introduction
1.1

2.0

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

NHS England Planning Guidance
2.0

NHS England published strategic and operational planning guidance on 20th
December 2013.

2.1

The healthcare system is facing the challenge of significant and enduring financial
pressures. People’s need for services will continue to grow faster than funding,
meaning that we have to innovate and transform the way we deliver high quality
services, within the resources available, to ensure that patients, and their needs, are
always put first.

2.3

The guidance sets out a bold and ambitious framework within which commissioners will
need to work with providers and partners in local government to develop strong and
robust five year plans strategic plans to secure the continuity of sustainable high
quality care for all.

2.4

The guidance also sets out a framework for CCGs to develop two year operational
plans which will provide the detail of how the CCG will work towards the five year
vision. This two year plan endeavors to clearly articulate our key areas of focus as a
CCG to ensure that we deliver meaningful outcomes for our population and that they
are delivered efficiently to provide best value.

2.5

The guidance can be found by the following web link http://www.england.nhs.uk/wpcontent/uploads/2013/12/5yr-strat-plann-guid-wa.pdf

2.6

A copy of our draft plan can be seen at agenda item 6.3.4 of the Governing Body
agenda.
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Quarter 2 Checkpoint – NHS England Area Team Assurance
3.1

Quarterly CCG assurance ‘Checkpoint’ reviews (‘assurance conversations’) give the
opportunity to begin to build the right environment for mutual support and challenge
between the CCG and the Area Teams. The ‘checkpoint’ reviews are a key element of
the on-going relationship between CCGs and NHS England and involve discussions on
progress being made against plans and agreement about appropriate support where
necessary. They are also a key opportunity to discuss collaboration around areas of
joint interest and development support.

3.2

The assurance 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.

3.4

The Checkpoint meeting for quarter 2 was held in December 2013. The meeting
focused on the CCG vision and planning, quality and finance, although the overall
performance against the NHS Constitution standards was also discussed.

3.5

The CCG has received the final Balanced Scorecard from the Q2 Checkpoint as
detailed below:

Domain

Domain Title

Domain Triggers

Domain 1

Are people getting good quality care?

The number of indicators
triggering

Amber-Green

8

Domain 2

Are patient’s rights under the NHS
Constitution being promoted?

Most indicators met with
amber breaches

Green

0Red_1Amber

Domain 3

Are health outcomes improving for local
people?

For MRSA & CDIFF only
the number of indicators
triggering

Amber -Red

1 Red

Domain 4

Are CCGs commissioning services within
their financial allocations?

Primary indicators only,
the number of indicators
triggering

Amber-Green

2AG_0AR

Domain 5

Are conditions of CCG authorisation being
addressed and removed (where this is
relevant)?

Total number of
outstanding conditions

No RAG

0
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3.6

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.

3.7

The CCG has a rating of ‘amber-red; for Domain 3 (which is “patient’s rights under the
NHS Constitution”). This relates specifically to MRSA and C.Difficile targets:
3.7.1

MRSA - in quarter 2 MCHFT had 2 case of MRSA. Both were subject to Post
Infection Review and submitted to the Public Health England database. Action
plans have been developed and will continue to be discussed at the Clinical
Quality and Patient Safety review Meeting. For Vale Royal CCG there were 0
MRSA cases.

3.7.2

C.Difficile – MCHFT have a target of 15 for 2013-14. In quarter 2 they reported
8 cases. The target remains a challenge for MCHFT, however, there have
been no outbreaks of C.Difficile, all are isolated cases. Each individual case
has been reviewed in detail by MCHFT infection control team and the Division.
For Vale Royal CCG there were 6 C.Difficile cases.

3.8

The CCG has made good progress both on the vision for the health economy and
operationally having systems in place to monitor and address contractual and
operational variance.

3.9

The CCG has demonstrated an improved financial position.

3.10

On balance the Area Team did not feel that any additional formal support requirement
was needed at this time.

3.11

A set of actions were agreed at the meeting, which are being followed up by the CCG
and Area Team and will be reviewed at the Q3 Checkpoint Assurance meeting (due
February 2014).

CSU Policy Review Consultation
4.1

The CCG have to make decisions on the range of health services/treatments that they
commission (buy) for their local population. We have only existed as an organisation
since 1st April 201, as a result, policies need reviewing and updating which will include
financial decision making.

4.2

The majority of services/treatments are commissioned for everyone; however some
are only clinically effective in very specific situations or for a very small group of
patients. In these cases, the service/treatment is commissioned on a named individual
(patient) basis. This follows an assessment to ensure the proposed treatment is
clinically effective and that the patient should see a demonstrable benefit from
receiving the treatment.
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4.3

Advances in science mean that treatments offered by the NHS are constantly evolving
to keep pace with the invention of new drugs, new treatments and new technology. As
new treatments and services become available, demand goes up and CCGS have to
make the tough decisions on how to spend their limited budgets for the benefit of their
whole population.

4.4

We do this in a number of ways:
We prioritise certain treatments and procedures.
We set “thresholds” (or a defined set of criteria) that a patient must fit before they
can be referred for particular treatments or procedures. This is because some
treatments only work in very specific clinical situations or for a very narrow group of
patients.
There are circumstances when we can only fund certain procedures or treatments
if there are clinical grounds for doing so.

4.5

The CCG, along with other CCGs from across Cheshire and Merseyside have
commissioned the Commissioning Support Unit (CSU) to carry out this policy review
on our behalf. The main policy changes are as follows:
1. Updating the guidance based on new evidence.
2. Adding new services/treatments/procedures that have become available since
the old policy was adopted.

4.6

Some services have now transferred to NHS Specialised Commissioning which is part
of NHS England that was formally led by Primary Care Trusts which no longer exist.
To learn more about NHS Specialised Commissioning go to
http://www.england.nhs.uk/resources/spec-comm-resources/

4.7

As a patient or public member….You have the right to feed your views into this
decision-making process. Your feedback is needed by 12 noon on Monday 7th April
2014.
All the feedback that is received will be taken into account before a decision is made.

4.8

To view more details, the draft policy and take part in the online survey please go to:
https://www.cheshiremerseysidecsu.nhs.uk/commissioning-policy-review.htm

4.9

If you do not have access to the internet and require a copy of this information via post
please contact the Customer Solutions team on 0800 218 2333. If you are hard of
hearing, have sight impairment, English is not your first language or you require this in
an easy read format please contact the Customer Solutions team on 0800 218 2333.

Recruitment
5.1

During the previous few months we have welcomed a number of new employees.
We have appointed to the following posts:
Clinical Project Manager – Living Well x 3
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6.0

7.0

8.0

We would like to send our best wishes to Sue Ikin (Service Delivery Manager, Aging
Well) in her future career as she moves on pastures new. To cover this role John
Turton will commence a secondment within the CCG.

Cheshire, Warrington and Wirral Area Team – Breast Screening Review
6.1

A review of the breast screening programmes across Cheshire, Warrington and Wirral
is taking place due to a number of the screening programmes sizes being below the
level set out in the National Service Specification. The National Service Specification
identifies that breast screening programmes should serve a population of no less than
500,000 and up to 1 million.

6.2

The review has looked at programme size, links to clinical networks and support
services. As a result of this a merger, the preferred recommendation put forward by the
area team was that the Chester and Wirral programmes; and the Crewe and East
Cheshire and Stockport programmes were merged. This has been identified to the
Living Well Programme Board Risk Register.

6.3

The recommended changes are intended to maintain the current screening and
assessment locations as it is essential that women have easy access to a screening
unit wherever they are geographically located. However a local perspective was put
forward that there was no change made to the Crewe and East Cheshire and Stockport
programmes at this moment in time because:
The Manchester Area Team and Public Health England are in the process of
reviewing Breast Services which also includes screening and symptomatic
across Crewe and Macclesfield and Stockport.
Crewe are considering there alignment with North Staffs and the implications
that this has for pathways of care.

6.4

Feedback was invited by 10th January 2014. The review team will consider the
feedback and advise all stakeholders of the intentions for moving forwards.

Cheshire and Merseyside Commissioning Support Unit
7.1

The Cheshire & Merseyside Commissioning Support Unit (CMCSU) has written to all
CCGs advising that it has entered formal discussions with the Greater Manchester
CSU regarding a merger.

7.2

With agreement from the Cheshire and Merseyside CCGs, the Cheshire & Merseyside
CSU has embarked on a full review of all its services and will present feedback on the
review in February 2014.

Primary Care Strategy
8.1

NHS England Cheshire Warrington & Wirral (CWW) Area Team has written to all
CCGs setting out its plans and ambitions around Primary Care (health care provided
by a medical professional (as a general practitioner, paediatrician, or nurse) with whom
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a patient has initial contact and by whom the patient may be referred to a specialist).
This document was produced following meetings between the CCGs and the Area
Team.
8.2

The approach taken specifically allows CCGs to define and build the strategy, aligned
to our transformation plans, whilst the Area Team retains accountable. This has been
welcomed by the CCG.
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6.3.5

PURPOSE OF REPORT

This paper presents the ‘draft’ 2 Year Operational Plan to the Governing
Body. The Plan has been drafted based on the Everyone Counts:
Planning for Patients 2014/15 to 2018/19 for comments. It is proposed
that once finalised, the draft will be submitted to NHS England by the
required deadline of 4th April 2014.
GOALS 2012-13












The VRCCG Governing Body are asked to:
i) Review the draft 2 Year Operational Plan and provide initial
comments and feedback, so these can be taken into account
for the final submission.

Governing Body Lead:
Simon Whitehouse
Chief Officer
VISION

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

Report Prepared By:
Rachel Smethurst
Business Manager

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
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REPORT TITLE

CCG DRAFT 2 Year Operational Plan
1. Introduction and Background
1.1

NHS England published strategic and operational planning guidance on 20th December
2013. The guidance sets out the healthcare system challenges of significant and enduring
financial pressures. People’s need for services will continue to grow faster than funding,
meaning that we have to innovate and transform the way we deliver high quality services,
within the resources available, to ensure that patients, and their needs, are always put first.

1.2

‘Everyone Counts: Planning for Patients 2014/15 to 2018/19 sets out a bold framework
within which commissioners will need to work with providers and partners in local government
to develop strong, robust and ambitious five year plans to secure the continuity of sustainable
high quality care for all. The planning guidance is accompanied by a suite of support tools
intended to assist commissioners with their planning considerations to maximise the best
possible outcomes for their local communities.

1.3

The planning guidance seeks:Strategic plans covering a 5 year period, with the first two years at Operating Plan level;
An outcomes focused approach, with stretching local ambitions expected of
commissioners, alongside credible and costed plans to deliver them;
Citizen inclusion and empowerment to focus on what patients want and need;
More integration between providers and commissioners;
More integration with social care cooperation with Local Authorities on Better Care Fund
planning;
Plan to be explicit in dealing with the financial gap and risk and mitigation strategies

1.4

NHS England has now published the funding allocations that Clinical
Commissioning Groups will receive over the next two years (2014/15 and 2015/16).
The allocations contain a new funding formula for local health commissioners that will more
accurately reflect population changes and include a specific deprivation measure.

1.5

Funding for NHS commissioners will rise from £96bn to £100bn over the next two years so,
despite wider public sector budget cuts, the NHS is being protected from inflation at a time of
austerity. The changes follow an extensive review into funding allocations and all Clinical
Commissioning Groups will receive a funding increase matching inflation in the next two
years while the most underfunded areas, and those with fast-growing populations, will
receive even more.

2. Framework/ Content of The Plan
2.1

The CCG’s ‘draft’ Operational Plan has taken the Everyone Counts: Planning for Patients
2014/15 to 2018/19 planning guidance as a framework for presenting its plans for the next 2
years. In summary the content of the plan is as follows:
Our Vision and Strategic Objectives

P Prepared By : Rachel Smethurst, Business Manager
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.

3.

Central Cheshire Connecting Care – Our 5 Year Strategy (A Modern Model of
Integrated Care)
Overview of Health Needs and Health Inequalities in Vale Royal
Delivering Improved Outcomes
o Domains and ambitions
o Improving Health and reducing health inequalities
Parity of Esteem
Our ‘Enablers’ to Transformation (6 Characteristics of future models of care):
o Citizen Participation And Empowerment
o Wider Primary Care Provided At Scale
o A Modern Model Of Integrated Care
o Access To The Highest Quality Urgent And Emergency Care
o A Step-Change In The Productivity Of Elective Care
o Specialised Services Concentrated In Centres Of Excellence
A Focus on the Essentials:
o Access
o Quality, Safeguarding and patient Safety
o Research and innovation
o Information and Technology
o Medicines Management
o Procurement of Healthcare
o Delivering value

Engaging with Partners and Stakeholders

3.1

The CCG are required to ensure that the Plans are bold and ambitious, developed in
partnership with providers and Local Authorities and locally led.

3.2

Our plan needs to be sustainable and deliverable across commissioning and provisions in
local health economies and so our plan must not put another organisation’s plan at risk or
generate behaviours that work against patients’ interests.

3.3

On this basis the draft Plan will be shared with key stakeholders and partners at an
engagement event on 5 February 2014 in order to share our direction of travel and also
provide an opportunity to seek feedback and input into the development of our plan.

4.
4.1

Timescales and Next Steps
Below is a table showing the planning timetable for submission of both 2 Year Operational
Plans and 5 Year Strategic Plans:

P Prepared By : Rachel Smethurst, Business Manager
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Activity
First draft submission of plans

Deadline
14 February 2014

Contracts signed

28 February 2014

Refresh plan post contract sign
off
Reconciliation process with
NHS TDA and Monitor

From 5 March 2014

Plans approved by Boards

31 March 2014

Submission of final 2 year
operational plans and draft
strategic plan
Submission of final 5 year
strategic plans
Year 1&2 of the 5 year strategic
plan will be fixed per the final
plan submitted on 4 April 2014

5.

5 March 2014

4 April 2014

20 June 2014

Recommendations

The VR CCG Governing Body are asked to:
Review the draft 2 Year Operational Plan and provide initial comments and feedback, so
these can be taken into account for the final submission.
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Draft Operating Plan
2014 - 2016
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Foreword
NHS Vale Royal CCG has a vision.
We don’t think people should have to work hard to get the care they need. We don’t think
people should be struggling to know who to call for help. We don’t think people should be
passed from one service to the next. We do think people should get the care they need from
the people best able to provide it, first time and every time.
We want teams built around the individual. A single number to ring with a care coordinator
who knows about you, and who can ensure the right person gets to you. We want seamless
information sharing between health and social care professionals with step up beds
available when required. A team with GPs, District Nurses, Community Matrons, Social
Workers, Mental Health Workers, Community Rehabilitation Team members, Community
Geriatrician, Wellbeing Coordinator and a Care Coordinator. We want them all working
together as part of a wider accountable care system across the organisations providing care.
We want to empower the teams to make the changes they can see need to be made. We
want these teams to deliver better continuity of care seeking solutions for all common
problems and coordinating care with more specialist services when required. We believe
these teams should be built around General Practice, supported by enhanced community
services and social care with close links to public health and hospital based services. Our
strong relationship with the Local Authority will enable joint commissioning of these
systems.
NHS Vale Royal has been working closely with NHS South Cheshire CCG on these ideas and
so far we have been working with pilot sites across both Vale Royal and South Cheshire.
Localities have been coming together to form multi-disciplinary teams discussing patients to
improve their care and make things better. What have we learned? That when health and
social care professionals talk to each other…good things happen.
Over the next 2-5yrs we want to develop new ways of caring which focus on keeping the
patient at the centre, stressing the importance of their goals, their carers, their role in
making healthcare decisions. We want to establish ways of working which enshrine the
importance of true partnership between the patient and those caring for them, while
empowering those patients to better care for themselves and access the care they need.
We are using the term ‘Accountable Care Systems’ to describe how we will look to contract
with multiple organisations together all looking to deliver a common set of outcomes based
around improving health. As the NHS programme ‘Right Care’ points out, we wish to
maximise both the value that the patient derives from their own care and treatment, as well
as the value the whole population derives from the investment in their healthcare. To
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achieve this we will need to be ambitious, and work across organisational boundaries. By
doing so we would hope to improve the health and lives of the people of Vale Royal, and
reduce the inequalities in health that we see. Tackling this will require us to fully understand
the aspects of life which impact upon health, and to work with public health and social care
to address these. We will also absolutely need to ensure that the patient voice is heard, and
will be looking for strong local patient representation taking these plans forwards.
We have some way to go, but we are ready to take the first steps now. We want to resource
and run fully functioning neighbourhood teams that can inspire us all.
We know we need to do things differently. The economic climate is driving a change in the
ways in which we currently work. I welcome the direction of travel, towards care closer to
home, away from unnecessary hospital admissions, with care wrapped around the
individual by a team that knows them. Better coordination, better accountability and the
ability to change the system on the ground. We need to do this to cope with the seemingly
relentless increase in demand.
NHS Vale Royal CCG has a vision. This Operation Plan outlines that.

Dr Jonathan Griffiths, GP Chair NHS Vale Royal CCG

6
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A Quick Reference Guide - A diagram to illustrate our programmes of work linked to the NHS 5
Outcome Domains, 7 Ambitions, Connecting Care in Cheshire (our strategic direction) and our
enablers.
Governing Body Note:
This diagram will also illustrate how our projects/ programmes of work align to our Connecting Care strategic direction. This will be
included in the final submission.
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1.0 Introduction
The publication of The NHS belongs to the people – a call to action1 in July 2013 began a
national discussion about the major transformational change that is required to ensure that
the NHS responds to increasing pressures such as an ageing population, increasing
prevalence of long term conditions, and rising healthcare costs. A Call to Action outlines the
‘case for change’ across the system and called on the public to get involved in shaping the
future of their NHS service.
Given the scale of the challenges we are facing within the NHS, we are moving away from
incremental one year planning and instead developing bold and ambitious plans which
cover the next five years, with the first two years mapped out in the form of this detailed
operating plan.
As a CCG we will work with local NHS Trusts and local government organisations to identify
and develop a longer term, strategic perspective of the direction of travel across the health
and social care landscape. We must develop and implement bold and transformative longterm strategies and plans to enable us to be financially sustainable and uphold safety and
quality of patient care.
Our two year operating plan is intended to inform local people, partners and staff about the
healthcare services that will be commissioned during 2014-16 on behalf of the population
(102,000) covered by NHS Vale Royal Clinical Commissioning Group (CCG). Underpinning
the large amount of work represented in this plan is the CCGs commitment to ensure that
our population receives high quality healthcare.
Whilst each of the areas highlighted in this plan are important we always need to decide on
the areas that we are going to focus on as a priority. We endeavour to do this in a
transparent manner, involving patients, carers, local people, clinicians, voluntary
organisations, local authorities and other interested parties.
It is important that the CCG is a responsive organisation that listens and takes into account a
wide range of perspectives but at the same time keeps its core values central to
commissioning decisions – ‘quality’, ‘patient centred’, ‘ integrity’ and ‘innovation’.
We are committed to help improve the general health of the population, reduce health
inequalities, ensure equitable access to healthcare and to work with our partners on the
Health and Wellbeing Board and providers of care so that patients are treated with dignity
and respect at all times. At the heart of our work as a clinically lead commissioning
organisation is the focus on improving outcomes for our patients.

1

The NHS belongs to the people: a Call to action, July 2013, NHS England
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2.0 Who are we?
NHS Vale Royal Clinical Commissioning Group (CCG) exists to improve the health and
healthcare of the local population. Our aim is to use the local knowledge of our GPs and
their Practice Teams to develop and improve the way that health services are delivered and
help our patients to make full use of the services that are available.
NHS Vale Royal Clinical Commissioning Group comprises of 12 member practices. They
cover a geographical area of Cheshire stretching from Northwich to Winsford and across
rural areas that consist of small villages. The total registered population is just over 102,000.

We have responsibility for designing local health care services and will do this by
commissioning or buying health and care services including:
Elective hospital care
Rehabilitation care
Urgent and emergency care
Most community health services
Mental health and learning disability services
We work with patients and healthcare professionals and in partnership with local
communities and local authorities. On our Governing Body in addition to GPs, we have a
registered nurse and a doctor who is a secondary care specialist. Clinical Commissioning
Groups are also responsible for arranging emergency and urgent care services within their
11
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boundaries, and for commissioning services for any unregistered patients who live in their
area. All GP practices across the country will have to belong to a Clinical Commissioning
Group.
The acute general hospital, our main provider, is Mid Cheshire Hospital Foundation Trust
(MCHFT), which is situated just outside Crewe. Mental health services are provided by
Cheshire and Wirral Partnership Trust and East Cheshire Community Business Unit, (which
forms part of East Cheshire NHS Trust), provides community health services, such as district
nursing, health visiting and therapy services.
Life expectancy is significantly lower than the national average in those Lower Super
Output areas that are classified as being in the most deprived 40% of areas nationally. About
a third of Vale Royal’s population live in these areas – these are shown on the map below:
Local areas in the most deprived 40% nationally using 2010 index of multiple deprivation.

Launceston, High Street, Swanlow, Willow Wood, and Weaver Vale practices have at least
half of their populations living in the nationally 40% most deprived LSOAs.
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A summary of our CCG, its population and its characteristics

2.1 Our Vision
Vale Royal CCG exists to improve the health and healthcare of the local population. Our aim
is to use the local knowledge of our GPs and their practice teams to develop the way that
health services are delivered and help our patients to make full use of the services that are
available. We are committed to making a difference. Our vision is:
To be an outstanding commissioning group, working together with patients, and partners to
ensure high quality affordable healthcare for all.
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2.2 Our Core Values
Quality

Patient Centred

Integrity

Innovation

2.3 Our Strategic Objectives
Personalised coordination of care:
We will maximise the benefits derived from an integrated model of health and social
care that provides the right care at the right time in the right place and at the level for
the individual.
Improved Mental Health:
We will help people with mental health problems get the same help as other people
when they are ill so that their quality of life for them and their families is better
Improved management of chronic conditions:
We will improve outcomes for people with physical or mental long-term conditions,
those with complex needs and elderly frail to able them to live as safely and
independently as possible in the community. Care will have a focus on prevention, selfmanagement and independence and the individual will have control over their care and
support.
Improved patient experience:
We will improve patient safety and patient experience by increasing patient and public
engagement in the planning, commissioning and delivery of healthcare services, so that
we are recognised for commissioning services of the highest quality, measured in terms
of clinical effectiveness, patient safety and the patient experience.
People who provide unpaid care for others are supported, are consulted in decisions
about the person they care for and they are able to maintain their own health and
wellbeing and achieve quality of life.
Enhanced access to appropriate services:
We will ensure that our population are able to access appropriate, safe and good quality
services in a timely manner in order to help ensure that their health needs are met. We
will do this by ensuring that a sustainable range of services are delivered locally through
established partnerships and clinical networks with other organisations. Patients will be
treated with dignity and respect.
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Improved management of cancer and end of life care:
We will support people to die in the place of their choice with the support they need to
allow that to happen in a dignified way.
Prevention by supporting communities to promote and support healthier living:
We will support communities and individuals to live healthy and well through a
systematic approach in primary care that identifies patients at risk, working closely
with our partners in public health.

2.4 Organisational Wide Objectives

Good Governance

• We will be a well-governed and
adaptable organisation - with high
standars of assurance, responsive to
members and stakeholders in
transforming services to meet future
needs.

Value for money

• We will ensure resourses are directed to
maximise benifit to make the best use of
public money.

Empowered and
engaged workforce and
public

• We will embed meaningful and sustainable
patient, carer, and member practice
engagement into CCG decision making
processes. Our workforce will be
empowered to change and develop new
ways of working to improve the care and
support that they provide.

Better Communication
and sharing of
information

• We will develop strong partnership working
with our local authority partners to achieve
shared outcomes.
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3.0 The Health Needs of Our Population:
Health Inequalities are recognised as having 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. The effects of health inequalities are not restricted to poor
health outcomes. As the West Cheshire Joint Strategic Needs Assessments illustrates; “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 action to reduce
health inequalities and to commission services effectively to meet this challenge. It is our
aim to ensure that the most vulnerable in our society have access to appropriate care and
services in order to bring improvements in their health. The diagram below highlights key
inequalities in Vale Royal CCG:

Life expectancy is similar to
the national average for men
but lower for women.
Life expectancy has been
improving faster in the
affluent areas compared to
deprived areas.

Non-elective hospital
admission rates are higher
than the national average.
42% of deaths in people aged
under 75 were caused by
cancer.

Giving every child the best
start in life is crucial to
reducing inequalities. Key
health issues include
supporting young parents
and reducing teenage
conceptions, unhealthy
weight and mental health
and wellbeing.

So for every one person in our
community diagnosed there is
another one person that isnt.
diagnosed

The ‘internal gap’ in early deaths
is due to heart disease in men
and cancer, particularly lung
cancer, and COPD in women.
Patients with COPD, CKD, CHD
and diabetes is higher than the
national average despite the
younger age profile of the
population in Vale Royal.

Unhealthy lifestyles vary across
Vale Royal and are contributing
inequalities.
The fastest increasing long-term
condition is diabetes.
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Further and more detailed information regarding the health inequalities across Vale Royal
can be found from page 29 of this document linking to the NHS 5 outcome domains.

3.1 Equality and Diversity
NHS Vale Royal CCG know and understand that there is clear evidence that people’s health,
their access to health services and experiences of services are affected by their age, gender,
race, sex, sexual orientation, religion/belief, transgender, marital/civil partnership status
and pregnancy/maternity status. As commissioners we know the benefits of commissioning
services that meet the needs of our communities and we will strive to improve access and
outcomes for patients, by:
Meeting our Public Sector Equality Duty and our requirements under the Equality Act
2010
Our commitment to reduce health inequalities.
The mechanisms we will use to improve access and outcomes are by:
Delivery against our strategic Equality Objectives
Strong Leadership and Governance via our Health Inequalities Sub Group
Ensuring we make fair and transparent commissioning decisions using Equality Analyses
so we consider our Public Sector Equality Duty and improving the equality performance
of our providers through the quality contract schedule
Undertaking a Equality Delivery System 2 (EDS2) self-assessment
Working closely with HealthWatch Cheshire West and other expert patients and
stakeholders to engage meaningfully in the process
Partnership working with the local authority and community, voluntary, and faith sector.

3.2 NHS Vale Royal CCG Health Equality Plan
NHS Vale Royal CCG Health Equality Plan aims to build commissioning behaviors that
respond effectively to local health inequalities. We have developed a prioritization tool for
responding to health inequalities with an aim to encourage CCG staff to develop consistency
in commissioning activities to respond to differing health needs. The decision making
process (for priority setting) that we have used has taken into account:
 The assessed health needs of our populations;
 Robust information and evidence;
 Feedback from service users and carers about their experiences.
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 below.
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3.3 Our Approach:
Joint Commissioning
Activities with our partners.
Developing a prioritisation
approach for vulnerable
groups with differing health
needs.

Working in Partnership with
the HWBBs to identify and
act upon shared priorities
for health.

Commissioning Intentions pay
with due heed to the
promotion of health equality.

Promoting Health Equality
across Vale Royal.
Annual Equality Impact
Assessments to influence
commissioning decisions.
Work with Public Health
Departments to understand
local health inequalities.

In developing our plan, we have discussed and aligned our priorities with Cheshire West and
Chester Health and Wellbeing Board. This ensures our plan:
 Aligns with and supports delivery of the Joint Health & Wellbeing Strategy
 Gives a focus for the future work of our established joint commissioning
arrangements with Cheshire West and Cheshire Local Authority and West Cheshire
CCG.
 Reflects the Joint Strategic Needs Assessment.
 Shapes other local commissioning plans to enable integration of services/pathways.
 Develops a shared vision (and consensus) with Cheshire West and Cheshire Local
Authority and local communities about the priorities for local services (including
integrated services.)

In order to ensure our work drives continuous improvement in reducing health inequalities
across Vale Royal we need to ensure our strategic and operational business planning focuses
on making a real difference to people within our communities.
This two year Operational Plan provides a real commitment and drive to achieve our new 5
year strategic plan, thus reducing health inequalities. Our strategic plan sets our ambition to
achieve transformational system wide change which delivers improved person centred, safe
and quality care for people closer to communities in which they live. Our two year plans
depict our approach and how we will achieve this whilst providing value for money.
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4.0 Central Cheshire Connecting Care Our 5 Year Strategy
Health, social care and a wide range of other community partner organisations across
Cheshire have made a commitment to working more closely together in new innovative
ways to ensure that within the next 5 years, the people within our communities will enjoy a
better standard of health and wellbeing and will have positive experiences of seamless care
and support.
Ours plans are ambitious and we will lead a programme of work to ensure that people
within our local communities are empowered and supported to take responsibility for their
own health and wellbeing. They will place less demand on more costly public services
through the implementation of ground-breaking models of care and support based on:
integrated communities
integrated case management
integrated commissioning and
integrated enablers to support these new ways of working.
The strong history of partnership working in Cheshire has been a key strength contributing
to our success with our Cheshire wide partners in becoming one of fourteen national
‘Integration Pioneer’ sites. Benefits to being a national pioneer site (which we explain later
in this document) include additional, dedicated and targeted support from a wide range of
organisations and fellow pioneer peers to assist in the delivery of transformational change,
implementation of new integrated care delivery models and new contracting models.
To support health and social care organisations to work more closely in local areas and to
facilitate shared funding models, for 2014/15 a national ‘Better Care Fund’ has been
created. The fund has been created through the movement of existing grants and resources
and it mandates the pooling of funds. We will utilise this fund to create a significant
opportunity to transform the way that services are commissioning and delivered jointly
across health and social care to support improved outcomes for our local populations.
The two Health and Wellbeing Boards within Cheshire are leading this transformational
change through a large-scale change programme with support from the national pioneer
team.
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The Cheshire wide pioneer footprint encompasses a range of shared commitments and the
following 3 core components based on local populations:
Central Cheshire ‘Connecting Care’ programme
East Cheshire ‘Caring Together’ programme
West Cheshire ‘The West Cheshire Way’/’Altogether Better’.
A Connecting Care Programme Board has been established to provide strategic leadership
to the underpinning work-streams, to stimulate transformation of the local health and social
care economy, to ensure close working between all partners, to ensure robust monitoring
and risk management. The board members meet monthly and support a cohesive approach
to service delivery for the population of Vale Royal.
Our Connecting Care Vision is “to ensure quality, personal, seamless support in a timely,
efficient way to improve health and wellbeing’. To secure this vision, the Cheshire partners
have given organisational and personal commitment to transform the health and social care
system by:
1. Working much more closely together and in smarter ways to provide reliably, and
without error, all the care that will help people and ONLY the care that will help
o Putting the individual at the centre of all care – ‘no decision about me, without
me’, improving their experience of care
o Assure quality by employing high quality, well trained staff with strong
leadership and development skills
o Focusing on the multiple determinants of both physical and mental ill-health
and creating innovative solutions across partners
o Creating more opportunities for and embedding cross organisational working
that reduces duplication and achieves the best use of available resources
o Adding value to the lives of individuals and their families/carers and
decommissioning care that does not add value
o Exploiting the use of new technologies to support independence, self-care and
information sharing across partner organisations
2. Building and strengthening community based services and support
o More care will be organised and delivered outside of traditional hospital
settings, in local communities with closer collaboration across teams
o People will access services differently:
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with GP practices/neighbourhood teams and community services
delivering care and support ‘closer to home’



with a smaller, more flexible community facing hospital delivering
emergency and specialist care and



regional specialist hospitals continuing to deliver specialist care, some of
which will be in the community setting

o Traditional 5 day per week community services will be extended to offer
support when needed, 7 days per week
o Care and support will be personalised, timely, responsive and seamless
3. Developing our workforce and community assets to deliver new ways of working
o Empowering individuals at a local level to lead change and problem solve with
full support from their colleagues
o Supporting people, their families/carers to take responsibility for their own
wellbeing and make choices about their care based on their personal goals
o Offering education and training programmes to support the implementation of
new ways of working, self-care, local leadership, change management and
improvement approaches.
o The most effective use is made of resources across health and social care,
involving partnership working, joint commissioning, sharing of information, new
contracting and funding approaches, exploiting new technologies and avoiding
waste and unnecessary duplication.

4.1 A Strategy for Transformation
A strategy of 7 key integration health and social care outcomes have been established to
ensure that all work stream activity and work plans are outcomes focused and driven. A
large number of composite work plans are being delivered or are in development to achieve
our integration outcomes and these are described within our programmes of work later in
this document.
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The table below provides a summary of the Connecting Care Board priorities aligned to the
‘7 Integration Health and Social Care outcomes’ framework.
1) Communities that
promote and support
healthier living

Individuals and communities are able, motivated to and
supported to look after and improve their health and
wellbeing, resulting in more people being in good health or
their best possible health for longer with reduced health
inequalities.

2) Personalised care
that supports selfmanagement and
independence and
enhances quality of life

People with physical or mental Long Term Conditions,
those with complex needs and the elderly frail are able to
live as safely and independently as possible in the
community. They will plan care with people who work
together to achieve the outcomes important to them. Care
will have a focus on prevention, self-management and
independence and the individual will have control over
their care and support.

3) Individuals will have
positive experiences
and outcomes

People have positive experiences of health, social care and
support services, which help to maintain and improve their
own health and wellbeing

4) Carers are supported

People who provide unpaid care for others are supported,
are consulted in decisions about the person they care for
and they are able to maintain their own health and wellbeing and achieve quality of life

5) Services are safe

People using health, social care and support services feel
safe and secure, are safe-guarded from harm, have their
dignity and human rights respected and are supported to
plan ahead and have the freedom to manage risks the way
that they wish

6) Empowered and
engaged workforce and
public

People who work in health, social care and community
support/voluntary sector support are positive about their
role, are supported to improve the care and support they
provide and are empowered at a local level to lead change
and develop new ways of working.
Citizens are engaged in the shaping and development of
health and care services and supported to make positive
choices about their own health and wellbeing.

7) Effective resource
use

The most effective use is made of resources across health
and social care, involving partnership working, joint
commissioning, sharing of information, new contracting
and funding approaches, exploiting new technologies and
avoiding waste and unnecessary duplication.
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5.0 Delivering Improved Outcomes
5.1 Ensuring services meet the needs of our population
The 5 year strategic plan has been developed across organisational boundaries including the
local authority, NHS provider Trusts and our neighbouring CCG’s. This approach allows us to
develop consistent and integrated long term strategic plans, of which we highlight.
This two year Operational plan maps out how we will start to evolve and deliver this
strategy. It has been developed within the context of the NHS Outcomes Framework, the
NHS Constitution and the Mandate set between the Department of Health and the NHS
Commissioning Board:
The overarching priority for Clinical Commissioning Groups is to improve quality of care and
the outcomes for patients. Key to delivering this is ensuring our plans are aligned to the five
domains of the NHS Outcomes Framework:
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.

A CCG Outcomes Indicator Set (set within and including the NHS Outcomes Framework
indicators) has been developed 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.
NHS Vale Royal CCG has used the CCG Outcomes Indicator Set to help identify local priorities
for quality improvement. They will also help contribute to deliver improved outcomes
across the five domains of the NHS Outcomes Framework.
Tackling health inequalities and being focused on advancing equality has also been a key
component for the CCG in developing its Commissioning Intentions for 2014-16. Each of the
5 domains will address inequalities so that those most in need have the most to gain from
the interventions we make.
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5.2 What will success look like for NHS Vale Royal CCG:
The NHS Outcomes Framework 2014/16 sets out the outcomes and corresponding
indicators that are used to hold NHS Vale Royal CCG to account for improvements in health
and wellbeing. The Framework describes the five main categories (domains) of better
outcomes NHS Vale Royal CCG aspires to deliver. To transform these five outcomes into
measurable goals, NHS Vale Royal CCG will also target action against the seven Ambitions
defined by NHS ENGLAND.

5.3 NHS Outcomes and Ambitions 2014/16:
DOMAIN

1
2

OUTCOME(s)
•Prevent people from
dying prematurely,
with an increase in
life expectancy for
all
sections
of
society (Page X of
this document)
•People with Long Term
Conditions (Including
mental illness) get the
best possible quality of
life. (Page X of this

document)

3
4
5

•Patients are able to
recover quickly and
successfully
from
episodes of ill-health
and injury. (Page X
of this document)

•Patients have a
great experience of
all their care. (Page
X of this document)

•Patients in our care
are kept safe and
protected from all
avoidable
harm.
(Page X of this
document)

NHS ENGLAND AMBITION(s)

(i)

•Securing additional years of
life for people with treatable
mental and physical health
conditions

(ii)

•Improving the health related
quality of life for people with
long term conditions, including
mental health conditions

(iii)

•Reducing theamount of
timepeople spendavoidably in
hospital through better and
more integrated care in the
community, outside of hospital

(iv)

•Increasing the propoortion of
older people living
independently at home
following discharge from
hospital

(v)

•Increasing the number of
people having a positive
experience of hospital
care

(vi)

• Increasing the number of people with
mental and physical health conditions
having a positive experience of care outside
hospital, in general practice and in the
community

(vii)

•Making significant progress
towards eliminating avoidable
deaths in our hospitas caused by
problems in care.

During 2014/16 we aim to deliver a number of key Commissioning Intentions; all of which
deliver outcomes across the five NHS Outcome Domains and key ambitions.
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6.0 Domain 1: Preventing people from
dying prematurely
Currently, England’s rates of premature death are worse than those in many other European
countries for deaths from cancer, heart and liver disease. There are also significant
inequalities between different communities and groups within England for both overall life
expectancy as well as the quality of health people can expect to enjoy towards the end of
their life.
NHS Vale Royal CCG aims to prevent people from dying prematurely by promoting good
health and discouraging decisions and behaviors that put people’s health at risk. Where
people do develop a health condition, we aim to commission services that diagnose this
early and manage it within the community so that it does not deteriorate.

6.1 Health Inequalities
Life Expectancy
Northwich & Winsford locality has significantly higher life expectancy for men than England.
For the ten wards in the locality however there is variation - three wards are significantly
lower and four significantly higher than England, ranging from 75.9 years in Winsford
Wharton to 84.2 years in Shakerley.
Northwich & Winsford locality has a similar female life expectancy to England. Of the ten
wards in the locality three ward estimates are significantly lower and two significantly
higher than England ranging from 80 years in Winnington & Castle ward to 87.9 years in
Hartford & Greenbank.
Vale Royal CCG recognises that 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 instrumental in driving
health inequalities. 2011/2012 sadly saw a high number of deaths from lung cancer
compared to previous years and rates of respiratory disease 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 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.
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During 2009-11, around 225 people under the age of 75 died each year across Cheshire
West and Chester. Of these deaths, over half were from coronary heart disease (CHD). Vale
Royal has higher rates of cardiovascular disease deaths than West Cheshire with stroke
death rates being significantly higher.
Life expectancy in women however is lower than the female national average in Winsford.
Heart disease and stroke are the key diseases that contribute to inequalities in men while
respiratory disease and cancers, particularly lung cancer, are as important in women.
Deaths from Cancer
In Cheshire West and Chester more than 400 people under the age of 75 die every year
from cancer. The death rate is similar to the England average but there are significant
differences within the local population. Death rates are significantly higher in our more
deprived population. Cancer death rates have decreased in all socio-economic groups over
the last decade but the faster decrease in the less deprived areas has contributed to a
widening inequality gap.
During 2009-2011, cancer caused 43% of all deaths under the age of 75 in Cheshire West
and Chester. Of these cancer deaths, lung cancer accounted for over a fifth making it the
biggest single cancer killer in the under 75s. Lung cancer deaths have decreased over the
last decade for men but have been increasing for women in our more deprived areas. Lung
cancer rates increased slightly in Vale Royal CCG during 2009-2011.
Upper gastrointestinal (oesophagus, stomach and pancreas) cancers account for the second
largest proportion of cancer deaths and have been increasing in Vale Royal CCG.
Respiratory Disease
During 2009-11 in Cheshire West and Chester, 314 people aged under 75 died from
respiratory diseases, an average of 105 each year. Almost half of these (48%) of these were
caused by chronic obstructive pulmonary disease (COPD). Other respiratory deaths include
influenza and pneumonia.
Between 2007 and 2009, there has been on average 52 deaths per year from an alcoholspecific disorder (mainly liver cirrhosis). This is 5% of all deaths in the under 75s. Rates of
death in both men and women are significantly higher than the national average and have
been rising particularly in men. Rates in men are much higher than women.
Hospital Admissions
Hospital admissions from alcohol attributable conditions are higher than the national
average and have been increasing by about 8% per year. The high rates of hospital alcohol
attributable admissions are due a significantly higher rate of admissions for alcohol specific
causes (36% higher) rather than alcohol-related conditions (4% lower). Alcohol-specific
hospital admissions are more than 3 times higher in the 40% nationally most deprived areas.
Patients living in Northwich had the highest rates. Between 2009/10 and 2010/11 domestic
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violence with an alcohol component increased by 14% compared to a decrease of 9% in
alcohol-related violence.

Over the three year period 2007/08-2009/10, on average nearly 60 young people aged
under 18 were admitted to hospital for alcohol-specific conditions per year. These rates are
significantly higher than the national average (Local Alcohol Area Profiles 2011).
Learning Disabilities
In Cheshire West and Chester, there is broadly estimated to be around 5,880 adults with
learning disabilities, of which 1,255 are likely to be known to services. This suggests that
possibly 4,600 people with learning disabilities are living in the community independently
without receiving special help. These are likely to be those with mild learning disabilities.
The Learning Disabilities 2012 Profile produced by the Learning Disabilities Observatory
suggests that the number of people with a learning disability per head of population known
to the local authority is higher than the national average.
Children and Young People
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.
Injuries are a leading cause of hospitalisation and represent a major cause of premature
mortality for children and young people. They are also a source of long-term health issues,
including mental health problems related to experience(s) of injury. The monitoring of
childhood injuries is an important part of safeguarding children. (Data Observatory Research
and Intelligence Collaborative).

6.2 2014/16 Areas of Action (commissioning intentions):
Our work that focuses on potential years of life lost; specifically around under 75’s mortality
rate will be to working towards:
•

Reducing premature mortality from all major causes of death

•

Reducing premature deaths for severe mental illness

•

Reducing deaths in babies and young children
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•

Reducing premature deaths in people with a learning disability (no CCG measure at
present)

In Vale Royal CCG we will work with our partners on the Health and Wellbeing Board to
increase life expectancy; add life to years for adults; add life to years for children; and
reduce health inequalities resulting in:
increased focus on prevention so future generations adopt healthier lifestyles;
reduction in poor lifestyle choices such as smoking, alcohol abuse, obesity;
increase in screening programmes to identify people with risk factors;
increase in treatment for people with identified risks or established illness;
comprehensive, integrated services to address the needs of disadvantaged and
vulnerable groups and those in our most deprived areas;
Earlier diagnosis of cancer through social marketing, professional development, high
profile targeted campaigns and community engagement;

6.3 Special Educational Needs (SEN)
The changes to the commissioning of services has meant that some services that support
children with SEN are now shared between the Public Health team within the council
(school nursing) and special school support services – nursing and therapy services which is
the CCGs responsibility. Vale Royal CCG is working closely with Cheshire West Council to
ensure joint commissioning of services is seamless and delivers targeted services with better
health outcomes to children and young people with SEN. The CCG is undertaking a review
of all community services as commissioned through East Cheshire Trust (ECT) which
currently includes the SEN support services through 2014-15.

