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Agenda Item No: 2.1.2

MINUTES

Date/Time

Venue

26 March 2014
1400-1730

Winnington
Recreation Park
Northwich

REPORTING GROUP TITLE

NHS Vale Royal CCG Extra Ordinary Governing Body Meeting
REPORTING PERIOD 2013-14
Present

Name
Dr Jonathan Griffiths (CHAIR)

Chair and GP Member

Suzanne Horrill, Lay Member

Dr Fiona McGregor-Smith, GP Member
Tracy Parker-Priest, Director of

Partnerships and Governance

Dr Bob Pugh, Secondary Care Doctor

Lynda Risk, Chief Finance Officer

Terry Savage, Lay Member, NHS VRCCG

Judi Thorley, Nurse Member

Simon Whitehouse, Chief Officer
Minute Taker
Sue Nixon

Present

Guests

Discussion and Action Points

7.1.1

Apologies
Apologies were received from Caryn Cox, Jean Jenkins, Tracy Parker-Priest
and Teresa Strefford.

7.1.2

Minutes of the meeting held on 13 December 2013
The minutes of NHS Vale Royal CCG (VRCCG) Governing Body meeting
held on 5 February 2014 were agreed as a correct record.
There were no matters arising.

7.2.1

Declaration of Interests
There were no declarations of interests.

7.3.1

14/15 Budget Book
A report was presented to the Clinical Commissioning Executive (CCE) on 20
March 2014 detailing the current budgetary position. The report requested
the CCE members to review the possible funding options and provide advice
to the Governing Body on the adoption of the CCG budgets for 2014/15 and
options to bridge the current funding gap. The CCE is chaired by Simon
Whitehouse and membership includes clinical representation from both NHS
South Cheshire CCG and NHS Vale Royal CCG.

Prepared By: Sue Nixon
NHS SCCCG and NHS VRCCG – 2014-03-26
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Detailed discussion followed with the comments detailed below:
The summary position for Specialist Commissioning is not expected to
change significantly. There may be a small adjustment as Specialist
Commissioning is currently undergoing a consultation process.
Community 7 day working has been removed as it will not be funded by the
CCG. Funding will be provided The Innovation Fund and seven providers
working jointly.
Psychiatry Liaison and Neighbourhood Teams may have received ‘double
counting’ as certain Liaison staff may also be included in Neighbourhood
Teams. It was suggested that an appropriate narrative be included in the
report to clarify the situation.
The following funded risks were summarised:
Elective growth in Mid Cheshire Hospitals and no indication of a decrease in
activity level.
CHC restitution cases continue to be risk as CCGs are being directed to
support the costs.
National indication that the prescribing budget should be increased.
Continuing Health Care, NHS Funded Care and Complex Cases for Learning
Disabilities and Mental Health continues as a pressure due to the number of
patients and acuity increasing.
Uncovered risks include:
Primary Care ICT funding is being transferred back into the CCG in 14/15 with
funding not yet confirmed. It was added that the biggest challenge for
practices will not be from the CCG but from NHS England and discussions
around the practice scheme payments.
Discussions are being held with NHS Property Services about property
services charges for unoccupied buildings.
The Vale Royal Sub Analysis for Primary Care data was discussed. Dr
Jonathan Griffiths and Dr Fiona McGregor-Smith declared an interest as their
practices provide some of these services. There were concerns that if
commissioned services were stopped patients would be referred back into
secondary care. The services will be provided elsewhere. It was explained
that £631,000 for primary care has been allocated within the budget.
In order to reduce the shortfall the CCG will aim to reduce elective referral
activity. This may involve concentrating on consultant to consultant referrals.
Non elective activity will also be examined in detail. It was agreed that
practices required more detailed business intelligence. Education, peer
review and conversations are good within practices but good intelligence is
key. There were concerns that the Commissioning Support Unit (CSU) was
not providing correct information. Discussions continue between the CCG
and the CSU regarding service provision.
JT asked if it was appropriate for the Practice Nurse Membership Assembly to
be involved in discussions had by the Clinical Commissioning Group to
ensure clinical representation from nurses. SW agreed to discuss with JT.
In summary, the Governing Body were asked to approve the budget book for
2014/15 and approve the steps taken to address the budgetary shortfall.
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Members agreed to approve the budget book. Members also agreed the
steps taken to address the budgetary shortfall but requested a detailed and
robust action plan to support the actions required. This will ensure closer
monitoring of the financial situation.
The Governing Body:
Noted the content of the NHS South Cheshire CCG and NHS Vale
Royal CCG Commissioning Executive report.
Approved the CCG budget book for 2014/15.
Approved the steps taken to address the budgetary shortfall of
£2.9 million and to consider the remaining shortfall of £0.572
million, this to enable the delivery of the planned surplus in 14/15
of £1.2 million.
Noted the risks identified for 2014/15 and limited uncommitted
reserves to manage the risks to the CCG in 2014/15.
Requested a detailed action plan to address the shortfall of
£0.572.
7.4.2

Any other business
There was no AOB.

7.4.3

Date and time of next meeting
The next Governing Body meeting will be held in public at 2.00 pm on
Wednesday 2 April 2014 at Winsford Lifestyle Centre.
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Agenda Item No: 2.1.2

MINUTES

Date/Time

Venue

2 April 2014
1400-1730

Winsford Lifestyle
Centre

REPORTING GROUP TITLE

NHS Vale Royal CCG Governing Body Meeting
REPORTING PERIOD
Present

Name
Dr Jonathan Griffiths (CHAIR)

Chair and GP Member
Caryn Cox, Director of Public Health,

Cheshire West and Chester LA

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

Terry Savage, Lay Member, NHS VRCCG

Dr Teresa Strefford, GP Member

Judi Thorley, Nurse Member
Minute Taker
Sue Nixon

2014-15
Present

Guests



Amanda Best, Service Delivery Manager



Julia Burgess, Service Delivery Manager





Lisa Carr, Performance and Risk Manager
Sue Lowe, Senior Finance Officer
Rachel Smethurst, Business Manager

7 Members of the public

Discussion and Action Points

1.1.1

Action

Apologies
Apologies were received from Lynda Risk, Chief Finance Officer and Simon
Whitehouse, Chief Officer.

1.1.2

Minutes of the meeting held on 5 February 2014
The minutes of NHS Vale Royal CCG (VRCCG) Governing Body meeting
held on 5 February 2014 were agreed as a correct record.
Matters arising:
Chair’s Opening Remarks
Question from the public regarding dental services. It was agreed to confirm if
NHS England had responded directly to the member of public.

1.2.1

SN

6.3.1 Local Safeguarding Board Annual Report
The ‘patient stories’ as part of the Quality Report to give further opportunity for
learning and challenge will be available for the next Governing Body meeting
to be held on 4 June 2014.
.
Declaration of Interests

Prepared By: Sue Nixon
NHS SCCCG and NHS VRCCG – 2014-04-02
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There were no new declaration of interests.
1.2.2

Risk Management Strategy and Framework 2014-15
The Risk Management Strategy and Policy is a revised policy which has been
submitted for review at the Governance and Audit Committee. The document
has been produced through a process of consultation with a number of key
stakeholders. It was noted that the related internal document included in the
strategy document named as Quality Strategy should be amended to read
Quality and Safeguarding Strategy. The Strategy and Framework will be
uploaded onto Vale Royal CCG website.
The Governing Body:
Noted the process followed to refresh the contents of the Risk
Management Strategy and Policy 2014-15.
Approved the Risk Management Strategy and Policy 2014-15 for
implementation as from 1 April 2014.
Thanked Lisa Carr, Performance and Risk Manager, for her hard
work in producing the document.

1.2.3

Corporate Risk Register
A summary of the risk register was given. There are a total of 21 live risks
with 12 risks ranked 12 and above.
There were concerns regarding the ICT Security Risk. As from 8 April 2014
the current computer operating systems of Windows XP and Office 2003 will
not be supported by Microsoft. No further security patches will be provided
after this date. Systems are used by both GP practices and the CCG. The
Governance and Audit Committee raised the same concern and part of the
information governance arrangements include a Penetration Testing Policy to
check if systems have been hacked.
The Governing Body:
Noted the contents of the report.
Note there is a total of 21 live risks, 12 of which are ranked 12 and
above. There has been 1 new risk added since the last reporting
period CR2013-37 Risk Scored 8. There are no risks identified for
descalation or retiring from the system.

8.3.1

Public Health Annual Report
The Annual Public Health Report ‘A year in the life of Public Health 2013’ is
the first Director of Public Health report following the move of Public Health
from the NHS to Cheshire West and Chester Council on 1 April 2014. The
focus of the report is encouraging the public to change to improve health and
wellbeing. There are two separate reports. One report has a different topic
for each month of the year which outlines a key fact, the ways to improve
health, highlights organisations and details personal stories. To support this
document a second report is available with detailed local data. There has
been a positive response to the new format and the Chief Executive of Public
Health England has commended the Annual Report.
The Governing Body members endorsed the report adding that it was an
effective way of portraying messages. It was added that the CCG had
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expressed a key interest in developing similar monthly communication
messages but this was currently work in progress.
The Governing Body:
Noted the verbal summary given on the Public Health Annual
Report.
1.3.2

Annual Report
The Annual Report draft submission is due on 23 April 2014 and the final
submission on 6 June 2014. The Governing Body is required to make a
recommendation of approval to the Membership Assembly prior to
submission. Due to the tight deadlines the aim is for the final Annual Report
to be presented to the Governing Body at the next public meeting on 4 June
2014 as a first agenda item. Once approved the report will be physically
taken to each GP Practice for final approval. The initial recommendation was
to hold an extra ordinary Membership Assembly meeting after the Governing
Body meeting to approve the report. After consideration it was agreed that
GPs leaving their practices for a meeting would impact on valuable patient
time and therefore the report will now be taken to each practice.
There were concerns that if the final report was significantly different to the
draft report it would not allow time for members to comment. It was advised
that the CCG had sought legal advice and the solicitors have agreed that the
first audit findings can be circulated to member practices as soon as they are
received to enable feedback.
The Governing Body:
Noted the progress being made with the development of the CCG
Annual Report 2013-14.

1.3.3

Operational Plan Final Submission
The final Operational Plan will be submitted to NHS England on 4 April 2014.
The first draft has been presented to the Governing Body, the Health and Well
Being Board and the Area Team for NHS England. The plan has also been
presented at public engagement events and to local providers. The Budget
Book was approved at the Governing Body Extra Ordinary meeting on 26
March 2014 and will be used to update the finance section of the Operational
Plan.
The Governing Body:
Approved the final Two Year Operational Plan for submission to
NHS England on 4 April 2014.

1.3.4

Programme Performance Summary 2013-14
The Programme Performance Summary report provides the Governing Body
with a summary on the progress made across the three Programme Boards
between April 2013 and March 2014.
It was asked if the rating for NHS 111 was correct as green and on track as
there are continuing challenges with ambulance response times and reducing
A&E attendances. It was explained that the RAG status indicates the CCG
delivery of commissioning intentions and the work undertaken to align to
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national time scales. Outcome measures are mandatory nationally.
Transitional care/community intervention beds for winter 2013/14 were
discussed in detail. Clarification was required regarding the project. The pilot
began in 2013/14 to increase the bed stock within the community providing
both step down and step up beds. There were challenges but the pilot ran
within the original time framework. There have been issues around medical
cover for certain step down beds. But without the extra beds there would
have been more significant issues for supporting appropriate patient
discharges. The Ageing Well programme Board has agreed not to cease the
project on 31 March 2014 as originally planned but to roll forward and have
extra beds during the summer to improve the service.
The IAPT services are indicating a red status. The Starting Well Programme
Board is aware of the issues. It was expected that the red status would refer
to waiting times but in fact it refers to the number of patients not achieving a
successful outcome. Concerns have been raised formally at Contract
Meetings and there is a meeting arranged with representatives from the IAPT
Service.
It was suggested that the next report should include outcomes and more
detailed information on progress against targets to highlight improvements.
The Governing Body would be able to obtain assurance from that perspective.
The Governing Body:
Noted the progress being made by programme areas over the
year April 2013-March 2014.
Requested the next Programme Performance Summary include
outcomes.
1.3.5

Primary Care Strategy Update
NHS England Area Team has tasked 6 CCGs across the Cheshire Wirral and
Warrington footprint with developing the Primary Care 5 Year Strategy. The
strategy will provide assurance, direction and alignment to the wider
transformation and integration agenda by which the CCG is working towards.
NHS England has set up a Primary Care Transformation Forum inviting
representatives from the CCG to attend.
Caryn Cox welcomed integrated prevention and offered involvement from the
public health team to avoid fragmentation.
It was asked how GP members of the CCG could influence the strategy. The
CCG has established a Primary Care Quality Group which has GP and
Practice Manager representation from NHS Vale Royal CCG. The terms and
reference of the Group will provide a steer on how the CCG interpret and
deliver strategy locally. The final document is completed in June 2014.
The Governing Body:
Noted the contents of the report.
Accepted the status update and review.