NHS Vale Royal CCG has identified a number of areas of action to address Domain one and
our locally identified health inequalities identified above:

Governing Body Note:
Each of the commissioning intentions cited in this plan will be accompanied by full 2 year
trajectories for planned improvements in healthcare in the final submission.
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Project and aims

Outcome

Milestones

Diagnose Cancer Early (D2,3,4)
GP and practice nurse education focused on
early detection of cancer particularly
colorectal, lung and Upper GI cancers.

Reduce the proportion of cancers that are diagnosed
following an emergency presentation by 3% over three
years.

GP education – PLTs (March
and May 2014) – workshop on
early signs and symptoms
prompting early diagnosis.
On-going:
clinical education on cancer
MacMillan Practice nurse
education course
Age extension to screening
programmes
National Campaigns
Introduction of bowel scope
(May 2014)
Lung cancer pathway redesign

Risk assessment and clinical guidance on
early signs and symptoms to aid clinical
management.
Campaigns: national, local and targeted to
raise awareness of early signs and symptoms
of cancer.

Cancer screening uptake to be in the top 20% compared to
England.
Cancers diagnosed at an earlier stage of disease progression
– 20% of GP suspected referrals for cancer are diagnosed at
an earlier stage over next three years (baseline in
development).
Reduction in premature mortality from cancer (under 75):

Age extension to cancer screening
programmes and introduction of bowel
scope.

Reduce to 110 per 100,000 in 2 years (South Cheshire).
Reduce to 140 per 100,000 in 2 years (Vale Royal).

Learning Disabilities Mortality (D2,4)
To improve mortality rates of those with
learning disabilities by the following:
Introduction of health equalities framework to
measure individual health outcomes
Promotion of health screening including
national health screening programmes

The key outcome for this work will be a reduction in
avoidable mortality, improved quality of life for this
population. We seek to also achieve.

Introduce CQUIN – April 2014
Primary Care audit of health checks
– June 2014
Audit of LD deaths – September
2014

Improving health outcomes resulting from
annual health checks
Learning lessons from a cross organisational
audit of deaths among the LD population
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7.0 Domain 2: Enhancing quality of life
for people with long-term conditions
Over a quarter of our population in England have a long term condition, and an increasing
number of these have multiple conditions (the number with three or more is expected to increase
from 1.9 million in 2008 to 2.9 million in 2018). People with long term health conditions use a
significant proportion of health care services; 50% of all GP appointments and 70% of all days
spent in hospital in England. (Source: NHS England).
NHS Vale Royal CCG is committed to supporting people to be as independent and healthy as
possible if they live with a long-term condition such as heart disease, COPD or depression,
preventing any complications and the need to go into hospital. If they do need to be treated in
hospital, the CCG will support NHS provider services to work with social care and other services
to ensure that people are supported to leave hospital and recover in the community.

7.1 Health Inequalities
Respiratory and Circulatory
The death rate across Vale Royal CCG is significantly higher than the England rate and has
been generally increasing over the last decade. Vale Royal CCG is above average for both
COPD and other respiratory deaths but the increasing rate in Vale Royal CCG is due to
increasing deaths from causes grouped as ‘other respiratory’ deaths.
The localities of Northwich & Winsford also have significantly higher death rates than
England. Rates have increased in our more deprived areas with the death rate for COPD 4
times higher in our more deprived areas compared to our less deprived areas.
The prevalence of diagnosed disease for patients with COPD, CKD, CHD and diabetes is
higher than the national average. The fastest increasing long-term condition is diabetes.
The majority of admissions are accounted for by either circulatory or respiratory conditions.
A quarter of admissions in 2011/12 were for Chronic Obstructive Pulmonary Disease (COPD)
with this disease representing a consistently high proportion of admissions. Whilst
admission rates are higher in older people, 2 out of 5 admissions are people aged under 65
years. Within younger people asthma accounts for the largest proportion at 22% of under
65 year old admissions followed by diabetes and epilepsy. Vale Royal CCG has seen reduced
numbers of admissions across all age groups but in older groups in particular.
Multiple long term conditions
Older people aged over 85 have multiple long-term conditions which means they have a
combination of physical, social, mental and emotional wellbeing needs. The estimated
registered population aged 85 and over with 2 or more chronic conditions by number of
people with physical/mental health co-morbidity across Vale Royal is 1734 655.
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(Source: Population – NHAIS (Exeter) Population Register, June 2012). Estimates are based
on epidemiology of multimorbidity and implications for health care, research and medic
education: a cross-sectional study (Barnett et al. 2012).
Dementia
According to GP registers, there were 1,900 patients with dementia in 2010/11. This is
similar to the number predicted to have severe or moderate dementia using national
estimates. There remains therefore potentially just over 2,300 people who have dementia
but are not identified on GP registers. The overall estimate is around 4,200. This means that
45% of people with dementia have been diagnosed. The level of diagnosis has not
particularly increased in recent years as the % prevalence has remained at 0.5% of the total
population.
Many people with dementia 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. Cardiovascular
conditions and depression are key comorbidities. At the later stages, people can have high
levels of dependency and morbidity.

7.2 2014/16 Areas of Action (commissioning intentions):
Our work to support this domain focuses on the health related quality of life for people with
long-term conditions:
•
Ensuring people feel supported to manage their condition
•
Improving functional ability in people with long-term conditions
•
Reducing time spent in hospital by people with long-term conditions
•
Enhancing quality of life for carers, people with mental illness and people
with dementia
NHS Vale Royal CCG has identified a number of key commissioning priorities and areas of
action to address the identified health inequalities identified on the next page:
Governing Body Note:
Each of the commissioning intentions cited in this plan will be accompanied by full 2 year
trajectories for planned improvements in healthcare in the final submission
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Project and aims

Outcome

Integrated Neighbourhood Teams

Reduction in admissions to hospital from baseline.

Improve care for adults with one or more
long-term conditions / complex needs by
treating efficiently within community
setting.

Reduction in the number of re-admissions.

To reduce fragmentation, duplication and
communication between healthcare
services. Care will be better co-ordinated
around patient needs. Patients will be better
informed and involved in their care.

Increased number of people dying in their referred
place of care.

Reduction in the number of admissions to long term
care

Milestones
Early adopters will be implemented
during 2014/15. This will include the
necessary IT Infrastructure.
Full implementation will be aligned with
the Community Services Review (March
2015) taking into consideration the
learning from our early adopter sites.

Increase in number of patients that feel informed
about their care.
Increased number of people that have a positive
experience of care.
Increase in number of patients that feel able to
manage their condition.
The core teams will include the following posts:
- General Practitioner
- Care Coordinator (administrative support for the
team)
- Advanced Community Nurse
- Community Nurse
- Mental Health worker (health and wellbeing
focus)
- Social Worker
- Wellbeing Practitioner (Third Sector)
Aligned to practices with a community focus, the teams
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will work together to re-design the way care is delivered
for adults with multiple long term conditions/complex
needs, so that patients’ needs are at the centre of
everything the team does and collectively they are able to
deliver a common set of patient outcomes.
Paediatric Pathways 0-5 Admissions
To reduce overall number of avoidable
Paediatric 'Short Stay’ (<12 hours)
Admissions.
Develop alternative pathway to hospital
admission for this cohort when appropriate.

Respiratory
Build on the ‘Improving Inhaler Technique’
project and ‘Integrated Respiratory’
Teamwork to:

Reduction in avoidable paediatric admissions to hospital
for common childhood illnesses by 1% (at a practice level
with the top 25% in the country where safe and
appropriate)
Care closer to home
Improving the patient experience of children and
young people in healthcare settings
Improve the ability of 'Primary Care GP's' and 'Out of
Hours' to manage common paediatric self-limiting
conditions in the community
Change in parental behaviours with confidence of
access to advice, guidance and management with GP
or Community Nursing as first port of call (rather than
directly accessing A&E)

Service Specifications updated
Quality of primary care services through a primary care
CQUIN or other contracting vehicle.
Develop bronchiectasis service – community IV antibiotic

To put in place a clear and robust care
pathway and protocols for the
management of the sick infant (what
happens, by when and to what quality
standard).
To develop appropriate and accessible
information for children, young people,
their families and professionals in terms
of making positive choices and the
management of common childhood
illness.
Phase 1 – establish nurse home visiting
scheme
Phase 2 – Options appraisal and
business case regarding an enhanced
community provision for observation of
children
(Timescales for each stage to be
confirmed)
Audit current provision against NICE
Quality Standards – June 2014
Establish Steering Group with clinical
leadership and management support (as
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Ensure compliance with NICE quality
standards for COPD and asthma
Deliver care close to home for patients with
bronchiectasis.
Reduce variation between practices and
CCGs for respiratory admissions
Improved consistency of provision of
spirometry within general practice

and physiotherapy service is developed to reduce the
number spells/ LOS for patients with bronchiectasis.

Children with LTC
Improve care for children with long-term
conditions
Reduce avoidable admissions

Improved self-management, reduction in avoidable
admissions/ LOS for children with LTC

Implement guide on spirometry – to improve the
certainty of diagnosis and reduce variation between
practitioners.
Prevention of exacerbations of COPD

project links to planned care, urgent
care, long term conditions and
integrated care)– May 2014
Develop work programme (linking to
existing work – improving inhaler
technique project, review of
asthma/COPD register, supporting early
discharge) – July 2014
Review local data – Within Dec 2014-15

Introduction of self-care/self-management methodology
Reduction in time spent in hospital by children and young
people with Long Term Conditions
Improved transition pathways for children with LTC
(possible CQUIN)
People feel supported to manage their condition

Neuro-developmental Pathways
To review existing pathways and ensure
equity of access to diagnosis of autism and
ADHD and on-going support

As a ‘review’ the specific and measurable outcomes
for this area have yet to be defined. The outputs for
this work already agreed:

Ensure local services reflect requirements of
NICE guidance and prescribing

Recommendation as to the required changes in
existing multi-agency pathways.

(interdependency with CAMHS specification
reviews – See Domain 4)

NICE guidance benchmarking

Mapping existing provision and
pathways – July 1 2014
Benchmarking data collated and
review –July 1 2014
Provider and user engagement –
Nov 2014
Report produced – Nov 2014
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Adult Neuro-Developmental Conditions
Review of existing diagnostic
pathways and service capacity for
adults with suspected ADHD.
To ensure that services for adults
with neurodevelopment conditions
are able to meet current and future
demand.
Implementation of the autism
strategy.

improved quality of life for people with a long-term
mental health condition (CCG OIS)
Adults with ADHD and/or autism are able to receive
an accurate diagnosis
Appropriate follow-up is in place.

Memory Services for Dementia (D4)
To review the current configuration and
sustainability of memory services in the
context of the rise in numbers with the
condition.

Increased capacity in memory services, through a shift in
activity from secondary to primary care.

To develop shared care arrangements with
secondary care to benefit of patients and
their families.

Skilled primary care workforce
Patients receive care closer to home.

This will form part of an accountable care
system linking into Extended Practice Teams.

More timely access leads to earlier and more accurate
diagnosis.

Review of existing diagnostic
pathways – June 2014
Staff and service user engagement –
July – Sept 2014

Full business case presented in Feb 2014
Engagement with partners March – April
2014
Implementation from April 2014.
Monthly highlight reports monthly to
Living Well Programme Board.

Enhance quality of life for people with dementia
Improve dementia diagnosis rates.
Enhance quality of life for carers
Improve the effectiveness of post- diagnostic care in
sustaining.
Improve the effectiveness of post- diagnostic care in
sustaining
independence and improving quality of life

Commissioning of Personality Disorder (PD)
Service (D3)

Establish a new service to:

Pathway and service review April 2014June 2014.
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To consider and commission models for
future delivery of a personality disorder
service based on best available evidence and
best practice.

Reduce premature death of people with severe mental
illness

Business case development August 2014
– October 2014.

Ensuring people feel supported to manage their condition
Implementation April 2015.

Military Veterans IAPT Service
To commission an effective service this
focuses on the needs of ex-service
personnel, reservists, and their families.

Enhancing quality of life for people with mental illness.
Decreased rates of re-admission for ex- service
personnel
Improve recovery following talking therapies

Contract negotiations December 2013January 2014.
Commissioning and new contract
commence April 2014.

Improve recovery from injuries and trauma
Quarterly monitoring.
Increased access to psychological therapies for exservice personnel
Stroke Rehabilitation Pathway Procurement
(1,3,4,5)
To procure a specialist community
rehabilitation team to work in conjunction
with the acute provider, social care and the
voluntary sector.
The current stroke service has been
reviewed and the commissioning team
identified a gap in service provision relating
to the stroke pathway. Our intention is to
integrate the acute provision with
community to ensure stroke survivors
realise their full potential and improve
quality of life.

Improved outcomes for stroke survivors and their families
which will enable them to achieve their potential and
improve their quality of life.
Decrease length of stay in hospital. (Determined by
individual patient need).
Decrease the rate of readmission within 30 days by
working within a multi-disciplinary team to address each
stroke survivor’s individual support needs (health, social
care and voluntary organisations, including carer
support). E.g. supporting people to return to employment
or activities of daily living.
Improve patient access to the Community Stroke
Rehabilitation Service by improving patient flow through
the stroke unit, leading to earlier discharge by achieving

Full tender process to be complete by
April 2014.
Full implementation of new service by
October 2014.
The new service will be formally
reviewed after the first 3 months
following implementation in
collaboration with the provider. This will
also include service user and carer
feedback to assure the CCG that the
procured service does meet patient
need, providing a quality service.
This will be repeated on a quarterly
basis as well as monthly meetings with
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GP Care Homes Scheme (D1,3,4,5)
Review current service and provide
recommendations on changes to service
specification for contracting.
Develop revised service specification.
Implement revised service specification

Children & Young People with Disabilities
(SEND)
To meet the requirements of the Children
and Families Bill 2013 (SEND)

90% stay target.

the provider.

Reduction in acute bed days, working towards achieving
the optimum length of stay of 19 days.
Care Homes less likely to call 999 and admit patients
to hospital.
Patients feel they receive better co-ordinated care
Reduce risk of Hospital Acquired Infection
Sustain low levels of emergency attendances and
admissions to hospital

Service review is currently underway
and to be concluded by April 2014.

Improvements in Education, Health and Social outcomes,
Compliance with Children and Families Bill 2012-13
(Clause 26) - legal requirement on CCGs

Start review of commissioning
implications for CCG – Quarter 1 & 2,
2014-15.

Clear joint commissioning strategy for CCGs and LAs to
commission services that support children and young
people with special educational needs and disability

Whole project infrastructure established
with both local authorities (CWaC, CEC)
and partners, to set action plan.

Implementation of the single ‘Education, Health & Care
Plan’

Delivery according legislative timetable.

A decision on the future of this scheme
will be made by April 2014 based on the
review.

Transitional Care Pathways between Children’s and Adult
services

Pain Management Service Review
This is a project to find improvement to the
current community pain management
patient pathway.

Personal Budgets
An aligned NHS contract will be in place for 2014/15.
A reviewed pain management patient pathway service
will be complete for 2015/16

Align existing contract with current best
practice – Complete by April 2014
Review of patient pathway to
commence – April 2014

Measurable outcome indicators will be developed during
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the review period.

Third Sector Grants (D4)
To work in partnership to review current
spend and develop a strategic approach to
working with and commissioning from the
3rd Sector.
This programme of work will be reviewed in
light of the Better Care Fund.
It includes:
- Pathway Support (e.g. Stroke service
support)
- Partnership Carer support
- End of life review
- Partnership work with CWAC
(dementia)
- Other grants (e.g YMCA homeless
worker in Crewe, Drop in centre in
Winsford for people with mental
health difficulties)

Community Equipment Services
To provide equipment to support
independent living. Community equipment
is to aid independent living, usually for the
elderly or disabled.
This is provided locally by way of an
innovative nationally recognized model of

There are a wide range of outcomes based on individual
grants. They support people with LD, Older People, lower
socio-economic status and disabilities. E.g. Stroke
survivors, Neuromuscular patients.
We aim to have one standard contract jointly
commissioned by health and social care for the financial
year 2015/16.

Tender for new contract – During
2014/15
New contract awarded to commence –
April 2015 (for 2015/16)
April 2014 - Collating current levels of
spend to identify duplication, identify
gaps in locality provision, and to identify
future joint commissioning
opportunities.
June 2014 - Production of a
commissioning plan identifying services
to be jointly commissioned
August 2014 - Agree an approach to
developing the Third Sector’s
opportunity and ability to deliver local
services, this will include info sessions,
workshops and networks

People are supported to live independently
Support effective discharge from hospital
Value for money based on partnership approach
Prevention hospital admissions

Dec 2014 - Work with Locality
commissioners to develop protocols to
ensure that the needs identified in
locality action plans are reflected in any
newly commissioned.
Memorandum of Understanding (MoU)
between the 6 partners is due for
renewal form April 2014.
Pilot scheme on extended hours
provision in West Cheshire is due to
conclude by June 2014.
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best practice via a local retailer (or a supplier
for larger items that are then reused).

Supports Reablement

The current service is a collaboration of 6
partners – the 4 CCGs and 2 local
authorities.
Community Services Review
During 2014-2015 Vale Royal CCG will be
developing proposals for the future
configuration of community provision that
will deliver improvements in patient care.

To provide care in a way that better meets the needs of
the whole person.

Review of current project plan will take
place in light of the pilot in this area
during July 2014.

This review and subsequent actions/
commissioning will conclude by March
2016.

A range of different approaches to the organisation and
delivery of care will be explored
. These include:
- Integration of services across health and social
care providers
- Better coordination of care between professional
groups, for example, case management, disease
management programmes, virtual wards, care
pathways, hospital at home
- A range of financial incentives to encourage
higher-quality and integrated care
- Commissioning of services on an outcome basis
- Tools to help patents better understand and selfmanage their health problems
- Technology devices aimed to deliver health care
at a distance
- Efforts to increase personalisation, such as
personal health budgets
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8.0 Domain 3: Helping people to
recover from episodes of ill health or
following injury
There has been an ever-increasing demand on our hospitals over the past 10 years – a 35%
increase in people being admitted to hospital as an emergency and a 65% increase in the
episodes of care in hospitals for over 75s. Patients in our hospitals are older and frailer, and
around 25% have a diagnosis of dementia. (Source: NHS England). Care that is not joined up,
particularly between health and social care services is causing increased admission and
readmission amongst those with long term conditions and the elderly. The outcomes of care
vary significantly across the country.
NHS Vale Royal CCG is committed to support our ensure that if people do experience an
episode of ill health or suffer an injury, our NHS provider services should treat them
effectively and support them to recover and restore their maximum independence as
quickly as possible.

8.1 Health Inequalities
Non-elective hospital admission rates are higher than the national average in Vale Royal,
particularly amongst children, young adults and older people and in broad disease chapters
of ‘symptoms & signs’, pregnancy & childbirth, injuries, digestive diseases and respiratory
conditions. The proportion of persons with chronic conditions admitted to hospital as an
emergency admission Cheshire West and Chester Resident Admissions 2011/12
Primary diagnosis of ACS admissions 2011/12 (n=2706)
Dementia Anaemia
3%
2%
Epilepsy
7%
other circulatory
2%

Asthma
10%

Diabetes
8%
COPD
25%
Heart failure
12%

Atrial fibrillation
and flutter
17%

Angina
13%

Other respiratory
1%
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Readmissions
The majority of admissions are accounted for by either circulatory or respiratory conditions.
A quarter of admissions in 2011/12 were for Chronic Obstructive Pulmonary Disease (COPD)
with this disease representing a consistently high proportion of admissions. Whilst
admission rates are higher in older people, 2 out of 5 admissions are people aged under 65
years. Within younger people asthma accounts for the largest proportion at 22% of under
65 year old admissions followed by diabetes and epilepsy. Vale Royal CCG has seen reduced
numbers of admissions across all age groups but in older groups in particular.
Over 90% of children admitted were aged under 5. This is a similar age profile to England.
80% of admissions had a primary diagnosis of bronchitis, which is higher than national. The
rest were for pneumonia, there were no admissions for influenza.
Fracture
During 2011/12 there were just over 1,400 hospital admissions for people aged 65 and over
with an injury related to a fall. Compared to the England average this was a significantly
higher admission rate per head of population. Across Vale Royal there is a higher rate than
England. Almost half of all these admissions (46%) were in people aged over 85.
Most falls occurred in the home. This includes patients residing in residential care. In the
older age groups the proportion occurring in a residential home does increase. Injuries
resulting from a fall are often serious with one quarter of fall admissions in the over 65s
being for a fractured neck of femur. In comparison, half of all admissions are for injuries
other than a fracture, most commonly these are head injuries.

8.2 2014/16 Areas of Action (commissioning intentions):
Our work to support this domain focuses on helping people to recover from episodes of ill
health or following injury. In particular it targets:
•
Improvement of outcomes from planned treatments
•
Preventing lower respiratory tract infections in children from becoming serious
•
Improving recovery from injuries and trauma (no CCG measure at present)
•
Improving recovery from stroke
•
Improving recovery from fragility fractures
•
Helping older people to recover their independence after illness or injury (no CCG
measure at present)
•
Improving recovery from mental illness
NHS Vale Royal CCG has identified a number of key commissioning priorities and areas of
action to address the identified health inequalities identified on the next page:
Governing Body Note:
Each of the commissioning intentions cited in this plan will be accompanied by full 2 year
trajectories for planned improvements in healthcare in the final submission.
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Project and aims

Outcome

Milestones

Intermediate Care Services Review (D1,4)
To understand the Capacity and Demand
requirements for Intermediate Care Services
Beds (Home Based Capacity and Bed Based
Capacity) and the Quality and Performance
Issues within the current contracted services

The CCG will gain an understanding of the capacity and
demand requirements for Intermediate Care Services
Beds (Home Based Capacity and Bed Based Capacity)
for the:

Review commenced - December 2013

Transitional Care/Community Intervention
Beds Winter 2013-14 (D1,4)
To provide additional step-up and step-down
capacity.

- short term (next 12 months)
- medium term (next 5 years)
- long term (next 10 years).
The CCG will gain an understanding of the Quality and
Performance Issues within the current contracted
services.

Engagement with GP’s, Patients and
primary and secondary care providers –
Complete by March 2014
Review complete – May 2014
(this will inform and contribute to other
related projects within 2014-16)

- The report will then be used to;
- Inform the Community Services Review
- Inform the Connecting Care Board
Inform the Better Care Fund (TBC how this is being
taken forward by CCG)
90% of patients are to be discharged home from the
Evaluation to be completed by June 2014.
community intervention beds
Tendering for permanent service to form
part of the Community Services Review
100% of patients transferred to the service within 16
process and subsequent timescales.
hours of the decision of the transfer being made

Evaluate pilot from 2013-14 and develop a
business case to inform the Community
Services Review contracting.

The maximum LOS is not to exceed 21 days

Work to timescales for Better Care Fund.

A 20% reduction in delayed discharges from MCHFT
compared to 2012/13 baseline

Extend contracts with pilots to ensure
continuity of service between end of pilot and
permanent service commencing.

Reduction in emergency admissions outcome measure
(CCG measure to be in place following evaluation of
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the pilot)
Improvement in patient experience

24/7 Urgent Care (1,2,4,5)
To develop and implement an integrated
urgent care system across health and social
care that is both responsive to patient need
and delivers quality care in the most suitable
setting.
Delivering a high quality, cost effective,
seamless, responsive services both in and out
of hours.

Diagnosis and Treatment Pathways
Compliant with NICE Guidance (1,2,4)
Choose and Book progressed for
suspected cancers from GP
One stop or direct access diagnostic clinics
for lung, colorectal and breast cancer to
speed diagnosis
Pathway redesign of Urology, Gynae and
Skin Cancers to ensure NICE Improving

Improvement of staff experience
Reduction in A&E attendances - 7% reduction from
April 2015

Project Implementation Plan to be
developed and approved by March 2014.
May 2014 – The development of
protocols, processes and governance
Reduction in non-elective Admissions - 30% reduction
with providers for the integration of
from April 2015
ED, Urgent care Centre and Out of
Hours
Improvement in A&E 4hr target - 97% from April 2015
July 2014 – Implementation of an
integrated ED, UCC and OOH.
Patients feel better supported for their ambulatory
Sept 2014 – Identification of other
care sensitive condition (in the community) - 55% feel
services for integration to the urgent
supported from April 2015
care system.
Jan 2015 – The development of
Reduction in unplanned hospital admissions for
protocols, processes and governance
chronic ambulatory sensitive conditions per 100,000
with providers for integration of
population - VR 850 SC 800 Per 100,000 from April
additional services into the urgent
2015To improve people’s experiences of A&E services
care system.
via the Friends and Family test to the national upper
st
1 April 2015 – New integrated Urgent
quartile.
care systems fully operational.
Reduction in premature mortality from cancer
Pathway redesign of the following
(under 75)
cancers – urology, gynae and skin
(2014-16)
High quality Patient Experience measures
Lung pathway review across primary
Cancer Waiting Time Standards achieved
and secondary care (March 2015)
Stretch of 2ww Cancer Waiting Time standard to
Cancer peer review (Sept 2014, 2015,
Day 9 by 2014
2016)
Cancer Peer Review assures of NICE Improving
Compliant pathways
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Outcome Guidance compliant pathways in
partnership with Greater Manchester
Lung pathway review across primary and
secondary care
Macmillan Practice Nurse Course to train
15 practices as Cancer champions
MERIT Response (1,4)
There is a National requirement for CCG to
commission ambulance service providers to
deliver Medical Emergency Response Incident
Teams (MERIT). The CCG will work with North
West Ambulance Service to deliver an
appropriate level of clinical care at the scene
of major incidents across the health footprint
during 2014/16.
‘Think Pharmacy’ - Minor Ailments Service

Enhanced recovery for lung cancers with reduced
LOS

Lives saved and clinical outcomes improved
Medical implications reduced for casualties by
using advanced specialist clinical interventions at
the point of delivery in the pre-hospital
environment.
To bring senior clinical decision making and critical
care interventions closer to the point of injury.
Greater public confidence in anticipated clinical
assistance in the event of becoming a casualty
Rapid access to treatment for a range of minor
conditions provided by a health care professional for
no more than the price of prescription charge (and
free if patients are eligible for free prescriptions).
Empower patients to care for themselves in a
community setting. Community Pharmacy will provide
consultations at a lower unit cost than other urgent
care providers

To provide patients with access to advice and
treatment for a range of Minor Ailments from
every community pharmacy in the CCG area
to:
Reduce presentations in A&E
Reduce attendance at urgent care and
out of hours primary care services
Release opportunity costs through
freeing up GP consultations.
Reducing Falls
To reduce the number of hospital admissions for falls.
A number of falls initiatives are planned, most
of which are embedded into Integrated
Patient educational material produced by Member
Neighbourhood Teams (see Domain 2)
Practices.

Service specification prepared by NWAS
by April 2014.
Service will commence from June 2014.
Annual service review to be carried out
by the Lead Commissioner (Blackpool
CCG).

Define range of conditions and
protocols for treatments by 31
March 2014
Determine method of self accreditation for provision of
service by 31 March 2014
Register providers from 1 Apr
2014
Increase number of consultations
throughout 2014 and 2015
By March 2016
By May 2014
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9.0 Domain 4: Ensuring that people
have a positive experience of care
Positive patient experience is common in NHS. However, care is inconsistent, as seen in recent
examples of the unacceptable care documented in the Francis and Winterbourne View reports.
The poorest care is often received by those least likely to make complaints, exercise choice or
have family to speak up for them, and there is evidence of unequal access to care.
Patient experience is everybody’s business, yet evidence suggests the NHS does not
consistently deliver patient-centered care, and that there are particular challenges in coordinating
services around the needs of the patient (rather than passing the patient between
services). Good patient experience is associated with improved clinical outcomes and
contributes to patients having control over their own health. We also know that good staff
experience is fundamental for ensuring good patient experience.
NHS Vale Royal CCG is committed to achieving and support our providers to achieve
consistently: compassion and respect for patient’s preferences and expressed needs; equal
access to services; good communication and information; physical comfort; emotional support;
welcoming the involvement of family and friends. As a CCG we will continue to improve the
mechanisms by which we seek out, listen to and act on patient feedback, ensuring the patient
and carer voice is heard and directly influences improvements across our health and social care
landscape.

9.1 Health Inequalities / need to be addressed
The adult social care survey in 2011-12 reported positive satisfaction levels amongst service
users aged over 85. Key issues identified however include that 15% do not feel they had
enough social contact, a third didn’t spend enough time or don’t do anything they value or
enjoy and many are experiencing difficulties getting to places in the local area that they
want to. Although the majority of older people are reporting satisfaction with individual
services, they report difficulties navigating the complexity of the whole system; whilst
individual customer contacts may be customer-focussed, the system as a whole is not. There
is concern at the fragmentation of care and limited choice and control and service users
reported they would value a ‘personal and comprehensive’ single assessment process which
would mean that a range of services could respond to their individual needs in a flexible
way. They valued intermediate type and reablement services and felt there were more
opportunities to keep people out of hospital. They valued getting sufficient information to
make decisions and continuity of communication with care givers and felt that the quality of
care was really important.
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People living with dementia said that loneliness, isolation, anxiety and depression are
commonly experienced and three-quarters said they feel society is not geared up to deal
with people with dementia.

9.2 2014/16 Areas of Action:
Our work to support this domain focuses on the introduction of the Friends and Family Test
(FFT) – aiming to achieve ‘real-time’ feedback. In particular it targets:
•
Improving people’s experience of outpatient care
•
Improving hospitals’ responsiveness to personal needs
•
Improving peoples experience of A&E services
•
Improving women and their families ‘experience of maternity services
•
Improving the experience of care for people at the end of their lives
•
Improving the experiences of healthcare for people with mental illness
•
Improving children and young people’s experiences of healthcare (no CCG measure
at present)
•
Improving people’s experience of integrated care (no CCG measure at present)
NHS Vale Royal CCG has identified a number of key commissioning priorities and areas of
action to address the identified health inequalities identified on the next page:
Governing Body Note:
Each of the commissioning intentions cited in this plan will be accompanied by full 2 year
trajectories for planned improvements in healthcare in the final submission.
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Project and aims
Citizens Advice Bureau
To improve patient’s health and wellbeing,
by addressing the underlying issues affecting
health outcomes that often relate to nonmedical issues such as welfare benefits, debt,
employment, housing and relationships.

Outcome
More people kept in work – retaining jobs
Reduction in child poverty
Increase in disabled people’s income
Supporting people with mental health
Helping people remain in their own homes

Milestones
Service review currently taking
place, to complete by April 2014.
New contracts to be in place subject
to service review – from April 2014.

Chemotherapy Reform AND Acute Oncology
(1,2,3)
To provide care closer to home by
transferring the delivery of chemotherapy
from Christie’s and North Staffs to Leighton
Hospital.
To Purchase and set up of electronic
prescribing of chemotherapy with each
tumour group regimes uploaded
Acute Oncology team accessed from A&E
and extended into primary care

80% solid tumour chemotherapy delivered locally
by 2015
Patients travel no more than 45 minutes for
specialist chemotherapy and 20 minutes for local
chemotherapy by 2015
E-prescribing of chemotherapy
Reduction of mortality within 30 days of
chemotherapy
Emergency admissions for cancer related reasons
reduced by the primary care and acute oncology
teams
Average length of stay for cancer related admissions
reduced from 9 days to 6 days by end 2014.

To identify next tumour group where
chemotherapy can be moved from
the Christie to Leighton Hospital and
implement change by 31st March
2015.
E-prescribing to be in place by 31st
December 2014
Establish pathway to develop primary
care implementation to the acute
oncology service by 31st March 2015

Dementia/EoL
2 year Pilot of a specialist Dementia EOL
team across the 3 CCGs (to commence
July 2014)
Education and training programmes for
staff on dementia EOL
Consultancy / case management where
the specialist team will co-work clinical
complex cases with “mainstream” clinical
teams

70% of people with dementia, their carers and
families, report a positive experience of End of Life
care
10% reduction in unplanned hospital admissions at
EOL for people with dementia
10% reduction in hospital length of stay for people
with dementia at EOL
10% increase in the number of people being
treated in and dying in their preferred place of care
Increase in patient and carer satisfaction and

Recruitment to dementia/EOL team –
July 2014
Engagement and Communication on
the new service – July – December
2014
Formal evaluation to the service to
commence April 2014
Education and training programmes
for staff on dementia EOL – July 2014
Formal evaluation against agreed
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Practice development to facilitate best
practice pathways within care settings
Brief educational work with families /
carers re: disease trajectory, difficult
conversations, and planning for future
care
Increase in the knowledge, skills and
confidence of the workforce

End of Life (D1,2,3)
Normalising death, dying and loss within
communities
Enabling future life planning and making
informed choices
Increased knowledge, skills and
confidence of workforces in EoL care
Enabling public/patient/carer experience
to shape future behaviour and practice in
EoL care
Development of robust evidence base in
EOL
Facilitating excellent and compassionate
EoL care
Leading, influencing and developing
behaviour and practice in EoL Care

experience
80% of NHS patient facing staff will have accessed
communication skills by 2015
EOL Care will be a core component on education
and induction programme for staff who care for
people in their last years of life.
20% reduction in A&E attendance over 2 years for
people with dementia
60% of people with dementia who have a recorded
preferred place of care achieve this.
10% increase in patients with dementia on the GP
GSF (Gold Standards Framework)register
1% of practice population are on the GSF register by
December 2015
25% of ALL deaths had an advanced care plan by
December 2015
80% with a preferred place of death achieve their
choice by December 2015
Increase in usual place of residence to 48% by
March 2016
15% reduction in A&E attendances for people in
their last year of life by December2015
Reduce average length of hospital stay for people at
end of life by 2 days by March 2016
Support 8 Care Homes through quality programmes
in EoL care by March 2016
Have 2 research based published articles on EoL
Care by December 2015
Obtain research funding from a national research
body December of 2015
80% of staff can evidence change practice due to
modules of learning in EoL

outcomes (31st March 2016)

Development of EoL Partnership to
support delivery of project
outcomes
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EPACCS (D1)
To implement an end of life electronic
shared acre record that is accessed from
all care settings including NWAS, OOHs,
hospices, primary and acute care.

Improve communication between services and
enable access to real time palliative care real time
information for clinicians 24/7
80% with a preferred place of death achieve their
choice by December 2015
Increase in usual place of residence to 48% by
March 2016
15% reduction in A&E attendances for people in
their last year of life by December2015
Reduce average length of hospital stay for people at
end of life by 2 days by March 2016

NHS 111 (1,2,3,5)
Commissioning of national NHS 111 service
across the Cheshire and Merseyside
footprint.

13%* decrease in A&E
and UCC attendances by April 2015
15%* reduction in 999 calls by April 2015
** reduction in number of
RRVs/ambulances activated prior to grading
of call by April 2015
4%* reduction in ambulance conveyance by April
2015
** reduction in Ambulance response times by April
2015
5%* reduction in out of hours contacts by April
2015
Achieve national target (consider stretch target
locally).
Achieve national target (consider stretch target
locally).

information standard by December
2014
Procure AMIG to allow data sharing
across organisations by December
2014
Ensure data sharing agreements in
place across practices by September
2014
Support hospices with N3
connectivity and consider
development of EMIS Web as
preferred clinical system by
September 2014
Roll out of EPACCS by March 2016
Engagement and Communication
with primary care, throughout
development and implementation
st
1 April 2014 – 31st March 2015:
Limited service provided by NWAS as
stability partner.
Development of service specification
and financial plan.
31st March 2015:
Full service commences
Decision on re-procurement
1st September 2015 – New contract in
place.
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CAMHS Specification Review
All CAMHS specifications to be reviewed
Delivered under Living Well programme
project review of specifications

Overall improve quality of services
Better understanding of un-met need/ required
pathway improvements
Better understanding of CAMHS offer/cost/activity

(interdependency Neuro-developmental
Pathways – See Domain 2)

Complex & High Risk Adolescents (D5)
Ensure robust system and care pathway
across agencies that can identify and support
vulnerable young people
Improving commissioning process across
partners (governance improved and
assurance)
Seven Day Working
To explore opportunities for seven day
working and develop proposals. Also to
include an action plan to deliver the
clinical standards identified within the
Service Development and Improvement
Plan section of the 7-day Forum’s report.

CWP provide current specifications
with details of spend and resources
– timescales to be confirmed
Agree a mandate in order to
progress further redesign as
required - timescales to be
confirmed
Report identifying next steps to
ensuring specifications are fit for
purpose and reflect the required
provision and needs of children and
young people (including
benchmarking analysis and review of
best practice)

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

Strategic oversight group established
(CCG and LA) – timescales to be
confirmed

To improve and develop wider access to services.

By September 2014
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10.0 Domain 5: Treating and caring for
people in a safe environment &
protecting them from avoidable harm
Although research suggests around 90% of patients admitted to hospital will not experience
an adverse incident, around 10% of patients will experience an adverse event, half of which
are considered avoidable. Older patients are disproportionately affected by patient safety
incidents causing severe harm or death. Over a million patient safety incidents are reported
to the National Reporting and Learning System each year, over 90% of which involved low or
no harm. However, we know this is an underestimate of the true burden of harm.
NHS Vale Royal CCG is committed to protecting people from avoidable harm and ensuring
care is provided in a safe environment.

10.1 Health Inequalities / health need
Vale Royal CCG is committed to support our providers to ensure there is a zero tolerance
approach for MRSA (as required by national targets). The CCG support our providers to
ensure that infection prevention and control (IPC) practices are robust, meet best practice
standards and are adopted at all levels within each organisation.
Vale Royal CCG is committed to support our providers to meet national targets for C
Difficile.

10.2 2014/16 Commissioning Intentions and Areas of Action:
This Domain focuses on measuring the broader outcomes resulting from development of a
patient safety culture across the NHS, in particular it targets:
Reducing the incidence of avoidable harm
Caring for patients in a safe environment

NHS Vale Royal CCG has identified a number of areas of action to address the identified
health need above. In the table on the following page we have identified a number of
management methods to enable the CCG to seek and gain assurance regarding quality and
patient safety (This is not an exhaustive list but highlights three key areas of work):

Governing Body Note:
Each of the actions cited in this plan will be accompanied by full 2 year trajectories for
planned improvements in healthcare in the final submission.
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Project and aims

Outcome

Milestones

Quality and Performance Committee
The aims of the committee are to develop,
implement and audit our Quality strategy
that commissions appropriate actions from
providers to ensure quality outcomes
measures are realised.

Information from a number of sources is triangulated
to identify areas or risk and to mitigate risk and
identify actions.

Meets on a monthly basis.

Quality dashboard
This dashboard has been developed by the
CCG to provide information on all providers
to identify trends in quality issues,
performance and patient safety. This also
includes complaints and SUI’s.

By identifying areas of concern this allows the CCG to
efficiently and timely act upon and mitigate risk.

All provider information/ data will be
available via the quality dashboard by
July 2014.

Provider Quality Review Meetings
The aims of the meetings are to discuss
performance relating to quality and patient
safety. This also includes patient story.

Providing support and developing
relationships with our providers to foster a
culture of openness and transparency in
reporting.
Enabling all organisations to act quickly in
response to areas of concern regarding quality
and patient safety.
To review serious untoward incidents and
lessons learned.

The dashboard will be reviewed on a
monthly basis at the Quality and
Performance Committee.
All providers Quality Review Meetings to
include a patient story by September
2014.
These review meetings are held monthly
with all providers.
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11.0 Parity of Esteem
NHS Vale Royal CCG aims to provide high quality care for everyone – and recognise there
has historically been inequity in services for people with physical and mental health
problems, which is unfair. For example; over 75% of those with heart disease receive
treatment, and for people with diabetes or hypertension the figure is more than 90%.
Conversely only 25% of people with depression or anxiety receive treatment. If you have
mental illness it can reduce your life expectancy by 10 years because of your poor physical
health.
We are committed to ensure that we commission services to provide services to support
people with both physical and mental health conditions. To this end, a number of key
commissioning priorities have been identified.

11.1 Health Inequalities
Mental health illness influences premature mortality in the following ways:
People with schizophrenia and bipolar disorder die on average 20 years earlier than
the general population, largely owing to physical health problems.
People with mental disorder(s) smoke almost half of all tobacco consumed and
account for almost half of all smoking-related deaths.
Depression doubles the risk of developing coronary heart disease
People with depression
have a significantly worse survival rate from cancer and heart disease
People with two or more long-term physical illnesses have a seven-fold greater risk
of depression
Excessive consumption of alcohol is associated with higher levels of depressive and
affective problems, schizophrenia and personality disorders as well as with suicide
and self-harm2
Physical and mental wellbeing are closely inter-connected. For example, if you drink large
amounts of alcohol you increase your risk of experiencing poor mental health which in turn
increases your risk of developing poor physical health. Equally, physical illnesses can
negatively affect mental health which can in turn lead to an increased risk of premature
mortality. By increasing the focus on mental health some of these issues can be addressed
which will have knock on benefits for poor physical health and premature mortality rates.
The exact prevalence of mental and emotional health disorders in children and young
people in the borough is unknown. However, using national prevalence data we estimate
that there are around 450 children aged 5-10 years and 1,180 children and young people
aged 11-16 years with any mental health disorder living in Vale Royal. Both conduct but
2

Royal College of Psychiatrists, 2010. No health without public mental health: the case for action
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particularly emotional disorders become more prevalent in secondary school aged young
people.
In Cheshire West and Chester, around 30 people die each year as a result of suicide or injury
of undetermined intent. Numbers of deaths are relatively small and so care needs to be
taken interpreting results. Rates have fluctuated slightly over the last decade but with no
significant change. The death rate is similar to the England average but there are differences
within the local population.
Suicide rates in our more deprived population are significantly higher than the England
average. Nationally, high risk groups have been identified and include young and middle
aged men, people in the care of mental health services, people with a history of self-harm,
people in contact with the criminal justice system and specific occupational groups such as
doctors, nurses, vets and farmers. Locally, there had been an increasing number of suicides
in older age groups but provisional data for 2012 suggests that young men are again
accounting for the greater number.
We estimate that there are nearly 19,000 higher risk drinkers and 53,000 increased risk
drinkers living in the borough. These estimated prevalence rates are higher but not
significantly higher than the national average. Mortality from alcohol-specific disorders is
significantly higher than the national average and is increasing. People with mental health
problems are at increased risk of alcohol misuse. Depression, anxiety, schizophrenia are all
associated with alcohol dependence.

11.2 2014/16 Commissioning Intentions and Areas of Action:
NHS Vale Royal CCG has identified a number of key commissioning priorities and areas of
action to address the identified health inequalities identified on the next page:
Governing Body Note:
Each of the commissioning intentions cited in this plan will be accompanied by full 2 year
trajectories for planned improvements in healthcare in the final submission.
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Project and aims
Challenging Behaviour (including
Winterbourne View Concordat)
‘Transforming Care’ and the
‘Winterbourne Concordat’ set out a
number of recommendations for the
development of community based
services to support people with
challenging behaviours. In line with this
concordat the CCG working with local
partners will agree a joint strategic plan
to commission high quality health,
housing and support services for people
of all ages with challenging behaviours.
Physical Health Needs – Mental Health
This commissioning intention builds on
the work done during 2013/14 to
address physical health needs, working
with providers to systematically improve
health screening, and to commission a
programme of brief interventions
targeted at this vulnerable group of
people. Much of the learning has come
from the AQUA programme ‘Don’t just
screen, intervene’.
This new programme of work will take
things to the next step and provide a
service to ‘intervene’ to support this
population group.
Review of Liaison Psychiatry Service
To review the existing liaison psychiatry

Outcome

Review of current provision
Review current need for services locally
Plan for future demand
Develop proposals for future models of care

Milestones

Local partners are committed and have
agreed to develop the joint strategic
plan.
We have a national target to meet by
June 2014 to review the individual cases
of those currently placed out of area
with a view to bringing people closer to
home.