1.3.6

Learning Disability Update Report
Following abuse of patients at Winterbourne View Hospital the Department of
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Health published a report – “Transforming Care”. This resulted in the
Winterbourne View Concordat: Programme of Action. One of the targets is
for all patients currently in hospital should be moved to community based
support. Vale Royal CCG currently has three Vale Royal patients remaining
in independent hospital placements. One patient is expected to move to a
more appropriate setting by June 2014. The CCG will therefore fail the
national target. The remaining two patients are constantly reviewed and
following a robust clinical assessment it is deemed appropriate for the patients
to remain in hospital.
The CCG recognised the urgency in addressing the situation and will be
attending a work shop with East Cheshire Trust with a view to joint working
pan Cheshire.
The Governing Body:
Noted the progress with regard to meeting the requirements of
the Winterbourne View concordat and implementation of
“Winterbourne View – Transforming Care”.
Acknowledged the national target will not be reached in June
2014 but noted actions were being taken to address the situation.
Requested an update report at the next Governing Body meeting
after the work shop at East Cheshire Trust.
Were assured that the actions required from the health and Social
Care Self-Assessment are being addressed through local action
planning.
1.3.7

Safeguarding Children and Children in Care Update Report
NHS Vale Royal CCG is now fully compliant in all areas apart from a
Designated Doctor for Children in Care. The CCG will continue to seek a
successful outcome and in the interim period arrangements are in place to
recruit a Specialist Nurse to fulfil the roles and responsibilities. There is partial
compliance regarding practices attending initial child protection cases
conferences but there has been good progress. All practices have been
contacted and a report will be provided after the data has been analysed
detailing any gaps.
The Review of Health Services for Children and Looked After Children and
Safeguarding in Cheshire West and Chester was undertaken in January 2014.
As a result of the review an action plan has been produced and submitted to
the Care Quality Commission for comment. Overall the report is positive but
there is still work to be done reflected in the action plan.
The time timescale of May 2015 for improving the timeliness and quality of
comprehensive assessment of children being placed for adoption was queried
as there were concerns that action is not currently been taken. It was
confirmed that a meeting with the Medical Advisor for Adoption and Fostering
has been planned and there are plans to appoint a nurse on a secondment
basis. This appointment will not meet statutory regulations but the seconded
appointment alongside the designated nurse in post will ensure training and
quality assurance continues.
The following points were raised:
Provision for those aged 16-19 in transitional mental health services is a
challenge. It was confirmed this area was included in the action plan.

5

10

11
Whether recent changes to the Law regarding criminal prosecution for
emotional neglect would have an impact on the services provide. It was
confirmed that this area is already included.
The Starting Well Programme Board is also focussing on transitional mental
health care and emotional health and well being.
The Governing Body:
Received the report.
Acknowledged the safeguarding children and children in care
assurances, gaps and actions to address.
1.3.8

Better Care Fund
The Better Care fund is a national driven process overseen by NHS England.
The paper outlines the activity, outcomes and mechanisms for the use of the
Better Care Fund as a pooled budget to support social care and health
service integration across Cheshire West and Chester. The Health and Well
Being Board have endorsed the report.
The Governing Body:
Noted the contents of the report.

1.4.1

Quality Report
The following summary was given:
At the last Governing Body meeting there was discussion regarding the three
‘never events’ and it was confirmed that Mid Cheshire Hospitals NHS
Foundation Trust (MCHfT) have commissioned an external review and the
review will be examining the human factors in the cases.
The Advancing Quality Alliance (AQuA) review has been completed at MCHfT
and a final report will be available at the end of April 2014.
MCHfT have a red status for the Friends and Family Test response rate for
Maternity Birth response. There have been technical difficulties and work is
taking place to address the situation.
Overall there has been a significant improvement in responses to the Friends
and Family Test.
There have been a high number of falls at MCHfT. The increase may be
explained by inclusion of low harm falls in the data. A Falls Project is being
rolled out across the organisation and the CCG Quality Team will be
monitoring the situation closely. It was requested that an update on the
situation be provided for the next Governing Body meeting as there were
concerns about the high number of patients suffering a fall.
A meeting has been arranged with the Medical Director and the Governance
Lead from Cheshire and Wirral Partnerships NHS Trust (CWP) in May to
discuss how CWP manage their process for serious untoward incidents. At
previous Governing Body meetings there had been discussion whether to
escalate the situation regarding none involvement from CWP and it was
decided to await the outcome of the May meeting.
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
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Cheshire Hospital.
Requested an update report on the progress of addressing the
high number of falls reported at MCHfT.
1.5.1

Finance Report
Discussion took place regarding the financial position for month 11 2013/14.
The Governing Body noted a forecast in surplus of £3.2m (current controlled
total £1.2m). The Governing Body noted that the CCG entered into dialogue
with the Area Team to secure a carry forward of this potential underspend into
2014/15. Governing Body members noted that access to this underspend
may well be governed by a business case process.
Governing Body members noted a forecast over performance at MCHT of
£1.5m; it was noted potential further over performance remains a risk to the
forecast surplus. Governing Body noted the remaining uncertainties
regarding the impact of legacy transactions relating to Central and Eastern
Cheshire Primary Care Trust.
The Governing Body:
Noted the CCG is 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.
Noted Mid Cheshire Hospitals reported forecast over
performance of £1.5 million, further over performance remaining
a risk to the forecast surplus.
Noted the remaining uncertainties around the impact of legacy
transactions relating to Central and Eastern Cheshire PCT,
clarifying final guidance relating to provisions and partially
completed remain outstanding.
Noted that there are nil remaining uncommitted resources
(previously reported £0.8 million), to manage the remaining risks
to the CCG in 2013/14.
Noted the next stage financial plan submission will be 4 April
2014.

1.6.1

Committee Minutes
The Governing Body noted the following minutes:
Governance and Audit Committee 28 January 2014
Governance and Audit Committee 25 February 2014
Quality and Performance Committee 14 February 2014

1.7.1

Any other Business and date and time of next meeting
There was no Any Other Business.
The next Governing Body meeting will be held in public at 2.00 pm on
Wednesday 4 June 2014 at Winnington Recreation Park, Northwich.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Chair’s Governance and Audit Committee Annual Report 2013-14
Date/Time: 04.06.14 at 2.00 pm
Author:

Lisa Carr,
Performance & Risk Manager

Reporting Period: 2014-2015
Governing Body Lead:

Tracy Parker-Priest,
Director of Partnerships and Governance

Purpose of Report

Agenda Item No.

This report provides the Governing Body with a summary overview of the
work undertaken by the Governance and Audit Committee of NHS Vale
Royal Clinical Commissioning Group during 2013-14.

2.2.1

This paper was reviewed by the Governance & Audit Committee at its
meeting held on 22 May 2014 and has contributed to the contents of the
final Governance Statement 2013-14.
Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Ensures that organisational effectiveness through good governance is upheld as part of the
Committee’s designated authority to scrutiny and take assurance that internal controls are in place.
Recommendations
The Governing Body are asked:
To note the contents of the NHS Vale Royal CCG Governing Body Chair’s Governance and
Audit Committee Annual Report 2013/14.
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Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
No
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2013-14

Prevent
Premature
Dying
Enhance

Help

quality of Life

recovery

Long Term

from ill

Conditions

health

Ensure

Treat & Care

positive
patient
experience

Chair’s Governance &
Audit Committee
Annual Report 2013-14

in safe
environment
Good

This document provides a summary overview on the work undertaken by
the Governance & Audit Committee of the Vale Royal Clinical
Commissioning Group as approved by Suzanne Horrill, Chair.

Governance
& Value for
Money

Produced By: Performance & Risk Manager
NHS Vale Royal Clinical Commissioning Group
2013-14
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1.0

Introduction

1.1

This annual report has been developed using guidance stemming from the NHS Audit
Committee Handbook published in March 2011 by Healthcare Financial Management
Association (HFMA) and in association with the Department of Health, noting a new iteration
will be published in June 2014 which reflects the same underlying principles, structures and
content.

1.2

In addition information sourced from the Audit & Risk Assurance Committee Handbook
published by HM Treasury in April 2013 has been incorporated.

1.3

Mindful of the good governance requirements all individuals within the respective CCGs must
abide by the Seven Principles of Public Life as set out by the Committee on Standards in
Public Life (Appendix A).

2.0

Purpose

2.1 This report seeks to summarise the work of the NHS Vale Royal Clinical Commissioning
Group Governance and Audit Committee for the past year and present the committee’s
opinion about:the effectiveness of governance, risk management and control; and
the comprehensiveness of assurance in meeting the Governing Body and Accounting
Officer’s needs; and
the reliability and integrity of these assurances; and
whether the assurance available is sufficient to support the Governing Body and
Accounting Officer in their decision taking and their accountability obligations; and
the implications of these assurance for the overall management of risk; and
any issues the Audit and Risk Assurance Committee considers pertinent to the
Governance Statement and any long term issues the Committee thinks the Governing
Body and/or Accounting Officer should give attention to; and
financial reporting for the year; and
the quality of both Internal and External Audit and their approach to their
responsibilities; and
the Committee’s view of its own effectiveness, including advice on ways in which it
considers it needs to be strengthened or developed.
2.2

The following section sets out the key criteria and the Committee’s Opinion against each of
these requirements.
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1.0 COMMITTEE MANAGEMENT

1.1 Summary Criteria

The Committee has met its requirements as set out by the Governing Body in the Terms of Reference
forming part of the CCG’s Constitution.
Governance & Audit Committee Opinion

Accordingly, the Committee has followed the requirements as set out in the Terms of Reference approved
by Governing Body in January 2013 ahead of Authorisation to become a statutory organisation from April
2013.
The Governance & Audit Committee is Chaired by a Lay member. There were 10 meetings scheduled, of
which 9 were held during the financial period 2013-14. Membership of this Committee is made up of two
Lay members and one clinical member as follows:
Lay Member– Suzanne Horrill (Chair) (Attended 9/10)
Lay Member – Vacancy
Clinical Member – Vacancy
The Executive Team have actively sought to fill the current vacancies, noting the current configuration does
not meet good governance standards, recommending two independent members.
At least one of the members of the Audit Committee is required to have recent and relevant financial
experience. Suzanne Horrill is a qualified Chartered Accountant and provides this relevant industry
experience. Further details on the experience and qualifications of Lay members are provided on the
website at : http://www.valeroyalccg.nhs.uk/about-us/meet-the-team/categories/12#
Additional staff in attendance have included:
Chief Accountable Officer (Attended 1)
Chief Finance Officer (attended 9)
Partnership & Governance Director (Attended 8)
External Auditor – Grant Thornton (Attended 9)
Internal Auditor – MIAA (Attended 9)
Local Counter Fraud Specialist - MIAA. (attended 4)
Performance & Risk Manager (Attended 8).
See Appendix B to review the Attendance Register.
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2.0 GOVERNANCE, RISK MANAGEMENT & INTERNAL CONTROL

2.1 Summary Criteria

The Committee has reviewed relevant disclosures, in particular the draft ‘Annual Governance Statement’
together with the Director of Internal Audit opinion, External Audit Opinion and other independents
assurances and considers that this is consistent with the Committee’s view on the CCG’s system of internal
control.
Governance & Audit Committee Opinion