The monitoring of physical health needs of this
client group will be carried out in a systematic way.
A brief intervention programme will be available to
deliver targeted interventions. This will focus on
weight management, stop smoking, alcohol
awareness, healthy eating and physical activity.
A brief intervention programme will be available
specifically focused on the physical health of
children and young people who experience their
first episode of psychosis.

CQUIN will be agreed in April 2014

Prevention of unnecessary admissions for patients
with physical and mental ill health

Full business case presented Feb
2014

Adult brief intervention programme
will be available by June 2014.
A children and young people’s brief
intervention programme will be
available by October 2014.
Programmes will be reviewed on a
monthly basis throughout.
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service, with a view to understanding the
demand and scope of such a service. To
create a service re-design project
extending the scope and capacity of the
existing service.
This will form part of an accountable care
system linking into Extended Practice
Teams.

Perinatal Mental Health (links with
Liaison Psychiatry Service)
Review provision of perinatal mental
health support in CCG commissioned
services, primarily midwifery
With Local Authority and NHS England
partners ensure a joined up
commissioning approach to peri-natal
health
Develop a robust, integrated and
evidenced based pathway of care and
ensure commissioned services can
effectively support this.
Implement findings of review into year 2.

Reduced length of stay for patients with physical
and mental ill health
Reduces rates of re-admission for patients with
physical and mental ill health
Reduction in rates of frequent attenders for
patients with physical and mental ill health
Improved clinical outcome for patients with
physical and mental ill health
Improving experience of healthcare for patients
with physical and mental ill health
(The baseline assessment for this project will form
part of the scope of the project. A balanced
scorecard approach to assessing performance will
be developed as part of the re-design of the
service).
Early identification of mental health problems and
prevention of further ill health (mental and physical)
for mother and baby (‘Parity of Esteem’)

Engagement with partners by April
2014
Project implementation from April
2014

Review findings of Liaison Psychiatry
Service review – Qtr1
Commence the review of
commissioned per-natal mental
health services – Qtr 2 2014-15
An understanding of the quality of
existing provision, gaps in services,
total resources, met and un-met
need for maternity services - Qtr 2
Identify any joint commissioning
opportunities that exist – Qtr 3-4.
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12.0 Carers are key to integration and
delivering transformation
Carers – quality of life
The statutory ‘Carers survey’ (Caring for others), commissioned by the Department of
Health, is the first of its kind. The Cheshire West and Chester Carers Survey interim report
(June 2013) presents the key findings of the first survey as:
- Over two thirds of carers do some of the things they value or enjoy with their time,
but not enough
- Over a quarter of carers have as much control over their daily life as they want
- Almost two thirds are able to look after themselves (this is in relation to getting
enough sleep and eating well)
- The majority of people have no worries about their personal safety
- Almost half of the respondents have as much social contact as they want with
people
- Almost half feel they have encouragement and support in their caring role.

Supporting carers can help CCGs meet priority areas for improvement in the NHS and
ensure that they are meeting the post-Francis agenda. We believe that commissioning
services for carers can improve the interface between health and social care by improving
information sharing between services and through joined up aftercare. Integration between
health and social care can also be improved if statutory services also promote the
involvement of carers.
Commissioning for carers can help meet a number of Outcomes Framework domains. This
can be achieved through:
1. Reducing the amount of time spent in hospital by people with long-term conditions
Admission or readmission to hospital by a person with a long-term condition can be an
indication that the carer is no longer able to care, often due to the strain of caring causing
physical or mental ill health, or that discharge planning is poor and the carers is not involved
as an expert partner in care.
2. Tackling health inequalities
Carers are more likely to have poor health compared to those without caring
responsibilities. Health problems such as stress, anxiety and depression and poor physical
health can occur due to their caring role. Their health can also suffer as they consider their
own health needs unimportant compared to the needs of the person they look after and
their caring role means they can find it difficult to attend clinical appointments.
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Support for young carers can also tackle health inequalities. Young carers’ health and
wellbeing can be impacted by feelings of stress, anxiety, depression, panic and problems
such as poor sleep, risk of self-harm and neglect of their own health.
3. Improving the care of people with dementia
Improving the diagnosis, treatment and care of people with dementia in England and
support for their carers is a key part of the NHS Mandate and one of the Secretary of State’s
key priorities.
Carers support people with dementia to stay independent for as long as possible which
delays and prevents the cost of residential care. However, many carers feel unsupported
and uninformed about the condition of the person they care for, and the demands of caring
for someone with dementia are great. Carers of people with dementia experience particular
difficulties as often they are older people themselves and many have their own long-term
health conditions or disabilities. Often carers who support someone with mental health
issues know best about how the condition affects the person but least about the diagnosis
and prognosis due to issues around confidentiality.
4. Improving the quality of life of people with long-term conditions and help people recover
from illness
Carers often provide the majority of care that would otherwise be the responsibility of
health or social care professionals. They therefore need support and the appropriate
knowledge and skills to care safely and in a way that promotes wellbeing for the care
recipient. When carers are well supported they provide better care to the person they care
for.
5. Ensuring people have a positive experience of care and are protected from harm
The Francis Report called for CCGs to work with NHS England to develop enhanced quality
standards to drive improvements in the Health Service.
The NHS Mandate states that NHS England’s objective is to ensure the NHS is better at
involving patients and carers and that by 2015 carers have access to information and advice
about support available.
For carers, as well as patients, information relating to conditions and services and how these
are to be paid for can be complicated and confusing. Many carers struggle alone not
knowing what help is available to them through local carers services.
It is important that carers are able to access information and advice on balancing their
employment and education with their caring role, welfare, breaks and training in areas such
as first aid, moving and handling and stress management. If carers build up a relationship
with a trusted local provider of advice, such as a local carers organisation, they are more
likely to seek support in advance of a future crisis.
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One of the key recommendations from the Francis Report is to create a system that is more
responsive to feedback from friends and family. Involving carers in a patient’s care can then
ensure that any potential problems or concerns are picked up earlier.

12.1 Areas of Action:
NHS Vale Royal CCG is currently refreshing the action plan for its joint Carers strategy. Key
areas of action over the next two years are highlighted in the table below:
Key Areas of Action

By When?

Continue to use the established Carers
March 2015
Forum securing endorsement and
engagement in the Carers Strategy Action
Plan
Roll out of training for carers based on needs April 2014 – March 2015
identified across generic care groups.
Develop and deliver a primary care
education session to raise awareness of
carers as individuals and as “partners in
care”.
Complete Carer’s Assessments
Review complete to provide current breaks
and respite provision across all partners.
Develop and produce a Carer’s Guidance
Pack, incorporating health and social support
available.
To annually review the current End of Life
pathways to ensure consideration/support is
provided to carers post bereavement.
Review commissioning guidance to ensure
needs of carers are considered in all
commissioning activities

March 2014 – March 2015

March 2014 – March 2015
April 2014
Guidance Pack available May 2014
( in line with Carers bill)
March 2015

March 2015
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13.0 Enablers
To fulfil our long-term ambitions we will need to change the way health services are
delivered effectively and efficiently within different settings. For example patients can be
cared for in their own homes, supported by clinicians and new technology which enables
them monitor their condition and get help to manage it.
NHS England has identified that any quality, sustainable heath and care system in England
will have the following six characteristics in five years:
A completely new approach to ensuring citizens are fully included in all aspects of
service design and change and that patients are fully empowered in their own care.
Wider Primary care, provided at scale.
A modern model of integrated care.
Access to the highest quality urgent and emergency care.
A step change in the productivity of elective care.
Specialised services concentrated in centres of excellence.
The CCG is committed to work towards achieving the six characteristics. The CCG currently
and over the next two years seeks to use a variety of enablers to support our programmes
of work to develop and grow.

13.1 Listening to Transform our NHS
Services
To secure the future of our NHS we must take action now; being ambitious, innovative and
transformational. For NHS Vale Royal CGG, the challenge is to transform the way care is
delivered, improving the quality and outcomes that matter most to patients, their carer’s,
their friends and family.
We have the ability to use our resources to invest in what matters most to patients and
the public. To achieve this NHS Vale Royal CCG see great value in ensuring that patients,
carers and their families are fully included in all aspects of service change and that patients
are fully empowered in their own care.
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Putting patients at the centre of everything we do
We want to develop a CCG where everyone recognises and promotes the value of involving
patients and the public, and their role in commissioning and improving services. We also
want to achieve a better understanding and insight into the health needs of our local
population.
NHS Vale Royal CCG holds patient and public involvement in high regard and believes that
true success occurs when we share, involve and engage with our local population.
‘Achieving Excellence Together’ sets out our mission statement for engagement across NHS
Vale Royal. Embedding engagement in the whole health and social care system working with
our partners is key to achieving excellent, safe and quality services. We consider our local
population to be the experts; knowing what services and support they may need and want.
Our engagement and participation activity will cover all levels: individual, organisational and
our population putting into action the direction set from the Secretary of State for Health,
‘no decision about me, without me’.

13.2 Working with Healthwatch
NHS Vale Royal CCG is committed to working with Healthwatch Cheshire West. Healthwatch
Cheshire West is an independent voice for the citizens of Vale Royal , helping to shape and
improve local health and social care services. As the local ‘Consumer Champion’ for health
and social care, Vale Royal CCG will work collaboratively with Healthwatch Cheshire West to
help strengthen public and patient voice in the area and influence positive change.
During 2014-16 collaborative work will include;
Involving and engaging citizens of Vale Royal through collaborative events
Working together to gain a greater understanding of local views and experiences of
health and social care services
Identifying good and bad practice in the delivery of health and social care services
Engaging actively & innovatively with seldom heard groups
Providing information, advice & signposting service for citizens of Vale Royal
Supporting citizens of Vale Royal to have a clearer understanding of their rights &
navigate the complaints system (should they need to use it)
Ensuring services commissioned by NHS Vale Royal CCG care for & listen to
patients/service users, listen to staff and listen to families & carers
Using the power to Enter & View* services commissioned by NHS Vale Royal CCG in
response to issues or concerns or to improve service quality.
The production of and publication of concise and timely reports and briefings
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The following table sets out the Vale Royal overarching objectives for engagement and
consultation, what we plan to deliver over the next two years:
Objective
How will we achieve the objective?
To continue to build
Monthly “public and patient voice” activity will be
meaningful and
reviewed by commissioning teams to ensure
sustainable
service feedback is utilised across our
engagement with the
programmes of work.
public, patients,
carers, health and
Patient stories and experiences will be used
social care providers,
provide insight into quality and service provision.
stakeholders,
commissioners and
our own staff to
Launch of the Vale Royal CCG Patient and Public
influence the shaping
Membership Scheme to enable the public,
of health and social
patients, carers, health and social care providers
care services to
and stakeholders to get involved in the
improve the health
development of their local health services.
of people in Vale
Royal.
Targeted engagement activity across the nine
protected characteristics to ensure their
involvement is integral to the work we do.

By when?
Monthly
throughout
2014-16

To deliver effective
communications that
encourage patients,
stakeholders and our
own staff to better
understand and take
advantage of CCG led
developments.

To ensure all of our public engagement and
communication planning uses the Engagement
Cycle model;

Monthly
throughout
2014-16

Use of the “You Said, We Did” feedback
mechanism to demonstrate and publish via our
website how feedback informs our commissioning
decisions.

Quarterly
throughout
2014-16

To continue to support the Vale Royal CCG Health
Forum. This forum will be used to keep patients
and the public at the centre of our decision
making processes, Chaired by our lay member
Governing Body representative for Public
Participation.
Vale Royal CCG Reader’s Panel to receive public
feedback on the design and wording of new CCG
documents.

Monthly
throughout
2014-16
July 2014

Throughout
2014-16

At least
once a
quarter

At least
once a
quarter
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The CCG will engage with Member Practices to
explore how best to deliver patient engagement
including looking at Patient Participation Groups.
To further develop
the culture within
Vale Royal CCG that
promotes open
engagement and
communication
within and outside of
our clinical
commissioning group
across the health and
social care system.

Patient and carer feedback will form part of
contract management via the philosophy of
accountable care.

Monthly

Publish feedback from HealthWatch about our
locality.

Quarterly

We will work with the voluntary and third sector
organisations across Vale Royal to consult and
engage them in the development and
improvement of services with particular interest
in supporting people to have a good and seamless
experience of care.

Quarterly

To develop a joint engagement plan with the local
authority, statutory and voluntary organisations
and existing children and young people’s
participation groups.

September
2014

Deliver an engagement programme with children
and young people’s groups and schools using
social media and mobile platforms.

October
2014

Development of an Engagement Network Group,
focused upon maintaining robust relationships
with key health and social care stakeholders. Our
partners and stakeholders will include:
o Mid Cheshire Hospital Foundation Trust
o Cheshire West and Cheshire Council
o HealthWatch
o South Cheshire CCG
o Cheshire and Wirral Partnership NHS
Foundation Trust
o East Cheshire Trust
Develop effective
communication
channels that
encourage leadership
and engagement
across the 12 GP
Practices within Vale

Quarterly

Member practices now all have access to the new Bi-weekly
intranet. This will be regularly reviewed and
updated.
Vale Royal Membership Assembly allows our GPs Monthly
to bring and build on their innovative ideas as well
as hear about the progress the CCG are making in
their work streams.
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Royal.
To be a responsive
commissioning
organisation.

NHS Vale Royal CCG is determined to:
• be open and honest.
• ensure key messages and information is received
and understood by all diverse groups.
• keep all interested parties up to date and have a
real understanding of the purpose of the CCG.
• promote the values and culture of the CCG.
• achieve positive recognition for the way we
communicate.

Throughout
2014-16

13.3 Friends and Family Test
In April 2013 the Friends and Family Test was introduced across the NHS in England. The
Friends and Family Test (FFT) is a survey which asks patients whether they would
recommend the NHS service they have received to friends and family who need similar
treatment or care. It also provides the opportunity for general feedback.
The FFT for acute in-patients and patients discharged from A&E became mandatory on 1
April 2013. From 1 October 2013, all providers of NHS funded maternity services in England
will ask women the same question.
The results of the FFT are published online on the NHS Choices website. The FFT enhances
patients’ choice with patients’ able to use the information to make decisions about their
care and make comparisons between different providers.
NHS Vale Royal CCG will continue to use the information from the FFT throughout 2014/16:
Work with providers to identify areas of good practice, acknowledge what is
going well and identify areas of weak performance to improve services for
patients and families
Look at trends in the FFT results to provide triangulation with other quality
measures to provide a more in-depth understanding of issues and areas for
improvement.
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14.0 Commissioning for Quality in
Primary Care
NHS Vale Royal CCG has a shared responsibility with NHS England, for the continual
improvement of quality in primary care. We believe the CCG is ideally placed to
support practices to improve the quality of GP services that not only meet the
changing needs of the local health economy but also put the needs of the patient at
the centre of primary care development, achieving excellence together.
NHS Vale Royal CCG firmly believes that Primary Care quality, in all of its forms should
be embedded throughout the culture of our organisation. In particular we wish to
focus on engagement, development and education. We recognise the pivotal role
Primary Care plays in supporting a reduction in health inequalities and the valuable
contribution general practice makes towards achieving the aims of the 5 domains of
the NHS Outcomes Framework. At Vale Royal CCG, our member practices support our
belief that Primary Care acts as an enabler for the successful delivery of many of our
commissioning intentions across Starting Well, Living Well and Aging Well and in doing
so strengthens the resolve of the CCG to ensure that we get it right.
We recognise the scope of this challenge and over the course 2014/16 we will be fully
developing and implementing our Primary Care Strategy in consultation with our
stakeholders, including lay members, public, clinical representatives as well as NHS
England and Social Care. Key elements of our strategy will be:
Engagement –Vale Royal is a membership organisation so robust and regular
engagement with our member practices is a fundamental activity as a CCG. We do
this through numerous methods, which include monthly Membership Assembly,
regular newsletters, GP Members on the Governing Body and also through
strengthening the role of our Practice Engagement Managers. Our Practice
Engagement Managers are a visible presence in Primary Care, enabling all members of
the CCG to share experiences and to voice the views of Primary Care. Vale Royal CCG
is also intending to support practices to improve the quality of primary care delivery
through the introduction of quality improvement processes. Resources are being
identified to support this quality initiative.
The CCG also recognise the increasing value in public, patient, third sector
contributions towards shaping Primary Care and are working closely with the CCG
Practice Engagement Managers to develop this important relationship further over the
next two years.
Transformational Change - The CCG has an established Primary Care Quality,
Engagement, Development and Education Group (the Primary Care Group) to oversee
the delivery of Primary Care quality initiatives to supporting the delivery of the
integration and transformational change agenda within primary care. The group
benefits from strong clinical leadership through which the Membership allows the
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development of ideas and initiatives to grow, specifically those that involve the
voluntary sector to target vulnerable or isolated communities. Over the next 12
months we will be gathering intelligence and ideas to plan and prioritise our
innovation opportunities, and channelling these through Programme Boards to
understand the health needs or gap analysis within existing work streams.
Data Quality/ Dashboard Development – The CCG is working towards collating a
comprehensive and meaningful set of Practice level information (‘Primary Care
Quality Dashboard’), encompassing clinical benchmarks as well as supporting the
delivery of improved quality measures to support the practice and inform the
population. This information will provide relevant, timely and benchmarking
information based on practice demographics and performance. Information from the
CCG Quality team will also help to develop the ‘dashboard’ to capture, triangulate and
audit professional concerns and significant events. We also recognise the role of NHS
England has in reporting significant events and professional concerns, and we aim to
work collaboratively to ensure that any such concerns are dealt with quickly and
sensitively.
The information will be able to support practices in understanding the requirements
from both NHS England as well as CQC. Through supportive engagement it is the
ambition of the CCG to raise the bar of quality across the CCG and for practices to be
held up as exemplars of best practice.
The CCG is working in conjunction with the Cheshire and Merseyside Commissioning
Support Unit (CSU) to tailor and develop our Primary Care data sets and it is envisaged
that this information will be available in practice by the end of June 2014. We will
then start to work with practices around action planning for the next 12 months.
Enhanced Quality Frameworks (CQUIN)
The Locally enhanced Quality Framework (LeQOF) - Primary Care CQUIN affords Vale
Royal CCG an opportunity to examine local health need and develop a system of
targeted improvement initiatives for roll-out in General Practice.
The scheme aims to improve the quality of services for patients as well as reward
innovation in GP commissioning. We will continue to align several of the LEQOF
initiatives for primary care with those in place with our main secondary care providers
as a means of promoting integrated quality improvement schemes.
These initiatives will continue to benefit the quality, range and access of primary care
services in Vale Royal as well as the proactive management of long term conditions. It
is the intention of the CCG to align the initiatives for 2014/15 closely with the health
needs of the population. Through the Primary Care Quality Group the CCG is taking
informed decisions to the areas that are to be identified for quality improvement.
The CCG has outlined some ambitious targets within the Primary Care CQUIN that not
only draws from Public Health intelligence, Right Care data models and directly from
the Membership.
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The CCG recognised the value in the improvement scheme - over the next two years
we will be developing the programme to encapsulate Innovation in Primary Care. At a
local level we will draw support from Public Health to identify service improvement
opportunities that are tailored to meet the needs of specific communities, e.g.
dementia awareness, improving outcomes for lung cancer, reducing teenage
pregnancy, reducing emergency admissions for respiratory disease, targeting isolated
or vulnerable groups. These pieces of work are currently CCG commissioning
intentions now supported through primary care interventions as well as work with
other commissioned health, social care providers.
We will continue to maximise our use of IT systems to ensure data accuracy. We will
encourage practices to undertake audit and validation to support quality, education
and shared learning. We will be promoting peer review across the CCG to develop
transparency and openness.
Education
Vale Royal CCG firmly believes in the importance of education and mentorship for all
of its members which provides a platform across General Practice that promotes
pastoral and developmental learning.
Diabetes, chronic heart failure, paediatrics, asthma, COPD, mental health, atrial
fibrillation, cancer, self-care, medicines management, substance misuse and patient
experience continue as clinical areas prioritised for learning and development support
in 2014 -6 and a selection of workshops will take place to promote the best practice
guidelines. All of which is underpinned by a programme of review for elective referrals
to support the delivery of efficient use of health resources and promote best practice
across all of our primary care providers.
We will try to anticipate knowledge, skills and professional behaviour required to
deliver clinical pathways that support a secondary to primary care shift. We will
actively interface with CCG membership and their provision of learning &
development to ensure that we minimise duplication and optimise a range of learning
and development opportunities to match local practitioners’ needs. We will continue
to enhance exemplary clinical care in relation to patients with long term conditions
(LTCs).
We will continue to commission accredited courses and other learning activities to
promote effective working for practice managers, practice nurses, GPs and others.

Innovation
Local priorities for innovation will be derived from the Integrated Strategic Needs
Assessment and other associated public health needs.
Our challenges and innovations will be mapped to the CCG commissioning priorities –
in particular the prevailing health issues including long term conditions: circulatory
disease, diabetes, cancer, COPD and dementia. The CCG profile generated by NHS
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England highlights our high levels of respiratory disease, cancer mortality and the
challenges to achieve improved outcomes for these service users for the investment
made in their health care. Patient self-management is highlighted as an area for
potential improvement across Vale Royal. High quality general practice with sufficient
capability and capacity is seen as key to reductions in avoidable referrals and
admissions to secondary care – avoiding deterioration of patients’ long term
conditions, meeting QIPP targets, and enhancing patients’ health and wellbeing.
Vale Royal CCG believes a key part of clinical commissioning is the recognition of
innovative ideas coming from staff and patients within primary care. We will ensure
that GPs have access to a formal system to follow any suggestions or ideas through.
The system will actively support the delivery of one or more of the following areas:
Improving quality of care provision
Ensuring patient safety
Ensuring emergency admission are appropriate
Preventing of exacerbations
Areas for commissioning or service improvement
Improving access to local Primary General Medical Services
Promoting a positive experience of care.
Transformation and Integration
The CCG is committed to delivering the transformational change and integration
agenda across the whole health economy. In doing so, recognizes the need to develop
resilience within primary care in order for it to meet the increasing needs and
expectations of the residents of Vale Royal and as a body of NHS providers, be able to
compete and achieve an level of expectation for service delivery that this programme
of change will expect.
NHS England has emphasised that ‘primary care professionals are best placed to make
effective preventative interventions and to impact positively on the quality and
efficiency of the whole health service to deliver a consistent offer to patients of high
quality, patient centred services and build on the very best practice to deliver
continuous improvements in health and care outcomes. The CCG will be able to drive
greater integration between primary care and other services. Services that are
provided in individual practices form part of a broader network of integrated,
community based care for patients with shared clinical leadership, clinical
pathways/protocols and clinical information systems. This strategy fits with our CCG’s
wider 5 year delivery plan, and is supported through the membership.
Over the next 12 – 18 months, the CCG will be working tirelessly to develop the
systems that will deliver improvements, such as enhanced access to Primary Care
services through 7 day working, developing patient centric care through extended
practice teams, developing a model of co-ordinated care that at the very core marries
patient need and wellbeing to a named GP or Nurse co coordinator for over 75s, that
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prioritises effective care management through single care plans into which social care,
mental health, end of life and OT teams will support.
Over the next 6 – 9 months, the CCG will looking at the workforce requirements
across general practice in Vale Royal in order develop a greater understanding of what
level of nursing and clinical workforce will be required to deliver our ambitious plans,
this is being considered as part of Connecting Care Board priorities for transformation.

14.1 Outcomes to be achieved by March 2016 through Primary
Care initiatives
At least 3% fewer strokes admitted to Acute/intermediate care, - as average
for all practices, for each long term condition - hypertension, diabetes, AF;
compared to March 2013.
At least 3% fewer myocardial infarctions admitted to Acute services – as
average for all practices; compared to March 2013.
At least 3% fewer hospital admissions for COPD, acute adult asthma, acute
child asthma – as average for all practices; and per practice that attains clinical
targets; compared to March 2013.
Practice average prevalence rate at least 70% of expected for COPD, diabetes,
CHD, asthma, CKD, hypertension (compared with most recent public health
observatory figures and NHS England benchmarks).
Practice identification of carers at least 60% of expected carers register as
identified by The Carers Association.
Improved access to a wider range of Primary Care based services, through 7
day working
Improved outcomes for patients with one or more long term conditions
through tailored single care planning and wider access to patient selfmanagement resources and education, with a focus on diabetes and
hypertension.
Enabling flexibility within the Primary Care Quality Improvement scheme to
enable targeted health inequalities interventions at community level that
provide support and interventions where greatest need has been identified.
I.e. improving cancer outcomes.
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Target quality improvements and interventions towards our changing
demographics and increasing frail, elderly population with multiple
morbidities.
Supporting the adoption and implementation of the Dementia strategy
Delivery of the Primary Care strategy in conjunction with NHS England Area
Team embedding a culture of quality improvement and clinical safety in each
practice, delivered through a named practice clinical champion for quality and
safety.
Other Primary Care Initiatives
Improved access to a wider range of Primary Care based services, through 7
day working
Delivery of the Primary Care strategy in conjunction with NHS England Area
Team
To embed a culture of quality improvement and clinical safety in each practice,
delivered through a named practice clinical champion for quality and safety.
Implementation of Extended Practice Teams - the CCG will support the
practices to transform the care of patients aged 75 or older and reduce
avoidable admissions by providing funding for practice plans to do so. We will
be providing additional funding to commission additional services which
practices, individually or collectively, have identifies will further support the
accountable GP in improving quality of care for older people. This funding will
be at around £5 per head of population for each practice, which broadly
equates to £50 for patients aged 75 and over. The implementation of
extended practice teams as a major transformational point supports this
initiative and has been included in the Better Care Fund with Cheshire East
Council.
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14.2 Quality Premium
The ‘quality premium’ is intended to reward CCGs for improvements in the quality of the
services that they commission and for associated improvements in health outcomes and
reducing health inequalities.
For 2014-15 the ‘quality premium’ is based on six measures that cover a combination of
national and local priorities these are:
Domains
Domain 1
Prevent people from dying
prematurely
Domain 2
Enhancing quality of life for
people with long term
conditions
Domain 2
Enhancing quality of life for
people with long term
conditions

National Measures
Reducing potential years
of life lost from
amenable mortality
(15%)
Improving access to
psychological therapies
(15%)

Local Measure
Addressing locally agreed
priorities for reducing
premature mortality.
TBA

Reducing avoidable
emergency admissions
(25%)

&
Domain 3
Helping people to recover
from episodes of ill health or
following injury
Domain 4
Ensuring people have a
positive experience of care
Domain 5
Treating and caring for people
in a safe environment and
protecting them from
avoidable harm

Addressing issues
identified in the 2013-14
FFT, supporting roll-out
of FFT in 2014-15 (15%)
Improving the reporting
of medication-related
safety incident based on
a locally selected
measure (15%)

Showing improvement in a
locally selected patient
experience indicator
TBA

A further local measure that
should be based on local
priorities such as those
identified in joint health and
wellbeing strategies (15%)
TBA
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The Quality Premium payment for achieving 2013-14 will be invested locally during 2014-15.
A summary of the position for 2013-14 is shown below:
NHS Vale Royal CCG
Quality Premium 2013-14
6 Month Summary Progress
Measure on Target – End of
Quarter 2
Four National Measures
Reducing potential years of life lost from
amenable mortality (12.5%)
Reducing avoidable emergency admissions (25%)
Improving patient experience of hospital services
(12.5%)
Preventing healthcare associated infections
(12.5%)
Three Local Measures
Under 75 mortality rate from cancer
People feeling supported to manage their
condition (12.5%)
Reduce emergency readmissions within 30 days of
discharge hospital (12.5%)

RAG

No
Yes
Yes
No
(MRSA breaches June & Sept)
In development
Yes
(Local Survey in
development)
Yes

The maximum quality premium payment for a CCG will be expressed as £5 per head of
population, calculated using the same methodology as for CCG running costs. (This is in
addition to the CCG’s main financial allocation for 2014/15 and in addition to its running
costs allowance).
Regulations2 set out that quality premium payments should be used in ways that improve
quality of care or health outcomes and/ or reduce health inequalities.
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15.0 Access to the highest quality urgent
and emergency care
A cross-organisational, clinically led, review of current urgent care services was undertaken
by NHS Vale Royal CCG in 2013. The review included local engagement events: a set of
workshops designed to develop understanding of the current services and issues faced
locally; a provider day that was advertised on Connecting For Health, and a review of
national guidance and independent reports.
The following key objectives were identified for this project:
Develop and implement an Integrated Urgent Care System across health and social
care that is both responsive to patient need and delivers quality care in the most
suitable setting.
The New Model of Care must deliver a high quality, cost effective, seamless,
responsive services both in and out of hours.
Successful implementation of a new model of care will require a co-ordinated
commissioning approach across health and social care, involving primary, community,
ambulance, acute, mental health and social care services. There will be no scope for
additional funding; all developments will have to be undertaken within the current financial
envelope of current health and social care services.
The urgent care work during 2014/15 will focus on establishing the most effective and
robust contracting models for our urgent care services, while delivering these policy
objectives.

15.1 System redesign: A new model of care
Emerging principles for urgent and emergency care locally and nationally outline a system
that:
·
Is simple and guides good choices by patients and clinicians;
·

Provides consistently high quality and safe care, across all seven days of the week;

·

Provides the right care in the right place, by those with the right skills, the first time;

·

Is efficient in the delivery of care and services.

The system redesign opportunities identified through work undertaken in 2013 and the
national documentation and guidance, will be evaluated within the full business case prior
to implementation in 2014/15.
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CQINs will be used as a lever to incentivise services within the urgent care system to work
together to develop an integrated urgent care team (IUCT). Commissioners and providers
will work together to agree pathways, protocols and governance that meet the vision of the
IUCT across urgent care services.

15.2 A step change in productivity of elective care
Governing Body Note:
This section of the plan is still under development and will be provided within the final
submission.
Planning guidance states:
We expect to see centres that can deliver high quality treatment, treating adequate
numbers to be expert, and with the most modern equipment available.
If going to transform out of hospital care and look to concentrate specialised services in
fewer sites then we need to review how we deliver routine planned admissions for
patients for less complex treatments.
Change model of delivering elective care – giving the opportunity to treat even more
patients at the same or lower cost.
Commissioning Intentions and service developments
Vale Royal CCG will continue to support the development and delivery of Out-Patient,
Elective In-Patient and Diagnostic services within the local health economy. This programme
of work will review planned care service provision, patient outcomes, health needs and
health Inequalities to establish priorities for pathway improvements and developments. The
CCG will establish priority areas of action to initiate service developments and pathway
changes across Primary Care, Community Services and Secondary Care.
The CCG we will complete a number of service/pathway reviews during 2014-16 that will
improve outcomes, quality and productivity within the local healthcare system, we will
triangulate current patient outcomes, health needs, health inequalities and the NHSE CCG
benchmarking data to establish these which these priorities will be.
CQIN – incentivising Partnership working
Vale Royal CCG will incentivise the provider trust to work with the CCGs to:
Review planned care service provision, patient outcomes and health Inequalities to
establish priorities for pathway improvements and developments by July 2014.
Establish the benchmarking data for the areas of development against indicators to
measure contribution towards the delivery of Health Needs, Health Inequities, the
NHS Outcome Domains by July 2014.

74

213

Vale Royal CCG will incentivise the trust to work with the CCGs to undertake
pathway/service review and implementation of priority 1 by September 2014.
Vale Royal CCG will incentivise the trust to work with the CCGs to undertake
pathway/service review and implementation of priority 2 by December 2014.
Vale Royal CCG will incentivise the trust to work with the CCGs to undertake
pathway/service review and implementation of priority 3 by January 2015.

15.3Specialised services concentrated in centres of excellence.
We will be working with NHS England Area Team to ensure our local providers, where
required, are able to offer specialised centres of excellence. However we also recognise
that geographically our patients will need to travel greater distances to access the full range
of specialist services and we will need to co-commission local integration of care and clinical
oversight of patients.

16.0 Access
Convenient access for everyone:
Vale Royal CCG believes it is important that patients don’t have to wait for treatment. The
CCG acknowledges that waiting can be the most distressing. Evidence also suggests that
waiting can make health outcomes worse and can even make services unsafe. We also know
that to improve outcomes for patients:
Services need to be available and easily accessible to them
they receive those services quickly
when they need them
In a way which is convenient for them and fits with their daily lives.
Disadvantaged and minority groups (e.g. people who live with mental health conditions)
need tailored services which suit their circumstances or they will simply not be accessible to
them. There are many minority groups who will struggle to get the care they need if they
are expected simply to fit in with what works for the majority.
During 2014/15 the CCG, will explore opportunities to develop pilots designed to extend
access to general practice services and stimulate innovative ways of providing primary care
services, supported by the Prime Minister’s £50 million challenge fund.
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The NHS Constitution identifies a range of standards to which patients are entitled and
which NHS England has committed to deliver. The CCG strategic and Operational Plan seek
to make services accessible and deliver the standards in the constitution.

17.0 Constitutional Commitments
Vale Royal CCG is committed to ensure good access to a full range of services, including
general practice, community services, and mental health services in a way which is timely,
convenient and specifically tailored to minority groups. To deliver meaningful outcomes the
CCG will engage and consult with patients, careers and the public to develop and improve
our constitutional commitments.
Vale Royal CCG is committed to:
Mixed Sex Accommodation Breaches
Minimise breaches
Cancelled Operations
All patients who have operations cancelled, on or after the day of admission (including the day
of surgery), for non-clinical reasons to be offered another binding date within 28 days, or the
patient’s treatment to be funded at the time and hospital of the patient’s choice.
Mental health
Care Programme Approach (CPA): The proportion of people under adult mental illness
specialties on CPA who were followed up within 7 days of discharge from psychiatric in-patient
care during the period – 95%
Referral To Treatment waiting times for non-urgent consultant-led treatment
Zero tolerance of over 52 week waiters
A&E waits
No waits from decision to admit to admission (trolley waits) over 12 hours
Cancelled Operations
No urgent operation to be cancelled for a 2nd time
Ambulance Handovers
All handovers between ambulance and A & E must take place within 15 minutes and crews
should be ready to accept new calls within a further 15 minutes. Financial penalties, in both
cases, for delays over 30 minutes and over an hour.
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18.0 Ensuring that Services are Safe and
High Quality
NHS Vale Royal CCG’s ambition is to continuously improve the quality and patient
experience of acute hospital care and primary care. Our role as a CCG is to drive continuous
improvements in all services, so that all patients experience person centred care that is safe,
effective and efficient. We want to address any variation that exists across Vale Royal;
where excellent care is being provided locally alongside services that have been identified as
having poor performance or failing.
The Francis Report, published following the public inquiry into Mid Staffordshire NHS
Foundation Trust, identified serious failings in NHS care. NHS Vale Royal has reviewed the
report and the Government’s response, and we reaffirm our commitment to work with all
healthcare providers, other clinical commissioning groups and GP member practices, to
ensure that patients receive the best possible safe and effective care.
"By working as a team and listening to what patients and other clinicians are saying, we
have started to make a difference in improving the quality of care available to our local
populations. The key factor in these early successes has been forging strong relationships
with our providers." Teresa Strefford, GP lead for Quality and Performance.

18.1 Compassion in Practice
The National Nursing and Care Strategy states that leadership is necessary at every level of
health and social care, ‘every person involved in the delivery of care needs to contribute to
creating the right environment and providing clear leadership to patients, carers, staff and
colleagues’. The values and action areas of Compassion in Practice align with the CCG’s
vision in particular the 4 facets of quality identified and agreed with patients/service users
and staff across Vale Royal referred to as CASE:
Care- the patient experience must be positive. Patients are treated as individuals and
afforded dignity and respect
Accessibility- Patients must be able to readily access services. Services are designed to meet
the different needs of communities and individuals
Safe- it is vital that we protect our patients and staff, and manage all risks effectively
Effectiveness- it is important that our interventions result in positive outcomes and that our
work is cost-effective. Services must co-ordinate with other health and social care services
to ensure patients receive seamless care.
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The following actions summarise our approach to date:
Proposal for Governing Body to use the 6C’s as a checkpoint for all commissioning
decisions
Established a Practice Nurse Membership Council to: facilitate implementation of the
Compassion in Practice within primary care, ensure a consistent approach to quality
within practice nursing and primary care, to have a clear nursing voice into the
governing body
Executive Nurse is working with a number of colleagues to develop a Leadership
programme for Practice nurses the focus of which will be Compassion in Practice
Through quality visits, patient feedback and contract monitoring actively seek
evidence of how provider organisations are embedding the 6 C’s
Work together with provider trust to develop and pilot a quality visit framework
based on the 6 C’s identified in the Nursing and Care Strategy
The CCG has responsibility for assuring quality in all commissioned services and driving up
quality in primary care. To this end 2014-16 will see the implementation of our Vale Royal
Quality and Safeguarding Strategy; to ensure quality is incorporated into all aspects of our
commissioning activities and our key aims achieved.
The key components of the Vale Royal Quality and Safeguarding Strategy and the activities
we have planned for the next two years are summarised in the table below:
Priority

Bringing
Clarity to
Quality

Measure
Quality

Action

By when

Use information collated from focus group events around Francis to
confirm with patients, partners and staff what we mean by quality
and implementing different approaches to monitor and improve

May 2014

Continue to develop mechanisms and ways of working together with
providers, Local Authority partners, Health Watch and 3rd Sector to
gather patient, carer and staff experience, data and evidence of
impact on outcomes

December
2014

Work together with provider trust to develop and pilot a quality visit
framework based on the 6 C’s identified in the Nursing and Care
Strategy

April 2014

Work together with NHS England to further develop systems for
quality improvement and monitoring

December
2014

Implement the Quality of Health Principles as part of quality
monitoring approach

March 2015

Work with local patient /service user groups and Health Watch to
develop patient experts as part of quality visits

March 2015

Plan and carry out announced and un-announced quality visits to our

Plan April
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providers, with Governing Body GP and lay members

2014

Develop quality assurance in care homes, implementing a quality
dashboard

June 2014

Revise framework for Quality monitoring visits within Care Homes
Publish
Quality

Reward
Quality

Leadership
for Quality

Publish and share this quality and safeguarding plan with patients,
public and providers including an easy read version and accessible
presentation

May 2014

Quality reports to Governing Body in public will be published with the
meeting paper s on the CCG website

May 2014

Ensure that take trends/themes to Quality Surveillance Groups in
order to work collaboratively with other CCGs, NHS regulators, Local
Authorities, Health Watch and NHS England in order to have whole
system intelligence that informs quality improvement

On-going

Statutory safeguarding inspection reports, improvement plans and
annual safeguarding report
Commissioning for Quality and Innovation (CQUIN) schemes will be
developed to incentivise local priorities for improvement with
providers

From April
2014

Primary Care CQUIN/QoF will be reviewed annually and re focused to
maximise health outcomes where the CCG has any influence over
indicators

From April
2014

Use the organisation development plan to build a culture throughout
the organisation that supports the CCGs vision and values, embracing
the 6C’s, valuing quality at the heart of everything we do

April 2014

Develop and deliver a leadership programme for Practice Nurses
focused on implementation of the 6C’s

Plan in
place by
May 2014

Delivery plan to Ensure GPs and other clinicians are fully engaged in
the quality assurance system and processes via on-going workshops,
GP and Practice Nurse Membership council/assembly.

Plan in
place by
September
2014

Agree and implement a mechanism to always engage clinical and
service user expertise in commissioning of services to ensure
consideration of ‘reasonable adjustments’ for patients with
disability(physical, mental health and learning disability)

On-going

Continue to build relationships with our health and social care
providers, patients and public in providing information about the
quality of health services to inform service redesign

Achieved
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Establish a Practice Nursing Membership Council/Assembly to
implement the 6C’s and empower PN voice

April 2014
Achieved

Develop a local implementation plan for 6C’s in Practice Nursing

March 2015

Establish a primary care quality development group

June 2014

Develop a primary care quality framework

October
2014

Establish a clear process to engage with all patient and carer groups in
particular increasing the voice of ‘harder to reach’ groups i.e. children
and young people, people with disability (physical, mental health,
learning disability)

Innovate for
Quality

Develop a system of quality continual improvement that is provider
led
Work with key partners to agree and develop innovative ways to use
clinical audit approaches, evidence and research to support quality
improvement

December
2014

Work in partnership with all key partners to ensure that vulnerable
groups have fair and equal access to services and experience best
care

On-going

ensure that there is a structure in place to follow any suggestions or
ideas through, provide feedback and understand how innovation can
align to clinical priorities

March 2015

Patient stories to be presented at Governing Body to provide further
opportunity for learning and challenge

September
2014

Safeguarding Contracts with our providers to include safeguarding, all elements of
Quality
quality and patient safety

Achieved

Seek evidence through contract monitoring and quality visits

September
2014

Have safeguarding dashboards for both children and adults in the
main contracts that are monitored quarterly

June 2014

Completion of the annual safeguarding assurance framework,
organise confirm and challenge focus group

On-going

Support providers to have robust systems to monitor and respond to
trends and themes

May 2014

Share lessons learnt from serious incidents, complaints and any
patient safety issues and build systems to ensure necessary changes
are implemented

On-going

Work with Membership assembly/council to identify a lead for

May 2014
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safeguarding in each GP practice
Develop a robust partnership with Regulators (CQC) and Local
Authority safeguarding teams to have early warning systems in place
across all providers locally

April 2014

18.2 Patient Safety
NHS Vale Royal CCG is committed to ensuring that patient safety is of paramount
importance and is regularly reported and monitored. To achieve this the CCG uses a variety
of methods to extract data e.g. performance against national and local targets and
qualitative information e.g. patient experience, complaints and the use of the friends and
family tests. This breadth of information enables the CCG to highlight any areas of concern,
identify trends and escalate appropriately to ensure patient safety is upheld.
After reflecting on the recommendations of the Francis Report into the failings at Mid
Staffordshire NHS Trust the VR CCG will be continuing to increase the amount of
information on quality we receive and broaden the resources from which the CCG receive it.
Multiple sources of information will continue to be scrutinised to enable a comprehensive
view of quality in provider organisations. We will strive to ensure a duty of candour is
embedded in all provider organisations as per recommendation 181 of the Francis report
(Domain 1,3,5).
The statutory and regulatory requirements for the CCG to ensure on-going compliance and
continual improvement of services are summarised in the table below:

18.3 Management of Complaints and PALS (Patient Advice and
Liaison Service)
Management of Complaints and PALS
(Patient Advice and Liaison Service)
The Local Authority, Social Services and NHS
Complaints (England) Regulations 2009 and
The NHS Constitution places specific duties
on the CCG.
Duty to ensure complaints are;
- Dealt with efficiently.
- Properly investigated.

How we will deliver this
Systems and processes are in place to
provide a comprehensive complaints
management service which includes;
-

and that complainants are;
- Fully informed of the outcome of the
complaint investigation.

-

A single point of contact for members of
the public/complainants.
Recording and documenting system for
the management and investigation of
concerns and complaints.
Act as a co-ordinating hub for the
process of investigation of multiple
commissioned provider complaints.
Respond promptly to complainants on
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- Advised of their rights to take
Independent advice from The Independent
Complaints Advocacy Service and the
Parliamentary & Health Service
Ombudsman.

-

the outcome of complaint investigations,
providing clear and concise explanations.
Trend analysis of complaints to identify
repeated occurrences and monitor
effectiveness of implemented actions to
improve commissioned service provision.

18.4 Management of Serious Incidents, Never Events and Incident
Management
Management of Serious Incidents, Never
Events and Incident Management
Patient safety directives set by the NHS
Commissioning Board require the CCG to
ensure key actions are undertaken as
follows;
- When a serious incident or never event
does occur, that there are systematic
measures in place for safeguarding people,
property and the services it commissions;
and for understanding why the event
occurred.
- Steps are taken to learn from incidents to
reduce the chance of a similar incident
happening again in order to;

How we will deliver this
Systems and processes are in place to
provide a comprehensive Serious Incident,
Never Event and Incident Management
service which includes;
-

Single point of contact to receive
notifications of serious incidents, never
events and incidents (including
professional concerns).

-

Monitoring of progress of provider
investigation reports to ensure
mandatory 45 day deadline is adhered
to.

-

Facilitation and co-ordination of sharing
lessons learned across the CCG health
economy.

-

Trend analysis monitoring to identify
repeat occurrences and monitor
effectiveness of implemented actions to
improve commissioned service provision

- Improve the safety of patients, staff and
visitors
- Improve the work and care environment
- Improve patient experience

18.5 Freedom of Information Act 2000 (FOIA)
Freedom of Information Act 2000 (FOIA)
The aim of the FOIA is to promote greater
openness in public authorities; about
operational decisions and how public

How we will deliver this
Systems and processes are in place to
provide a comprehensive Freedom of
Information service which includes;
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money is used.
The CCG is obliged to publish certain
information regarding its function and
commissioning activities. In addition, the
CCG is required to respond to information
requests made by members of the public,
except where an exemption applies.

-

-

Single point of contact for receipt,
logging and management of requests for
information.
Establishment and maintenance of the
CCG Publication Scheme.
Statistical analysis of information
requests.

During 2014-16 we will:
Continue to monitor the provision of systems and processes which allow the CCG to
discharge its statutory duties in respect of patient safety. This is monitored via the
CCG Quality and Performance Committee on a monthly basis.
Continue to monitor for changes in legislation and/or statutory regulations which
impact on current CCG systems and processes which relate to patient safety.

18.6 Safeguarding
Our designated nurses for children’s safeguarding work together with partner agencies to
carry out audit and inspections in line with the accountability framework and working
together. For safeguarding adults our designated nurses work closely with local authority
leads and use the Safeguarding Adult Assurance and Assessment Framework as part of our
contract with providers to understand how safeguarding is embedded within the
organisation. Safeguarding standards are reflected in contracts and monitored through a
variety of mechanisms. Safeguarding quality dashboards are in the process of being
developed for 2014-16.

18.7 Staff Satisfaction and Workforce Development
NHS Vale Royal CCG has developed both an Organisational Development Plan (OD) for 201416 and a Human Resource Strategy (HR) to cover the same period. The OD Plan identifies
needs that have been fed from PDP processes as well as Membership and Governing Body
analysis. The OD Plan supports the transformational agenda ensuring that knowledge and
skills in leading change, developing a robust workforce.
The OD plan:
Has been developed with staff
Draws from the Francis Report, bringing together key Francis report
recommendations and priorities for example staff training, the promotion of good
governance and leadership
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The OD plan and agreed objectives cover the following areas of development:
Leadership, Workforce and Team Development
Member Practice Engagement
Values, Style and Change Management
Complaints and SUI’s
Strategy and Performance Management
Communications, Engagement and Collaboration
The HR strategy supports the CCG to ensure good HR policies and procedures are in places
that are understood by employees of the CCG. This ensures the CCG meets its statutory
requirements as an employer and is also able to include GPs and practices as Member
constituents in a fair and equitable manner.
The CCG carries out an annual staff survey internally to help shape and improve the
organisation and promote staff involvement and engagement at an early stage. The CCG
intends to repeat staff surveys on a regular basis in order for staff to continue to feel
involved in the development of the organisation. This approach has also included
Membership Assembly and practices to identify additional actions the CCG needs to take to
ensure continued engagement of its Membership. I.e. introduction of a regular newsletter
to practices about the work of CCG, Quality Improvement Facilitators to improve quality of
primary care and delivery CCG objectives.
Vale Royal CCG has signed the organisational “Time to Change” pledge. This pledge is a
public statement of aspiration that our organisation wants to tackle mental health stigma
and discrimination. A local action plan has been developed to support this.

18.8 Innovation and Research
Vale Royal CCG will be actively seeking to understand where research is taking place within
our local providers with whom we contract over the next two years. The CCG seeks to
support innovation and research activity wherever possible, through our commissioning
decisions.
Vale Royal CCG recognise that research and evaluation across the whole patient pathway
including with partners in local government and Public Health England will contribute to
improving outcomes and spreading innovation and economic growth.
Vale Royal CCG is part of the North West Coast Academic Health Science Network (AHSN).
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19.0 Information Technology and
Information Sharing
At Vale Royal CCG we recognise that to deliver system change and integration across our
health and social care landscape we need to make improvements and changes across
Information Technology and the way in which we share information. We aim to deliver a
better standard and experience of joined up care focusing on the support, integration and
interoperability across existing clinical systems. Our ambition is to bring together health
and social care to commission and deliver seamless patient flows and care packages: linking
these with the aims of the Pioneer proposal and Partnerships Boards requirements.
Throughout 2014/16 Vale Royal CCG will be working with our partners including, HSCIC,
Cheshire and Merseyside Commissioning Support Unit (CSU) and the NHS Are Teams to
mobilise our IT programme and portfolio of projects to ensure that a robust governance
structure is in place to monitor delivery and provide an appropriate decision making. In
addition to the Capital Bid Programme, the CCG will continue to support national, regional
and local initiatives to improve service delivery. A summary of some of our key projects are
detailed below:

Electronic Prescribing Service Release 2:
This has been nationally mandated for implementation across all GP Practices, enabling
move to paperless NHS. EPS enables prescribers - such as GPs and practice nurses - to send
prescriptions electronically to a dispenser (such as a pharmacy) of the patient's choice.
Vale Royal CCG will work with our CSU partners, GP Practices, Medicines Management and
EMIS to ensure planning and delivery is scheduled in a joined up process across Cheshire
throughout 2014-15.

National Summary Care Record:
Vale Royal CCG will support the national roll out of the Summary Care Record (SCR); an
electronic summary of key health information from a patients GP practice record which is
securely held on the National Spine. The national roll-out is due to commence in April
2014.

Wireless into GP Practises:
Vale Royal CCG is developing proposals for submission to NHS England for the provision of
Public Wi-Fi across all Vale Royal GP Practices by March 2015. It is proposed this
development will also incorporate the installation of patient access and information screens
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as required in the GP Practice and public access to services and potential for information
capture and patient feedback.

Cheshire Health Record:
The Cheshire Health Record utilises the EMIS Web application to enable doctors, nurses and
other local healthcare professionals working in Cheshire accessing a consenting patient’s
summary of their GP patient record. This may occur in hospital or unplanned care settings
such as A&E or Out of Hours centres.
Access will also be available to some community providers. The system is designed to
provide essential, timely medical information that will allow other health professional staff
to make decisions about the treatment they provide for the patient, based on up to date
and accurate information.
Work commenced in 2013 with colleagues at MCHfT, CSU, GPs and Cheshire NHS colleagues
to re-establish requirements and data sharing activations for key clinical conditions across
Cheshire. Further work with EMIS is required to evaluate activate data sharing agreements
where required and resolve outstanding issues with notifications in the Primary system, this
is causing a potential risk of delay until resolved. All required activations and sharing
agreements planned to be in place before end of 2014.

EMIS developments:
The CGG is currently working with the EMIS accounts team on future developments of the
Primary Care system, the below examples will be the enablers to fulfil the required
integration for commissioning intentions, Neighbourhood teams, Extended Practice teams,
Mandated requirements, and providing patients with fuller and easier access to their GP
record.

•
•
•
•
•
•
•
•
•

New Risk Stratification Early Adopter Programme
Care Planning modules
Integration of EMIS Community and EMIS Web datasets
Patient access to GP records
TeleHealth Integration via Black Pear Partnership
EPaCCS - (Electronic Palliative Care Data set and Integration)
Integration with new MCHfT EPR
Integration with existing Primary Care system and “out of hours” and 111
MIG integration for associated providers

A full schedule of deliverable timescales and associated pilots will follow during 2014 and
will be part of the on-going development programme with our EMIS Partner, CSU, Cheshire
NHS organisations and required integration with Social Care and MCHfT.
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Improved Data Sharing and transparency:
Working with colleagues and current / new partners to identify and plan for the delivery of
integrations across Primary Care, community and Social care settings by connecting data
and information across pathways, seamlessly integrating across organisations and systems
including:
health & social care
separate specialities within health services
services provided in the community and services provided in the hospital
To pursue this strategy the CCGs will improve and extend the sharing of clinical information
within primary care, and between primary care and secondary care, Sharing transaction
based accurate and timely information with other providers, will improve patient safety.

GP Access to Radiology Reports:
2014/15 will see Vale Royal CCG delivering a pilot to promote GP access to radiology reports
in primary care.

Medical Information Gateway (MIG):
The CCG plans to promote technical interoperability with other care organisations in
Cheshire for potential use in our Pioneer objectives. It is anticipated this project will deliver
a shared view of interoperability future, improve patient care and clinical efficiency, a
secure gateway for exchanging bi-directional real time data plus a best price option as a
potential joined up procurement option.
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20.0 Prescribing and Medicines
Optimisation
Priority objectives
NHS Vale Royal CCG Medicines Management Team supports the CCG to commission services
that make best use of medicines. In addition, pharmacists and technicians work closely with
general practices and Acute Trust clinicians to:
Maintain control of primary care prescribing costs to manage growth and remain
within the allocated budget.
Develop systems for managing use of High Cost Drugs (excluded from Payment by
Results [PbRe]) to allow monitoring of activity and budgetary impacts and provide
assurance of compliance with guidance (e.g. NICE Technology Appraisals).
Implement projects/ actions to optimise the use of medicines to improve outcomes,
enhance patient safety and improve capacity within the local health economy.
Compared with peers, Vale Royal CCG has had higher costs per population (population
weighted for age and sex) as show below. The Medicines Management Team working with
the GP Prescribing Lead member of the Governing Body and local prescribing and medicines
management committees will support the CCG to continue to close the gap between Vale
Royal CCG and peers.
Trajectory:
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Vale Royal CCG has developed a number of priorities to influence medicines management
within the CCG.
The following table sets out our priorities and the actions planned for 201416.
Priority
Objective
Maintain
control of
primary care
prescribing
costs

Develop
systems for
managing use
of High Cost
Drugs
(excluded
from Payment

Planned Actions

Deliverables

o Maintain and develop the Local Health Economy
Formulary including a work plan taking into
account NICE Technology Appraisals programme,
new product introductions and patent expiries

Forward schedule
completed by 1 April
2014
Formulary updated
monthly thereafter

o Understand and address savings opportunities
identified in the Right Care data packs3
(prescribing savings have been identified in the
data pack for Vale Royal CCG in the following
areas: cancer, endocrine, nutritional and
metabolic conditions, neurology, circulatory
conditions, respiratory conditions, gastrointestinal
conditions, musculoskeletal conditions, trauma
and injuries and genito-urinary conditions)

Action plan developed by
1 April 2014
Savings of £400,000
delivered by 31 March
2016 (based on
capturing 50% of the
potential savings if the
CCG performed at the
average of 10 similar
CCGs)

o Work with practices to minimise variation
between them and so improve overall
performance on the nationally identified
medicines QIPP topics4 .

Vale Royal CCG has
improved the status of at
least 3 QIPP indicators by
at least 1 quartile by 31
March 2016

o Continue to develop locally identified prescribing
savings opportunities for implementation at
practice level including selection of more cost
effective prescribing choices (e.g. blood glucose
testing strips) and systems (e.g alternative means
of managing the supply of appliances).

Savings on Blood glucose
testing strips to be
delivered by 1 June 2014

o Continue phased introduction of the Blueteq
system to capture the information on usage and
provide clinical assurance of compliance with NICE
guidance and local protocols

Blueteq system in use by
dermatology,
gastroenterology and
rheumatology in MCHFT
by 1 September 2014

o Develop budget management processes for High

Develop budget

3

http://www.england.nhs.uk/resources/resources-for-ccgs/comm-for-value/
Quality Innovation Production and Prevention topics see
http://www.nice.org.uk/mpc/keytherapeutictopics/KeyTherapeuticTopics.jsp

4
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by Results
[PbRe])
Implement
projects/
actions to
optimise the
use of
medicines to
improve
outcomes,
enhance
patient safety
and improve
capacity
within the
local health
economy.

Cost Drugs (PbRe).

management process by
1 April 2015

o Develop the capability of prescribing support
software (Eclipse Live and Scriptswitch) to support
improvements in patient safety

Eclipse Live available to
all practices by 1 April
2014

o Work with the Quality team and local Acute Trusts
and Primary Care to implement the Medicines
Safety Thermometer and medicines-related
CQUIN schemes and Quality Schedule
requirements.

By 1 June 2014

o Develop a local strategy to reduce the pressure on
antibiotic resistance and support providers to
meet targets for incidence of Healthcare Acquired
Infections including MRSA and Clostridium difficile

By 1 June 2014

o Implement the extended Think Pharmacy; Minor
Ailments service to support the Urgent Care
Working Groups to reduce demand in general
practice and Accident and Emergency
departments.5

Service launched by 1
April 2014

o Work with the local Acute Trusts to improve
financial and clinical governance for patients
receiving medicines from Homecare services.6

Hackett report
implemented by 1 April
2015

5

http://www.monitor.gov.uk/closingthegap
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213112/111201Homecare-Medicines-Towards-a-Vision-for-the-Future2.pdf

6
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21.0 Delivering Value
21.1 Financial Summary
Introduction
The Financial plans cover a 5 year period, the first two year are at an operational plan
level of detail. The financial plans are prepared based on assumptions and rules set out
by NHS England.
Revenue Resource Limit
A new allocation formula is being introduced in 2014/15 that is weighted 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). However only a small element
of this has been reflected in the new allocations, as nationally it is recognised that a pace
of change is required. It is against this background that the CCG is producing its 2014/15
& 2015/16 operational plan.
Vale Royal CCG has received notification of a two year allocation, and a summary is
shown in the table below:Resource
Allocation (Programme)
Growth
Sub total
Population(Registered)
Per Head of population
Target Allocation per Head
Distance from target

2013/14
£000
111,564
2,699
114,263
102,496
1.115

2014/15
£000
114,263
2,445
116,708
102,797
1.135
1.172
0.037

2015/16
£000
116,708
1,985
118,693
103,088
1.151
1.186
0.035

The financial plan will be aimed at producing a sustainable, high performing organisation
commissioning care for its population.
How we measure in allocation per head, compared to others is demonstrated in the
graph below:-
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Planning Assumptions
The core financial planning assumptions are set out the tables below:Table of Assumptions
allocation uplift
secondary care health cost inflation

2014/15 2015/16 2016/17 2017/18 2018/19
2.14%
1.7%
1.8%
1.7%
1.7%
-2.3%
-2.2%
-3.0%
-3.4%
-3.4%

provider sector efficiency
tariff uplift

4.0%
1.7%

Direct commissioning excluding public health
Demographic growth

4.0%
1.8%

4.0%
1.0%

4.0%
0.6%

4.0%
0.6%

Primary care: Local determination based on
resident population in line with crude population
projections.
Other: Local determination using age profiled
population projections for population covered by
Area Teams.

Non-demographic growth

Local determination based on historic analysis
and evidence.

Tariff changes

See above.

Primary care cost increase

To be confirmed.
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Business rules

Public health
Demographic growth
Business rules

2014/15

2015/16-2018/19

.
Minimum 0.5%
contingency
.
1% cumulative
surplus carry forward
.
2.5% nonrecurrent spend.

.
Minimum 0.5%
contingency
.
1% cumulative
surplus carry forward
.
2% nonrecurrent spend.

Local determination using age profiled population projections for
population covered by Area Teams.
.
.
.
.

Minimum 0.5% contingency
0% cumulative surplus carry forward
0% underlying surplus
0% non-recurrent spend.

Better Care Fund (Integration Transformational Agenda)
The Department for communities and Local Government and the Department of
Health will pool £3.8 billion of funds for investment in the integration of health and
social care. £3.4 billion is expected to come from CCG budgets and so will require
substantial savings to be made. In order to achieve the full year financial impact of
any savings in 2015/16 the CCG will need to begin the implementation of plans in
2014/15.
The total better care fund to be identified by the CCG is £6.295 million.
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The funding will formally sit with the local authorities but will be overseen by the Health
and Well Being Boards and be subject to assurance from NHS England.
Financial Plan 2014/15 -2015/16
Initial Plan 2014/15
Non
Recurrent recurrent Total
£000
£000
£000

Summary of initial 2 year plan
Planned Resource
Allocations
Growth
Return of surplus from previous year
Better Care Fund Resource to Council Via NHS England 14/15
Total Resource
Expenditure budgets
Integration Agenda (Earmarked for better Care Fund)
Planning Gap
Net Expenditure
Planned Surplus

116,703
2,445
1,200

116,703
2,445
1,200

119,148

1,200

120,348

124,847

246

125,093

(5,699)
119,148
0

(246)
0
1,200

(5,945)
119,148
1,200

Initial Plan 2015/16
Non
Recurrent recurrent Total
£000
£000
£000

%

1.7%
1.0%
1.5%
4.2%

5.0%
-6.0%
1%

118,904
1,985
1,200
2,030
122,919
123,636
6,295
(7,012)
122,919
0

1,200
0
(20)
(20)
1,220

118,904
1,985
1,200
2,030
124,119
123,636
6,295
(7,032)
122,899
1,220

Updated Pie Charts to be inserted at later date
2014/15
2015/16

5.36%
15.39%

2.43%

NHS
Provide
r
Contrac
ts

0.84%
2.20%
1.95%

Non
NHS
71.82%Contrac
t

Quality Innovation Productivity and Prevention (QIPP) 14/15-2018/19
In 2009/10 nationally, it was recognised that the NHS would be required to save £20 billion
by 2014/15 in order to fund and demand pressure. It has been further recognised that the
NHS savings required in the four years from 2015/16 to 2018/19 will be a further £30 billion
i.e. a total NHS savings requirement of £50 billion over a period of 8 year.
The potential challenge to the CCG’s local economy can be seen in the table below:94
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Scale of challenge
2013/14
2014/15
2015/16
2016/17
2017/18
2018/19
Total

Provider
CCG Estimated Total
price
Planning
Planning
efficiency 4% Shortfall
Shortfall
£million
£million
£million
3
2
5
3
6
9
3
8
11
3
4
7
4
4
8
4
4
8
20
28
48

Key Financial Priorities for 2014/15 and 2018/19 include:
To maintain a balanced position and deliver the 1% surplus as required by the NHS
England;
To deliver our QIPP targets whilst ensuring that we are delivering improved care to
patients;
To invest the commissioning budget to maximise value for money;
To ensure the financial resources are applied to support the CCG commissioning
Strategy;
To utilise the Better Care Fund in 2015/16 locally on heath and care to drive closer
integration and improve outcomes for patients and service users and carers;
To remain within the CCG running cost allowance of £25 per head of population;
To set aside 2.5% of recurrent resource for non recurrent expenditure in 2014/15;
1% of this spend to be applied to transformation of local services, focusing on
preparation for the introduction of the Better Care Fund.
Key Financial Risks:
To manage the increased pressures in elective and non-elective care, continuing
health care, funded nursing care and learning disabilities services;
To ensure that the drive to closer integration can be achieved with in existing
allocations and change recognised through provider contracts;
To ensure 2.5% in 2014/15 and 1% in 2015/16- 2018/19 is identified for nonrecurrent expenditure to enable change, given the scale of the challenge and the
requirement to maintain financial balance, this is a key risk.
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Contracts:
Planning assumptions has indicated a reduction on the overall provider funding of 1.7% in
2014/15 (1.8% in 15/16) this is constructed from an increase for inflation of 2.3% in 2014/15
(2.2% in 2015/16) and a cost improvement target of 4%. The quality and innovation
payment (CQUIN) remains a non-recurrent allocation of 2.5% as in 2013/14.

Statement of Financial Position (Balance Sheet):
The CCG planned Statement of Financial Position is shown in the table below:-

2014/15

2015/16

PPE

140

154

Accumulated Depreciation

(10)

(20)

Net PPE

130

134

130

134

6

6

500

500

Non-Current Assets
Cash
Accounts Receivable (see note 1 below )
Inventory

0

Investments

0

Other Current Assets

0

Current Assets
TOTAL ASSETS
Trade & Payables (see note 2 below )
Provisions (see note 3 below )

506
636

506
640

(6,000)

(6,000)

(200)

(200)

Short Term Borrow ing

Current Liabilities

0

(6,200)

(6,200)

Non-Current Payables

0

Provisions

0
0

Long Term Liabilities
total Assets Employed
General Fund (see Note 4 below )
Retained Earnings In Year

Total Taxpayers Equity

0
(5,564)

0
(5,560)

(6,764)

(6,780)

1,200

1,220

(5,564)

(5,560)
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Capital Plan:
Capital Programme
Capital Grants - Commissioning intentions
Rolling IT Equipment
Bevan House refurbishment
Total

2014/15 2015/16
£000
£000
54
14
14
72
140
14

Cash
The planning assumption is that cash matches the CCG planned resource, adjusted for
working balances.

Governing Body Note:
This section of the plan is still under development and will be provided within the final
submission.
The final submission will also include trajectories for:
C Diff
Dementia
IAPT
Quality Premium
Activity for:
Elective
Non Elective
Unplanned care
A&E
Admissions
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Appendices:
Governing Body Note:
This section of the plan is still under development and will be provided within the final
submission.
The final submission appendices will include:
A glossary of terms
Trajectories and further detail at project/ programme level
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1.0

Overview

1.1

This Governing Body was presented a paper in December 2013 on the approach taken by
NHS South Cheshire and NHS Vale Royal Clinical Commissioning Groups to implement and
manage winter planning arrangements through the Urgent Care Working Group. The Urgent
Care Working Group has developed a whole health and social care economy winter plan for
2013/14, which will be used to manage demand and address pressures during the winter
period.

1.2

This initial report explained that there had been an indication from NHS England that
additional winter funding would be made available late November, early December, although
at that stage there was no indication of the value of the funding available to Clinical
Commissioning Groups.

1.3

On the 29th November 2013 NHS South Cheshire Clinical Commissioning Group and NHS
Vale Royal Clinical Commissioning Group was informed that £1,088,000 had been allocated
to this local health economy. This money would be paid to NHS South Cheshire Clinical
Commissioning Group as lead commissioner of services provided at the Mid Cheshire
Hospital Foundation Trust. The funding was non-recurrent and requires investment by 31st
March 2014; it also came with the caveat that it was to be invested towards:
Improving other services away from A&E
Reducing unnecessary visits and avoidable emergency admissions
Boosting individual A&E departments

1.4

The 2013-14 winter funding came with further instructions from NHS England. It was to be
invested to address those issues which the Chief Executive of the local acute provider saw
as key, to reducing pressure on the A&E Department. Consultation was emphasised with
local stakeholders, especially leaders of ambulance and mental health services, local
authority Chief Executives and representatives of the independent and voluntary sectors.

2.0 Process
2.1

For this winter funding to have an impact on this year’s winter pressures, it was recognised
that allocation would need to move at a pace. The Clinical Commissioning Groups
implemented a robust and challenging process that was overseen by the Urgent Care
Working Group. All organisations represented on the Urgent Care Working Group, the third
sector and other local health providers were notified about the allocated winter funding.

2.2

To enable the funding to be allocated as a matter of urgency the Clinical Commissioning
Groups undertook the following process on behalf of the Urgent Care Working Group.
All members of the working group were notified at a face to face meeting, that
additional funding was to be made available
All members of the working group were notified by email about the proposed bidding
process and evaluation criteria
All members of the working group, local independent service providers and local
voluntary sector organisations, were notified by email about the allocated winter
funding and the application process. An application form was circulated with this
email for providers to complete and submit.
The Clinical Commissioning Groups received 41 bids, each were scored against the
set criteria and ranked accordingly
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2.3

On the 10th December 2013, the Urgent Care Working Group convened and reviewed the
41 submitted bids. After some debate the group members agreed to support those
initiatives which met the criteria determined by NHS England and impacted upon the
current local pressures including delayed transfers of care and patient length of stay in
hospital.

2.4

Group members were keen to support some the local voluntary sector bids even though it
was accepted that it may be difficult to put specific key performance indicators in place.
Members felt that these bids would contribute to the overall winter pressures picture.

2.5

The Urgent Care Working Group supported 21 of the submitted bids and the group
requested that the Clinical Commissioning Groups work with the successful bidders to
finalise the actual funding requirement for each supported bid. This approach would ensure
that value for money was realised and there was no duplication of effort or funding.

2.6

It was further agreed that the Clinical Commissioning Groups would develop key
performance indicators (KPIs) against which each initiative would be measured on a regular
basis.

3.0 Outcome
3.1

Late notification from NHS England in respect of the 2013-14 winter money required the
speedy implementation of a succinct and effective process to ensure impact on this year’s
winter pressures. The Clinical Commissioning Groups have received significant feedback
from member practices regarding the poor opportunities this approach offered to primary
care to bid for the funding. If such an opportunity presents itself in the future it is
imperative the Clinical Commissioning Groups insure primary care is fairly engaged in the
process as early as possible.

3.2

As a result of the Urgent Care Working Group decisions, the Clinical Commissioning
Groups have worked with successful bidders to negotiate costs and performance indicators
over recent weeks. Alongside the £1,088,000 13-14 winter funding allocated from NHS
England the Clinical Commissioning Groups have underwritten an additional sum of
£203,000, negotiations are currently progressing with Mid Cheshire Hospital Foundation
Trust in relation to this additional funding. This brings the total investment available to local
providers to £1,291,000 to address the 2013-14 winter pressures.

3.3

Appendix 1 provides a full list of successful initiatives, their start dates and relevant
performance measures that have been successful in obtaining some of the 13-14 winter
money.

4.0 Monitoring Performance
4.1

NHS England has indicated that delivery of the 4 hour standard will be used to monitor the
successfulness of this year’s winter planning arrangements. The Urgent Care Working
Group has identified a number of national performance measures which will be monitored
on a monthly basis, along with the performance measures identified in each of the
successful initiatives. The national indicators are illustrated below:
4 Hour A&E Standard per month
Emergency admissions from A&E Month '12 Vs Month '13
All admissions (except emergencies) Month '12 Vs Month '13

Prepared by: Linda Banner-Perry
NHS Vale Royal CCG Governing Body: 2014-02-05

240

No. Medical Outliers per month
Average length of stay for month (excluding zero cases) for emergency admissions
Average length of stay for month (excluding zero cases) for all admissions (except
emergencies)
No. Patients that experience delayed transfer in their care per month
Readmission rate to any provide (except cancer and maternity) within 7 days per
month
Readmission rate to any provide (except cancer and maternity) within 14 days per
month
Readmission rate to any provide (except cancer and maternity) within 30 days per
month
4.2

Once the monthly performance report is available it will be submitted to NHS England and
published on the winter planning portal for local providers to access.

4.3

As part of the assurance process NHS England requires Clinical Commissioning Groups to
submit the three forms indicated below, following the Urgent Care Working Groups
approval:
Winter Funding Staffing Beds Impact
Winter Money Tracker Template A
Winter Money Tracker Template B

4.4

The Winter Funding Staffing Bed Impact form was required to be submitted to NHS
England on the 7th January 2014 with the Winter Money Tracker Templates A and B being
required by 4th February 2014. Copies of these forms are attached in Appendix 2 for
information.
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APPENDIX 1

NHS South Cheshire and Vale Royal CCGs – Winter Monies Investment Plan 2013/14
Key Contact Details

A&E attendances
V 2012/13

Head
KPIs

Admissions V 2012/13

Schemes to minimise A&E attendance
and hospital admissions.
Boosting individual A&E
departments through improved
system flow 7 days per week

4 hour A&E

NHS England Considerations

Area

Provider

Initiatives

Start date

th

NWAS

NWAS Pathfinders linked
through OOH bids below

20 Jan
14

OOHs

Daily additional GP Home
visits and NWAS pathfinder
partner

20 Jan
14

Additional weekend GPs
and drivers
OOHs

th

th

25 Jan
14
th

Cost
£000s

£0

£61k

£50k

NWAS pathfinder partner

20 Jan
14

MCHFT

Sunday UCC

29 Dec
13

MCHFT

Surgical Assessment Area
(SAA)

23 Dec
13

MCHFT

Additional ED staff

23 Dec
13

MCHFT

Weekend ED Consultant

29 Dec
13

£23k

Jan 14

£68k

CWP
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Additional 2 Psychiatric
Liaison medics in ED

th

rd

rd

th

£0

£21k

£44k

£129k

Siobain Penpraze
Siobain.Penpraze@nwas.nhs.uk
Kieran Gallagher
Office: 01606 544639
Mobile: 07717 088976
kieran.gallagher@nhs.net
Kieran Gallagher
Office: 01606 544639
Mobile: 07717 088976
kieran.gallagher@nhs.net
James Robinson
Mobile : 07894 215 405
james.robinson@nhs.net
Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Sally Sanderson
07826533288

Sub KPIs - DRAFT
Data
requested
from
provider
- No. patients treated at
home
- No. patients referred to
other service/s
- No. patients accepted
from NWAS
- No. patients accepted
from ED/UCC
- No. Patients triaged to
UCC
- No. Patients redirected to
GP
- No. patient’s discharged
home
- No. patients transferred to
ward
- ED Staff levels

- No. patients assessed
- No. patients redirected
- No. patients assessed
- No. patients to MH
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Medical
Outliers

sally.sanderson@cwp.nhs.uk
rd

23 Dec
13

MCHFT

PAA Overnight nursing

£163k

MCHFT

23 Dec
Additional 16 beds as short 13 and
stay ward
6 Jan 14
(SSW)

£316k

MCH

Additional patient discharge
th
27 Jan
vehicle Monday – Friday
14
06.00 – 08.00 hrs

£6k

CEC

Additional social work hours
th
13 Jan
in hospital team
14
(ED and discharge)

Readmissions within 7, 14 and 30 days

Specific plans to support high risk
groups

DToC

LoS

rd

th

CWAC

Additional 20 respite beds

9 Dec 13

YMCA

Winterlink, supporting
discharge with shelter and
support for the homeless

17 Jan
13

RVS

GP
Practices
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ECT

‘On Ward Service’ and a
‘Home From Hospital
Service’ from Leighton

Sick Child pathway

th

th

9 Dec 13

st

31 Jan
14

Reduce pressure ulcers for
th
vulnerable elderly patients
27 Jan
via domiciliary care podiatry
14
services

£73k

£211k

£23k

£0k

£12k

£13k

Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Steven Redfern
Telephone 01270 273437
Mobile 07825 385628
Steven.Redfern@mcht.nhs.uk
Ann Riley
Tel: 01270 371406
MOB: 07896 268470
ann.riley@cheshireeast.gov.uk
Linda Couchman
linda.couchman@cheshirewesta
ndchester.gov.uk
Richard Holmes
01270 504210 - direct line
07894 099279 - mobile
RHolmes@creweymca.com
Gill Taylor
Service Manager (Cheshire
Hub)
07714 898 678
Gillian.taylor@royalvoluntaryser
vice.org.uk
Tracey Matthews
Mobile 07825 117877
Office 01270 275236
tracey.matthews@nhs.net
Ruth Heaton
Tel: 01270 275800
Mobile: 07887642472
E-mail: ruth.heaton@nhs.net

services
- No. of patients in PAA
overnight
- No. patients on ward
<72hrs
- No. patients staying
>72hrs
- No. patients discharged
through this service
- No. additional patients
assessed in ED
- No. additional patients
assessed by IDT
- No. admissions avoided
- No. patients assessed
- No. patients admitted
- No. patients supported
- No. patients re-admitted

- No. patients supported
- No. patients re-admitted

- No. of children seen
- No. of children able to
return home
- No. patients treated at
home
- No patients referred to
other service/s
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Respiratory – monitor of
high risk patients in
community

22 Jan
14

Get a grip

14 Jan
14

Age UK

Driving You

13 Jan
14

Cheshire
Buddies

Support families with a
disabled child

20 Dec
13

ECT

Cheshire
pensioners

Cheshire
Community
Action

TOTAL INVESTMENT
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Network and support
services for the vulnerable

NHS England
SC CCG and VR CCG

th

th

th

th

th

20 Jan
14

£9k

Alison Graham
Office 01625 663380
Mobile 07747638876
a.graham2@nhs.net

£2k

Hugh Emerson
Secretary@scpa.co.uk

£35k

£14k

£3k

Cathrine Ruston
01606 305 032
Cathrine.ruston@ageukcheshire
.org.uk
Stephanie Lawley
stephanie.lawley@nhs.net

- No. patients treated at
home
- No. of patients seen in
hospital facilitating an
early discharge
- No of patients seen in a
community clinic
- No. packs delivered
- No. of journeys made
- No. of people helped
- No. of packs distributed
- No. of initial contacts
made with families
- No. of families supported

Mark Reading
Office 01606 350042
- No. patients seen at home
Mobile 07788 290 848
- No. patients referred to
other service/s
Mark.Reading@cheshireaction.o
rg.uk

£1,088,000
£203,000
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APPENDIX 2

SC&VR Winter Funding staffing beds impact
*Responses should illustrate where the allocations WILL be spent on staffing and beds i.e. how the monies have been allocated, not what has been spent so far.

Number of Additional Staffng Hours for:
Name of Host CCG

NHS South Cheshire CCG

Name of Trust at the Center of Targetted System

NHS Mid Cheshire Hospital Foundastion Trust
Open additional medical bed capacity on PAA (Primary Assessment Area)
PAA Overnight Nursing Staff
Extra Acute Physician for PAA
Additional Capacity in Urgent Care Centre (UCC) at weekends
Urgent Care Centre open Sundays for 10 hrs
Convert 16 beds on Ward 2 to SSW (Short Stay Ward)
SSW B5 Nursing (Upgrade Cardio)
Pharmacy on SSW
Additional Ward Clerk for SSW
Additional Housekeeper for SSW
Therapies for SSW
Acute Physician for SSW
Improve Patient Flow within the Hospital
ST3 Weekends
Increase in Phlebotomy @ Weekends
Clinical Services Manager (CSM) overnight 7 days
Escorting Patients to wards from ED
Increase medical capacity in ED
ED Consultant Weekends
Surgical assessment and Surgical bed capacity increases
Surgical Assessment Area (SAA) Mon - Fri 10am - 10pm
Open 'Swing' bay on Surgical Admissions Unit (SAU) x6 beds

Doctors

Other Staff

20 Respite beds funded for Cheshire
West and Chester Council
16
520

5,499
-

-

130

-

-

520

3,276
-

728
897
897
728
-

208
-

-

130
853
390

104

-

6

1,482
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Nurses

Number of Additional Beds
Acute
Specialist General Other e.g. Community Care/Care Homes

2,048
3,090

488
-

13,913

5,110

22
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SC & VR CCGs Winter Money Tracker A
Name of Organisation/System Receiving Money

Total
Received
(£000s)

1,088

Has the
money been
spent as
intended ?

1,088

How much
money
remains
unspent ?

0

Name of Host CCG

Name of Trust at centre of Targetted System

South Cheshire & Vale Royal CCGs

Mid Cheshire Hospitals NHS Foundation Trust

Describe the key performance indicators that
are in place to track delivery and impact

Describe the impact the scheme is having

4 Hour A&E Standard per month
Emergency admissions from A&E Month '12 Vs Month '13
All admissions (except emergencies) Month '12 Vs Month '13
No. Medical Outliers per month
Average length of stay for month (excluding zero cases) for
emergency admissions
Average length of stay for month (excluding zero cases) for all
admissions (except emergencies)
No. Patients that experience delayed transfer in their care per
month
Readmission rate to any provide (except cancer and
maternity) within 7 days per month
Readmission rate to any provide (except cancer and
maternity) within 14 days per month
Readmission rate to any provide (except cancer and
maternity) within 30 days per month

No. Patients treated at home
No. Patients referred to other service/s
- No. patients accepted from NWAS
- No. patients accepted from ED/UCC
No. patients treated at home
No. patients referred to alternative service/s

Prepared by: Linda Banner-Perry
NHS Vale Royal CCG Governing Body: 2014-02-05

Yes
National Measures for investment overview

NWAS

NWAS Pathfinders linled through OOH bids below

OOHs

Daily additional GP Home visits and NWAS pathfinder partner

OOHs

Additional weekend GPs and drivers

OOHs

NWAS pathfinder partner

MCHFT

Confirm that the
UCWG is monitoring
spend and impact

Sunday UCC
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No. Patients triaged to UCC
No. Patients redirected to GP
ED staff levels
No. patients assessed
No. patients redirected
No. patients assessed
No. patients redirected
No. of patients in PAA overnight
No. patients on ward <72hrs
No. patients staying >72hrs
No. additional patients assessed in ED
No. additional patients assessed by IDT
No. admissions avoided
No. patients assessed
No. patients admitted
No. patients supported
No. patients re-admitted
No. patients supported
No. patients re-admitted
No. of children seen
No. of children able to return home
No. patients treated at home
No patients referred to other service/s
No. patients treated at home
No. of patients seen in hospital facilitating an
early discharge
No of patients seen in a community clinic
No. packs delivered
No. of journeys made
No. of people helped
No. of packs distributed
No. of initial contacts made with families
No. of families supported
No. patients seen at home
No. patients referred to other service/s
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MCHFT

Surgical Assessment Area (SAA)

MCHFT

Additional ED staff

MCHFT

Weekend ED Consultant

CWP

Additional 2 Psychiatric Liaison medics in ED

MCHFT

PAA Overnight nursing

MCHFT

Additional 16 beds as short stay ward

CEC

additional social work hours in hospital team
(ED and discharge)

CWAC

Additional 20 respite beds

YMCA

Winterlink, supporting discharge with shelter and support for the homeless

RVS
GP Practices

‘On Ward Service’ and a ‘Home From Hospital Service’ from Leighton
Sick Child pathway

ECT

Reduce pressure ulcers for vulnerable elderly patients via domiciliary care

ECT

Respiratory - monitor high risk patients in community

Cheshire
pensioners

Get a grip

Age UK

Driving You

Cheshire
Buddies

Support families with a disabled child

Cheshire
Community
Action

Network and support services for the vulnerable
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SC & VR CCGs Money Tracker B
Name of Organisation/System Receiving Money

Name of Host CCG
South Cheshire & Vale Royal CCGs

Please describe one scheme per system in more detail (100 words max)
NWAS

NWAS Pathfinders

OOHs

Daily additional GP Home visits and NWAS link

OOHs

Additional weekend GPs and drivers and NWAS link

MCHFT

Sunday UCC

MCHFT

Surgical Assessment Area (SAA)

MCHFT

Additional ED staff

MCHFT

Weekend ED Consultant

CWP

Additional 2 Psychiatric Liaison medics in ED

MCHFT

PAA Overnight nursing

MCHFT

Additional 16 beds as short stay ward

MCHFT

Additional patient discharge vehicle Monday - Friday 06.00 - 08.00 hrs

CEC

Additional 20 respite beds

YMCA

Winterlink, supporting discharge with shelter and support for the homeless

GP Practices
ECT

Respiratory - monitor high risk patients in community

Cheshire
Community
Action

6
73
211
23
0

Sick Child pathway
Reduce pressure ulcers for vulnerable elderly patients via domiciliary care

Age UK
Cheshire
Buddies

Please ascribe total amount received to the categories below :
Acute
Acute
Primary Community
Social
Ambulance Other
Pathway
Capacity
Care
Care
Care
Re0
61
50
21
44
129
23
68
163
316

‘On Ward Service’ and a ‘Home From Hospital Service’ from Leighton

ECT
Cheshire
pensioners

Mid Cheshire Hospitals NHS Foundation Trust

additional social work hours in hospital team
(ED and discharge)

CWAC
RVS

Name of Trust at centre of Targetted System

12
13
9

Get a grip

2
35

Driving You
Support families with a disabled child

14

Network and support services for the vulnerable

652
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50

12

412

73

0

3
77
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GOALS

All CCGs have a responsibility to ensure PES and are in place for
its registered population. These services should comply with
national standards in respect to quality, response and turnaround
times.