Accordingly, the Committee supports the Governing Body in its approval of the Annual Governance
Statement which has been developed following a prescribed format issued by NHS England in January
2014. A schedule was drafted and co-ordinated by the Business Manager identifying personnel
contributing to the compilation format and the reporting requirements of the Annual Governance
Statement to the respective committees for final sign off.
The logistics for final sign-off has been sought from legal advisors given the CCG’s Constitution stipulates
that signatories are required from the Membership Assembly members. A period of sense checking the
contents has been conducted during early May 2014 and the finalised draft version will be presented to
the extra ordinary Governance & Audit Committee meeting scheduled on 22-05-14, prior to circulating
to the Membership Assembly for final sign off ahead of meeting publication requirements.
The Director of Internal Audit Opinion was issued in April 2014 which summaries the key audit review
findings and audit support during 2013-14 providing an overall ‘Significant’ Assurance for 2013-14.
The External Audit Findings Report and Opinion on the 2013-14 Accounts has been circulated to the
executives and will be presented to the Governance & Audit Committee on 22-05-14. As at the 9th May
the draft report states subject to the completion of the outstanding work it is expected to issue an
unqualified opinion of the CCG’s financial statements together with the Governance Statement.
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2.2 Summary Criteria

The Committee has reviewed the Assurance Framework. It believes that the Framework used during the
year was fit for purpose and has reviewed evidence to support this. The Framework is in line with the
Department of Health expectations and has been reviewed by internal and external audit.
Governance & Audit Committee Opinion

Accordingly, the Committee supports the Governing Body in its approval of the draft Assurance
Framework 2013-14 which has been developed during quarter 4 of 2013-14.
It is a mandatory requirement that NHS organisations have in place mechanism for the management of
risk and are expected to have in place a framework that provides assurance about the stewardship and
management of major risks to organisational success and the delivery of improved, cost effective
services. The Governing Body Assurance Framework is part of the evidence used to inform the annual
Governance Statement which is reviewed by both internal and external auditors. It is an expectation
that the Assurance Framework is in place for the full year.
MIAA facilitated a workshop at the informal Governing Body meeting held in March 2014 explaining the
required architecture of the document. The Performance & Risk Manager has modelled the Assurance
Framework template following these discussions and the publication of the Operating Plan 2014-16 in
March 2014, which details the strategic objectives and maps long term potential risks. A period of sense
checking with key stakeholders has been conducted during March/April 2014 and a revised draft version
will be presented to the Governance & Audit Committee on 22-05-14 prior to submitting to the informal
Governing Body in July 2014.
Further work to define the risk appetite against each of the potential risks will be defined in
collaboration with the Governing Body members in order that they have a clear line of sight of potential
triggers that may have an adverse impact on achieving strategic objectives. This document will be
reviewed quarterly by the Governing Body and cross checked with the contents of the live Corporate
Risk Register 2014-15.
The Internal Auditor conducted a review of the ‘draft’ Assurance Framework in March 2014 and has
provided a level of ‘Significant’ assurance.
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2.3 Summary Criteria

The Committee has reviewed the completeness of the risk management system and the extent to which it
is embedded in the organisation. It believes that while adequate systems for risk management are in
place, more work is required to ensure that these are embedded throughout the whole organisation.
Governance & Audit Committee Opinion

Accordingly, the Committee highlights the need for continuing executive leadership focus and
sponsorship on monitoring risk management. The CCG has reviewed and refreshed the contents of its
Risk Management Policy and Strategy for publication in March 2014. The Corporate Risk Register 201314 has been developed and maintained using Excel spreadsheets and is monitored on a monthly basis by
the Performance & Risk Manager. All operational risks and any risks ranked 12 and above stemming
from the Programme Boards have been presented to the scheduled Governance & Audit Committee
meetings during 2013-14.
Programme Boards established Risk Logs in June 2013 and have been monitored and managed by
Service Delivery Managers on a monthly basis. Programme Boards have been assigned the tolerance to
manage risks ranked 10 and below. Those risks ranked 12 and above must have a ‘Risk Highlight’ form
completed by the risk owner which outlines the 5 procedural steps taken namely 1) Identify, 2) Assess,
3) Plan, 4) Implement and 5) Communicate the approach being taken to mitigate against threat and/or
opportunities.
In July 2013 a cohort of staff attended a Risk Management Awareness workshop facilitated by MIAA and
following this event a programme of training on Prince2 Foundation course commenced to provide
more academic underpinning of the management of risks and the techniques for identification.
Risks currently on the risk register have been identified from a number of sources including internal
audit review findings, through programme/project management and general operational activity. These
risks have been cross referenced to the Assurance Framework and have informed future internal audit
reviews include:Personal Health Budgets
CSU SLA Contract
Mortality at MCHfT
Vascular Service Changes
ICT Security
Personal Identifiable Data
Declaration of Interest
Performance Management & Reporting
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3.0 INTERNAL AUDIT

3.1 Summary Criteria

The Committee has worked effectively with internal audit to strengthen the CCG’s internal control
processes. It has also received and considered the external audit review of the effectiveness of internal
audit and considers the provision of the internal audit service sufficient in supporting the Committee to
fulfil its role.
Governance & Audit Committee Opinion

Accordingly, the Committee supports the Governing Body in its approval of the internal audit reviews and
management responses.
The Internal Audit Plan 2013-14 was presented and agreed by the Governance & Audit Committee on 2504-13 noting 9 internal audit reviews set against critical business systems would be conducted at a value
of £33,280 with an allocation of 104 days to conduct the fieldwork, prepare and present findings and
undertake follow-up.
Terms of Reference were drafted prior to each audit reviews and issued to the Executive leads for sign off
prior to communicating to lead staff assigned to support the fieldwork.
Six internal audit reviews were ranked with ‘Significant’ assurance and three were identified with
‘Limited’ assurance these are listed below for information purposes and are detailed in the Director of
Internal Audit Opinion Report 2013-14 and also reside on the Corporate Risk Register.
Significant Assurance
Provider Contract Management
QIPP
Financial Systems
Governing Body Reporting
Safeguarding
Information Governance

Limited Assurance
CSU Contract Management
Conflicts of Interest
Performance Management and Reporting

Additional supportive work provided included the Risk Management Training to staff, policy development
for Declarations of Interest and workshop to Governing Body on development of Assurance Framework.
Private meetings were held between the Internal Auditor, External Auditor and NHS Protect
representative (Local Counter Fraud Specialist) with the Lay Member namely, Suzanne Horrill (Chair)
scheduled on 30 July 2013, 25 November 2013, 28 January 2014, 25 February 2014 and 25 March 2014.
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4.0 EXTERNAL AUDIT