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
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dealings with providers

Integrity

We will do the right thing

Patient
centred

Patient will be at the centre
of everything we do
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and improve ways of
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RECOMMENDATIONS
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REPORT TITLE

Ambulance Services (Planned & Emergency) update report Jan 2014
1.0

Overview Summary

1.1

Contextual Statement:

NHS Vale Royal CCG is working to ensure we as commissioners have an exemplary understanding of the
role and significance of ambulance commissioning. Our aim is to ensure a safe and effective ambulance
service is maintained as part of a high quality urgent and emergency care system.
The purpose of this report is to present how NHS Vale Royal CCG’s commissioning responsibilities are
effectively discharged.
2.0

Local Governance

2.1

Governance Structure

To commission ambulance services NHS VRCCG has entered into a collaborative commissioning
approach with the thirty three CCGs, grouped together at the sub-regional county level, with NHS
Blackpool CCG engaged as the co-ordinating commissioner. Services commissioned include PES, PTS
and the interim 111 services from NWAS.
NHS VRCCG have ensured robust governance arrangements are in place to underpin this shared joint
commissioning structure. The following diagram illustrates the formalised arrangements that provide
systems for decision making, accountability and leadership.
NW Strategic Partnership Board – Regional Leads
Purpose: Assurance for PTS and PES Ambulance provision and NHS 111
Holds coordinating Commissioner to account
Clinical and Executive leadership
Overall collaborative governance

NHS Blackpool CCG
Purpose: Coordinating Commissioner
Holds monthly Contracting & Quality meetings with provider
Provides collaborative function on behalf of CCG’s to all aspects of
provider management

Cheshire Warrington and Wirral (CWW) – Local Leads
Purpose: Facilitation and communication between regional and local groups
Jerry Hawker (East Cheshire CCG) member of ‘Strategic Partnership Board’.
Jim Britt (West Cheshire CCG) PES, PTS & 111 Service Delivery Manager.
Rob Nolan (Western Cheshire CCG) finance/contracting Manager

Sub Regional Local Clinical Governance Group
Purpose: Monthly review of clinical issues and performance reports for
111, PES and PTS
Attended by NWAS, Blackpool CCG and representatives from:
East Cheshire CCG, South Cheshire CCG, Vale Royal CCG,
Warrington CCG, Wirral CCG and West Cheshire CCG

Individual CCGs
Purpose: Commission services that comply with national quality and
performance standards for their patient population
Attend monthly Local Clinical Governance Group
Contribute to the development of services and Commissioning Intentions
Manage own internal governance and audit and sign off collaborative
agreements

Prepared By: Sue Milne

250

3.0

Contract and Performance update

NHS Vale Royal CCG believes that effective commissioning of ambulance services is critical in order to
ensure:Commissioning harnesses the potential QIPP efficiencies of effective urgent and emergency care
management.
Effective engagement of ambulance services in wider urgent care service improvements and
redesign as part of our plans to manage growing demand.
Ambulance providers are held to account for the quality and efficiency of their services.
The following information is presented as key update on the performance of the PES and PTS contract,
given these priorities.
3.1

Activity and performance

NHS Blackpool CCG Ambulance report for CWW (verified data) November 2013 (next report due Feb 2014)

3.5% growth included in the contract by commissioners is included in the plan figures for 13/14 shown
above.
November saw See & Treat activity higher than the plan for the month, which should be viewed
positively as this is activity managed by ambulance crews and deflected away from A&E.
Cumulative activity currencies are currently under plan at both the Ambulance Trust level and at the
Cheshire, Warrington & Wirral County Level, with the exception of See & Convey which is 0.9% up.
This is the first full year that the PbR currencies have been used and so there is limited historical data
to identify trends.
Performance Trajectory Monitoring
Performance trajectories are in place to monitor on-going performance for Red 1, Red 2 and Red 19
minute targets during 2013/14.
3.2

PES Contract 2014/15

In December 2013 we attended the workshop held by NHS Blackpool to develop the 2014/15
commissioning intentions for the PES element of the ambulance contract. The proposed commissioning
intentions are now being used to inform the contract negotiations for 2014/15. The challenge for NHS
Vale Royal CCG, and NHS Blackpool as our co-ordinating commissioner will be to ensure these priorities
are developed into a contractual framework which supports continued improvements in performance,
modernisation and local responsiveness. A summary of the commissioning intentions presented as a plan
Prepared By: Sue Milne
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on a page for the next 5 years, is detailed below. It should be noted that these are yet to be agreed
locally.
Key

PES Ambulance Commissioning Intentions 2014 - 2019:
Plan on a Page

"High quality care for all, now and future
generations"

ACG - Area Commissioning Group
BACT - Blackpool Ambulance Commissionng Team
BCF - Better Care Fund
HCP - Healthcare Professionals
HWBd - Health & Well Being Board
PF - Pathfinder Scheme
UCD - Urgent Care Desk

Initiatives
Overarching

What

Region

Where

• Continued Commitment to NW
Ambulance Commissioning
Governance Framework

When

County
Target

UCD

• Continued Commissioner
Support at BACT & NWAS Contract
& Finance meeting

BY 28/02/2014

PF

• Continued Commissioner
support at SPB

BY 28/02/2014

Workforce

• Commissioners & NWAS establish a
working group & develop a 5 year
plan & then implement

01/04/2014

Cheshire

• Increased use &
sharing of CCPs &
SPNs, Risk and
Stratification

Mersey

• Reduction in AS3
transfers

• PES to be included in local plans

Governance

• Include Ambulance agenda on
HWBds

Plan:
July 2014
Implementation:
Aug 2014
Plan:
July 2014
Implementation:
Aug 2014

Conveyance

• Reduce conveyance to AED
• Increase Hear & Treat
• Increase See & Treat

10% by 31/03/2015
5% by 31/03/2015
5% by 31/03/2015

HCPs

• Develop standards to include Triage
& Eligibility, Type & Priority (possible
bureau approach) & engage with GPs

31/03/2015

• Connect as appropriate with
Urgent Care Working Groups

Lancashire
BACT, SPB
& County
Leads, X33
CCG's

• Support for those >75 years & those
with complex needs, including those
in nursing & care homes

31/03/2015

Outcome
Measures

• Develop a series of measures for
use in year 2 which focus on impact
on the patient

31/03/2015

County
Initiatives

• Evaluate 2014/15 county initiatives
& decide whether to roll out across
NW year 2 and/or develop new
county initiatives for 2014/15

Greater
Manchester

• Public
engagement &
communication

• Colaboration &
cultural shift at
county level

• DoS further
development

31/03/2015

Target

Governance

Integration & Safe Care Closer to Home

Avoidable
Admissions

• Access BCF & HWBds

Conveyance

• Reduce conveyance to AED

Workforce

• Continue to implement &
develop the plan (due in yr 1)

Develop
Primary
Care

• Work with NHS England & wider
system colleagues

20%
(from 2014/15
baseline)

Cheshire

Sept 2015

Mersey

To be developed in Year 1

• Continue to implement &
develop the plan (due in yr 1)

• Review alongside the (expected) new service
specification for NHS 111 (giving consideration to who the
provider is at this stage)

PF

UCD

year 2 : 2015 / 2016

31/03/2015

• Develop plans to access BCF &
agree how to release & allocate
system savings

IT &
Technology

Operational Plans

Cumbria

• Continue to review

GP
OOHs

• Develop relationship with GP OOHs

Sept 2015

Develop
3-5 Yr
initiatives

• Overarching
• Region
• County

Sept 2015

Cumbria

Lancashire

Greater
Manchester

Years 3 - 5: 2016 - 2019

Strategic Plan

Target
Conveyance

• Reduce conveyance to AED

To be developed by September 2015

50%
(from 2014/15
baseline)
To be developedby September 2015

To be developed by September 2015

Reformed Urgent & Emergency Care System - PES to assess, commence treatments and transfer to Major
Emergency & Specialist Centres, as "Mobile Emergency Treatment Centre", (Urgent & Emergency Care Review: End of phase 1 Report)
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To be set by county ACGs

• Commissioners & NWAS establish a
31/03/2015 IT & Technology working group & develop a 5year plan
& then implement

• Ensure local services In place for
NWAS to refer to

year 1 : 2014 / 2015

June 2014

Continue to explore CCG variability,
building on work done during 2013/14

Target
X 33
CCG's

NHS Blackpool and the Strategic Partnership Board have been advised by the Cheshire CCGs that they
will be expecting to contract at outturn, with no uplift, as offered in 2013/14. This is on the principle that
the existing funding should have delivered the required PES performance.
As well as the commissioning intentions described above, NWAS have a number of contractual and
performance obligations including;
Ambulance response times
1. CAT A calls resulting in an emergency response arriving within 8 minutes – 75% standard to be met
for both Red 1 and Red 2 calls separately. NWAS 8 minute performance at contract level continues to
meet the national targets.
2. CAT A calls resulting in a conveying ambulance arriving at scene within 19 minutes – 95%. NWAS 8
minute performance at contract level continues to meet the national targets. NWAS 19 minute
performance at contract level continues to meet the national targets.

NHS Blackpool CCG Ambulance report for CWW (verified data) November 2013 (next report due Feb 2014)

It is worth noting that whilst 8 minute and 19 minute performance at contract level continues to meet the
national targets, the performance in the Cheshire area, including VRCCG, is the only area likely to fail full
year cumulative performance. This is against a backdrop of activity consistent with planned contract levels
and significant upfront investment.
Actions taken:
NHS Blackpool have been asked to develop a corrective action plan with NWAS and present to the
CWW sub-regional local clinical governance group on the 30th January. The outcome will be included
in the 20th February Programme Board highlight reports.
In contrast to previous years in 2013/14 activity and performance has been reported at CCG level.
Ambulance handover times
All handovers between ambulance and A&E must take place within 15 minutes and crews should be ready
to accept new calls within a further 15 minutes. Financial penalties are applied in both cases, for delays
over 30 minutes and 1 hour. Handover times have performed well at Mid Cheshire Hospitals NHS
Foundation Trust (MCHFT), however this remains an area of priority nationally and Urgent Care Working
Groups are expected to manage and review performance locally.
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NHS Blackpool CCG Ambulance report for CWW (verified data) November 2013 (next report due Feb 2014)

Action taken:
MCHFT have a triage Nurse at the ambulance entrance to the A&E, the nurse takes responsibility for the
care of patients that arrive by ambulance from the paramedics enabling them to attend to the next call.
The solution implemented in the Emergency Department at MCHFT has enabled the Trust and NWAS to
consistently meet handover requirements and is held up regionally as best practice.
3.3 PTS Performance 2013/14
Quality Standards

NHS Blackpool CCG Ambulance report for CWW (verified data) November 2013 (next report due Feb 2014)

NWAS have consistently failed to deliver the required quality metrics in 2013/14, only managing to get
56% of patients to their appointment within an hour of the target time. NWAS are undertaking an internal
review to assess whether the quality metrics are deliverable within the contract value.
Action taken:
NHS Blackpool CCG as Coordinating Commissioner have been asked by Jerry Hawker, Accountable
Officer for Eastern Cheshire CCG, to issue a formal contract query requesting a remedial action plan,
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NWAS have agreed to this in principle. NWAS are to update the Cheshire sub-regional governance group
on progress on 30th January. The outcome will be included in the 20th February Programme Board
highlight reports.
CQUIN Schemes
The CCGs agreed the following schemes for 2013/14:

Evidence for the agreed CQUIN schemes has been sent to Blackpool CCG and is being reviewed,
including recommendations for payment milestones. Highlights from the evidence received and progress
against the schemes will be presented in the December report, which will be available to CCGs in
February.
3.4 Paramedic Pathfinder Programme Implementation
Transforming urgent and emergency care services is an important part of the Government’s objectives to
improve the outcomes delivered by the NHS and deliver improvements in efficiency and productivity. It is
widely recognised that the ambulance service has a significant role as a conduit to other NHS services in
ensuring patients can access the facilities they need, close to their own home. To this end NHS VRCCG
have commissioned the “Pathfinder Initative”, over the winter period for 2013/14. This initiative aims to
shift ambulance services from a system of ‘see and convey’ to one of ‘see and treat’ or ‘see and refer’.
The NWAS Paramedic Pathfinder programme has been identified by the Urgent Care Working Group as
an appropriate streaming process with the potential to remove 20% of ambulance attendance at the
Emergency Department.
Action taken:
The Out of Hours service at MCHFT are working in partnership with NWAS to deliver this initiative. A full
evaluation of the impact of this services will be reported back to the Governing Body in due course.
Key Contract Risks:
3.5 ‘Out of Area’ Specialist Centres
Since January 2013 the CCG’s ‘Trauma Centre’ and ‘Vascular Centre’ have been located at the
University Hospital of North Staffordshire (UHNS). NWAS services are required to transfer patients to and
from these Specialist Centres. A review of the services identified several risks that are linked to patient
Prepared By: Sue Milne
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transfers. NHS South Cheshire CCG and NHS Vale Royal CCG are in the process of establishing the
extent of these issues and developing solutions with the local providers and clinical input from the GP
Lead for Urgent Care, Dr Keith Malone.
Actions taken:
Stroke
It has been identified that between 9pm and 9am patients requiring thrombolysis are treated at UHNS, this
has raised the concern that patients conveyed to MCHFT could face unnecessary delays, The key risks
identified are:
That Ambulance response times to convey a patient from a hospital with an ED are not required to
meet the 8 or 19 minute national targets, as the patient is in a clinical environment
The CCG have been assured by MCHFT, UHNS and NWAS that there have been no issues since the
change in Jan 2013. The providers have agreed to report on patient outcomes, ambulance response times
and activity over the last 12 months to support this.
Cardiac/PPCI
There are concerns that Ambulances despatched to this cohort of patients may be staffed by Technicians
who are not able to assess these patients and will convey them to MCHFT rather than UHNS. This is also
be affected by Ambulance response times to a hospital with an ED.
The CCG have been advised by MCHFT, UHNS and NWAS that there have been no issues since the
change in Jan 2013 and a review of patient outcomes, ambulance response times and activity over the
last 12 months is expected to support this.
Treatable MI
The repatriation of patients to MCHFT from UHNS for rehabilitation has been contracted at a level of 12
per month. We have been advised that the activity is now at a level of 60 per month. NWAS have
requested that this increase in activity be included in the contract for 2014/15, they have been asked to
submit the data evidencing this increase
4.0

Challenges for the future commissioning of Ambulance Services

While the processes for the robust commissioning of effective ambulance services are being
strengthened, the CCG has an opportunity to have a greater influence on outcomes for our patients
locally. As the contract is developed regionally for 2014/15 we are focusing on:
Improving local response times within existing resources
Managing a shift from commissioning process driven time targets, to performance on the basis of
outcomes.
Increasing GP and other primary care professional involvement in commissioning urgent and
emergency care services.
The role of ambulance staff in working across local areas to deliver high quality care in a range of
primary, secondary and community settings.
The role of NWAS in delivering 111 and the potential benefits of co-ordinated access to nonemergency care.
The new Electronic Referral and Information Sharing System (ERISS) which was launched by NWAS
on the 27th January 2014 and how we can use this to more effectively manage ambulance services for
our local population.
5.0

Next Steps

Responses from providers will be followed up and a paper on the progress of this work presented to the
Living Well Programme Board on the 20th February 2014.
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QUALITY REPORT
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)
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.
Currently the Quality Dashboard presented is relating to MCHFT only, however, there is work in progress to
develop a Quality Dashboards for Cheshire and Wirral Partnership Trust, East Cheshire Community Services
and BMI South Cheshire Hospital. These dashboards will be developed by December 2014.
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Effectiveness

Measures

SHMI

Target

July 2011 to
June 2012

Oct 2011 to
Sept 2012

Jan 2012 to Dec
2012

Apr 2012 to
Mar 2013

1

1.1341

1.1335

1.164

1.1646

RAG

Summary of Hospital Mortality Indicator (SHIMI)
SHIMI is still higher than expected.
Organisational Level Quality Measures
MCHfT have recently implemented the following:
Restructure of the senior medical team
Included mortality on the corporate risk register
Apr
May
Q1
July
August
Q2
October
November
RAG
HospitalMeasures
mortality reductionTarget
group held
monthly
External
Review
Monitor-concerns
Emergency care division Green
holding weekly case reviews
G
Greenof all deaths and reporting
Green to staff within the division
raised (Governance)
AQUA Deep Dive review has commenced, will report in April 2014
External
Review
- Monitor-concerns
Zero
Length
of Stay Audit is5being planned.
G
3
3
raised (Financial)

Measures

External Review - CQC warning notices
Measures

Q1

YTD

Trend

Q2

YTD

Trend

Green
3

6

Target

Apr

May

June

July

August

September

October

November

RAG

November

YTD

0

0

No data

0

0

0

No data

0

0

G

0

0

Target

Apr

May

June

July

August

September

October

November

RAG

August

YTD

Trend

Trend

CARE QUALITY COMMISSION (CQC) – inspection follow-up visit at MCHfT
Following the CQC unannounced visit to ward 19 (now 21b) on 5 December 2012, CQC carried out a further unannounced re-inspection on 10
October 2013 in regards to Outcome 9 - Medicines Management. This was to check that MCHfT had taken action to meet this essential standard.
CQC reported that although significant improvements had been made in the arrangements for managing medicines, these arrangements were not
consistently followed. CQC stated that the regulation was not being met i.e. people were not protected against the risks associated with medicine
because the provider did not have appropriate arrangements in place to manage the medicines. Medicines were not always administered and
recorded safely. CQC have asked MCHfT for a report by 17 December 2013, setting out the action they will take to meet the standards.
This will be reviewed at the Clinical Quality and patient Safety Review Meeting.
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Quality and Safety

Measures

Never events (published)
Measures

VTE Risk Assessment (Unify)

Target

Apr

May

0

Q1

July

August

1

Q2

October

November

RAG

Q2

YTD

0

1

RAG

October

YTD

G

96.78%

96.48%

0

Target

April

May

June

July

August

September

October

95%

92.03%

96.59%

97.78%

98.24%

96.36%

96.83%

96.78%

November

Trend

Trend

Never Event
May 2013 - Retained Foreign Object Post procedure
A patient attended clinic. On examination a retained foreign object was identified.
Actions/Lessons learned
Review the availability of swabs in theatres
Standard operating procedure reviewed for needle, swab, and instrument check
Update World Health Organisation surgical checklist to include any swabs used prior to surgery
Situation, Background, Assessment and Recommendation (SBAR) tool to be used when patients are transferred from any area in the
maternity unit to the labour ward or maternity theatre
Highlighted record keeping in relation to swabs and needles
Actions are monitored through the Clinical Quality and Patient Safety Review Group held monthly.
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Patient experience

Target

April

May

June

July

August

September

October

November

RAG

November

15%

17%

21%

21%

20%

18%

15%

22%

21%

G

21%

No target
set

63

69

68

61

61

61

67

67

15%

35%

31%

33%

33%

30%

26%

34%

42%

Friends and Family test - Inpatient (Score)

No target
set

69

75

75

76

71

68

77

74

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

15%

11%

17%

17%

16%

15%

12%

18%

14%

No target
set

57

65

64

60

55

56

58

59

Measures

Friends and Family test - Combined
(Response Rate)
Friends and Family test - Combined (Score)
Friends and Family test - Inpatient
(Response Rate)

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

YTD

Trend

67

G

42%
74

R

14%
59

15%
No target
set

NHS Friends and Family Test Results
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.
The most common issues highlighted by patients who would not recommend the service related to food (x3); noise at night from other patients (x6) and
staffing levels (x3)
Maternity
The Friends and Family test commenced in Maternity in October at four points across the care pathway; ante natal, labour ward, post natal ward and
postnatal community using SMS text messages. Posters are displayed in all areas including GP practices and women are advised they may receive up to 4
text messages, depending on their pathway. It is free for women to respond and they can opt out at any point from the test. The Net Promoter Score is
based on the total score across the four points of the pathway.
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Due to technical difficulties, the response rate for maternity services has not achieved 15%.
Insufficient data has been received by Healthcare
Communications to enable them to send texts to all women seen at all four touch points during their maternity pathway. Work is taking place with
Healthcare Communications, information services and information technology to address this which includes a weekly teleconference to address on-going
issues.
From January 2014, the NHS Friends and Family results for maternity services will be published on the NHS Choices website.
Results of FFT November 13
England
Cheshire, Warritngton & Wirral Area Team
Countess of Chester NHS Foundation Trust
East Cheshire NHS Trust
Mid Cheshire Hospitals NHS Foundation Trust
The Clatterbridge Cancer Centre NHS Foundation Trust
Warrington & Halton Hospitals NHS Foundation Trust
Wirral University Teaching Hospital NHS Foundation Trust

A/E
15.2%
20.8%
19.5%
24.1%
14.2%
21.8%
25.1%

Inpatient
31.1.%
30%
33.8%
30.80%
42.35%
56.12%
29.48%
21.41%

Maternity
Due Jan 14

Combined
20.6%
23.8%
26.4%
21.3%
56.1%
24.9%
23.5%

Although MCHfT had the second highest score for inpatients, the A&E target was below the 15% target. MCHfT have the lowest combined scores for the
Cheshire Warrington and Wirral Area for the month of November
This issue was discussed at the Clinical Quality and Patient Safety Review Meeting on 16 January 2014, MCHfT are hoping to roll out SMS texting in A&E
to try and increase the response rates. MCHfT are also looking at new communications to highlight patient positive experience.
CQUIN

Measures

RAG

October

YTD

90%

G

90%

56%

100%

100%

G

100%

42%

100%

100%

G

100%

85%

Target

April

May

June

July

August

September

October

Dementia Case finding

90%

22%

46%

51%

No data

91%

92%

Dementia Cases Diagnosed

90%

12%

19%

51%

No data

100%

Dementia Cases Referred

90%

77%

30%

75%

No data

100%

November

Trend
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CQUIN - Safety thermometer

Target

April

May

June

July

August

September

October

November

RAG

November

Pressure Ulcers (All)

4.8%

3.6%

5.8%

5.2%

4.8%

3.0%

3.5%

4.8%

4.3%

G

4.3%

Falls in hospital (with harm)

0.9%

2.0%

1.4%

1.6%

2.7%

1.6%

2.5%

1.3%

0.8%

G

0.8%

UTI Catheter

1.0%

0.5%

1.2%

0.6%

0.8%

1.2%

0.8%

2.0%

1.6%

R

1.6%

Measures

Chart 1

YTD

Trend

Pressure Ulcers
Only Pressure Ulcer’s stage 3 and above are required to be reported via
the incident reporting system.
For this financial year:
94.1% (191 Pressure Ulcer’s) have resulted in low harm
5.9% (12 Pressure Ulcer’s) have resulted in moderate harm
No Pressure Ulcer’s have resulted in serious harm
Actions taken
A SKIN Bundle was implemented across the organisation in December
2013 following an education programme.
Mini Root Cause Analysis investigation completed for all stage 2
pressure ulcers by Tissue Viability Nurses
Improved timely feedback to staff on quality of assessments and
documentation
Funding until March 2014 has been allocated to enable additional
support from the Tissue Viability Nursing Service.
Tissue Viability Nursing Service will provide further education to staff
whilst on the wards and help to ensure that pressure ulcers are
correctly assessed, staged and appropriate interventions put in place
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Chart 2
Patient Falls
For 2013/14 year to date:
98.4% (364 falls) have resulted in low harm
1.6% (6 falls) have resulted in moderate harm
No falls have resulted in serious harm

An increase in low harm incidents has been attributed to changes in
NICE guidance as all patients that have an un-witnessed fall now require
additional neurological observations until they have been reviewed by
medical staff. Due to the level of clinical observations MCHfT categorise
these as low risk.
Falls assessment documentation reviewed in line with NICE
guidance implemented in December 2013
More emphasis on implementation of continuous falls prevention
interventions
“Fallsafe Project” continues to be rolled out across the
organisation
The care bundle includes taking lying down and standing blood
pressures and undertaking medication reviews.

Urinary Tract Infection- following urinary catheter insertion (UTI)
MCHfT are not meeting the National target for this element of the Safety Thermometer. This will be discussed at the next Clinical Quality and Patient
Safety Review meeting and a recovery plan will be requested.
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CQUIN - Advancing Quality
Measures

RAG

August

74%

R

74%

0%

96%

G

96%

60%

0%

62%

R

62%

56%

0%

58%

R

58%

Target

April

May

June

July

August

Heart Failure

93%

68%

66%

71%

0%

ACMI

79%

100%

100%

100%

HIP & Knee replacement

82%

25%

50%

Pneumonia

61%

54%

56%

September

October

November

YTD

Trend

Advancing Quality Recovery Plan
NHS Vale Royal CCG is in receipt of a recovery plan for the AQ CQUIN. This will be discussed at the Clinical Quality and Patient Safety Review Meeting
and the Joint Quality and Performance Committee.
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VR CCG – complaints, PALS and Serious Incidents
Measures

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

5

5

3

7

5

1

8

3

5

Trend

Complaints

Concerns

PALS

1

Serious
Untoward
Incidents

2

1

1

1

2

1

1

9
8

7
6
Complaints

5

Concerns

4

PALS

3

Serious Untoward Incidents

2
1

0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec
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Further issues to note
Transient Ischaemic Attack (TIA)
Chart 3

TIA
Chart 3 demonstrates the number of patients diagnosed with a Transient Ischemic Attack (TIA) that are
treated within 24 hours of referral.
The national target for 2013/2014 is for 60% of patients to be treated within 24 hours of referral.
In November 2013 85.7% of patients were treated within 24 hours of referral and the target was
achieved.
The reasons for delay are:
Health professionals do not identify patients as high risk following TIA
There is no weekend service for patients referred on Friday afternoon.
Actions
GP Quality Leads have reminded GP’s about the referral process for any patient suspected of
having a TIA
MCHfT is piloting joint working with University Hospitals of North Staffordshire (UHNS) to
provide a service at the weekend. All faxed referrals from Friday evening at 5pm to Monday
morning at 9am are received at UHNS and actioned accordingly
NHS CHOICES
MCHfT achieved a 4.5 start rating based on 183 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There were 25 postings on NHS Choices during November/December 2013, 19 positive relating to
care/treatment received and praising all staff concerned. There were 6 negative comments which
related to the following; waiting time for referral – patient felt they should have been on the urgent list,
lack of dignity following pre-planned procedure in the Gynaecology department, care received following
procedures also in Gynaecology, the attitude of the reception staff in the A/E Department, lack of
communication whilst waiting in Haematology. The last one referred to ENT and pharmacy stating the
doctor did not help as they prescribed the same medication as the patient had before but in a stronger
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dosage. The patient went to Pharmacy where they encountered a long delay which was added to the
fact that the pharmacist could not read the prescription the doctor had issued. The patient also
commented on the ladies toilet being closed, wrong address on the prescription and phone calls going to
their mother.
MCHfT have replied to 4 of the 6 comments via NHS Choices website, apologising for privacy and
dignity not been given by one member of staff, apologies given regarding the discomfort the patient
experienced in Gynaecology and stated that they will review the information provided to patients who are
scheduled for afternoon surgery and regarding the wait in pharmacy due to clarification required from the
doctor to ensure correct medication is dispensed. Patients are offered an opportunity to ring the
Customer Care Team or the relevant manager directly to discuss the concerns they have posted.
Victoria Infirmary - Achieved a 5 star rating based on 27 ratings these ratings related to Cleanliness,
Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex Accommodation.
There were 2 postings on NHS Choices during November/December 2013 which was positive regarding
excellent care in the Minor Injuries Unit.

Cheshire and Wirral Partnership Foundation Trust
CWP have reported no Serious Untoward Incidents in December 2013.
NHS Choices
CWP – No postings during November/December 2013

BMI South Cheshire Hospital
Friends and Family Test
BMI achieved a score of 37.6% during November 2013
NHS Choices
BMI – No postings during November/December 2013

East Cheshire Trust – Community Services
NHS Choices
ECT Community – No postings during November/December 2013
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Foreword
NHS Vale Royal CCG
We are delighted to be able to present the Quality and Safeguarding Strategy for NHS Vale Royal
CCG. Our CCG is built around the four core values of Quality, Innovation, Integrity and being
Patient Centred. We believe all of these are relevant to this strategy. As a CCG, we need to
Innovate to ensure Quality services which are Patient Centred.
In all things we need to be transparent and act with Integrity. Quality is not a separate thing that
we do. It is ingrained in who we are and runs through us like the words on a stick of Blackpool
rock. We assure ourselves that services are safe and providing high quality by developing the
collaborative relationships we have with our providers. We monitor trends from compliments,
complaints and incidents.
We want to ensure that services are built around the patient, and that we are able to hear the
patient voice, encouraging feedback to us about the services we commission. It is so important
that when the people of Vale Royal need to use the NHS, that they can be confident of a service
which will provide a top quality service, and will also keep them safe. We will do all we can to
ensure safety and improve care.
As Julian Hartley, managing director of NHS Improving Quality says, we want to 'help transform
the NHS into a healthcare system that every single patient and member of staff can be proud
of." We share that vision, and so does this strategy.
Dr Jonathan Griffiths

Dr Teresa Strefford

Chair & Clinical leader

GP Lead for Quality & Governing Body member
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Executive summary

With the implementation of the Health and Social Care Act 2012 1 Clinical Commissioning
Groups now have responsibility for commissioning cost effective, safe and high quality
services, ensuring that quality is at the heart of the commissioning process.
We, as NHS Vale Royal Clinical Commissioning Group (NHS VR CCG), have quality at the heart
of everything we do; patients and their quality of care are our focus and priority. Our role as
a CCG is to drive continuous improvements in all services including primary care services
provided by the general practices who are members of the CCG, so that all patients
experience person centred care that is safe, effective and efficient.
NHS Vale Royal CCG recognises the need for a significant ‘shift’ in the way services are
delivered to ensure that the patient is supported to have choice and control in their
healthcare, effectively managing long term conditions in partnership with health and social
care professionals and having access to more community based services that are flexible
around the patient. The ‘shift’ needed is to develop an accountable care system: services
built around the patient informed by the patient that is owned, developed and implemented
by all our local partners. As authorised bodies, Clinical Commissioning Groups are best
placed to work across General Practice and with all partners to build a culture where
improving quality of services is intrinsic to all elements of the Commissioning Cycle as well as
the strategic objectives of our own organisation. Our aim is to develop innovative services
that promote optimum health and well-being of our population which responds to and
utilises learning from national reports, NICE guidance as well as many other national and
local drivers. Taking the opportunity that having clinicians working together presents to
drive up quality in all services including primary care.
NHS VR CCG’s vision is to be an outstanding commissioning group working together with
patients and partners to ensure affordable, high quality healthcare for all
The aims of the quality and safeguarding strategy to achieve this vision are:
•
•
•
•
•

Put the patient at the centre to ensure that we listen, hear and learn from their
experience
Support learning and development of all our staff to embed quality and safeguarding
principles as the foundation for all that we do
Continually improve our systems and processes for ensuring and assuring quality in
all commissioned services and primary care so that standards of patient safety and
quality are understood, met and effectively demonstrated
Work in partnership with key stakeholders to increase choice maximising the health
and wellbeing of all patients and service users
Promote shared learning across the health economy

To achieve these aims we need to have strong leadership that makes commissioning
decisions based on quality. Working with our patient population and staff we have
developed the following 4 facets of quality, we refer to these as CASE:

1

The Department of Health (DH), (2012) Health and Social Care Act 2012, London: DH Publications

1
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C are - the patient experience must be positive. Patients are treated as individuals
and afforded dignity and respect
A ccessibility - Patients must be able to readily access services. Services are
designed to meet the different needs of communities and individuals
S afety - it is vital that we protect our patients and staff, and manage all risks
effectively
E ffectiveness - – it is important that our interventions result in positive outcomes,
and that our work is cost-effective. Services must co-ordinate with other health and
social care services to ensure patients receive seamless care
We believe that implementation of this robust and innovative quality and safeguarding
strategy will support NHS VR CCG to deliver clinically led high quality and safe services that
respond to the recommendations identified in national inquiries and reports e.g. The Francis
report and Transforming care for all of our patients.

2
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NHS Vale Royal Clinical Commissioning Group Quality and safeguarding Strategy 2013-2016
visual summary

National Drivers

Levers

So what does this
mean for our
patients?
Putting People First
• Listen to and hear what our
patients, their families, staff & key
stakeholders say about experience
& outcomes
• Engage with patients, their
families, staff & key stakeholders
to develop and improve services
• Preserve information in accessible
format and use accessible
approaches to engage with all
patients, including the
vulnerable/harder to reach
• Work with patients family carers
to be quality checkers in the
quality team

Staff, Capabilities & culture
• Ensure the 6Cs are embedded
• Organisational development
plan based on patient & staff
engagement identifying values
& actions, learning from
Francis, Winterbourne View
• Ongoing opportunities to
engage with and understand
staff views, experiences, ideas
• Workforce development

Person centred
quality care
Partnerships
• Shared vision and goals across
whole system
• Innovative engagement with
patient, carers and key
stakeholders
• Collaborative working with key
stakeholders/partners
• Strong partnerships to
commission differently across
health economy
• Contract for patient outcomes

3

Systems & Processes
• Commission for outcomes
derived from patients, always
keep the patient at the centre
• Identify & champion best
practice
• Commissioning for an
integrated/accountable care
system that works around the
person
• Innovative processes to learn
lessons and continually

Safe, effective, positive experience/outcome
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SECTION 1: INTRODUCTION and CONTEXT
1.1 We, as NHS Vale Royal Clinical Commissioning Group (NHS VR CCG), have quality at the
heart of everything we do; patients and their quality of care are our focus and priority.
Our role as a CCG is to drive continuous improvements in all services so that all patients
experience person centred care that is safe, effective and efficient.
1.2 The development of our quality and safeguarding strategy has been clinically driven,
with our lead GPs for Quality ensuring engagement with all our CCG members.
1.3 This strategy sets out NHS VR CCG’s vision of quality, key drivers and levers, ambitions
for quality and the infrastructure that will deliver and govern this. This strategy includes
a quality framework that will underpin the work within and between both NHS VR and
NHS SC CCG’s clinical pathways and work carried out in collaboration with key
stakeholders and partners to ensure the local population receive high quality, timely
care in the right setting.
1.4 In detailing how quality and safeguarding will be delivered working closely with
partners this strategy also identifies and responds to the significant learning that has
arisen from the Mid Staffordshire NHS Foundation Trust Public Inquiry 2, findings of the
Department of Health Review of Winterbourne View 3 , the Berwick report 4 Baby P
Serious case review 5 and The Munroe Review of Child Protection6.
1.5 The NHS Constitution 7 which was reviewed and refreshed in 2012 sets out the values
and principles of the NHS in England; making clear expectations and responsibilities of
patients, staff and the public. Focusing on achieving the highest standards of quality
possible the NHS Constitution firmly states the need to value and empower not only
patients and the public but also staff; developing a collaborative approach that has high
quality as the fundamental goal.
1.6 The National Quality Board which brings together national organisations across the
health system with responsibility for quality including the Care Quality Commission,
Monitor, the NHS Trust Development Authority, NICE, the General Medial Council, the
Nursing and Midwifery Council, the NHS Commissioning Board, Public Health England
and the Department of Health sets out maintaining and improving quality in the new
health system.
1.7 The Health and Social Care Act (2012) 8 has introduced a new health system that is
patient centred, with mechanisms developed to ensure that commissioning decisions
are clinically driven and informed by the patient voice which is listened to and heard.
Leaders from across the local health and social care system now have the Health and
Wellbeing Board as a forum to work together to reduce health inequalities, improving
health and wellbeing through integrated care.
2

The Mid Staffordshire NHS Foundation Trust Public Inquiry(2013) Robert Francis QC
The Department of Health (DH, 2012) Transforming Care: A National Response to Winterbourne View Hospital;
Department of Health Review Final Report
4
A Promise to learn- a Commitment to act: Improving the safety of patients in England. National Advisory Group
on the safety of patients in England, (2013)
5
Haringey Local Safeguarding Children Board (2009) Serious Case Review: Baby Peter
6
The Department for Education (2011) The Munroe Review of Child Protection: Final Report A Child Centred
System
7
The Department of Health (DH, 2012) The NHS Constitution, the NHS belongs to us all
8
The Department of Health (DH, 2012) Health and Social Care Act
3
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1.8 The significant and shocking failures identified through the public inquiry into Mid
Staffordshire NHS Foundation Trust and review into Winterbourne View Hospital have
highlighted the need have a robust approach to ensuring and assuring quality of care
that is ‘consciously minded’ on safety and safeguarding.
1.9 The new opportunities to commission more innovative, person centred services that
offer more choice and control along with the requirement to implement the learning
and recommendations from high level failings indicate a shift in the way services are
commissioned and quality ensured and assured
1.10 NHS VR CCG works closely as a key partner with the Health and Wellbeing Board within
Cheshire West and Chester Council to improve the health and wellbeing of individuals
and the population as a whole and therefore the priorities agreed within the Joint
Health and Wellbeing Strategy have been considered in the development of this quality
and safeguarding strategy.
1.11 In addition to the priorities agreed within the Health and Wellbeing Strategies other key
sources of information have been used to inform the development of our strategy:
Locally; areas of concern within commissioned services, complaint and incident
reporting data, safeguarding adults and children data, external regulatory intelligence
from CQC and Monitor and patient experience data such as the Friends and Family test
and National Patient Survey. Also national focus on quality improvement and key
drivers and levers underpin the development of this strategy
Section 2.0 Our strategic vision and values
As a Clinical Commissioning Group we will champion quality in all its forms across all that we
do. NHS VR CCG vision is to be an outstanding commissioning group working together with
patients and partners to ensure affordable, high quality healthcare for all, incorporating the
following four values:

5
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NHS VR CCG has developed a three year strategy to achieve this vision. We recognise that
we cannot do this alone: our relationship with our patients, the wider public, our staff, and
colleagues from NHS providers; the local authority and in the voluntary sector are vitally
important to us being able to achieve our goals.
To achieve our strategic vision our focus on embedding and improving quality and
safeguarding is clear and is anchored in a core set of principles shared by our stakeholders.
These principles will provide a practical roadmap for achieving our vision for quality:
Our patients should:
•
•
•
•
•
•

Receive clinically effective care and treatment that deliver the best outcomes for them
Have a positive experience of their treatment and care
Be safe with the most vulnerable protected
Receive care specific to the health needs of patients of all ages, backgrounds and care
locations
Receive the same quality and standard of care which is not limited to age, gender,
disability, race, colour, sexual orientation and gender identity, socio-economic status
and geography
Be provided with clear information that they need to make choices that are right for
them

Section 3.0 Principles
Our vision will be achieved with clear objectives implemented and monitored through
clinical leadership supported by managerial experience, combining the clinical experience
and expertise of clinicians with the views, experience and learning from patients and
partners within the wider community.
3.1 Principles
3.1.1 Put the patient at the centre to ensure that we listen, hear and learn from their
experience
3.1.2 Support learning and development of all our staff to embed quality and safeguarding
as the foundation for all that we do
3.1.3 Continually improve our systems and processes for ensuring and assuring quality in all
commissioned services and primary care so that standards of patient safety and quality are
understood, met and effectively demonstrated
3.1.4 Work in partnership with key stakeholders to increase choice maximising the health
and wellbeing of all patients and service users
3.2 Objectives.
We will:
3.2.1 Work with patients, their families and the public to understand their views and
experiences of health services; to inform our understanding of the quality of services
as the basis of improvement
3.2.2

6

Actively engage patients and the public in planning, development and quality
assurance
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3.2.3

Commission quality services sensitive to local needs by seeking feedback from each
member practice population. This will be a two way process with decision making
being accountable, inclusive and effective.

3.2.4

Provide clear and accessible structures and processes for engagement and how the
patient and public voice will influence decision making processes.

3.2.5

Support GP Practices to advertise Patient Participation Groups and recruit more
patients of all ages in order to ensure strong and sustainable groups in each GP
Practice.

3.2.6

Work with our patients, public, staff and partners to have a collective understanding
of what ‘good’ looks like.

3.2.7

Employ staff with the right skills and values to ensure quality is at the heart of
everything we do.

3.2.8

Seek assurance as to the skills and values of staff working in our locally
commissioned services:
I.
II.
III.
IV.
V.
VI.
VII.

3.2.9

Staff satisfaction surveys
Staff vacancy and attrition rates data
Staff training and development data
Workforce /patient ratios, use of acuity tools
Safeguarding mechanisms; whistleblowing information
Organisational responses to and implementation of workforce related policy
and recommendations from key inquiries e.g. Compassion in Practice 9,
recommendations within both the Francis and Berwick reports 2013
LETB and GMC training survey

Use systems of quality assurance and benchmarking to measure quality and clinical
evidence to inform improvements.

3.2.10 Specify quality and safeguarding standards, reporting and monitoring mechanisms
and requirements within all our contracts with providers.
3.2.11 Build relationships with providers and provide support and challenge to innovate
and develop services using national and local joint strategic needs data, learning
from triangulation of data and soft intelligence.
3.2.12 Ensure that quality outcomes are proactively monitored and triangulated and action
is taken if the quality of a commissioned service is found to be compromised.
3.2.13 Establish a robust governance structure with the relevant workforce to monitor
quality and safety.
3.2.14 Work with our member practices and wider primary care to quality assure current
standards.

9
Department of Health (DH) 2012 Compassion in Practice: Nursing, Midwifery and Care staff: Our Vision and
Strategy. NHS England
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3.2.15 Work with NHS England Area Team to continually improve the range and quality of
General Practice and wider primary care services offered.
3.2.16 Be open in all aspects of our work consistently and honestly.
3.2.17 Have a truly open honest debate about any issues regarding quality and patient
safety in a public Governing Body meeting to give public confidence in the work of
the CCG.
3.2.18 Work closely with our partners to ensure that information across systems is shared
and informs assessment and actions relating to quality and safeguarding.
3.2.19 Work with Health Watch and other partners to understand the experience of service
users and help local people to shape and understand the need for different services
and to encourage them in turn to use these services.
3.2.20 Learn from incidents when things go wrong to ensure quality and safety is
improved.
3.2.21 Embed Safeguarding practices, procedures and principles for children and adults.
SECTION 4: Embedding quality and Safeguarding
4.1 National drivers and levers for quality
There are several policy drivers and levers which relate specifically to quality, these have
been utilised to inform our approach monitoring and measuring quality and ensuring that it
is embedded along with safeguarding as our way of working.
4.1.1 NHS Constitution
Sets out the rights and responsibilities of the patient, public, and staff in terms of minimum
standards of quality and patient experience from NHS services. The NHS Constitution sets
out the principles and values of the NHS in England. The seven principles are established to
guide all NHS organisations in all that they do; the values that underpin these principles
should be built upon and developed to reflect local needs and aspirations.
The seven principles:
1.
2.
3.
4.
5.

The NHS provides a comprehensive service, available to all
Access to NHS services is based on clinical need, not an individual’s ability to pay
The NHS aspires to the highest standards of excellence and professionalism
The NHS aspires to put patients at the heart of everything it does
The NHS works across organisational boundaries and in partnership with other
organisations in the interests of patients, local communities and the wider population
6. The NHS is committed to providing the best value for taxpayers money and the most
effective, fair sustainable use of finite resources
7. The NHS is accountable to the public, communities and patients that it serves.

8
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The underpinning values:
Working together for patients.
Patients come first in everything we do. We
fully involve patients, staff, families, carers,
communities, and professionals inside and
outside the NHS. We put the needs of
patients
and
communities
before
organisational boundaries. We speak up
when things go wrong.
Respect and dignity. We value every person
– whether patient, their families or carers, or
staff – as an individual, respect their
aspirations and commitments in life, and
seek to understand their priorities, needs,
abilities and limits. We take what others
have to say seriously. We are honest and
open about our point of view and what we
can and cannot do.
Commitment to quality of care.
We earn the trust placed in us by insisting on
quality and striving to get the basics of
quality of care – safety, effectiveness and
patient experience
– right every time. We encourage and
welcome feedback from patients, families,
carers, staff and the public. We use this to
improve the care we provide and build on
our successes.

Compassion. We ensure that compassion is
central to the care we provide and respond
with humanity and kindness to each person’s
pain, distress, anxiety or need. We search for
the things we can do, however small, to give
comfort and relieve suffering. We find time
for patients, their families and carers, as well
as those we work alongside. We do not wait
to be asked, because we care.
Improving lives. We strive to improve health
and wellbeing and people’s experiences of
the NHS. We cherish excellence and
professionalism wherever we find it – in the
everyday things that make people’s lives
better as much as in clinical practice, service
improvements and innovation. We recognise
that all have a part to play in making
ourselves, patients and our communities
healthier.
Everyone counts. We maximise our
resources for the benefit of the whole
community, and make sure nobody is
excluded, discriminated against or left
behind. We accept that some people need
more help, that difficult decisions have to be
taken – and that when we waste resources
we waste opportunities for others.

The NHS Constitution also details the legal rights of patients in relation to Quality of Care
and the Environment
•

The right “to be treated with a professional standard of care, by appropriately
qualified and experienced staff, in a properly approved or registered organisation
that meets required levels of safety and quality”.

•

The right “to expect NHS bodies to monitor, and make efforts to improve
continuously, the quality of healthcare they commission or provide. This includes
improvements to the safety, effectiveness and experience of services”

As a CCG we will act in accordance with the requirements of the NHS Constitution and look
for assurance within our provider services and primary care that they are upholding the
values and principles detailed above.
4.1.2 NHS Outcomes Framework
The NHS Outcomes Framework is structured around five improvement domains, which set
out the high level national outcomes that CCGs should aim to improve. The NHS Outcomes

9
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Framework takes into account NICE quality standards, which describe current best practice
in medical care.
As a Clinical Commissioning Group, we are responsible for improving outcomes in our local
health systems. For each CCG there are a set of localised indicators have been identified,
drawn from the NHS Outcomes Framework. In the table below, there are examples of the
quality focus areas in 2013/14 for NHS Vale Royal CCG.
Domain
1

2

3

4

5

Preventing
People from
dying
Prematurely
Enhancing
quality of life for
people living
with long term
conditions
Helping people
to recover from
episodes of ill
health or
following injury
Ensuring that
people have a
positive
experience of
care
Treating and
caring for people
in a safe
environment and
protecting
people from
avoidable harm

Quality
Element

National Focus Areas

•

•
Clinical
Effectiveness

Reducing potential
years of lives lost
through amenable
mortality
Reducing avoidable
emergency
admissions

Examples of quality
focus areas in 2013/14
for NHS Vale Royal CCG
• Under 75 mortality
rate from cancer

•

•

•
Patient
Experience

•
Patient Safety

•

Proportion of
people feeling
supported to
manage their own
condition
Emergency
readmissions
within 30 days of
discharge from
hospital

Roll out of the
Friends and Family
Test and improving
patient experience
of hospital services
Preventing
healthcare
associated infections
Falls assessment and
monitoring

4.1.3 Everyone Counts: Planning for Patients 2013/14
This document outlines the incentives and levers that will be used locally by clinicians to
improve services and outcomes. As a first step, NHS England has provided five offers to
Clinical Commissioning Groups to give us insights and evidence we need to produce better
local outcomes.
•
•
•
•
•

10

Offer 1: NHS Services seven days a week
Offer 2: More transparency: More choice
Offer 3: Listening to patients and increasing their participation
Offer 4: Better data. Informed Commissioning, Driving improved outcomes
Offer 5: Higher standards, safer care
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4.1.4 High quality care for all
This document provides a robust framework for quality, detailing mechanisms for quality
assurance
4.1.5 A promise to learn; a commitment to act: Improving the safety of patients in England
Published in August 2013 this report, which reviewed the various reports and reviews in
relation to Mid Staffs, identifies a clear need for a ‘shift in culture’ that embraces and
encourages transparency and learning, sees each member of staff being ambitious and
passionate to provide the best service. The four guiding principles identified in the report:
•
•
•
•

Place the quality and safety of patient care above all other aims for the NHS
Engage, empower, and hear patients and carers throughout the entire system, and at all
times
Foster wholeheartedly the growth and development of all staff, especially with regard to
their ability and opportunity to improve the processes within which they work
Insist upon, and model in your own work, thorough and unequivocal transparency, in
the service of accountability, trust, and the growth of knowledge

4.1.6 National Quality Board (NQB)
Established as a multi-stakeholder organisation to drive up quality and provide frameworks
and mechanisms to ensure and assure quality. The Early Warning system 10 outlined by the
NQB provides a framework for assurance
4.1.7 The Francis Report and Transforming Care: A national response to Winterbourne
View Hospital
The significant learning and recommendations from both of these reports focuses on the
need to triangulate information and data, ensuring ‘soft intelligence’ feedback from
patients, public and staff, learning from complaints and root cause analysis along with
process and procedural data is used alongside ‘hard’ data- process, procedural and activity
etc. to give a comprehensive view on the quality and safety of local services. This approach is
integral to how the CCG assures quality in provider services. The CCG has proactively
engaged with staff, patients and the public to inform the local approach to responding to the
recommendations. An outcome of this engagement will be the development of a quality
focussed organisational development plan. Both of these documents evidence the
correlation between having a focus and being ‘consciously minded’ on safeguarding and
achieving high quality, safe and effective care therefore NHS Vale Royal CCG strategy
considers quality and safeguarding together.
4.1.8 The National Institute for Clinical Excellence
NICE provide a range of guidance, pathways and standards that are evidence based and
designed to improve quality in terms of experience and outcomes. As a CCG we ensure that
all clinicians have access to the latest information from NICE and support implementation
4.1.9 Quality, Innovation, Productivity and Prevention (QIPP)
QIPP is a large scale transformational programme for the NHS, involving all NHS staff,
clinicians, patients and the voluntary sector to improve the quality of care the NHS delivers
whilst making efficiency savings which can be reinvested in frontline care. NHS Vale Royal
CCG is engaging clinicians, patients, partners and staff in QIPP to develop and implement
integrated QIPP plans that address local quality challenges
10

Department of Health (DH) 2010 National Quality Board Review of Early Warning Systems in the NHS, Acute
and Community services: DH 2012 National Quality Board: Quality in the New Health System; Maintaining and
Improving Quality from April 2013
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4.1.10 Commissioning for Quality and Innovation Framework (CQUIN)
The CQUIN payment framework enables commissioners to reward excellence and
continually improve quality, by linking a proportion of healthcare providers' income to the
achievement of local quality improvement goals. CQUIN schemes form part of the contract
between NHS Vale Royal CCG and its main providers of health care and acts as a vehicle for
improving patient safety, experience and outcomes. The CCGs have also adopted the same
approach to GP practices as part of Primary Care CQUIN to target some of the work of
practices in delivering CCG priorities for patient care.
4.1.11 Quality Account
Quality accounts are required nationally. Through their Quality Account, our key providers of
secondary, community, mental health and learning disabilities health care have to
demonstrate a commitment to improving outcomes for patients in Vale Royal, through
improving patient experience, reducing admissions and further reducing numbers of deaths.
NHS Vale Royal CCG will work closely with our key providers to ensure that they achieve this
commitment to our population
4.1.12 GP Quality and Outcomes Framework (QOF)
Introduced as part of the General Medical Services (GMS) Contract in 2004 the Quality and
Outcomes Framework (QOF) is a system to remunerate general practices for providing good
quality care to their patients and to help fund work to further improve the quality of health
care delivered. NHS Vale Royal CCG is working with the Local Area Team of NHS England,
who commission GP services to ensure the QOF and the Primary Care CQUIN are aligned to
local priorities to improve services locally.
4.1.13 National Reporting and Learning System (NRLS)
Patient safety incident reporting is a vital mechanism for identifying deteriorating trends in
the quality of care, identifying failure and facilitating learning. Since April 2010, it has been
mandatory for NHS trusts in England to report all serious patient safety incidents to CQC as
part of its registration process
4.1.14 Care Quality Commission registration
Registration with the Care Quality Commission (CQC) is a national requirement for all
providers of health care including, from April 2013, GP Practices. NHS Vale Royal CCG is
committed to driving up quality within all services and will work closely with providers,
including GPs, to exceed the levels of care identified within CQC registration. NHS Vale Royal
CCG is working closely with CQC to triangulate information about providers to ensure
intelligence is shared at early stages about concerns locally.
4.1.15 NHS Safety Thermometer
The NHS Safety Thermometer is an improvement tool for measuring, monitoring and
analysing patient harms and harm free care. The Thermometer focuses on four key areas:
pressure ulcers, falls, urinary tract infections in patients who have a urinary catheter and
within Care Homes. The CCG monitors these areas as part of the provider quality dashboard.
4.1.16 Compassion in Practice: Nursing, Midwifery and Care Staff; Our Vision and Strategy
This vision and strategy for nursing, midwifery and care was launched in December 2012
following extensive consultation with nurses, midwives and care staff as well as other
professions, patients/service users, the public, and other key stakeholders. The vision
identifies six action areas:
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•
•
•
•
•
•

Care
Compassion
Competence
Communication
Courage
Commitment

Referred to as the 6 Cs these actions provide a framework for delivering a culture of
compassionate care that values patients, the public and staff. The CCG will actively seek
evidence of how the 6 Cs are embedded within each local health provider organisation. The
CCG will support Practice Nurses to deliver the 6 Cs in General Practice, establishing a formal
Practice Nurse Assembly which brings together Practice Nurses from all 12 practices as well
as nurse representatives working within the hospital and community. This forum ensures a
consistent approach to work together to embed the 6 Cs in General Practice across the CCG
area and provides a platform for the wider nursing voice to be heard by the Governing Body.
4.2 Commissioning structure
As a CCG every member of our staff needs to understand and commit to their role in quality
and safeguarding. Therefore we have developed three work programmes bringing together
staff with different roles, skills and expertise including an Executive GP Clinical Lead to
commission the health care services people of Vale Royal need. Each programme has a
quality and safeguarding lead.
The work programmes are:
• Starting Well
• Living Well
• Ageing Well
Starting Well - the overall aim of the programme is to strive to ensure all children and young
people receive the best possible start in life, living a healthy, safe and fulfilling childhood.
The priority outcomes for this programme are:
•
•
•
•
•
•

Reducing time spent in hospital by people with long term conditions
Preventing lower respiratory tract infections in children from becoming serious
Delivering safe care to children in acute settings
Improving women and their families experiences of maternity services
Reducing deaths in babies and young children
Improving the patient experience of children and young people in health care settings

Living well - the overall aim of the programme is to support the people of Vale Royal to live
longer, healthier, independent and self-determined lives.
The priority outcomes for the programme are:
•
•
•
•
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To improve patient experience, reducing confusion and duplication increasing choice
and control and creating person centred services
To improve clinical outcomes
To reduce unplanned hospital admissions and re-admissions
To reduce the need for long term care
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Ageing well – the overall aim of the programme is to improve the experience and outcomes
for the local population in Vale Royal who are 65 years or over. Cheshire West and Chester
Council (CWAC) has an Ageing Well programme plan and the work of Vale Royal Ageing well
programme complements the Council led programme.
The priority areas for the programme are:
•
•
•

Developing plans for integrated care for people with long term conditions and
people who are frail and elderly
To reduce the need for hospital admissions
To have more joined up care in the community; led and informed by patients

All three work programmes incorporate national and local priorities and work closely with
partners and engage with patients, their families and the public.
4.3 Leadership and Governance
4.3.1 Leadership in quality
As a CCG we are clear that to deliver high quality safe and effective services for all
our patients we need to have mature, honest relationships with our providers and
commissioning partners; listen to, hear and strengthen our patients voice and also
our staff . To achieve this we need to have strong leadership that commissions based
on quality. Working with our patient population and staff we have developed the
following 4 facets of quality, we refer to these as CASE:

C are - the patient experience must be positive. Patients are treated as individuals

and afforded dignity and respect
A ccessibility - Patients must be able to readily access services. Services are
designed to meet the different needs of communities and individuals
S afety - it is vital that we protect our patients and staff, and manage all risks
effectively
E ffectiveness - – it is important that our interventions result in positive outcomes,
and that our work is cost-effective. Services must co-ordinate with other health and
social care services to ensure patients receive seamless care
•

Ensure care provided to Vale Royal patients is of high quality and takes on board the
recommendations stated in the Francis Inquiry.

•

Work with health care regulators, Care Quality Commission, Monitor to ensure the
essential standards of care are always met

•

Use a number of sources of information to gather and triangulate information

•

Commission to improve the quality of service and care by focusing on our 4 facets of
quality (CASE):

•

Ensure that there is a robust system of monitoring patient safety in all our providers and
all patient safety incidents are dealt with robustly and in a timely way.

To deliver these 4 facets of quality for Vale Royal patients the CCG recognises the need to
ensure that it has the individual and organisational leadership skills. There is a need for
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continued development of clinicians and leaders to embed a culture that is ‘consciously
minded’ on quality, safety and safeguarding. Using the learning from stakeholder events
focused on the recommendations and opportunities identified in the Francis report the CCG
will develop an Organisational Development Plan which will set out the expectations and
implications for quality and skills the CCG needs to fulfil our commissioning responsibilities.
4.3.2 Governing body
NHS Vale Royal CCG is accountable for the quality of all the services that are commissioned
by them including quality within primary care. The CCG has delegated quality improvement,
monitoring and assurance to the Quality and Performance Committee. An Executive GP lead
for quality chairs the Quality and Performance Committee working closely with the quality
team to undertake the activities required to monitor and gain assurance of quality within all
commissioned services. The Governing Body receive regular (bi-monthly) reports on quality
including patient safety and risks, patient experiences and clinical outcomes. Executive GP
leads and GP board members work within the 3 programme boards strengthening clinical
leadership and providing further opportunity through regular programme board updates to
the governing body to confirm and challenge quality. Executive Directors are accountable for
statutory safeguarding of children and adults to Governing Bodies and Local Safeguarding
Children and Adult Boards.
4.3.3 Membership Assembly
The Membership Assembly has representation from the 12 practices in Vale Royal. The
Membership Assembly Council provides GPs and other clinicians with the opportunity and
the power to influence commissioning decisions for their local patients through confirm and
challenge processes. Meeting monthly, the Membership Assembly members ensure that
their elected Governing Body representatives utilise locally generated issues, queries and
good practice to ensure that the CCG commissions services that are responsive to local need.
4.3.4 Quality and Performance Committee
NHS Vale Royal CCG and NHS South Cheshire CCG have a joint Quality and Performance
Committee chaired by one of the Executive GP leads from either of the CCGs. The Executive
lead responsibility for both quality and safeguarding sits with the Director of Partnership and
Governance. As a sub-committee of the Governing Body the function of Q&P committee is
to provide challenge and assurance regarding the quality of health care services.
Membership of the Q&P committee includes a Lay Member with a focus on patient
experience and engagement and an Executive Nurse to provide scrutiny in relation to the
implementation of the quality and safety agenda. The Q&P committee meets on a monthly
basis and provides a quality report to the Governing Body meeting held in public on a bimonthly basis. The Q&P committee has responsibility for:
•
•
•
•
•
•
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The CCG’s responsibilities in relation to monitoring of Provider quality indicators;
The development of the strategic vision for patient safety and quality in line with
local and national policy;
Ensuring that quality is at the heart of commissioning and reform programmes;
Ensuring that priority is given to patient experience in line with local, regional and
national priorities;
Ensure the delivery of quality by providers commitments and intentions within
quality accounts;
Holding Clinical Programmes to account : to ensure delivery of clinical objectives,
value for money and that risks and opportunities are being managed;
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•
•
•
•
•

Ensuring commissioning intentions and contracts are negotiated and executed in
line with CCG intentions;
Ensuring appropriate safeguarding arrangements are in place;
Monitoring the CCG’s compliance with the NHS Information Governance Toolkit
Ensure arrangements are in place to deal with and learn from serious incidents and
never events and patient safety incidents reported to the National Learning System
Ensure a mechanism for triangulation of data to ensure that themes and trends can
be identified, reviewed, action taken as required and learning shared and
implemented

In addition to the Q&P committee there is also a serious incident and complaints monitoring
group which the Director of Partnerships and Governance chairs. This group is able to
scrutinise serious incidents and complaints. There is also a Governance and Audit
Committee, chaired by Governing Body lay member, which has responsibility for risk
management and assurance frameworks, integrated governance, internal and external
audit, internal control and financial reporting.
4.3.5 Safeguarding Contract Monitoring
Monitoring meetings are held quarterly with each of our main providers, chaired by Director
of Partnerships. Safeguarding dashboard is in place as part of the provider contract. Issues
can be formally escalated as part of the NHS contract if necessary.
4.3.6 Quality monitoring
Monthly quality monitoring meetings take place every month to examine details of quality
performance with each of our main providers. Issues can be formally escalated as part of the
formal NHS contract if required.
4.3.7 Governance and Accountability
We have developed systems for the accountability and reporting of quality issues to NHS
Vale Royal CCG Governing Body, by establishing a quality assurance process which is made
up of the following stages as denoted in the diagram below:
NHS South Cheshire Clinical Commissioning Group
NHS Vale Royal Clinical Commission Group
Legislative Committees

NHS SCCCG & NHS VRCCG

Governance & Audit
Committees

Governing Bodies

NHS SCCCG & NHS VR CCG

Remuneration
Committees

Optional Committee

NHS SCCCG & NHS VRCCG

Quality & Performance
Committee

Integrated
Governance

Internal/
External Audit

Patient
Experience

Information
Governance

Risk
Management

Assurance
Frameworks

Complaints, PALs
& Professional
Concerns

NHS Target
Measures
CQUINS

Internal Control

Financial
Reporting

Patient Safety
Incidents
&
Safeguarding

Serious
Untoward
Incidents

&

Health
Inequalities
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4.3.8 Quality team workforce structure
Clinicians lead the quality and safeguarding strategy and work plan. The Executive GP leads
for quality work together with a team of professionals including Lead Clinical Quality
Manager, Quality and Performance Manager and Quality Improvement Manager, Executive
Nurse, and Governing Body Lay Members to deliver the mechanisms to improve, monitor
and assure quality. Collectively along with colleagues working within the 3 programme
boards, public engagement and communications lead and external partners, the quality and
safeguarding workforce are able to build relationships with providers to scrutinise and
challenge practice and quality and help to identify and provide leadership for improvements
using quality levers and enablers such as CQUIN.
The safeguarding team consists of clinicians and managers with expertise in both children
and adult safeguarding, with designated nurses for both children and adults. There is a
designated or named professionals network locally and also a regional network supported
by the Area Team providing opportunity for learning, support and networking. The CCG has
recently appointed a Primary Care Service Delivery Manager who will work closely with the
quality and safeguarding team to drive up quality within primary care services.
4.4 Quality in Primary Care
As authorised bodies, Clinical Commissioning Groups are best placed to work across
General Practice to build a culture where improving quality of services is intrinsic to all
elements of the Commissioning Cycle as well as the strategic objectives of our own
organisation.
Vale Royal CCG has a responsibility, shared with NHS England, Area Team, for the
continual improvement of quality in primary care, in particular in supporting practices to
improve the quality of GP services to meet the needs of the local health economy.
It is recognised by the CCG that Primary Care Quality, Engagement, Development and
Education should be embedded throughout the culture of the organisation and is
inherently important to the successful delivery of not only the strategic objectives and
clinical priorities but also to provide support to the Primary Care strategies as defined by
NHS England and more locally to the CCG through our commissioning intentions.
The CCG recognises the scope of the challenges in successfully fulfilling this remit and have
established a Primary Care Quality and Engagement Team which endeavours to support all
areas through:
Engagement – In order to continually improve the quality of engagement and delivery of
services to our patients, the Practice Engagement Managers maintain a visible presence in
Primary Care and enable all members of the CCG to share experiences of being part of the
CCG and to voice the views from Primary Care, positive or otherwise.
Data Quality – Fundamental to improving Primary Care quality is an understanding at a
local level of general practice and the quality data that is available. Working closely with
our Commissioning Support colleagues and health Intelligence team, we are working
towards the provision of a comprehensive and meaningful data resource for each practice.
Enhanced Quality Frameworks (LEQOF, CQUIN) – Quality & Productivity Indicators within
QOF – The CCG has taken the lead for supporting locality practices around the Q&P
indicators. This has involved putting in place a process of engagement around locality
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boundaries to establish clear channels for peer review and service development across all
member practices.
Education – A key objective for the Primary Care Quality & Engagement Team is to provide
an education and training platform across General Practice. Not only to support the
reduction of un-warranted variation but to foster a culture of sharing best practice to
delivery first-class patient centred care.
Supporting Soft concerns – In supporting general practice it is recognised that clinicians
often have difficulty in knowing where or how to seek guidance or support for themselves
or their practices around clinical practice.
Innovation – A key part of clinical commissioning and the engagement process is the
recognition of smaller innovative ideas that come out of primary Care that provide a
patient experience benefit or cost benefit through pathway redesign. An objective of the
Primary Care Quality & Engagement Group would be to ensure that GPs feel that there is a
structure in place to follow any suggestions or ideas through, provide feedback and
understand how innovation can align to clinical priorities as identified through the JSNA
and other need analysis tools.
4.5 Quality and safeguarding in care homes
Our aim is to ensure that the people of Vale Royal who are in a care home environment
receive a high standard of safe care through early identification of issues, use of ‘hard’ and
‘soft ‘intelligence and a commitment to openness and transparency. The CCG is actively
working with Cheshire West and Chester Council (CWaC) to improve the quality of care in
local care homes. This is one of the priorities for joint commissioning between Local
Authorities and the CCG.
We have commissioned improved services from GPs to support local care homes and seen
reductions in admissions to hospitals. Cheshire, Warrington and Wirral CCG quality leads are
working together with Cheshire and Merseyside Commissioning Support Unit (CSU)
developing a quality and performance dashboard for care homes to improve intelligence
sharing and act as an early warning system to highlight concerns. Information is shared
through quarterly meetings with Care Quality Commission, and NHSVRCCG.
NHS Vale Royal CCG has worked closely with CWaC on the care home contract and have
agreed a full contract that incorporates clear quality measures.
If there are concerns then they are addressed appropriately and resolved quickly.
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Section 5.0 Delivering the quality and safeguarding strategy
5.1 Quality assurance framework
NHS Vale Royal CCG quality assurance framework is structured using the National Quality
Board (NQB) early warning system 11

Quality
Assurance

Putting
people/patients
first

Staff, capabilities
& culture

Systems &
processes

Partnerships

and reflects the 3 quality elements within the NHS Outcomes Framework:

Clinical
effectiveness

Patient &
Carer
Experience

Patient
Safety

Putting patients first
Listening to and engaging with patients and their families is critical to understanding the
quality of services provided. Listening to and hearing about the impact of a patient or family
carers experience of a service is one of the most important assurance actions that a
commissioner and provider can take. Giving patients; their families; carers and
representative bodies a voice is not enough
NHS Vale Royal CCG gives a commitment in all that it does to hear what is said and to work
together with patients and their families along with key partners to improve and develop
services and therefore the patient experience. We will use a wide range of mechanisms and
ensure that these are easily accessible to all our patients, family and representatives to build

11

Department of Health (DH, 2010) National Quality Board Review of Early Warning Systems in the NHS, Acute
and Community Services: Department of Health (DH, 2012) National Quality Board; Quality in the new health
system: Maintaining and Improving Quality from April 2013
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our understanding of invidual experiences. The patient experience related information that
we will use includes:
•
•
•
•
•

Information from Public Engagement Events/Road Shows across the whole of the Vale
Royal area to reach more patients and the public.
Information from surveys with the public carried out in accessible venues and using
accessible approaches, such as town centres, parent and toddler groups and
supermarkets
Seek the views of patients and carers or their representatives at every quality visit
Patient survey findings; using Interactive website and other social media forums
Analysis of complaints-looking at individual experiences, themes and trends
• Data from the ‘Friends and Family’ test
• Information from GPs and primary care about patient experience
• Data from our Public engagement and Patient Participation Groups
• Analysis of CQC inspection reports focusing patient experience, themes and trends
• Analysis of safeguarding children and adults reviews including serious case reviews,
alerts, reflective reviews and Social Care IE reviews

Staff, capabilities and culture
As a CCG we recognise the importance of investing in and valuing staff. Learning from Mid –
Staffordshire NHS Foundation Trust, Winterbourne View Hopital is a harsh reminder that
staff need to be supported and empowered to deliver quality, embedding the NHS
Constituition Values. Understanding the culture of an organisation, how staff are supported
and developed requires more than a review of sytems and proesses; it requires a stepping
into the shoes’ of staff understanding their experience of the organisational culture, how
empowered they feel, what opportunities for training and how focused on learning not
blame the organisation is.
Site quality visits give us the opportunity to test out the culture by stepping into the shoes of
patients, carers and staff. Information that we use includes:
•
•
•
•
•
•
•
•

Staff satisfaction surveys
Staff vacancy and sickness data
Staff training information
Workforce/patient ratios, use of dependency acuity tools
Whistleblowing information
Responses to and how embedding Compassion in Practice
Local Education and Training Board and General Medical Council survey
Site visits intelligence gathered on the day

Systems and processes
Systems and processes describe both the sources of information and data and also the
structures through which we interpret and utilise this rich triangulated information. Quality
and safeguarding standards and our reporting requirements are specified within all our
contracts with providers and within our framework agreement, which will be agreed and
developed with our member practices, within primary care. Sources of data and information
in addition to those already listed include:
•
•
•
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Quality accounts and quality dashboard
Patient safety thermometer
Serious incidents and Root Cause Analysis data and plans
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•
•
•
•
•
•

Performance data
Complaints and compliments
Infection prevention and control
Safeguarding adults assessment and assurance framework (dashboards)
Safeguarding children inspection reports, Safeguarding Children quality dashboard
NHS England Area Team Quality Surveillance Groups

Partnerships
Working with key stakeholders and partners is essential to bring together information and
learning across the whole health and social care system. This delivers assurance of quality
and safeguarding and also continually drive improvements.
NHS VR CCG is part of a Partnership Board with the Local Authorities and provider
organisations. The Partnership Board is working together to set the strategic direction to
achieve the ‘shift’ in the way services are delivered locally. This shift should ensure that the
patient is supported to have choice and control in their healthcare, effectively managing
long term conditions in partnership with health and social care professionals and having
access to more community based services that are flexible around the patient.
A Director of Partnership Development has recently been recruited to progress the
Partnership Board Action.
The CCG works jointly with local authority colleagues to jointly commission and monitor
quality of services. The CCG also works closely with the safeguarding adults and children
boards to review and share information relating to safeguarding concerns within all
commissioned services. A valued structure is in place that brings together, the CCGs, local
authority commissioners, safeguarding leads, and Care Quality Commission inspectors.
The CCG is currently building on existing structures and partnerships for sharing intelligence
including working with Health Watch to continually drive up quality and ensure early
recognition of emerging concerns to support timely and co-ordinated action.
5.2 Safeguarding assurance
Our designated nurses for children’s safeguarding work together with partner agencies to
ensure they complete the annual safeguarding assurance self-assessment audit tool. This
provides assurance the providers are open and honest in the services provided have
safeguarding principals applied within the organisation. The provider demonstrates
sustainability and improvements in their safeguarding assurance in line with the
Accountability Framework and Working Together.
For safeguarding adults, our designated nurses work closely with local authority leads and
use the Safeguarding Adult Assurance and Assessment Framework as part of our contract
with providers to understand how safeguarding is embedded within the organisation.
Safeguarding standards are reflected in contracts and monitored through a variety of
mechanisms. Safeguarding quality dashboards have been developed. As members of Local
Safeguarding Children Boards and Local Safeguarding Adult Boards, the CCG has access to
learning from Serious Case Reviews in addition to provider audits, safeguarding dashboards,
contract monitoring and quality and safeguarding visits/inspections.
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5.3 How do we monitor quality and safeguarding?
We use information/intelligence from other healthcare organisations and regulatory bodies
i.e. Health Watch, Care Quality Commission, and Monitor as appropriate, to triangulate and
build on our ‘hard’ and ‘soft’ intelligence to ensure the essential standards of care are
always met. We use a variety of methods to gather and triangulate information. This
information is used to support and challenge our providers to comply with contractual
requirements, whilst developing learning cultures and continually striving to drive up quality.
We undertake announced and unannounced quality and safeguarding visits with our
providers as an integral part of our work programmes. Staff from the CCG are also invited to
participate in nationally mandated inspections of providers i.e. Patient-led assessment of the
care environment (PLACE).
We use Quality Review meetings with each provider to seek assurance on the quality of
health services provided and challenge if there are concerns about the provision of services
based on our triangulated data and intelligence.
6.0 Continuous improvement and development
To achieve continuous improvement and development we recognise the need to be
innovative and aspirational and have identified the following areas to focus on over the next
3 years:
•
•
•
•
•
•
•
•
•
•
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Build our patient/service user contribution to quality monitoring through
development of patient experts as ‘quality checkers’who are part of our quality
team undertaking quality visits
Embed an open and transparent approach to engagement with patients, public and
staff
Work with Health Watch, CQC and local authorities to develop ‘mystery shopper’
approaches
Consider how the ‘Quality of Health Principles’ can be implemented as a framework
for patient experts to utilise
Work with member practices to develop a Primary Care Framework and agree
approaches i.e. peer review to drive up quality
Ensure local evidence and knowledge is used systematically to inform areas for
further research and development
Continue partnership development-improvement networks
Support innovation within and across all our providers, promoting open, learning
cultures
Patient stories to the Governing Body Board
Adopt NICE Quality Standards and work with all providers to require evidence that
each patient contact meets the optimum level
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Action Plan 2014/15
As a new organisation, NHS Vale Royal CCG will develop and refine the processes for
improving quality in healthcare. High Quality Care for All (2009) sets out a seven step quality
framework for systematically thinking about how to improve. Our action plan is based on
this framework:
Priority

Action
Use information collated from focus
group events around Francis to confirm
with patients, partners and staff what
we mean by quality and implementing
different approaches to monitor and
improve

Quality team, public
engagement leads,
PEMs

•

Use the NHS Outcomes Framework
within programme boards as basis to
further develop measures to improve
quality

Quality team, SDMs and
programme boards

•

Work with patients, family carers, all
our providers to have shared
understanding of ‘what excellent looks
like’

•

Develop clear expectations of what this
quality and safeguarding strategy
means for patients, family carers and all
staff

Quality team, public
engagement leads,
Primary Care Quality
Development Group,
SDMs, PEMs, Members

• Continue to develop mechanisms and ways
of working together with providers, Local
Authority partners, Health Watch and 3rd
Sector to gather patient, carer and staff
experience, data and evidence of impact on
outcomes
• Work together with provider trust to
develop and pilot a quality visit framework
based on the 6 Cs identified in the Nursing
and Care Strategy

Quality team, Public
Engagement Managers,
GP clinical leads, Lay
members

•

Bringing Clarity to
Quality

Measure Quality

• Work together with NHS England to further
develop systems for quality improvement
and monitoring
• Implement the ‘Quality of Health Principles’
as part of quality monitoring approach
• Work with local patient /service user groups
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Who

Quality team, public
engagement leads,
Primary Care Quality
Development Group,
SDMs, PEMs

Executive Nurse and
Clinical Quality
Manager, Director of
Nursing and Deputy
Director of Nursing from
provider trust

By when
May 2014

September 2014

June 2014

June 2014

December 2014

April 2014

Quality team, Primary
Care SDM, GP And
Nurse Membership,
Area Team Primary Care

March 2015

Executive Nurse and
Clinical Quality Manager

March 2014
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and Health Watch to develop patient
experts as ‘quality checkers’ as part of
quality monitoring
• Plan and carry out announced and unannounced quality visits to our providers,
with Governing Body GP and lay members
• Develop quality assurance in care homes,
implementing a quality dashboard
• Revise framework for Quality monitoring
visits within Care Homes

•

•

•
Publish Quality

•

•

Reward Quality

•

•
Leadership for
Quality
•
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publish and share this quality and
safeguarding strategy with patients,
public and providers including an easy
read version and accessible
presentation
Quality reports to Governing Body in
public will be published with the
meeting paper s on the CCG website
Ensure that take trends/themes to
Quality Surveillance Groups in order to
work collaboratively with other CCGs,
NHS regulators, Local Authorities,
Health Watch and NHS England in
order to have whole system intelligence
that informs quality improvement
Statutory safeguarding inspection
reports, improvement plans and annual
safeguarding report

Commissioning for Quality and Innovation
(CQUIN) schemes will be developed
annually to incentivise local priorities for
improvement with providers
Primary Care CQUIN/QoF will be reviewed
annually and re focused to maximise health
outcomes where the CCG has any influence
over indicators
Use the organisation development plan to
build a culture throughout the organisation
that supports the CCGs vision and values,
embracing the 6Cs, valuing quality at the
heart of everything we do
Develop and deliver a leadership
programme for Practice Nurses focused on

Clinical Quality Manager
and GP Quality leads
Clinical Quality
Manager, CHC leads,
Safeguarding leads
Clinical Quality
Manager, CHC Leads
Executive Nurse ,
Clinical Quality Manager

December 2014

Plan April 2014
June 2014

June 2014
June 2014

Quality Team

May 2014

Clinical Quality
Manager, Executive
Nurse

On-going

Designated nurses

As required for
inspection
reports
September 2014
April 2014

Quality team

GP quality leads, GP
members, Executive
Nurse and Practice
Nurse Quality Leads,
Primary care SDM,
PEMs
All

April 2014

Executive Nurse,
Practice Nurse Quality

April 2014

March 2015
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Innovate for
Quality
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implementation of the 6Cs
• Delivery plan to Ensure GPs and other
clinicians are fully engaged in the quality
assurance system and processes via ongoing workshops, GP and Practice Nurse
Membership council/assembly.
• Always engage clinical and service user
expertise in commissioning of services to
ensure consideration of ‘reasonable
adjustments’ for patients with
disability(physical, mental health and
learning disability)
• Continue to build relationships with our
health and social care providers, patients
and public in providing information about
the quality of health services to inform
service redesign
• Establish a Practice Nursing Membership
Council/Assembly to implement the 6Cs and
empower PN voice
• Develop a local implementation plan for
6Cs in Practice Nursing
• Establish a primary care quality
development group

Leads
Primary Care quality
development group

Primary Care SDM

Achieved

• Develop a primary care quality framework,
develop primary care quality

Primary care quality
development group

March 2015

• Establish a clear process to engage with all
patient and carer groups in
particular increasing the voice of
‘harder to reach’ groups i.e. children
and young people, people with
disability (physical, mental health,
learning disability)
• Develop a system of quality continual
improvement that is provider led

Quality team, public
engagement leads, lay
member leads for public
engagement

June 2014

Quality team, SDMs,
contract team, clinical
leads

October 2014

Quality team

December 2014

• Work with key partners to agree and
develop innovative ways to use clinical
audit approaches, evidence and
research to support quality
improvement
• Work in partnership with all key partners to
ensure that vulnerable groups have fair
and equal access to services and
experience best care
• ensure that there is a structure in place to

Plan in place by
May 2014

SDMs , GP Leads, PEMs,
Public Engagement
managers

Quality team, Public
Engagement Managers

Executive Nurse and
Practice Nurse Quality
Leads
Practice Nurse
Assembly/Council

Quality team, living well
programme board
SDMs, GP clinical leads
and lay member patient
experience leads

On-going

March 2015
April 2014

On-going
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follow any suggestions or ideas
through, provide feedback and
understand how innovation can align to
clinical priorities
• Patient stories to be presented at Governing
Body to provide further opportunity for
learning and challenge
• Work with all providers to develop
mechanisms that provide evidence that
each patient contact meets NICE
Quality standards
•

•

•

•

•
Safeguarding
Quality
•

•

•
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Contracts with our providers to include
safeguarding, all elements of quality and
patient safety
Seek evidence through contract monitoring
and quality visits
Have safeguarding dashboards for both
children and adults in the main contracts
that are monitored quarterly
Completion of the annual safeguarding
assurance framework, organise confirm and
challenge focus group
Support providers to have robust systems
to monitor and respond to trends and
themes
Share lessons learnt from serious incidents,
complaints and any patient safety issues
and build systems to ensure necessary
changes are implemented
Work with Membership assembly/council
to identify a lead for safeguarding in each
GP practice
Develop a robust partnership with
Regulators (CQC) and Local Authority
safeguarding teams to have early warning
systems in place across all providers locally

Primary care quality
development group

March 2015

Governing Body Chairs,
Executive Nurse, Clinical
Quality Manager and
Quality GP leads
Quality team, SDMs,
contract team, clinical
leads
Designated Nurses,
contract leads

September 2014

Clinical Quality
Manager, Contracts
Lead
Designated Nurses and
Executive Leads

April 2014

Designated Nurses

September 2014

Designated Nurses,
quality team and CHC

June 2014

Quality team,
Designated Nurses

On-going

Director Of Partnerships
and Strategy,
Safeguarding leads

May 2014

Designated Nurses,
Clinical Quality Manager

April 2014

March 2016
Achieved

April 2014
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Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

Delivering the National Nursing and Care Strategy
‘Compassion in Practice-6 Cs in General Practice and the
CCG

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.4.3

Report prepared by:

PURPOSE OF REPORT

i)

The paper will describe the National Nursing and Care Strategy‘Compassion in Practice – 6C’s

Judi Thorley
Nurse Member

ii) Outline the CCG’s approach to support implementation of the
National Nursing and Care Strategy-‘Compassion in Practice
– 6C’s’ within General Practice to ensure best practice and
drive up quality.
iii) Suggest that Governing Body agree to adopt the 6 C’s as
principles to ‘sense check’ for the CCG’s ‘way of working’ and
specifically decision making
GOALS 2012-13












VISION

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 Practice Nurse Membership Assembly
ii) Approve the development of a Leadership programme for Practice
Nurses
iii) Agree to adopt the 6 C’s as a ‘sense check’ for decision making

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

Prepared by: Judi Thorley
NHS Vale Royal CCG Governing Body – 05-02-2014
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REPORT TITLE

Delivering the National Nursing and Care Strategy ‘Compassion in Practice-6 C’s in General
Practice and the CCG
1
i)

National Nursing and Care Strategy: ‘Compassion in Practice’- 6 C’s

In December 2012 the Chief Nursing Officer for England, Jane Cummings launched the 3 year
Nursing and care strategy and vision ‘Compassion in Practice’ which outlines 6 core values known
as the 6 C’s: Care, Compassion, Competence, Communication, Courage and Commitment.
Following growing recognition that we need to change our culture to improve care, this strategy
and vision has been developed through engagement and direct conversations with over 9000
nurses, midwives, care staff, patients and service users. The 6 C’s describe the values and
behaviours that staff, patients and service users believe in and expect. Importantly the strategy
identifies 6 action areas with measures to ensure that there is positive impact for all patients,
service users and staff. The 6 action areas:
Helping people to stay independent, maximising well-being and improving health
outcomes;
Working with people to provide a positive experience of care;
Delivering high quality care and measuring the impact of care;
Building and strengthening leadership;
Ensuring the right staff, with the right skills, are in the right place;
Supporting positive staff experience
The strategy states that leadership is necessary at every level of health and social care, ‘every person
involved in the delivery of care needs to contribute to creating the right environment and providing
clear leadership to patients, carers, staff and colleagues’.
The values and action areas align with the CCG’s vision in particular the 4 facets of quality identified
and agreed with patients/service users and staff across South Cheshire and Vale Royal referred to as
CASE:
Care- the patient experience must be positive. Patients are treated as individuals and afforded dignity
and respect
Accessibility- Patients must be able to readily access services. Services are designed to meet the
different needs of communities and individuals
Safe- it is vital that we protect our patients and staff, and manage all risks effectively
Effectiveness- it is important that our interventions result in positive outcomes and that our work is
cost-effective. Services must co-ordinate with other health and social care services to ensure patients
receive seamless care
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The CCG has responsibility for driving up quality in primary care, the 6C’s present an opportunity to
embed core values and provide a framework to develop quality putting the person at the centre,
focusing on quality and challenging poor practice. Working with colleagues in General Practice and
community, the Practice Nursing workforce delivers a wide range of services and interventions to
support people to manage their health conditions and maximise their quality of life. With the
transformation agenda and recognition of the need to provide increased integrated support within the
community for patients, the role of the practice nurse is critical. Practice Nurses have well-established
relationships with their patients, they have a big role in supporting patients to manage their own health
needs and have valuable knowledge and skills relating to impact for and approaches with patients
and will be invaluable in both driving up quality and informing and developing integrated approaches
within the community for patients. As a CCG we need to benefit from the Practice Nurse knowledge
and skills to inform commissioning decisions and drive quality improvement.
ii) Practice Nurse Membership Assembly
Gill Harwood, Practice Nurse is working for one session per week within the CCG as Practice
Nurse Quality Lead. As part of this role Gill is working with Judi Thorley to develop a Practice
Nurse Membership Assembly which provides the opportunity for all 12 practices to come
together to understand the 6 C’s and agree local actions under the 6 action areas. Supported by
the GP Membership Assembly the PN Membership Assembly will develop terms of reference
which detail its aims as follows:
To facilitate the implementation of the NHS National Nursing and Care strategy 2012
‘Compassion in Practice’
To agree and develop best practice in policy, procedure and protocols for Practice Nursing
To raise awareness of key nursing issues and implications in practice locally for patients to the
Governing Body
To ensure a consistent approach to quality within practice nursing, benchmarking, peer review
To standardise and facilitate best practice in Practice Nursing across Vale Royal
Raise awareness of Key Nursing Issues to the Governing Body
To represent Practice Nurses within Vale Royal CCG
Membership will include Practice Nurse Quality Lead (chair), Practice Nurse Representatives from the
12 practices, CCG Executive Nurse, Practice Engagement Managers, Primary Care Service Delivery
Manager and representatives from acute, community and Allied Health Professionals for
appropriate/focused meetings.
The Practice Nurse Membership Assembly duties will include:
Recommend the groups vision, values, aims and operating plans to the Governing Body
Act as a channel of communication between Practice Nurses, nursing colleagues and allied
health professionals working in secondary care, wider primary care colleagues, GP
Membership Assembly and the Governing Body
Develop key nursing areas as identified in the NHS Nursing and care Strategy 2012
‘Compassion in Practice’
Development of quality framework detailing PN quality standards, implement and benchmark
Publishing an annual report on the activities and developments and best practice of the
Nurses Membership Assembly
iii) Leadership to deliver the 6 C’s
As a CCG we are keen to empower nurses and recognise the contribution that nursing can make in
terms of clinical commissioning. Implementing the 6 C’s and improving quality requires leadership,
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currently there is no specific leadership programme aimed at practice nurses, either locally, regionally
or nationally.To support Practice Nurses in implementing the 6 C’s ensuring and improving quality
within general practice a unique leadership programme is proposed.
Reasons:
With the transformation agenda and recognition of the need to provide increased integrated support
within the community for patients, the role of the practice nurse is critical. Practice Nurses have wellestablished relationships with their patients, they have a big role in supporting patients to manage
their own health needs and have valuable knowledge and skills relating to impact for and approaches
with patients. They are invaluable in both driving up quality and informing and developing integrated
approaches within the community for patients.
Delivering the 6C’s Nursing and Care Strategy will need a range of creative and innovative
approaches within General Practice. As a service, General Practice is now required to be registered
with the regulator; the Care Quality Commission (CQC) and is required to demonstrate how the
practice meets the essential standards, this leadership development experience will support Practice
Nurses and practices to ensure quality across all aspects of care and provision. In short, the Practice
Nurse role is, along with other roles, pivotal to the success of the new vision for an accountable care
system– a vision which requires leadership. It appears there is no specific quality through leadership
programme which meets the needs of Practice Nurses. Practice Nurses work either in isolation or in
small teams and this can sometimes lead to unintentional disengagement with the wider nursing
agenda.
Development and delivery
South Cheshire Executive Nurse Judi Thorley and East Cheshire CCG Executive Nurse Sally Rogers
have agreed to work together to develop a leadership programme working closely with Practice Nurse
colleagues. East Cheshire CCG has some funding identified with Capita which it is proposed will be
utilised to develop materials, research most up to date approaches, incorporate 6 C’s and the NHS
change model into the programme, liaise and secure speakers identified for the programme, coordinate the programme including recruitment and evaluation. The possibility of accreditation with a
University is currently being explored.
The programme will be for up to 20 practice nurses, 10 for East Cheshire and 10 for South Cheshire
and Vale Royal CCG’s. South Cheshire’s contribution will be Judi Thorley’s time to develop and
deliver the programme along with Sally Rogers. There will be a small financial contribution from Vale
Royal CCG to ensure that 10 places are offered across SC and VR. In terms of timescales the aim is
to have a programme ready to run by 1st April 2014.
Process and content
Over 6 days, the first 2 days together and then 1 day a month thereafter; practice nurses will have the
opportunity to consider their own leadership style, emotional intelligence, resilience, influencing and
negotiation, managing self; others and achieving action. Recognising the role that Practice Nurses
have within the community both now and in the future, there will be a full day when colleagues from
health and social care working in the community will come together. The programme will explore
quality and mechanisms for improving and measuring, using patient feedback along with other
indicators and measures. Throughout the programme there will be a focus on the 6C’s and what this
means in terms of practice nursing. The NHS change model will also be discussed.
Aim
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The aim of the quality through leadership programme for Practice Nurses will be to empower Practice
Nurses, supporting them to see opportunities and levers for personal and quality development which
is focused on outcomes.
External support
Wendy Nicholson, Professional Officer for School and Community Nursing at the Department of
Health asked for a teleconference, which took place on 23.1.13, to discuss the possibility of funding
this work as a pilot working with Health Education England. Confirmation is expected by 27.1.13.
Wendy also wants to; meet with the Practice Nurse Council to request their support in developing a
range of materials for Community and Practice Nurses; invite Judi and Sally to present the details of
the Practice Nurse Council and Leadership Programme to the National Steering Group
Health Education England (HEE) invited Judi and Sally to attend a national meeting to share the
suggestion and as described above will lead the development of a National approach
NHS England 6 C’s implementation leads are also interested in the development of this programme
and recognise that in terms of action area 4 of the 6 C’s: Leadership, practice nursing needs to be
supported to develop. Judi was invited to a ‘think tank’ meeting in London on 8th November the focus
of which is action area 4: Leadership and is now a core member.
NHS England Community nurse lead is interested in supporting the development of this programme
and recognises that in terms of action area 4 of the 6 C’s: Leadership, practice nursing needs to be
supported in order to develop.
Chair of RCGP General Practice Foundation Nursing Group, the National Association for Primary
Care, the Area Team and the RCN have also shown interest in this work.
iv) Adopting the 6 C’s: Care, Compassion, Competence, Communication, Courage and
Commitment as principles that the CCG uses to ‘sense check’ decisions and
developments will help to embed South Cheshire’s vision and values in all that we do.
As a CCG we are collectively responsible for the quality of services that we commission. Asking
questions under each of the core values will put the person whether this is a patient, carer, staff
member of key partner at the centre of our thinking. The 6 C’s will support an open, transparent
and honest approach, ensuring that decisions and developments are quality driven.
Cross referencing information that we receive for decision against the 6 C’s will give the
opportunity for example to thinkCare: how does this meet our strategic plan and what we know our patients want; when
and who is best to lead on this; what Communication needs to happen about this
decision and who with, what Commitment will this take; is there the Competence what
skills does this need; Compassion: who will this affect, what is the impact, have we/does
this consider empathy, respect and dignity; Courage: will this approach allow us to do the
right thing, achieve innovation/new ways of working?
Referring to these principles in all that we do will provide an open and transparent approach that
embeds these core values enabling a person centred approach to commissioning.
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Recommended;
i)