4.1 Summary Criteria

The Committee has reviewed and agreed external audit’s annual plan 2013-14 and has reviewed and
commented on the external audit’s plans generated through 2012-13.
Governance & Audit Committee Opinion

Accordingly, the Committee supports the Governing Body in its approval of the external audit reviews and
management responses. The external audit work was phased and the extract below highlights the key
areas of work, timeline and outputs. The fee was set by the Audit Commission presented in a letter to the
Governance & Audit Committee in February 2013 at a value of £66,000 excluding VAT.
Phase of Work

Timing

Audit Planning & Interim Audit

June 2013 to January 2014

Final Accounts Audit

May 2014

Value for Money (VfM)

Jan to May 2014

Annual Audit Letter

June 2014

Outputs
Audit Plan
Audit Findings to those charged with
Governance
Audit Findings to those charged with
Governance
Annual Audit Letter

Grant Thornton have circulated a draft copy of the External Audit Findings for 2013-14 ahead of the
Governance & Audit Committee noting that as at 9th May 2014 and subject to the completion of the
outstanding work expect to issue an unqualified opinion of the CCG’s financial statements.
The External Auditors provide comprehensive updates which detail independent challenge points back to
the CCG based on publications issued periodically throughout the year. Following the collation of
information from the Value for Money assessment which sought evidence on the CCG’s approach to Lay
member development. The Governance & Audit Chair has attended a number of seminars and/or
workshops during the year namely :NHS England – 19 February 2014 – CCG Chairs
‘How to be an Effective Chair; Induction for Lay Members – Introduction to governance and
finance (June 2013;
Adult and children Safeguarding (November 2013)
Information Governance & and Anti-Fraud Training.
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5.0 MANAGEMENT

5.1 Summary Criteria

The Committee has continually challenged the assurance process when appropriate and has requested and
received assurance reports from the management and various other sources both internally and externally
throughout the year. The process has also included calling managers to account when considered necessary
to obtain relevant assurance. It also works closely with the Performance & Risk Manager to ensure that the
assurance mechanism within the CCG is fully effective and that a robust process is in place to monitor action
stemming from external reviews.
Governance & Audit Committee Opinion

Accordingly, the Committee supports the Governing Body in its approval of the performance management
reporting arrangements. It has scrutinised the compliance arrangements associated with Information
Governance, Financial Governance, Corporate Governance and Clinical Governance.
The CCG’s governance overview schematic presented below provides a line of sight mapping out key
business information that supports the operational arrangements of the organisation and uphold its
compliance requirements.
Clinical
Commissioning
Groups

Constitution
Terms of Reference
Business Structure
Job Descriptions
Roles
Relationships
Culture
Stewardship
Qualifications
Skills
Knowledge
Capacity

Vision/Mission
Values/Principles
Strategic Objectives
Health Outcomes

Policies/Plans

Code of Conduct Policy
Accounting Policies
HR Policies
Anti-Fraud Bribery Policy
Procurement Policy
Risk Policy
Health & Safety Policy
Business Continuity Policy
IG Strategy & Policies
Equality Policy
Quality Policy
Incident Reporting Policy
Complaints Policy
Safeguarding Policies
Prescribing Policy
Comms & Engagement Policy

Policies
Strategies
Contracts / SLAs
Business Plans

Partnerships
Stakeholders
Patient Forums
Carer Forums

Knowledge

NHS Targets
Outcomes
Joint Strategic Needs Assessment
NHS Surveys
Friends & Family Test
Complaints
Freedom of Information (FOIs)
SUIs / Never Events
Professional Concerns
Contract Tariff/Currency

Systems
Processes
Standards
Controls
Structures/Accountability

Internal Audits
External Audits
Inspections
Peer Assessments
Compliance

Outcomes
Standing Financial Instructions
Annual Accounts
Annual Governance Statement
Declarations of Interest Register
Contracts / Service Level Agreements
Payroll
Assurance Framework
NHS Litigation Scheme/NRLS
Information Commissioner Registration
IG Toolkit Compliance – Level 2

Membership Council
Governing Body
Governance & Audit Committee
Remuneration Committee
Quality & Performance
Health Inequalities
Health & Wellbeing Board
Connecting Health Board
Clinical Commissioning Exec.
Contract Provider Groups
CCG Programme Boards
Project Task & Finish Groups
Patient/Carer Forums

A Committee Forward Planner presenting scheduled business items together with periodic updates have
been recorded and presented in Appendix C.
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During 2013-14 reviews of key policies and strategies have been considered by the Committee together
with supporting operational systems. These areas have included Business Continuity; Information
Governance; ICT systems; Standards of Business Conduct; Anti-Fraud & Bribery, financial applications and
safeguarding standards. Other internal updates have included Personal Health Budgets, ICT Security and
Declaration of Interest arrangements.
Updates on the approach taken by the CCG to engage with stakeholders during the development of the
strategic plans have been observed to ensure equitable involvement. Also updates following the
Checkpoint meetings with NHS England area team relating to performance activity and findings from
external inspections and/or peers assessments have been reported accordingly together with agreed
management responses and progress updates.
Observations on the work of the Quality and Performance committee are channelled through for review via
published Minutes. The key areas monitored include Clinical Quality, Health Inequalities, Medicines
Optimisation and Prescribing; Performance Data and Patient/Carer Experience. The Governance & Audit
Committee will need to build on the current reporting process in order to secure significant assurance
following the internal audit findings on the arrangements for performance management & reporting in
March 2014.
Findings from the independent review of Cheshire & Merseyside Commissioning Support Unit (CSU) service
level agreement has been shared with the informal Governing Body and currently remains embargoed to
provide a timeline for management responses to be formulated and monitored during 2014-15.
Areas of the business operation which require further assurance updates presented to the Committee
include the performance of Workforce Management, together with work associated with specific duties
including the equality and diversity and the current arrangements for Equality Impact Assessment
monitoring.
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6.0 FINANCIAL REPORTING