Note the Practice Nurse Council

ii) Approve the proposal to develop a Leadership Programme for Practice nurses
iii) Agree to adopt the 6 C’s as underpinning principles for decision making
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NHS Vale Royal CCG Governing Body
REPORT TITLE

Advancing Quality Funding

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.4.4

PURPOSE OF REPORT

This paper provides the Governing Body with an update on the funding
for Advancing Quality Programme and presents information for the
Governing Body to make a decision regarding renewal of the subscription
to the Advancing Quality Programme

GOALS 2012-13












The VRCCG Governing Body are asked to:

i) note the content of the report
ii) make a decision about renewal of the subscription to the
Advancing Quality programme in 2014/15

Executive Lead:
Simon Whitehouse
Chief Officer
VISION

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

Report prepared by:
Sue Cooke
Clinical Quality Manager

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
We will embrace progress and
improve ways of working

Innovation

ACTION REQUIRED

DECISION: Approval

Yes

Assurance

Yes

EQUALITY: Impact Assessed

No

COMMUNICATION: Disclose on Website

Yes

RISKS: Issues outlined

No

RESOURCES: Issues outlined

No
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Advancing Quality Funding
REPORT TITLE

1.0

Overview Summary

Advancing Quality (AQ) is a subsidiary organisation of Advancing Quality Alliance. Since
commencement of the programme in 2008 every Primary Care Trust (PCT) in the North West of
England subscribed to the Advancing Quality programme. This subscription comes from the
patient care budget. This cost has now been transferred to Clinical Commissioning Groups
(CCG’s)
There have been discussions over the past few months in a number of forums with senior people
from CCG’s present questioning whether to continue to support Advancing Quality programmes
REPORT
1.0 Overview of Advancing Quality
Advancing Quality Alliance (AQuA), is a membership body aiming to improve the quality of healthcare in
the North West of England. As part of their ongoing quality improvement programme AQ was set up in
2008. The programmes aim is to improve the quality of patient care, promote best practice and reward
NHS Trusts who perform well through a system of financial incentives. These financial incentives are
achieved through the Commissioning for Quality and Innovation (CQUIN) schemes for each NHS Trust
and are part of the CQUIN schemes included in the NHS Standard Contract annually. Currently,
payment for each measure is 0.01% of the total contract value for each acute provider.
Originally AQ programmes focussed on five clinical areas for the acute Trusts. These were chosen
because of their strategic alignment with the North West regional programme at the time.
The five clinical areas are:
Acute Myocardial infarction
Heart failure
Heart by-pass surgery – specialist centres only
Hip and knee replacement
Pneumonia
Stroke – was added in 2010
AQ also focusses on two clinical areas for Mental Health
Psychosis
Dementia
Each one has a series of measures and outcomes monitored, recorded centrally and published in order
to assess performance and benchmark against other NHS Trusts performance.
Mental Health CQUIN schemes have not changed for the last 5 years and our mental health provider is
questioning the value for money in participating in the scheme because there are no stretch targets.
1.1 What services do AQ offer?
Contributes to the delivery of CCG Outcomes and Quality requirements
Provides on-going support to NHS Trusts
Sharing of best practice
Robust analysis of data submitted by NHS Trusts
Provides a quarterly report of benchmarking data
Offers clinical collaborative meetings
Supports CQUIN
1.2 Independent evaluation
AQ have had independent evaluations which have published in research journals in 2012/13.
1. Sutton M., (2012) Reduced Mortality with Hospital Pay Performance in England. New England
Journal of Medicine, November, 287, 1821-1828
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2. Meacock R.et al, (2013) The Cost Effectiveness of using financial incentives to improve provider
quality: A framework and application. Health Economics, July 2013
Table 3: details the findings of the research
Published results 7.5% (75,000) of all adult inpatient admissions have benefit from AQ introduction (first
18 months only)
Mortality (fewer premature deaths)
Return on Investment (Using NICE
Standards)
Health gain £
Quality adjusted life years (gained in
the North West)
Fewer bed days
Saving £

First 18 months (North West)
890 (based on 5 conditions only)
> 8 fold

Projected to 5 years (North West)
2,967
> 8 fold

£105 million
5,227

£350 million
17,423

22,802
£4.4 million

76,007
£14million

1.3 Finance
Since its inception in 2008 AQ has been financed by subscription by PCT’s in the North West. This
finance is from the patient care budget. In total the amount is £5.7m of the budget each year to develop
AQ. In 2013 subscription to AQ passed to each individual CCG. The price is based on 87p per head of
population. However in their business plan 2013/14-2016/17 AQ are aiming to decrease their
subscription in a stepped reduction to 49p per head of population by reducing their running costs. At the
end of each financial year AQ have also reimbursed a portion of excess finances to subscribers. The
subscriptions for NHS South Cheshire CCG and NHS Vale Royal CCG are demonstrated in the tables
below:
Table 1: Subscription for NHS South Cheshire CCG from 2013/14 – 2016/17
Please note: currently there are no trajectories available for population therefore calculations have been
made on 2013/2014 population
NHS South Cheshire CCG

Advancing Quality
Advancing Quality
Advancing Quality
Advancing Quality

Year
13/14
14/15
15/16
16/17

Population
170,432
170,432
170,432
170,432

Reduction Per
Person
31%
10%

Cost Per Per
head of
Population
£0.87
£0.60
£0.54
£0.49

Actual Cost
£148,276
£102,259
£92,033
£83,512

Table 2: Subscription for NHS Vale Royal CCG from 2013/14 – 2016/17
Please note: currently there are no trajectories available for population therefore calculations have been
made on 2013/2014 population
NHS Vale Royal CCG

Advancing Quality
Advancing Quality
Advancing Quality
Advancing Quality

Year
13/14
14/15
15/16
16/17

Population
97,567
97,567
97,567
97,567

Reduction Per
Person
30%
10%

Cost Per Per
head of
Population
£0.87
£0.60
£0.54
£0.49

Actual Cost
£84,883
£58,540
£52,686
£47,808
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1.4 Concerns
In 2012/13 AQ contacted all emerging CCG’s to discuss continuing subscription to AQ and what AQ
could offer. There were a number of concerns raised:
There have been no additions to the clinical areas in the past 3 years
Value for money on 87p per head of population
From design to inception it takes 2 years for a new clinical area to be implemented
Data presented is 6 months behind. Although, data is now analysed in-house
The standard of reporting – little interpretation of results
1.5 What have AQ committed in their business plan 2013/14 – 2015/16
New Developments which would improve outcomes if we continued to subscribe
Extend the advancing quality approach to deliver further quality, outcome, and productivity gains by:
Developing ‘whole systems’ programmes in at least four new conditions. These will span primary,
community, and acute care and seek to ensure all patients receive the same clinical care
wherever they are seen in the healthcare system. The first new programme is around Chronic
Obstructive Pulmonary Disease (COPD) and will be rolled out in 2014/15. Diabetes and Alcohol
related liver disease are due for initial pilots in 2014/15
Develop at least three new programmes in the acute sector. This will focus on improving the
clinical care provided for the acute admission i.e. fluid balance, sepsis management, nutrition and
hydration.
1.6 What would we lose if we did not subscribe
The enthusiasm of MCHFT in fulfilling the AQ CQUIN. MCHFT has taken a very proactive part in
AQ CQUIN. Clinicians are leading each of the clinical areas and there is a lead matron who coordinates the CQUIN.
MCHFT will not have the capacity to continue to input and analyse the data
Will lose the benchmarking data
Will not maintain a whole region improvement
There is no alternative programme to the service that Advancing Quality Provide
1.6 For Consideration
The committee is asked consider if both CCGs are receiving value for money by subscribing to
Advancing Quality now and in the future.
1.7 Recommendations
In light of the new developments and reduction in the subscription by 2016/17 detailed in the AQ
business plan the recommendation is:
For NHS Vale Royal CCG to continue to subscribe to Advancing Quality in 2014/15
To ensure both CCG’s develop closer links to AQ to influence future developments and ensure
there is value for money
1.8 For decision
The Governing Body are asked to make a decision about renewal of the subscription to the AQ
Programme in 2014/15.
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REPORTING GROUP TITLE

NHS Vale Royal Governing Body
REPO TITLEDATE/TIME

Finance Report for NHS Vale Royal CCG
2013/14
PURPOSE OF
REPORT

The purpose of this report is to provide the Governing Body with
the financial Position for Month 9; 2013/14. This report is
based on the current financial information available to the CCG
and reports the required financial targets specified by NHS
England and the CCG constitution.

AGENDA ITEM

5th February 2014
Winnington Park
Recreation Club
Northwich
CW8 4EB

Report Prepared By

Sue Lowe
Senior Finance Officer

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

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

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

GOVERNING BODY LEAD(s)

Lynda Risk
Chief Finance Officer

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
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

Prepared by Sue Lowe
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ACTION REQUIRED
RECOMMENDATIONS

The VRCCG Governing Body is asked to:
1. note the CCG is now forecasting a surplus of £3.2 million
(current control total £1.2 million), dialogue with the Area Team
(NHS England) is taking place to secure the carry forward of this
potential underspend into 2014/15; and
2. note Mid Cheshire Hospitals reported forecast over
performance of £1.2 million, (with a risk range of £0.8 million
to £1.9million) the scale of the risk range remains a risk to
the forecast surplus; and
3. note the current remaining uncommitted resources of £0.8
million (previously reported £1.9 million);and
4. note the CCG has now been issued with its allocations for
2014/15 and 15/16; and
5. note the Better Care Fund to be identified from CCG
resource in 2015/16 is £6.295 million; and
6. note the initial 5 year planning gap (financial challenge)
based on initial planning assumptions; and
7. note the summary of the initial draft Budgets for
2014/15;and
8. note the summary of the initial 2 year operational plans for
2014/15 and 15/16.

DECISION: Approval

Yes

Assurance

EQUALITY: Impact Assessed

Yes
No

COMMUNICATION: Disclose on Website

RISKS: Issues Outlined

No
Yes

RESOURCES: Issues Outlined

Prepared by Sue Lowe
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Yes

1.0 Summary
1.1 Financial Year 2013 /14
This report sets out the financial position for 2013/14, as at Month 9, for Vale Royal CCG. This
report follows the previous formal Governing Body meeting of 4th December 2013.
The CCG is now showing an increased control total which has been informally agreed with the
Area Team (£3.2m, previously £1m). The increase in the control total has been requested due to
an increased level of reserves. The increases have occurred due to the CCG response to the high
level of uncertainty in the financial environment in the NHS during the past year, with a significant
number of changes in terms of the resources available, mainly in the area of specialist
commissioning.
Due to the uncertainty the CCG delayed the implementation of a number of commissioning
intentions and other investments which has resulted in the request for an increased control total.
There are a number of risks still facing the CCG; the main risks are noted in section 2.5 below.
The highest risk to the finances of the CCG is the level of over performance within secondary care
commissioning, with the level of over performance at Mid Cheshire giving the greatest cause for
concern.
The over performance on NHS Provider Contracts and Continuing Care Services (including
Continuing Healthcare and Funded Nursing care) is supported by under spending against prescribing
due to a prescribing contingency held, other contracts and the delays in commissioning intentions.
The under spending in other contracts has resulted from the scaling down of investments in some
areas such as transitional care beds.
The legacy balances represent a possible impact on the CCG due to transactions relating to Central
and Eastern Cheshire PCT being allocated against CCG resources. The guidance on this area is still
being issued and remains a risk to the CCG.
1.2 Financial Year 2014/15
The two year allocations for 2014/15 and 2015/16 have been issued. Vale Royal CCG has received
the standard uplift for both years of 2.14% (£2.445m) and 1.7% (£1.985m) respectively.
The provider deflator has been identified as 1.7% and 1.8% respectively in 2014/15 and 2015/16.
The Better Care Fund (BCF) has been identified as £6.295m in 2015/16; these funds will be pooled
as a minimum with the Cheshire West and Chester Council to fund integrated services within the Vale
Royal area. This fund will support both the Cheshire Pioneer and Connecting Care initiatives and will
be recurrently funded from within the allocations identified. As the CCG has a planning gap in 15/16 a
decision has been taken to restrict the BCF fund commitment to £6, 295m at this stage.
Vale Royal CCG remains committed to setting challenging ambitions for future inclusions in BCF,
however, at this point operational and governance arrangements are yet to be developed where it
does not represent a significant risk to the long term plans of the CCG.
The CCG has agreed in principle with partners a number of services and their associated budgets
which will be included within the BCF. There remains a requirement on the CCG to fund a potential
shortfall caused by the transfer of funds into the pooled budget.
The ethos behind BCF is that the funding transfer provides the lever to influence service
transformation and integration.
Vale Royal CCG has proposed that the shortfall is met by commissioning services in the community
and consequently removing the equivalent urgent activity at the acute trust. Essentially, this will mean
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the joint decommissioning of acute capacity e.g. a medical ward and the re-commissioning of
additional community services, under the guidance of the Connecting Care Partnership.
The running cost allocation for all CCGs will remain consistent with the current year for 2014/5 with a
reduction of 10% in 2015/16. Due to the population size of Vale Royal and the resultant relatively high
fixed costs, the reduction of running costs may prove challenging.
A financial plan has been derived for the next two years based on initial assumptions as noted in
section 9.7 and 9.8. Within the financial planning guidance there is a significant emphasis on the
achievement of quality, innovation, prevention and productivity savings.
The overall financial gap currently being predicted before remedial action and additional validation of
assumptions is 2014/15 £5.9m and 2015/16 £7.0m. Further decisions will need to be made to
consolidate this position and deliver a financial surplus of 1% for both years.
2.0

Detailed Financial Overview 2013/14

2.1

The CCGs estimated resource at Month 9 is £117.899 million, as previously reported, including
running costs of £2.440 million (£25 per head of population).

2.2

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

2.3

Due to the stage of the year, the budget forecasts, and the amount remaining uncommitted in
the general reserve, although recognising that there are still significant risks, it is
recommended that the forecast surplus is increased by £2 million to £3.2 million. Dialogue is
taking place with the Area Team (NHS England) to secure the carry forward of any potential
increased surplus to 2014/15.

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 £1.720
million (previously reported £1.251 million). However, based on current data the forecast
position at month 9, considering the forecast (over)/underspend, results in an adjusted forecast
general reserve of £0.818 million (previously reported at 1.991 million). See table 1 below:Table 1

Forecast year position

Budgetary Shortfall (Previously reported month 7)
Specialised Commissioning Drugs(MCHT)
Therapy Services (ECT)
Continence services(ECT)
Community accommodation
University hospital North Staff contract finalisation (Vascular)

Forecast
Month 7

Forecast
Month 9

£000

£000

(1,251)

(1,251)
(250)
(500)
(100)
(75)
456
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Budgetary shortfall month 9
Forecast (overspends)/underspends month

(1251)

(1,720)

Acute & Community Contracts
Continuing Care Services
Other Contracts
Running Costs
Prescribing Savings
Delays in the Investment Programme
Release of Contingency 0.5%
Headroom 2% not invested
Release of earmarked reserves
Release of general reserve to deliver increased surplus

(1,831)
(986)
533
100
1,737
1,319
600
1,770

(2,533)
(738)
1,241
400
1,790
1,531
600
2,001
246
(2,000)

1,991

818

0

0

Adjusted uncommitted General Reserve (detail Appendix 2)
MEMO Shortfall from forecast surplus
2.5

Key financial risks are detailed in the corporate risk register and will need to be monitored closely
as we move through the remained of this year. Table 2 below summarises the entries made on the
risk register, these have been included to aid understanding of the finance report, the full risks can
be found on the corporate risk register and also within the Audit and Governance Report.
Table 2
Risk Title as per corporate Risk Register

Risk Rating

Year

Risk

allocations & top slices
public health allocation
specialised commissioning
over performance and contract settlement
financial Systems

Low
Low
medium
High
Low

2013/14
2014/15
2013/14
2013/14
2013/14

6 QIPP
continuing care back log of applications &
7 restitution

Low

2013/14

0-£1 million
0-£1 million
0- £2 million
0-£4 million
Audit risk
Reported as
delivered

Medium

2013/14

8 mental health- payment by results

Low
Medium

2014/15
2013/142014-15

Medium

2015/16

1
2
3
4
5

9 forecast surplus and control total
integration agenda within existing resource
10 2015/16

0-£1 million
future costs
value
unknown
0-£2 million
0- £6 million

2.5.1 The highest risk for the current year is contract over performance. The specialised
commissioning risk has been reduced to medium due to indications from to NHS England that
there will be no further adjustments this financial year; however no formal notification has
been received.
2.5.2 The risks of other contract settlements and in year over performance. Mid Cheshire
Hospitals is currently forecast to over perform its contract by £1.225 million. The risk
span of this over performance is considered to range between £0.8 million and £1.9
million (previously reported range between £0.7 million to £1.3 million). There is a risk of
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further overspend relating to High Cost Drugs, which are currently the Specialist
Commissioning Team’s responsibility. However, the definitions used to allocate this
responsibility are currently under review so there is a possibility that the over spend will
transfer and become the CCGs responsibility during the coming months.
2.5.3 The CCG will also need to finalise the impact of the remaining contract settlements for
Cheshire and Wirral Partnership FT, East Cheshire Trust and the University Hospital of
North Staffordshire NHS Trust and to monitor any over performance closely.
2.5.4 The CCG will be required to account for partially completed spells at the year end and is
required to reflect the figures supplied by its NHS providers. The amount at the close of the
previous year was £0.337 million; guidance is outstanding as to how this legacy amount will be
accounted for by the CCG, as this will be required to offset/reduce the new close of year
partially completed spells. This remains a risk to the CCG.
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 £117.899 million. The CCG is also required to deliver its control total of a surplus of
£1.2 million; however it is now recommended that the forecast surplus is increased to
£3.2 million. Dialogue is taking place with the Area Team (NHS England) to secure
the carry forward of any potential increased surplus to 2014/15. A summary of the
position can be seen below in table 3:Note a detailed version of this summary can be found in Appendix 3.

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 3

77,750

57,594

60,137

(2,543)

80,182

(2,432)

Total Non NHS

2,378

1,782

1,830

(48)

2,479

(101)

Other Contracts

7,215

5,411

4,506

905

5,974

1,241

Continuing Care
Services

6,449

4,837

5,378

(541)

7,187

(738)

Prescribing

17,809

13,357

12,017

1,340

16,019

1,790

2,440

1,830

1,493

337

2,040

400

2,658

2,712

-

2,712

818

1,840

116,699

87,523

85,361

2,162

Running Costs
Earmarked & other
Reserves
Total Forecast
Expenditure

114,699

2000
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Surplus Budget
Total

1,200

900

117,899

88,423

-

900

-

85,361

3,062

1,200

114,699

3,200

3.1.2 A summary CCG position, against the control total of £1 million, can be seen in Table 4
below (forecast resource £117.899 million less planned expenditure of £116.699
million). The forecast recurrent position is reduced by the release of circa £2 million of
planned non recurrent expenditure from the 2% headroom budget to support the CCG
recurrent risks.
3.1.3 The CCG will need to reintroduce the recurrent 2% headroom budget in the future
plans for 2014/15.
Table 4

Summary Illustrative underlying position

Recurrent
£000

Non
Recurrent
£000

Total
£000

Total Planned Resource
Total Planned Expenditure
Planned Surplus (Control total )
% of resource(plan)
Forecast position (based on month 7)

116,703
(113,102)
3,601
3.0%
3,674

1,196
(3,597)
(2,401)
-2%
(474)

117,899
(116,699)
1,200
1.0%
3,200

3.4%

( 0.4)%

3.0%

% of resource (forecast)

3.2 Acute & Community Contracts (NHS and Non NHS), forecast overspend £2.533 million
(previously reported £1.831 million)
3.2.1 The NHS acute and community contracts are forecast to overspend £2.432 million (previously
reported £1.736) and non NHS contracts forecast to overspend by £0.069 million (previously
reported £0.095 million). 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 9 the forecast over performance is reported at £1.225 million, this being
based on November data (previously reported at £0.960 million). Non elective admissions
continue below plan; £1.609 million (previously reported £0.930 million), however elective
admissions have continued to show an increase over performing by £2.834 million
(previously reported £1.890 million). The risk span of this over performance is considered
to range between £0.8 million and £1.9 million (previously reported between £0.7 million
and £1.3 million). There a risk of further over performance relating to high cost drugs, which
are currently the specialised commissioning team’s responsibility. However, the definitions
used to allocate this responsibility are currently under review so there is a possibility that
the over spend will transfer and become the CCGs responsibility during the coming months.
A graphical illustration of the contract and data can be seen at Appendix 1.

3.2.3 University Hospital 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. This contract adjustment is being finalised at £0.294
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million. In addition there is also significant forecast over performance £0.524 million.
3.2.4 East Cheshire Community contract has contract items to be confirmed, these include therapy
services, community accommodation and continence services and these are reflected in the
financial position as pending budget amendments.
3.2.5 Cheshire and Wirral Partnership Trust contract discussions are continuing; the impact of the
public health baseline drugs service may impact on the CCG. A financial value has been
included in the CCG financial position.
3.3 Continuing Health Services, forecast over spend £0.738 million (previously reported
£0.986)
3.3.1 The continuing care services budgets are shown in Table 5 below. The budget includes £0.181
million for restitution/provision movement this provision has been released on the assumption
that there is no new claims against the CCG this financial year. It is assumed that the CCG will
not have to reflect legacy balances this financial year in accordance with the draft guidance
issued by NHS England. However there remains a risk that claims received during the year
may need to be provided for by the CCG, even though it may relate to the predecessor
organisation. Guidance is unclear and we are waiting for more clarity from NHS England.
A more detailed analysis can be seen in Appendix 5.

Table 5

Continuing
Care
Services

Continuing
Care
Mental
Health
Funded
Nursing Care
Provision
Reserve Restitution
Total

3.4

Recurrent
Budget
£000

Year to
Date
Budget
£000

Year to Date
Expenditure
£000

Year to
Date
Variance
£000

Year
Forecast
Outturn
£000

Year
Forecast
Variance
£000

2,872

2,154

2,871

(737)

3,932

(1,060)

1,499

1,124

1,153

(29)

1,535

(36)

1,897

1,423

1,323

1,720

177

181

136

0

0

0

181

6449

4,837

5,378

(541)

7,187

(738)

100

Prescribing; forecast under spend £1.790 million (previously reported £1.737 million)

3.4.1 At month 9 the forecast outturn is £16.018 million (previously reported £16.072 million), this is
£1.790 million underspent compared to the budget of £17.809 million. Indications are that this
budget is likely to underspend 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.
The forecast for GP Practices are indicated to us by the Prescription Pricing Division (PPD) and
this report includes those forecasts. A detailed view of the prescribing budget can be seen in
Appendix 6.
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A summary can be seen in table 6 below:Table 6
Summary
of Prescribing
Budgets

GP Prescribing
Other
Prescribers
Non GP Budgets
Contingency
Total
3.5

Annual
Budget

Year
to Date
Budget

Year
to Date
Expenditure

Year
to
Date

Year
Forecast
Outturn

Year
Forecast
variance

£000

£000

£000

£000

£000

£000

11,327

11,379

(52)

15,173

(70)

119
519

105
61

158
688

140
85

15,103
298
773

224
580

1,635

1,226

17,809

13,357

12,017

1,226
1,340

16,019

1,635
1,790

Other Contracts; forecast under spend £1.241 million (previously reported £0.533 million
overspend)

3.5.1 At month 9 it is forecast that the budget will be underspent by £1.241 million (previously
reported underspent by £0.533 million). Highlights are shown below:3.5.2 The reablement budget had previously reported a £0.074 million overspend, this forecast
overspend has now turned to an underspend of £0.336 million, contributing £0.344 million to
the financial position.
3.5.3 The Readmissions budget had previously reported £0.071 million underspend, this forecast
underspend has now been increased to £0.274 million, contributing a further £0.203 million to
the financial position.
3.6.1 Headroom 2% (budget £2.401 million), forecast underspend £1.927million (previously
reported £1.696 million)
The CCG is required to identify 2% of its recurrent resource limit to spend non-recurrently.
These areas of non-recurrent expenditure are subject to the approval of NHS England. The
forecast expenditure at month 9 is £0.474 million. The reduced expenditure is as a 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 7
below.
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Table 7

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
74
474

3.7.1 Investment Programme budget £1.813 million; forecast underspend £1.531 million
(previously reported £1.319 million)
The CCG commissioning intentions can be seen at Appendix 4.
At month 9 it is recommended that delays/slippage of schemes continue to be recognised at
£1.531 million (previously reported £1.319 million), reducing the investment programme to
£0.284 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. If appropriate the schemes will be reintroduced in 2014/15.
4.0

Quality, Innovation, Productivity and Prevention 2013/14

4.1

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

4.2

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

4.3

These savings are embedded in the budgetary area of the plan, and are reported as delivered
against plan.
A summary can be seen in Table 8 below:-
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Table 8

Long Term Conditions

£000
478

Estimated
Investment
Required
£000
(478)

Urgent Care
End of Life Care
Referral Management
Prescribing
Total QIPP

235
286
279
711
1,989

(745)
(286)
(279)
(711)
(2,499)

Transformational Service
Redesign and Pathway
Changes

Estimated
Gross Savings

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

5.0 Balance Sheet (Statement of Financial Position)
5.1 The CCG balance sheet can be seen in Appendix 8.
5.2 The Balance Sheet also demonstrates the asset & liabilities that have transferred to the CCG; the
treatment of those legacy balances is subject to Treasury approval.
5.3 Although there is some clarity now in some areas e.g. trade receivables and payables now
transfer to NHS England and so there is no gain or loss on transfer, there are two main areas of
concern, being the treatment of partially completed spells and the treatment of provisions. Due to
the lack of conclusive guidance there is a financial risk, in that the resultant impact from their
discharges that may result in an impact on the Income and Expenditure Account.
6.0 Better Payment Practice Code (BPPC)
6.1 CCG is also expected to achieve the better payment practice code, this means paying all its
trade creditors within 30 days. The CCG is currently achieving 86.55% on the number of
invoices and 98.37% based on the value of the invoices. A summary can be seen in Table 9
below:Table 9

BPPC Paid
Period
Apr-13
May-13
Jun-13
Jul-13
Aug-13
Sep-13
Oct-13
Nov-13
Dec-13
Total

Invoice
Count
40
114
87
255
356
334
334
365
382
2267

Invoice
Count
(Passed)

Invoice
% Passed BPPC Am ount Am ount
(Passed)
32
113
71
207
294
297
280
325
343
1962

80.00%
99.12%
81.61%
81.18%
82.58%
88.92%
83.83%
89.04%
89.79%
86.55%

6,507,054
6,806,551
7,566,459
7,562,310
7,196,518
7,693,117
7,881,124
7,606,530
8,485,231
67,304,894

6,492,034
6,800,516
7,481,277
7,362,368
7,124,445
7,605,182
7,427,608
7,500,057
8,414,733
66,208,220

% Am ount
Passed
99.77%
99.91%
98.87%
97.36%
99.00%
98.86%
94.25%
98.60%
99.17%
98.37%
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7.0 Cash limit
The CCG will be required to operate within its cash limit. An initial cash limit had been issued by the
Department of Health, however this has been withdrawn and replaced by CCGs own plans. The
planning assumption is that cash matches the resource limit, adjusted for working balances. It is
anticipated that next year will see a more formal cash limit.
The detail can be seen on Appendix 8.
8.0 Risk Management
The CCG will need to plan appropriately to manage in year financial risk. Table 10 below shows
a range of scenario forecast out turns; these will continue to be refined as the year draws to a
close. The CCG will need to manage these risks to deliver the forecast surplus.
A more detailed assessment of risks can be seen on the Audit & Governance Report. Financial
risks are included in the corporate risk register.
Table 10
Worst

Probable

£000
(3,540)

£000
(2,533)

1,000

1,241

(1200)

(738)

(600)

(738)

Prescribing

1500

1,790

1,900

1,790

Running Costs

400

400

500

400

1,840
1,200

1,840
1,200

2,600
1,200

1,840
1,200

4,900

3,200
1,200

Summary Plan Position
Total NHS & Non NHS Provider
Other Contracts & Health Care at
Home, Learning disabilities
Continuing care services

Other corporate costs and
earmarked
Control total reserve
Allocations
Total scenario surplus(deficit)
Surplus -Control Total

1,200

3,200
1,200

Best
£000
(2,000)
1,300

Month 9
Forecast
£000
(2,533)
1,241

9.0 Planning forward update - 5 year plan
9.1 The CCG will be required to produce a 5 year financial plan over the coming months. This plan will
have to integrate the new allocation formula, the integration agenda, and the £30 billion savings
target. The CCG planning must also reflect the wider strategic planning with Trusts and local
government within the planning unit” within which the CCG sits.
9.2 The key dates for planning have now been issued by NHS England and are shown in Table 11
below:
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Key dates – NHS England
Table 11
Planning Units received from CCGs
Final guidance, templates and tools issued
Allocations issued
1st Submission
Contracts signed
Refresh of plan post contract sign off
Dispute resolution for 2014/15 with NHS TDA
Plans approved by Boards
Submission of final 2 year plans and draft 5
year
Submission of final 5 year plans
Years 1 & 2 of the 5 year plan will be fixed per
the final plan submitted on 4 April 2014

12 November 2013
w/c 16 December 2013
w/c 16 December 2013
14 February 2014
28 February 2014
5 March 2014
From 5 March 2014
31 March 2014
4 April 2014
20 June 2014

9.3 2013/14 and 2015/16 Allocations
9.3.1 A new allocation formula is being introduced in 2014/15 that is weighted 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). However only a small element of this has been reflected in
the new allocations, as nationally it is recognised that a pace of change is required. It is against
this background that the CCG is producing its 2014/15 & 2015/16 operational plan.
The CCG has received notification of a two year allocation, and a summary is shown in table
12 below:Table 12

Resource
Allocation (Programme)
Growth
Sub total
Population(Registered)
Per Head of population
Target Allocation per Head
Distance from target
Other planned resource
Running Costs
Return of Surplus 13/14

2013/14
£000
111,564
2,699
114,263
102,496
1.115

2014/15
£000
114,263
2,445
116,708
102,797
1.135
1.172
0.037

2015/16
£000
116,708
1,985
118,693
103,088
1.151
1.186
0.035

2,440
1,200

2,196
1,200
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9.4

Integration Transformational Agenda (Better Care Fund)

9.4.1 The Department for communities and Local Government and the Department of Health will
pool £3.8 billion of funds for investment in the integration of health and social care in
England. £3.4 billion is expected to come from CCG budgets and so will require substantial
savings to be made. In order to achieve the full year financial impact of any savings in
2015/16 the CCG will need to begin the implementation of plans in 2014/15.
The total Better Care Fund to be identified by the CCG is £6.295 million.
9.4.2 Table 13 below shows the likely impact for the CCG in 2014/15 and 2015/16.
Table 13

Integration Transformational Change
0.9 bn already transfered to fund social
care in 2013/14 (via NHS England 14/15)
an additional 0.2bn in social care from
within commissioner resources in 2014/15
(via NHS England 14/15)
0.4 bn of capital grants currently
administered by the DH and other
government departments
a) 0.3 bn - reablement
b) 0.1bn carer breaks
an additional investment from ccg budgets
of £1.9bn.
Total

National 3.8bn
£billion

2014/15 2015/16
£000
£000

0.9

1.7

0.2

0.3

0.4
0.3
0.1

0.6
0.1

0.6
0.1

1.9
3.8

0.7

3.6
6.3

9.4.3 The funding is expected to formally sit with the local authorities but will be overseen by the
Health and Well Being Boards via NHS England. The Health and Well Being Boards will be
responsible for coordinating the development of plans to invest the funding. The plans will
also need to be signed off by the CCGs and local authorities before funding can be
released.
9.5

Quality Innovation Productivity and Prevention (QIPP) Outlook

9.5.1

In 2009/10 nationally, it was recognised that the NHS would be required to save £20 billion by
2014/15 in order to fund price and demand pressures. It has been further recognised that the NHS
savings required in the four years from 2015/16 to 2018/19 will be a further £30 billion i.e. a
total NHS savings requirement of £50 billion over a period of 8 year.
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9.5.2 The potential challenge to the CCG’s local economy can be seen in table 14 below:Table 14

Scale of challenge
2013/14
2014/15
2015/16
2016/17
2017/18
2018/19
Total

Provider
CCG Estimated Total
price
Planning
Planning
efficiency 4% Shortfall
Shortfall
£million
£million
£million
3
2
5
3
6
9
3
8
11
3
4
7
4
4
8
4
4
8
20
28
48

9.5.3 This financial challenge will be considered as part of the planning process. As part of this planning
process the CCG and will introduce/continue with its QIPP schemes from 2013/14, these will be
delivered via the CCG programme work streams (Starting Well, Living Well and Aging Well). The
CCG will also consider the level of its provider contracts and the used of its reserves and nonrecurrent headroom to enable change and to manage risk.
9.5.4 The CCG will, through the implementation of the integration plans, need to ensure that the correct
adjustments are made in 2015/16 to the CCG budgets via the provider contracts and other areas of
spend.
9.6. Planning Assumptions
9.6.1 The core financial planning assumptions for direct commissioning are set out in table 15 and
Table 15 below:Table 15
Table of Assumptions
allocation uplift
secondary care health cost inflation
provider sector efficiency
tariff uplift

2014/15 2015/16 2016/17 2017/18 2018/19
2.14%
1.7%
1.8%
1.7%
1.7%
-2.3%
-2.2%
-3.0%
-3.4%
-3.4%
4.0%
4.0%
4.0%
4.0%
4.0%
1.7%
1.8%
1.0%
0.6%
0.6%
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Table 16
Direct commissioning excluding public health
Demographic growth

Primary care: Local determination based on
resident population in line with crude population
projections.
Other: Local determination using age profiled
population projections for population covered by
Area Teams.

Non-demographic growth

Local determination based on historic analysis
and evidence.

Tariff changes

See above.

Primary care cost increase

To be confirmed.

Business rules

2014/15
•
•
•

Public health
Demographic
growth

Business rules

2015/16-2018/19

Minimum 0.5%
•
contingency
1% cumulative
•
surplus carry
forward
2.5% non-recurrent •
spend

Minimum 0.5%
contingency
1% cumulative
surplus carry
forward
2% non-recurrent
spend

Local determination using age profiled population projections for
population covered by Area Teams.
•
•
•
•

Minimum 0.5% contingency
0% cumulative surplus carry forward
0% underlying surplus
0% non-recurrent spend

9.7 Initial high level financial budgets 2014/15
9.7.1. The initial draft budgets are summaried in Table 17 below. The budgets are based on a series of
assumptions and high level data. The plan will be refined over the coming weeks and will be
delivered in line with the planning timetable.
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Table 17

Planned Expenditure 14/15

Non
Recurrent recurrent Total
£000
£000
£000

NHS and non NHS contracts
NHS contracts base contract (out turn month 9 less Tariff d
Non NHS contracts
contract reserve based on 3% growth and 1% reserve
Prescribing
Continuing Care Services
Other Contracts, including Heath Care at Home and Learning D
Running Costs
Earmarked(expected topslices)
Earmarked 1% surplus
Sub total planned expenditure
Reserves not yet distributed
Commissioning intentions 14/15 and roll forwards 13/14
Contingency 0.5%
Headroom 2.5%
sub total reserves not yet distributed
Total before action to address planning Gap
Pending actions to ultilise reserves to manage change and
risk and savings plan
Total initial budget equivalent to initial resource

78,062
2,479
4,600
17,175
8,068
5,971
2,440

246
1,200
2,216

78,832
2,479
4,600
17,175
8,068
5,971
2,440
246
1,200
121,011

2,452
600
3,000
6,052
124,847

(770)
(770)
1,446

2,452
600
2,230
5,282
126,293

(5,699)
119,148

(246)
1,200

(5,945)
120,348

118,795

770

9.8 Financial Plan 2014/15 and 2015/16
9.8.1. The initial draft 2 year operational plan is summarised in Table 18 below. The Plan is based on a
series of assumptions and high level data. The plan will be refined over the coming weeks and will
be delivered in line with the planning timetable. Note the initial plan does not yet include the increase
in the return of the surplus from 13/14 over 1%.
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Table 18
Initial Plan 2014/15
Summary of initial 2 year plan
Planned Resource
Allocations
Growth
Return of surplus from previous year
Better Care Fund Resource to Council Via NHS England 14/15
Total Resource
Expenditure budgets
Integration Agenda (Earmarked for better Care Fund)
Planning Gap
Net Expenditure
Planned Surplus

Initial Plan 2015/16

Non
Recurrent recurrent Total
£000
£000
£000

%

2.1%
1.0%
3.1%

-5.5%
1%

116,703
2,445

116,703
2,445
1,200
1,200

119,148

1,200 120,348

124,847

246 125,093

(5,699)
119,148
0

(246) (5,945)
0 119,148
1,200
1,200

Non
Recurrent recurrent Total
£000
£000
£000

%

1.7%
1.0%
1.5%
4.2%

5.0%
-6.0%
1%

118,904
1,985
2,030
122,919

118,904
1,985
1,200
1,200
2,030
1,200 124,119

123,636
6,295
(7,012)
122,919
0

0 123,636
6,295
(20) (7,032)
(20) 122,899
1,220
1,220

10.0 Recommendations
10.1 That the Governing body note the CCG is now forecasting a surplus of £3.2 million (current
control total £1.2 million), dialogue with the Area Team (NHS England) is taking place to secure
the carry forward of this potential underspend into 2014/15; and
10.2 That the Governing Body notes Mid Cheshire Hospitals reported forecast over performance of
£1.2 million, (with a risk range of £0.8 million to £1.9million) the scale of the risk range remains
a risk to the forecast surplus; and
10.3 That the Governing Body notes the current remaining uncommitted resources of £0.8 million
(previously reported £1.9 million; and
10.4. That the Governing Body notes the CCG has now been issued with its allocations for 2014/15
and 15/16; and
10.5 That the Governing Body note the Better Care Fund to be identified from CCG resource, for the
integration agenda, in 2015/16 is £6.295 million; and
10.6 That the Governing Body note the initial 5 year planning gap (financial challenge) based on
initial planning assumptions; and
10.7 That the Governing Body notes the initial draft Budgets for 2014/15; and
10.8 That the Governing Body notes the summary of the initial 2 year financial plans for 2014/15 and
15/16.