6.1 Summary Criteria

The Committee has reviewed the annual financial statements before submission to the Governing Body and
considers them to be correct. It has also reviewed the process and control the CCG has put in place to
achieve its financial obligations throughout the year. It is noted that the CCG has achieved/not achieved its
financial obligations.
Governance & Audit Committee Opinion

Accordingly, the Committee supports the Governing Body in its approval of the annual financial
statements.
The Committee reviews the monthly financial performance at each of its meetings and reports any
concerns to the Governing Body. The CCG has delivered all of its financial targets and applied its
resources effectively in accordance with the statutory duty, despite the first year proving exceptionally
challenging with regard to in-year changes mandated by NHSS England.
For 2013-14 NHS Vale Royal CCG has reported an under spend of £3.078m against its resource limit of
£118.353 million and understand that this under spend will be returned to the CCG in the 2014-15
financial year. The underspend has resulted from the CCG adopting a prudent approach to the financial
risks in the system that have been caused mainly by on-going allocation adjustments throughout the year
There has been on-going pressure on the CCG provider services budgets during 2013/14. NHS England
imposed a number of significant allocation reductions resulting in a number of work programmes being
delayed or halted. The level of uncertainty in the system, and the requests throughout the year to move
resource to NHS England in order to support, for example, Specialised Commissioning, has meant that the
CCG has needed to act in a prudent manner to ensure that it could deliver its statutory financial
responsibilities.
The financial performance duties have been achieved by NHS Vale Royal CCG as indicated below: To remain within Cash Limits
 To remain within its Revenue Resource Limit
 To remain within its Administration Resource Limit

ACHIEVED
ACHIEVED
ACHIEVED

The main financial highlights include:Delivered the CCG financial performance duties;
Achieved commissioner savings of £3m in 2013/14, in line with the planning assumptions,
consequently we have achieved our productivity target under the QIPP initiative;
Set aside £2.4 million being 2% of recurrent resource for non-recurrent expenditure in 2014/15.
This proved not to be possible due to the increased financial pressure, including resource
movement instructed by NHS England, that the CCG faced during 2013/14 and over performance by
our acute provider
Ensured that our recurrent expenditure does not exceed recurrent income, noting the recurrent
financial balance in 2013/14 has been achieved.
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ATTENDANCE REGISTER : Vale Royal CCG
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Committee Forward Planner 2013-14

Committee Management 2013-14 : Vale Royal CCG
Collate
Information

Circulate
Papers

Hold
Meeting

15/04/2013

18/04/2013

09/04/2013

01/05/2013

07/05/2013

14/05/2013
Cancelled

13/06/2013

18/06/2013

25/06/2013

18/07/2013

23/07/2013

30/07/2013

Terms of Reference Topics
Committee Management

Information
Governance

* Declar.of Interest
* Committee Planner

IG Tool ki t Vers i on 11

Assurance & Risk
Management

External
Assessments

* Corpora te Ri s k Ma r-13
* Ri s k Mgt Stra tegy
* Stra tegi c Pri ori ti s a ti on

n/a

Corpora te Ri s k - Jun-13

Jun

May

Apr

Month

Governance & Audit Committee

* NHS Engl a nd - CCG
As s ura nce Fra mework

July
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Internal Audit

External Audit

Operational Management
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* CSU Performance Update
* Continuing Healthcare
* Procurement Policy
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* Safeguarding Standards
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24/01/2014
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20/02/2014

27/02/2014
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* Committee Calendar

Corpora te Ri s k -Feb -14
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17/03/2014

20/03/2014

27/03/2014
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* Committee Calendar
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Annual Senior Information Risk Owner Report 2013-14
Date/Time: 04.06.14 at 2.00 pm
Reporting Period: 2014/15
Author:
Governing Body Lead:
Suzanne Crutchley
Tracy Parker-Priest
Senior Information Governance Manager
Director of Partnerships & Governance
C&M Commissioning Support Unit
(SIRO)
Purpose of Report

Agenda Item No.

This paper provides the Governing Body with a copy of the Senior Information
Risk Owner (SIRO) Report prepared by the Senior Information Governance
Lead from Cheshire & Merseyside Commissioning Support Unit summarising
the work undertaken during 2013-14 to ensure NHS Vale Royal Clinical
Commissioning Group (CCG) achieved its Information Governance Toolkit
Version 11 Level 2 requirement by 31 March 2014.

2.2.2

This report was presented and accepted by the Governance & Audit
Committee at its meeting held on the 25 March 2014.
Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Ensures that organisational effectiveness through good governance is upheld thereby level 2
Information Governance compliant through its IG Toolkit submission by 31 March 2014.
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Recommendations
The Governing Body are asked:a) to receive the Annual Senior Information Risk Owner Report 2013-14; and
b) to approve the continued commitment to support the compliance arrangements to attain a
level 2 Information Governance Toolkit requirements during 2014-15.
Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
N/a

Resources
Issues outlined
Yes
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Report Title: Annual Senior Information Risk Owner Report 2013-14
1.0 Background
1.1 This report provides an overview on the organisational compliance with legislative and
regulatory requirements relating to the handling of information, including compliance with the
Data Protection Act (1998) and Freedom of Information Act (2000). Detailing the compliance
with the Information Governance Toolkit and provides assurance of on-going improvement in
relation to managing risks to information.
1.2 It presents any Serious Incidents Requiring Investigation (SIRI) within the preceding twelve
months, relating to any losses of personal data or breaches of confidentiality.
1.3 It also outlines direction of Information Governance work during 2014/15 and how it aligns with
the strategic business goals of the NHS Vale Royal Clinical Commissioning Group (CCG).
2.0 Information Governance
2.1 All CCGs are mandated to meet the Requirements set out in the Information Governance
Toolkit.
2.2 A minimum of level 2 compliance for all Requirements must be reached by 31st March 2014, so
that the CCG is Information Governance compliant.
3.0 Information Governance Assurance Framework
3.1 The CCG carried out a baseline assessment against the 28 Information Governance
Requirements in July 2013.
3.2 An action plan was also drawn up in order that the CCG would reach level 1 compliance for all
Requirements by 31st October 2013.
3.3 Further actions were then set, to ensure that level 2 compliance for all Requirements is
reached by 31st March 2014, which will thereby ensure that the CCG is compliant.
3.4 The Information Governance Statement of Internal Control (SIC) will be ‘signed off’ in March
2014, in the confidence that the Information Governance Toolkit Requirements are fully
supported by the IT Service and the wider Commissioning Support Unit.
3.5 The CCG will submit its Information Governance Toolkit return, for general publication, before
the end of March 2014.
3.6 From April 2014 the Governance & Audit Committee will receive regular quarterly reports on
Information Governance compliance, as this Committee will continue to include Information
Governance in its Terms of Reference.
3.7 The Senior Information Risk Owner (SIRO is a member of the Committee.
4.0 Assurance
4.1 The following posts within the CCG are confirmed as:
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 Caldicott Guardian - Dr Nichola Bishop
 Senior Information Risk Owner - Tracy Parker-Priest
5.0 Accountability
5.1 The Governance & Audit Committee will operate under the general direction of the CCG’s
Chief Finance Officer and will report to the Governing Body on a monthly basis (as
appropriate).
6.0