Lynda Risk
Chief Finance Officer
5th February 2014
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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
Accident & Emergency Attendances
Direct Access
Elective
High Cost Drugs
Maternity
Non Elective
Other
Outpatient - First Attendance
Outpatient - Follow Up Attendance
Outpatient Procedures
Unbundled Radiology
Total

Full Year
Plan Activity
000's
31
638
9
1
18
11
5
18
36
6
8
780

Penalties
Application of contract Penalties (month 8)

Full Year
Mth 8 Actual
Plan
£'000s
£'000s
2,435
2,140
1,770
1,314
7,993
5,651
271
287
3,711
2,684
15,826
9,468
6,320
4,169
2,633
1,904
3,573
2,671
1,078
871
706
620
46,317
31,779

Forecast
£'000s
3,221
1,952
8,394
445
4,011
14,217
6,287
2,829
3,963
1,293
930
47,542

Forecast
(over) under
spend £'000s
(785)
(182)
(400)
(174)
(300)
1,609
33
(195)
(391)
(216)
(224)
(1,225)

Total
£'000s
73
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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 Estimate
Total General Reserve adjusted budget
–month 4
MCHT Contract alignment
Removal or Rehab from SSOTO Contract
Total General Reserve adjusted budget
–month 5
Month 6 adjustments
Specialised commissioning mth 6
allocation adjustment
Surplus re 2012/13 further adj to b/fwd
surplus
Total General Reserve adjusted budget
–month 6 & 7
Specialised Commissioning Drugs
Therapy Services Contract (ECT)
Community accomodation(ECT)
Continence Service(ECT)
Potential adjustment to increase forecast
surplus
Total General Reserve Shortfall Month 8
University Hospital North Staffs
finalisation(vascular)
Potential adjustment to increase forecast
surplus
Total General Reserve Shortfall Month 9
Forecast corrective actions
Investment programme Slippage
2% Headroom
Earmarked Reserves
Potential adjustment to increase forecast
surplus
sub total corrective actions
Total adjusted general reserve Month 9

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
(796)

(16)
64
(167)

(292)

(1,088)

(963)

(292)
4

4

(163)

(1,251)

(250)

(250)
(500)
(75)
(100)

(2,000)

(2,000)

(2,413)

(4,176)

(500)
(75)
(100)

(1,763)

(1,011)

456

456
2,000

2,000

(1,307)

(413)

(1,720)

1,252
2,001

279

3,253
1,946

246

1,531
2,001
246

(2,000)

(2,000)

(1,475)
(1,888)

1,778
58

Forecast (overspends)/underspends
Acute and Community Contracts
Other Contracts
Continuing Care Services
Prescribing
running costs
Contingency
Total Forecast(Overspends)/underspends
Adjusted general reserve mth 9
(overspend/underspend)

(2,533)
1,422
(919)
1,790
400
600

(2,533)
1,422
(919)
1,790
400
600

360

400

760

2,306

(1,488)

818
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Appendix 3
Summary of all Budgets

Non Rec

Total Plan

Movem ent

Budget Heading

£000

£000

£000

£000

£000

Allocation

Baseline - confirmed

Allocation

Base Line Running Cost Allowance

Allocation

Baseline - pending - oral surgery
Baseline - pending - 1% PCT Surplus
Specialised Commissioning CWW
Non Elective Thresold (non Recurrent )
Exempt Overseas (Non recurrent)
Baseline adjustments
National Enhanced Services Trf to CCG from NHS E
Minor ailment Scheme Trf to CCG from NHS E
Specialised Commissioning CWW Rebasing month 4

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

Type

Allocation
Allocation
Pending
Pending
Allocation
Allocation
Allocation
Allocation

Workstream

Rec

Revised
Budget

0
0
1,196
0
0
(477)

68
9
(852)

117,180

719

120,033
2,440
0
1,196
(4,518)
0
0
(477)
68
9
(852)

0
0
0
0
0
0
0
0
0
0
0

120,033
2,440
0
1,196
(4,518)
0
0
(477)
68
9
(852)

117,899

0

117,899

Year to Date
Budget

£000

Year to To
Year to Date
Date Variance
Actual

£000

£000

Year
Forecast
Outurn

£000

120,033
2,440
0
1,196
(4,518)
0
0
(477)
68
9
(852)

0

0

0

117,899

330

331

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

SW

British Pregnancy Advisory Service (BPAS)

24

0

24

0

24

18

41

(23)

55

(31)

Non NHS

LW

Hospice - St Lukes

213

0

213

0

213

160

160

0

213

0

Amber

Non NHS

LW

Former PBC Schemes

207

0

207

0

207

154

234

(80)

345

(138)

Non NHS

LW

Spire Cheshire

592

0

592

0

592

444

644

(200)

857

(265)

Red

Non NHS

LW

BMI South Cheshire

646

0

646

0

646

484

536

(51)

714

(68)

Amber

Non NHS

LW

Bespoke Care Panel (BCP)

272

0

272

0

272

204

97

107

136

136

Non NHS

AW

Eye Care Services

115

0

115

0

115

86

50

36

67

48

Non NHS

LW

Patient Transport Services(SRCL)

90

0

90

0

90

67

68

(1)

92

(2)

Non NHS

LW

Trauma Centre(Earmarked)

Non NHS

LW

HV Family Nurse Practioners(earmarked)

Green
Red

Green
Green
Amber

71

0

71

0

71

53

0

53

0

71

Green

148

0

148

0

148

111

0

111

0

148

Green

Total Non NHS Contracts

2,378

0

2,378

0

2,378

1,782

1,830

(48)

2,479

(101)

LA

Corp

LD Pool

2,800

0

2,800

0

2,800

2,100

2,100

(0)

2,800

0

Green

LA

AW

Grants

600

0

600

0

600

450

442

8

628

(28)

Amber

LA

AW

Joint Equipment

127

0

127

0

127

95

113

(18)

151

(24)

Amber

3,527

0

3,527

0

3,527

2,645

2,655

(9)

3,579

(52)

Total LA Contracts
NHS/LA

AW

Reablement

655

25

680

0

680

510

235

275

336

344

Green

NHS

AW

Readmissions

274

0

274

0

274

205

0

205

0

274

Green

Total Ring-Fenced Budget

929

25

954

0

954

715

235

481

336

618
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Type

Budget Heading

Non NHS

Healthcare at Home

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

761

0

761

0

761

571

359

212

479

282

Non NHS

Corp

CITC

4,371

0

4,371

0

4,371

3,278

4,055

(776)

5,467

(1,096)

Green

Non NHS

Corp

NHS Funded Care

1,897

0

1,897

0

1,897

1,423

1,323

99

1,720

177

Green

Non NHS

Corp

Prescribing

Green

Red

17,785

24

17,809

0

17,809

13,357

12,017

1,340

16,019

1,790

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

678

0

678

0

678

508

650

(141)

783

(105)

0

43

43

0

43

32

39

(7)

43

0

Green

187

0

187

0

187

140

74

66

95

92

Green

Non NHS

LES/LeQof

783

70

853

0

853

639

430

209

574

279

Green

Non NHS

Corp

Red

Non NHS

Corp

Provisions

181

0

181

0

181

136

0

136

0

181

Green

Non NHS

Corp

Depreciation & Cost of Capital

212

0

212

0

212

160

64

96

85

127

Green

26,855

137

26,992

0

26,992

20,245

19,011

1,234

25,265

1,727

109,919

724

110,643

958

111,601

82,981

83,867

(886)

111,841

(240)

1,200
600
2,401

0
0
(2,401)
2,001
279

1,200
600
0
2,001
1,531
2,440

0

1,200

900

900

3,200

(2,000)

0

600

450

450

0

600

Green

Total Other Contracts

Sub Totals
Reserve

Corp

1% Recurrent Surplus Reserve

Reserve

Corp

0.5% Risk Reserve

Reserve

Corp

2% Headroom Reserve

Reserve

Corp

2% Headroom Reserve

CIDS Reserve
Running CoCorp Running Costs
Reserve

Corp

Sub Total
Total CCG Budget
Reserve

Corp

Reserve

Corp

Reserves (Uncommitted)
Reserves (Earmarked )
Total CCG Budget

1,252
2,440

0

0

0

0

0

0

Green

0

2,001

1,500

1,500

0

2,001

Green

0

1,531

1,148

1,148

0

1,531

Green

0

2,440

1,830

1,493

337

2,040

400

Green

7,893

(121)

7,772

0

7,772

5,828

1,493

4,335

5,240

2,532

117,812

603

118,415

958

119,373

88,810

85,360

3,449

117,081

2,292

(632)

(130)
246

(762)
246

(958)

(1,720)

(571)

0

(571)

818

(2,538)

0

246

185

0

185

0

246

719

117,899

0

117,899

88,424

85,360

3,063

117,899

0

117,180

Red

333

Red
Green

£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)
(10)

0

12

Stroke Rehabilitation
Stroke Rehabilitation Set Up

288

Community Therapies

160

160

(160)

14

14

(14)

20

(20)

520

(500)

20
25

Domestic violence advice

(144)
10

24/7 urgent care services
Extended practice teams

2
520

Altogether Better

250

250

(225)

End of Life Support

40

40

(40)

4

4

(4)

24

24

(24)

16

16

(16)

24

24

-

10

10

(10)

346

1,814

Cancer support Macmillan
Cancer additional oncology
Cancer end of life
Inhaler technique
Self-Care/Self-Management
Total Planned Expenditure

1,468

(1,530)

-

24

284

334

Appendix 5
Continuing Health Services
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Appendix 6

HS Vale Royal CCG Prescribing Budget - 2013/14

Month

9

% Variance
In Month

% Variance
YTD

Practices PPD

Annual
Budget

Budget
YTD

Expenditure
YTD Inc
Accrual

FOT

Variance YTD

DANEBRIDGE MEDICAL CENTRE
FIRDALE MEDICAL CENTRE
HIGH STREET PRACTICE WINSFORD
LAUNCESTON CLOSE SURGERY
MIDDLEWICH ROAD SURGERY
OAKWOOD MEDICAL CENTRE
SWANLOW MEDICAL CENTRE
THE WEAVER VALE SURGERY
THE WEAVERHAM SURGERY
WATLING STREET SURGERY
WILLOW WOOD SURGERY
WITTON STREET SURGERY
DISPENSING DOCTORS

3,429,185
1,131,271
652,392
596,343
902,116
1,140,850
1,535,739
1,428,919
1,245,806
1,107,718
731,968
1,044,116
157,000

2,571,889
848,453
489,294
447,257
676,587
855,638
1,151,804
1,071,689
934,355
830,789
548,976
783,087
117,750

2,463,656
826,764
455,049
463,325
687,701
837,958
1,161,951
1,156,344
935,772
764,068
571,276
779,833
275,853

108,233
21,689
34,245
(16,067)
(11,114)
17,680
(10,146)
(84,655)
(1,417)
66,721
(22,300)
3,254
(158,103)

4.21%
2.56%
7.00%
(3.59%)
(1.64%)
2.07%
(0.88%)
(7.90%)
(0.15%)
8.03%
(4.06%)
0.42%
(134.27%)

3,371,022
1,141,102
617,791
629,443
934,503
1,138,938
1,576,985
1,578,974
1,269,220
1,070,439
776,187
1,068,127
0

15,103,423

11,327,567

11,379,548

(51,980)

(0.46%)

15,172,731

58,163
(9,831)
34,601
(33,100)
(32,387)
1,912
(41,246)
(150,055)
(23,414)
37,279
(44,219)
(24,011)
157,000
0
(69,308)

Annual
Budget

Budget
YTD

Expenditure
YTD Inc
Accrual

55,000
0
0
40,000
178,000

38,870
(38,870)

25,000
298,000

41,250
0
0
30,000
133,500
0
18,750
223,500

15,401,423

Vale Royal CCG

Overspend greater than 1%

Amber

Under spend

Green

DAT DRUGS SERVICE VALE ROYAL-NORTHWICH
DAT- LOCAL AUTHORITY INCOME FOR DRUGS
DAT- FP10 INCOME FOR DRUGS
INTERMEDIATE CARE
ECT COMMUNITY NURSE PRESCRIBING NMP'S
ST LUKES HOSPICE
URGENT CARE CENTRE
TOTAL
Total PPD

1.70%
(0.87%)
5.30%
(5.55%)
(3.59%)
0.17%
(2.69%)
(10.50%)
(1.88%)
3.37%
(6.04%)
(2.30%)
100.00%
(0.46%)

Red

Overspend less than 1%

Other Prescriber

Variance in
Month

% Variance
In Month
Variance in
Month

% Variance
YTD
FOT

Variance YTD

33.50%
46.86%

51,827
(51,753)
0
36,515
100,000
5,215
16,626
158,430

3,173
51,753
0
3,485
78,000
(5,215)
8,374
139,570

33.50%
46.84%

0.46%

15,331,161

70,262

0.46%

5.77%

27,386
75,000
3,911
12,470
118,767

2,380
38,870
0
2,614
58,500
(3,911)
6,281
104,733

8.71%
43.82%

11,551,067

11,498,315

52,752

Variance in
Month

5.77%

8.71%
43.82%

% Variance
In Month

% Variance
YTD

CCG Other

Annual
Budget

Budget
YTD

Expenditure
YTD Inc
Accrual

FOT

Variance YTD

OXYGEN
NON GP PRACTICES
PRACTICES OUTSIDE AREA
DRUGS RETAINED CENTRALLY
ST LUKES LYMPHEDEMA SERVICE
SCRIPTSWITCH
COMMUNITY PHARMACY (Inhaler Technique murs)
MINOR AILMENTS
CONTINGENCY

244,000
18,000
9,000
382,000
30,000
60,000
21,000
9,000
1,634,577

183,000
13,500
6,750
286,500
22,500
45,000
15,750
6,750
1,225,933

94,355
0
0
344,950
22,500
33,750
15,750
6,750
0

88,645
13,500
6,750
(58,450)
0
11,250
(0)
(0)
1,225,933

48.44%
100.00%
100.00%
(20.40%)
0.00%
25.00%
(0.00%)
(0.00%)
100.00%

144,000
0
0
450,000
30,000
45,000
10,000
9,000
0

40.98%
100.00%
100.00%
(17.80%)
0.00%
25.00%
52.38%
0.00%
100.00%

TOTAL

2,407,577

1,805,683

518,055

1,287,628

71.31%

688,000

100,000
18,000
9,000
(68,000)
0
15,000
11,000
0
1,634,577
0
1,719,577

17,809,000

13,356,750

12,016,370

1,340,380

10.04%

16,019,161

1,789,839

10.05%

Total Vale Royal Prescribing

71.42%
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Appendix 7

NHS Vale Royal CCG Statement of Financial Position (Balance Sheet)
Opening Balances
NHS
England
Legacy
Legacy opening
Movement hold for
balances
this year
in year
only
01 April 2013

0

Year to Date

Year end
Forecast

31 December 2013

31 March 2014

PPE

0

Accumulated Depreciation

0

Net PPE

0

Intangible Assets

0

Intangible Assets Depreciation

0

Net Intangible Assets

0

Investment Property

0

Non-Current Assets Held for Sale

0

Non-Current Financial Assets

0

Other Receivables Non-Current

0

Total Other Non-Current Assets

0

Current Year CCG

0 Non-Current Assets
Cash
Accounts Receivable (see note 1 below )

0

0

0

0

153

6

1,328

500

Inventory

0

Investments

0

Other Current Assets

0

0
0

0
0

0 Current Assets
0 TOTAL ASSETS

1,481
1,481

506
506

(337)

0

0 Trade & Payables (see note 2 below )

(9,528)

(5,000)

(656)

(144)

0

0

800 Provisions (see note 3 below )
Short Term Borrow ing

(993)

(144)

800 Current Liabilities

0

(9,528)

(5,000)

Non-Current Payables

0

Provisions

0
0

(993)

(144)

(993)

(144)

Long Term Liabilities
800 total Assets Employed
800 General Fund (see Note 4 below )

0
(8,048)

0
(4,494)

(11,110)

(7,694)

Revaluation Reserve

0

Donated Assets Reserve
Government Grants Reserve

0

Other Reserves
Retained Earnings In Year

(993)

(144)

800 Total Taxpayers Equity

0
3,062

3,200

(8,048)

(4,494)
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Note 1 Accounts Receivables
Legacy opening
balances

Legacy
Movement
in year

NHS
England
hold for
this year
only

01 April 2013
NHS Receivables

Year to Date

Year end
Forecast

30 September 2013

31 March 2014

256

Non NHS Receivables and A ccrued Income
Non NHS Prepayments and A ccrued Income

100

99

50

972

350

Provision f or the impairment of receivables

0

VAT

0

Other receivables

0

0

1,328

500

0

0

0

0 Current Assets

Note 2 Trade and Payables
Legacy opening
balances

Legacy
Movement
in year

NHS
England
hold for
this year
only

01 April 2013
NHS payables - revenue

Year to Date

Year end
Forecast

31 December 2013

31 March 2014

(3,502)

NHS accruals and def erred income
Family Health Services (FHS) payables
Non-NHS payables - revenue
Non-NHS accruals and def erred income
Social security costs

(2,471)

(337)

0

(337)

0

0

(2,667)

(928)
(2,575)

(1,333)

(20)

VAT
Tax

(663)

0

0
(32)

Payments received on account

0

Other

0

Oher- Partially completed spells legacy
Opening Balance
Oher- Partially completed spells legacy
Transf erred

0 Current Liabilities

(337)

(9,528)

(5,000)

Note 3 Provisions
Legacy opening
balances

Legacy
Movement
in year

NHS
England
hold for
this year
only

01 April 2013
(556)

556

(100)

Year to Date

Year end
Forecast

30 September 2013

31 March 2014

General provision (back log claims) Bf w d
legacy

100 Individual Claims B/Fw d legacy
(568)

568 New Provisions - legacy
New Provisions - Individual CCG claims

92

(92) Payments in Y ear Legacy
Payments in Y ear new ccg claims

332

(332) Reversed unused legacy
Net legacy eastimated provision transf er

(656)

(144)

800 Provisions

0

0

Note 4 General Fund
Legacy opening
balances
01 April 2013
(993)

Year to Date

Year end
Forecast

30 September 2013

31 March 2014

656 Legacy Opening A ssets & Liabilities
Legacy payments & Receipts(via PCT Books)
(144)

144 Legacy Changes in Provisions
Legacy additional Invoices(via PCT books)
Forecast payments via x24
0 Forecast Transf er to CCG Books
legacy risk of Write of f Gain (Loss) to
Reserves

(993)

(144)

800 Sub Total Legacy

0

Legacy payments & Receipts(via PCT Books)
Cash Draw n f orecast
Prescribing PPA cash adjustment

(993)

(144)

68,100

96,872

9,213

13,333

Resource Lmit

(88,423)

(117,899)

Surplus 13/14

3,062

3,200

(8,048)

(4,494)

800 Total Tax Payer Equity
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Cash Management – Vale Royal CCG
Monthly Cash Drawdown

12,000
10,000

£000's

8,000
6,000

Planned
Actual

4,000
2,000
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Cumulative Cash Drawdown

120,000
100,000

£000's

80,000
Planned

60,000

Actual

40,000
20,000
0
Apr May

Narrative here

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Monthly Cash Drawdown
Period
Planned Actual
Apr
9,000
9,000
May
9,000
7,009
Jun
9,000
7,777
Jul
9,000
8,359
Aug
9,000
8,473
Sep
10,000
9,058
Oct
9,000
8,994
Nov
9,000
8,985
Dec
9,000
9,658
Jan
9,000
Feb
9,000
Mar
10,000
Cumulative Cash Drawdown
Period
Planned Actual
Apr
9,000
9,000
May
18,000
16,009
Jun
27,000
23,786
Jul
36,000
32,145
Aug
45,000
40,617
Sep
55,000
49,675
Oct
64,000
58,670
Nov
73,000
67,655
Dec
82,000
77,313
Jan
91,000
Feb
100,000
Mar
110,000
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REPORT
Reporting Period 2013-14
REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body
REPORT TITLE

Minutes of Statutory Meetings

DATE/TIME

AGENDA ITEM

5 February 2014
1400-1700

6.6

PURPOSE OF REPORT

This paper provides the Governing Body with the following minutes to
note:
Governance and Audit Committee 28 November 2013
Clinical Commissioning Executive 14 November 2013
Clinical Commissioning Executive 12 December 2013.

Executive Lead:
Tracy Parker-Priest, Director of
Partnerships and Governance

GOALS 2012-13












VISION

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 following
minutes:
Governance and Audit Committee 28 November 2013
Clinical Commissioning Executive 14 November 2013
Clinical Commissioning Executive 12 December 2013.

Reports prepared by:
Sue Nixon
Administrator

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

Prepared by: Sue Nixon
NHS Vale Royal CCG: 2014-02-06
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MINUTES
Reporting Period 2013-14
REPORTING GROUP

NHS Vale Royal CCG Governance & Audit

DATE/TIME

MEETING No

26 November 2013
1300-1500

6

MEMBERSHIP
Present

Name

Organisation


×



Paul Basnett
Lisa Carr
Linda Elliott
Suzanne Horrill

Grant Thornton
NHS SCCCG/VRCCG
MIAA
NHS Vale Royal CCG



Tracy Parker-Priest

NHS Vale Royal CCG


Lynda Risk
Periodic Attendees
×
Roger Causer
×
Matthew Elcock

Suzanne Crutchley
n/a
Dr. Jonathan Griffiths
n/a
Simon Whitehouse
Minute Taker

Sue Nixon

Committee
Quorum

Membership Category

NHS SCCCG/VRCCG

External Auditor
Performance & Risk Manager
Internal Auditor
Lay Member – Audit
Governance & Partnership
Director (SIRO)
Chief Finance Officer

A meeting will be
quorate if one Lay
Member and two
representatives from
the Clinical/Executive
membership are
present.

MIAA
MIAA
CWW CSU
NHS VRCCG
NHS SCCCG/VRCCG

Counter Fraud (NHS Protect)
LCFS
Information Governance
South Cheshire CCG Chair
Chief Officer

Periodic Attendee
Periodic Attendee
Periodic Attendee
Annual Attendee
Annual Attendee

NHS SC & VR CCGs

Administrator

Ref

Discussion & Action Points
Apologies For Absence
6.1.1 Apologies were received from Lisa Carr.
Declarations of Interest
There were no new declarations of interests.

6.1.3 Minutes of Meeting held on 24 September 2013 and Action Log
The minutes of NHS Vale Royal CCG’s Governance and Audit Committee held on 29 October
2013 were agreed as a correct record with the following amendment:
52 – Governing Body Workshop on risk Management. SH should read SN
Inaccuracies were noted on the Action Log within the agenda and it was decided to disregard
and refer to the minutes only:
It was Agreed:
Action Log 22 – Risk Management Strategy was not presented to the
Operational Meeting on 5 November. Agreed to present at future meeting –
date not specified.
Action Log 41 – LC to provide TPP with list of updated policies. Not received
LR will follow up with LC.

Who

When

LR
LR

Prepared By: Sue Nixon
NHS Vale Royal CCG Governance & Audit Committee 2012-11-26 – Minutes of Meeting
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Action Log 48 – completed. Dates of future meetings notified to members.
Action Log 49 – Position statement to achieve requirements of the IG Toolkit –
included in agenda.
Action Log 50 – a report had been received from the CSU but the information
was still not accurate. LR agreed to meet with Phil Meakin to ensure the data
is up to date and will feedback at next Governance and Audit Committee
meeting.
Action Log 52 – Governing Body Workshop on Risk Management to be
arranged in new year. Action outstanding.
Action Log 53 – Delivery of Annual Objectives report included in the agenda.
Action Log 55 – Exception Report on CSU risk not included in the agenda but
will be provided for the next Governance and Audit Committee meeting.
Action Log 61 – the personal health budgets extension of the pilot being rolled
out national from April 2014 has been identified as a potential risk at the
monthly Continuing Healthcare meetings. A report will be received within the
next two weeks and an update provided for the next Governance and Audit
Committee.

SN

LR
TPP

Matters Arising:
5.2.2 Risk Management – Corporate Risk Register October 2013
Vascular Services
At the previous Governance and Audit Committee a possible risk was
discussed concerning vascular service changes due to the relocation of
services to University Hospital of North Staffordshire NHS Trust from Mid
Cheshire Hospitals NHS Trust (MCHfT).
A verbal summary was given on the current situation. The risk detailed on the
Corporate Risk Register did not reflect the situation correctly and should be
amended. There is currently a Working Group addressing the issue of patients
being transferred back to the locality. There needs to be improved
communication between community services and the local authority. The
Working Group has made good process and the situation will be resolved in
the near future.
The Living Well Programme Board highlighted concerns about stroke patients
requiring physician involvement during out of hours (9 pm to 9 am) and not
meeting the 4 hour target. An ED nurse has been trained to fulfil the role of a
stroke nurse so there is now a member of staff when the patients arrive during
out of hours. There are on going discussions with North West Ambulance
Services (NWAS) to investigate if they can convey patients promptly as there is
a prioritisation issue at the moment. The number of patients affected are
approximately three to four patients per month.

It was assumed that the original pathway directed all suspected stroke patients
to the University Hospital of North Staffordshire. This was not the case as due
to the numbers of suspected cases this would put additional pressure on the
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University Hospital of North Staffordshire.
An additional area of concern were patients who did not require stents or
angioplasty who are admitted to MCHT and transferred to North Staffordshire
then returned to MCHT. NWAS are currently challenging the costs for these
patients and activity is currently being reviewed which may have an impact of
next year’s contract.
In summary the committee now had assurance that controls were in place to
provide the best clinical services for patients.
ICT Issues
A verbal summary was given on current ICT issues. There is a security risk
due to end of life of Windows XP in April 2014. The majority of PCs are XP
and will have a ‘patch’. Funding was yet to be received from NHS England to
roll out Windows 7. It has not been signed off but in the last stages and a
meeting is being held this week with the Programme Manager to discuss how
to roll the programme out to GP practices. The aim was to reach the deadline.
CSU are progressing with the programme at risk pending confirmation of the
funding from NHS England. It was noted that are a number of organisations
currently operating on Windows XP and it is expected pressure will be there for
support to continue beyond April 2014 as a result. The committee requested a
paper outlining the programme schedule to gain assurance that it can be
delivered before April 2014.
There is a risk concerning integration of EMIS. Currently there are two
systems which are not compatible and there is a risk of duplication. EMIS are
currently working with a social care partner and the next challenge will be
interfacing health and social care. The greater risk is to GP practices rather
than CCG HQ. Various projects are assigned to address the issue and an
update will be provided by March 2014.
Integrated Neighbourhood Teams
A verbal update was given on the Integrated Neighbourhood Teams with
confirmation that the three Northwich practices are now engaged. All business
cases have been received and a core offer has been sent out to all practices.
Flexibility has been built into the pilot phase for next year. At the Membership
Assembly on 9 October 2013 the Neighbourhood Teams were supported with
three in Northwich and one in Winsford. Winsford has been agreed as the
pilot practice.
Communications
It was confirmed the Communications Risk would remain retired as it related to
communication’s public engagement staff numbers and that a separate risk
entry be added relating to HR Workforce issues.
MCHfT 4 hour Target
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A risk return form from MCHfT was still outstanding for the 4 hour target.
Performance has improved over the last month. There was a blip in the figures
during August due to staffing cover.
5.3.2 Anti- Fraud Policy
It was confirmed that the re-branded Anti-Fraud Policy will be uploaded onto
the NHS Vale Royal CCG website by 29 November 2013.
It was Agreed:
Corporate Risk Register referring to Vascular Services to be re-written to
reflect current situation.
Report on Windows XP to be provided to the Governance and Audit Committee
at the January meeting.
Report on EMIS to be provided to the Governance and Audit Committee at the
March meeting.
MHCfT 4 Hour return risk form still outstanding. LR to investigate.
The Corporate Risk register needs to be more specific – agreed to complete
the cycle first before amending.

SM
KW
KW
LR
LR

6.1.4 Calendar and Forward Planner
It was noted that the meeting dates need to be aligned.
It was Agreed:

Who

Calendar and Forward Planner dates to be checked to ensure aligned.

LC

When

6.2.1 Information Governance
CSU IG Update and Information Governance policies
Six policies have been renewed and updated to ensure the management of Information
Governance and the compliance for Version 11 Toolkit submission by 31 March 2013. The IT
policies are currently undergoing a rebrand and review for the CCG and will be available later
in the year. The Caldicott Guardian for NHS Vale Royal CCG is confirmed as Dr Nichola
Bishop and the Senior Information Risk Owner as Tracy Parker-Priest although the role will
transfer to Lynda Risk before March 2014. It was asked if changes to Legislation regarding the
CCG having access to patient data impacts on the Confidentiality and Data Protection Policy.
It was confirmed that there is no impact.
IG Toolkit Review Tracker 2013-2014
A summary was given on the toolkit review tracker with one red status for the FOI Publication
Scheme. It was commented that it was difficult to judge what has been achieved or is still
outstanding. The links to evidence was not sufficient. It was suggested the status column
contain detailed information on each topic rather than just a link to the evidence. There also
needed to be clarity whether the task should be undertaken within the CCG or CSU.
It was Agreed:
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The following policies to be submitted to the Governing Body meeting on 4
December 2013 for approval:
Information Governance Strategy
Information Governance Policy
Confidentiality and Data Protection Policy
Subject Access Requests Policy
Corporate Records Retention Policy
Freedom of Information Act Policy
IG Toolkit Review Tracker to be amended. Links to evidence replaced by
detailed information on status of each topic.
Clarity required whether the Tracker should be amended by the CCG or
CSU.

LC
LR

6.2.2 Risk Management – Corporate Risk Register November 2013
A verbal summary of the Corporate Risk Register was given as follows:
Reference 01 – a meeting is being held on 29 November 2013 with East Cheshire Trust
concerning community services.
Reference 15 – Mortality at MCHfT – NHS Vale Royal CCG have written to MCHfT and await a
formal response. CQC have also been contacted as part of the early warning process. The
launch of the Aqua Deep Dive will be on 9 January 2014.
Reference 24 – CSU – a governance structure will be established to hold the CSU to account.
The Finance Department are rebasing service provision costs for next year. The external audit
process would also consider arrangements for contract margins to see if there are any gaps in
quality and would comments if not achieving VFM.
Reference 32 – the task was identified as an NHS South Cheshire CCG risk. No action
required from NHS Vale Royal CCG.
Reference 19 NHS Social Care Allocations – clarity was required as it was not stated which
allocation the risk referred. It was agreed to rewrite the risk.
Reference 26 – at a recent Ageing Well meeting there were concerns from GPs as it was
unclear if GPs would be reimbursed for supporting patients in the transitional beds.
Reference 27 – Local Enhanced Services (LES) Review. The Quality and Performance
Committee proposed an extension to the review. A paper will be presented to the Governing
Body on 4 December 2013 for approval. It was asked if the contracts for the Governing Body
GPs had been finalised. It is a complex situation and meetings will be held with each Governing
Body GP and Simon Whitehouse, Jonathan Griffiths and TPP to discuss their individual
contracts.
Reference 12: it was queried why it had been closed, rather than the risk rating lowered when
the action planned had not been completed. It was agreed that the risk would be opened but
rated at a lower risk.
Reference 7 and 8. The Financial Risk register has not changed. There is a significant risk for
specialist commissioning due the inconsistency with high cost drugs at MCHfT. The CCG are
working on the transfer of balances. In addition NHS England is ensuring the legacy balances
are accurate and robust.
It was Agreed:
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Reference 19 – NHS Social Care Allocations – risk to be clarified.
Reference 26 – Transitional Beds – investigation to clarify if GPs will be
reimbursed supporting patients in transitional beds.
Reference 12 – IVF – opened but rated at lower risk.

LR
TPP
LR

6.2.4 Strategic Priorities – 2014-15 Commissioning Ideas
The report gives a summary of progress of projects within the three programme areas.
A more detailed RAG status report will be presented to the Governing Body on 4 December
2013. The prioritisation tool is used for all new projects.
The Governance and Audit Committee:

Who

When

Noted the strategic priorities for the 2014-15 commissioning ideas.

6.3.1 Internal Audit Plan 2013-14
A verbal summary was given as follows:
Quarter 3 field work is now complete.
Work is currently in progress for the provider contract management review.
Terms of reference for the CSU have just been received.
It was asked if the contract management review had commenced as the terms of reference
had just been received. It was confirmed that work had started and the focus was on the four
main providers. Concerns were raised that the smaller contracts and providers may not have
as stringent controls as the main four providers. It would have been beneficial to focus on a
wider range of providers and not just the main four. It was asked if the Chair wished to see
future draft TOR before being finalised. It was suggested that TORs should be sent to the
Chair for comment rather than presented to the Committee. Draft reports to be presented in
full to the Committee and a snap shot to the Chair prior to the meeting. There is a delay with
the conflicts of interest process due to the constitution.
The Committee noted the Internal Audit Charter.

It was Agreed:
CSU draft report to be sent to SH before January 2014 and a snap shot to
the committee.
Contract management documentation to be sent to TPP – currently not
included on the distribution list.
Internal Tracker – to be included in the January pack.

Who

When

LE
LE
LE

6.4.1 External Audit Update
A summary was given regarding the external update process as follows:
The VFM process has been streamlined for CCGs to focus on key issues for the first year.
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The criteria are defined by the Audit Commission and this year has a one off five specific
areas.
Commissioning is about understanding the base line – the health needs of the population and
what are the funding resources there to meet the needs.
Financial planning examining opening balances, funding issues and a whole range of
additional issues.
External relationships will be reviewed including the main providers and if there are conflict
issues with GPs.
PB will meet with LR and LC on 28 November to begin the process.
The Governance and Audit Committee:
Noted the verbal external audit update.

6.5

Who

When

Financial Report – Month 7
A summary was given as follows:
The CCG continues to report a forecast surplus of £1.2 million in line with the control total.
There continues to be an over performance at MCHfT.
The new allocation formula is a challenge to the financial position of NHS Vale Royal CCG as
it will have a reduction to its baseline.
Mental Health expenditure is exceeding as there is an issue with baseline funding.
The delay of the Investment Programme budget resulted in no clinical risk.
The prescribing contingency originally included all costs for public health. Performance
reports for prescribing were being produced for future reports and other areas such as
Continuing Health Care. The reports will provide more information behind the figures.
It was asked if there were risks for the 5 Year Plan. The unit planning has not yet been
agreed. First submission for the 2 year plan is 4 April 2014. The Integrated Transformation
Fund is a Cheshire wide footprint. Future cost savings will be identified through a process
paper that was presented to the Health and Wellbeing Board.
The Governance and Audit Committee
Noted the Financial Report which will be presented to the Governing
Body on 4 December 2013.

Who

When

6.6.1 CSU Service Level Agreement
Agenda item deferred as report not received within the agenda submission deadline.

6.6.2 Duty of Candour Report Update
The Duty of Candour Report was noted as a positive start but there were gaps, for example
baseline information needs to be added to chart progress.
It was Agreed:
Duty of Candour Report to be reviewed.
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6.6.3 Committee/Partnership Minutes
It was noted that at the Performance and Quality Committee held on 26 September 2013
there were concerns from GP colleagues that they were not being fully engaged in the
process for Integrated Neighbourhood Teams.
The Governance and Audit Committee

Who

When

Noted the Quality and Performance Committee minutes of 26 September
2013.
.6.7.1 Date and time of next meeting
There was no any other business.
The next meeting will be held at 1 pm on Tuesday 28 January 2014 in the Board Room,
Ground Floor, Bevan House.
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CHAIR : Simon Whitehouse

MINUTES

Date/Time

Venue

14 November 2013
1330 hrs

Bevan House
Barony

REPORTING GROUP TITLE

Commissioning Overview Group (GOG)
REPORTING PERIOD
Present
Name

Fiona Field (FF)

Dr Jean Jenkins (JJ)

Tracy Parker-Priest (TPP)

Dr Sinead Clarke (SC)

Lynda Risk (LR)

Dr Andrew Spooner (AS)

Dr Jonathan Griffiths (JG)

Simon Whitehouse (SW)

Dr Teresa Strefford (TS)
Minute Taker
Sue Nixon
Ref

2013-14
Present

Name

Guests

Discussion & Action Points

Whom

When

Minutes of Previous Meeting

The minutes of the meeting held on 10 October 2013 were agreed as an
accurate record.
Matters arising
Home IV
Proposal to be reviewed as may have to have a different approach.
EOL/Dementia Proposal
It was confirmed that the CCG would not incur redundancy costs.
Terms of Reference

It was felt that the TOR did not reflect the prioritisation process for both internal
staff time and financial implications.
It was important to avoid duplication and that comments discussed at the
Programme Board were not discussed again at the COG. The detail should be
discussed at Programme Board level. Living Well discussions are a challenge
due to the sheer volume of work.
The advantage of three Chairs of the Programme Boards attending the COG is
having the knowledge of discussions at the Programme Boards.
The role of the COG is to view the three Programme Boards in an entirety to
ensure that health inequalities are addressed, meeting challenges on the
outcome framework and identifying gaps.
There is a need to empower Programme Boards to take ownership and
prioritise submissions prior to being submitted to the COG.
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It was suggested that Programme Boards, using the Prioritisation Tool, resubmit submissions for the December COG meeting. The COG will have an
over view and able to identify gaps and ensure the balance is right.
There is a need to achieve a balance to ensure that new pieces of work which
flow out of other programmes and meetings are identified and actioned.
VETRO has a separate template regarding financial implications and there is a
need to examine productivity and resources in terms of staff.
The role of the COG should be an oversight of how work fits into the strategic
direction of both CCGs. It was suggested that responsibility for prioritisation
and financial implications should be devolved to Programme Board level. It will
be a challenge as budgets will have to be reviewed and split into three
Programme Boards.
There is a direct link to the Membership Council/Membership Assembly
meetings as both Chairs attend the COG.
The Terms of Reference do not state that a clinician is required to ‘sign off’ each
submission. It was clarified that as a clinician is representative on each
Programme Board ‘sign off’ would be completed at the Programme Board
meeting.
The TORs for each Programme Board will have to be changed to incorporate
the new roles of both the Programme Teams and the COG.
It was suggested that the Lay Members of both Governing Bodies should be
given the opportunity to attend the COG as well as the Programme Board
meetings.
Frequency of the COG meeting was discussed. Programme Board meetings
are changing to an informal/formal format. It was agreed to meet quarterly for
the COG but with a one hour meeting each month to maintain an overview.
The Chair of the COG was discussed. To enable the Chairs of both CCGs and
both Directors of Partnerships and Governance to focus on the CCG it was
proposed that Simon Whitehouse, Accountable Officer, be appointed as Chair
of the COG.
The name of the group was discussed. There was a need for consistency and
to clearly articulate the decision making process and structure. The name of the
group was agreed as Clinical Commissioning Executive (CCE).
It was proposed that the Friday Brief should include a brief structure detailing
the membership of the Clinical Commissioning Executive and the relationship to
the Governing Body. A paper should be presented to both Governing Bodies to
sign off the revised governance structure.
Starting Well is currently not represented at the CCE as Dr Nichola Bishop is
unable to attend meetings on a Thursday. It was proposed that if Dr Bishop was
unable to attend future meetings a representative from the Starting Well team
should be invited.
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Prioritisation Tool
The prioritisation tool was discussed in detail with the following comments:
The context of scoring for strategic fit needs to be reviewed.
Training for those staff who have not used the tool before would be beneficial.
Programme Boards need to understand the tool.
There were concerns that recent amendments to the tool were not presented to
patient group representatives.
VERTO has its own prioritisation tool and it would be useful to compare and
contrast both tools.
There is a challenge to managers when suggestions submitted by GPs are not
included as a priority. In these cases clinicians from the relevant Programme
Boards will have discussions clinician to clinician.
It was agreed AS would review and amend the Prioritisation Tool.
Within the Living Well Programme team gaps were identified as areas without
clinical input and in particular urgent care. There is also a need for each
Programme Board to have the ‘bigger picture’ a strategy document detailing
where each piece of work fits and contributes to where the CCG aims to be.
Clinical input from Vale Royal CCG for primary care was still required. It was
suggested that the job description for the role of GP with portfolio for Primary
Care which is being advertised shortly be amended to clarify responsibilities.
It was asked if there were any issues that may impact on contract negotiations
for next year. LR has had discussions with MCHfT and not expecting anything
to impact on contracts.
A detailed CCG two year Operational Plan needs to be produced as a matter of
urgency followed by a five year Strategic Plan.
A decision was required urgently regarding the NWAS Paramedic Pathfinder
Alternative to Transfer Scheme due to the support it may provide over winter
period. After detailed discussion it was agreed to re-write the submission as it
was felt that the document did not reflect the proposal clearly. The pilot had
proven successful in other CCG areas but it was vital to clarify if the process
would be a drain on local primary care.
LR proposed three sets of finance for approval – two for SCCCG and one for
VRCCG.
It was agreed:

The name of the meeting to be changed to Clinical Commissioning
Executive.
Chair of the Clinical Commissioning Executive agreed as Simon
Whitehouse.
Meetings of the Clinical Commissioning Executive to be held quarterly.
In addition one hour monthly meetings to be held for continuity.
Terms of Reference for Clinical Commissioning Executive to be
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amended to reflect changes to role of the meeting.
Terms of Reference for three Programme Boards to be amended to
reflect new responsibilities.
Lay Members to be invited to attend the Clinical Commissioning
Executive.
Both Governing Bodies will be required to sign off the new governance
arrangements.
Prioritisation Tool to be revised.
A detailed CCG two year Operational Plan needs to be produced as a
matter of urgency followed by a five year Strategic Plan
Programme Boards to prioritise submissions at November Board
meetings and submit to the Clinical Commissioning Executive at the
December meeting.
NWAS Paramedic Pathfinder Alternative to Transfer Scheme – to be
rewritten to clarify proposal.
TPP to verbally discuss proposed change of responsibilities for the
Programme Boards to Service Delivery Managers after meeting. JG and
SW to meet with Service Delivery Managers tomorrow – 15 November
2013 – for an opportunity to discuss changes in detail.
Justify Submissions

Following discussions regarding changes to the role of the Clinical
Commissioning Executive agenda item deferred until December meeting.
AOB

There was no any other business.
Date and time of next meeting

The next meeting will be held at 1330 hrs on Thursday 12 December 2013.
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CHAIR : Fiona Field

MINUTES

Date/Time

Venue

12th December 2013

Bevan House

1300

Barony

REPORTING GROUP TITLE

Clinical Commissioning Executive
2013-14
REPORTING PERIOD
Present

Name

Present

Name



Fiona Field (FF)



Dr Andrew Wilson



Dr Jean Jenkins (JJ)



Dr Jonathan Griffiths (JG)



Tracy Parker-Priest (TPP)



Simon Whitehouse (SW)



Dr Sinead Clarke (SC)



Dr Teresa Strefford (TS)



Lynda Risk (LR)



Dr Andrew Spooner (AS)

Guests

Minute Taker
Jenny Underwood

Ref

Discussion & Action Points

Whom

When

Points of discussion

It was reported that, as agreed at the last meeting, the prioritisation process went back
to the programme boards.

TPP confirmed that the Living Well Programme Board had reviewed their priorities at
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their board meeting that morning and agreed the following as commissioning intention
priorities for 2014-15:

Learning Disabilities Mortality
Personality Disorders
Physical Health needs in Mental Health
Respiratory
Acute Oncology
Challenging Behaviour
EPACCS

‘Think Pharmacy’ was also agreed subject to amendments to the project proposals.

Starting and Ageing Well Boards would be meeting in the next week or two and would
complete the same process for their proposed commissioning intentions.

There was discussion about the importance of this group having an overall coordination role and how to ensure this happens. There was concern that
commissioning intentions were coming through that may not fit entirely with the
CCGs’ strategies. It was pointed out that all commissioning intentions had followed the
correct procedures, and that the programme boards were doing what had been asked
of them.

It was agreed to review all commissioning intentions, along with rollovers and business
as usual at the next meeting. This would ensure an overview of all CCG work and allow
the group to identify any gaps or possible duplications.

The group discussed acute oncology. This had been agreed at the Living Well
Programme Board. The proposal was for four years part funding, with the CCG
contribution being matched by the provider. However, TPP noted that the deadline for
funding was today and therefore agreement would be needed from the CCE in order to
proceed.
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Concern was noted that CCG work was being driven by provider issues, however it was
also felt that ‘good ideas’ had been encouraged and that these could come from
providers.

The financial commitment would be £100,000 over four years for South Cheshire and
Vale Royal combined, so £12,500 per year, per CCG.

This was agreed, however the importance of ensuring the group had the whole picture
was stressed again.

The programme boards are reviewing a small section each, it is then this group’s
responsibility to look across all three programmes and at affordability.

Pioneer Bid
There is work to be done in this area to ensure understanding of work going on across
the whole of Cheshire

ITF (now called Better Care Fund)
Meetings are taking place to drive this forward. There is lots of work to be done
around changing the system and improving care.

Partnership Board
The latest meeting had gone well. There is some detail around the East footprint which
needs to be resolved and which affects all partners.

A five year strategic plan is being developed to be submitted in April.

Operational Plans
These don’t yet include the new commissioning intentions, so will need to be brought
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back at the next meeting including the new intentions.

It would be beneficial to see the whole picture of all work in one place, including
information on WTE requirements etc. This would allow for control in the system to
ensure capacity is there. All work also needs to be mapped into the pioneer bid and
Better care Fund and be accounted for.

AOB

Horticultural therapy Pilot by Groundwork.
TPP raised this and requested agreement for a 6 month pilot with a value of £13,500,
non-recurrent. This was agreed, however evidence based outcomes were requested.

Diabetes Education
It was explained that this proposal was not endorsing a specific provider, but outlines
the service that would be needed. There was a requirement for more information on
recurrent and non-recurrent costs, along with provider and service specifications.
However the group recognised that this needs to be done and therefore agreed that
the work could commence, with the proviso that further work be done to the proposal
as stated above.

Date and time of next meeting

Thursday 9th January, 13:30.

It was agreed that informal meetings should be scheduled for 2 hours, rather than one
and that formal meetings should allow 3 hours.
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