Status of Organisational Compliance

6.1 The version 11 Information Governance Toolkit online submissions are:
• Baseline 31st July 2013 –
• Performance Update 31st October 2013
• Final 31st March 2014

Status: complete
Status: complete
Status: on target

6.2

The CCG has strengthened its 2012/13 evidence, and updated it where necessary, to ensure
that level 2 compliance for all Information Governance Toolkit Requirements is maintained
during 2013/14, and that the evidence was available for the MIAA audit during Quarter 4.

6.3

The CCG has reached level 2 compliance for each of the 28 Requirements.

7.0

Policies

7.1

The Governance & Audit Committee approved the following updated Information Governance
Strategy and Policies, in November 2013, to reach level 1 compliance of the Toolkit:
Information Governance Strategy
Information Governance Policy
Confidentiality and Data Protection Policy
Subject Access Requests Policy
Corporate Records Retention Policy (to include Information Lifecycle)
Freedom of Information Act Policy (to include Environmental Information Regulations)

8.0

Serious Incident Requiring Investigation (SIRI)

8.1

The Governance & Audit Committee approved the following updated Information Governance
Strategy and Policies, in November 2013, to reach level 1 compliance of the Toolkit:

9.0
9.1

As part of the Statement of Internal Control (SIC), the CCG is required to report on any
‘Serious Incidents Requiring Investigation’.
SIRI’s scoring 3-5 have to be notified.
SIRI’s scoring 1-2 should be aggregated and included by category of the type of incident.
Any SIRI scored as level 0 do not need to be included.
There have been no Information Governance related SIRIs caused by the CCG during
2013/14.
Information Governance Incidents
From 1st April 2013, IG related incidents scoring 2 (N.B. using a different scoring criteria than
for SIRIs) or above, must be reported on the Information Governance Incident Reporting Tool
to NHS England and the Information Commissioner.
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9.2

There have been no incidents caused by the CCG during 2013/14, which are required to be
reported.

9.3

Information Governance incidents are also reported with all other CCG incidents, as part of
the regular reports within the CCG.

10.0 Risk Management & Assurance
10.1 The SIRO is responsible for the development and implementation of the organisation’s
Information Risk procedures.
10.2 Data Flow Mapping has been conducted. The report on this assures the CCG how much of
the organisation has been covered, how recently flows have been reviewed and any
significant risks identified and addressed.
10.3 Information Asset Registers have been established. The report on this assures the CCG that
all main systems, data stores and other information assets are logged and subject to regular
(i.e. annual) security assessment, addressing any risks as removed or reduced.
10.4 The approach taken was that local Information Asset Owners and Information Asset Assistants
undertook the risk assessments and reported to Governance, who reported to the SIRO and
the Governance & Audit Committee.
10.5 In September 2013, external SIRO and Caldicott Guardian training was arranged through Dilys
Jones Associates. This training was offered to the 12 CCGs across Cheshire and
Merseyside. The training was attended by the Performance and Risk Manager at the CCG,
and various CSU Governance and IT staff.
10.6 The Senior Information Risk Owner has since attended the course directly with Dilys Jones
Associates.
10.7 The SIRO has completed the role specific e-learning through the IGTT - NHS Information Risk
Management for SIROs and IAOs.
10.8 The Caldicott Guardian has completed the role specific e-learning through the IGTT - The Role
of the Caldicott Guardian in NHS & Social Care.
11.0 Freedom of Information Requests
11.1 All Freedom of Information requests made to the CCG are managed through the Customer
Solution Centre within the Cheshire and Merseyside Commissioning Support Unit.
11.2 The Customer Solution Centre co-ordinate these requests for the CCG.
11.3 A summary of Freedom of Information requests made to the CCG is reported, as part of the
regular Performance Reports for the CCG.
12.0 Subject Access Requests
12.1 All Subject Access Requests (SARs) made to the CCG are managed through the Customer
Solution Centre within the Cheshire and Merseyside Commissioning Support Unit.
12.2 The Customer Solution Centre co-ordinate these requests for the CCG.
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12.3

A summary of the Subject Access Requests made to the CCG is reported, as part of the
regular Performance Reports for the CCG.

13.0 Work Programmes and Documentation for the CCG
13.1 The IG Toolkit has 28 Requirements (see list at the end of this report), broken down in to
levels (0 to 3) and each level broken down to varying numbers of components to achieve and
demonstrate compliance against.
13.2 In summary, the version 11 Toolkit Requirements have led to the following CCG work being
implemented and completed, over the last year:
IG Policies reviewed and refreshed
IT Policies reviewed and refreshed
Numerous e-Brief articles sent out to staff
Staff completing their on-line IG training module
IG Spot Checks conducted and reported on
Completed and reported on Data Flow Mapping
Completed and reported on Information Asset Register
Fair Processing Notices put in place (for patient/staff/contractor staff)
SIRO appointed and trained
Caldicott Guardian appointed and trained
IG Reports produced from CSU to CCG
IG Reports produced from CSU to the CCG HOCO
Privacy Impact Assessment template agreed
Information Sharing Protocol templates agreed
3.3

Also in support of the various Toolkit Requirements, the following were put in place during
2013/14:
Information Governance Training Programme through the NLMS or IGTT for all staff
Implemented the Staff IG Code of Conduct
Data Flow Mapping return
Information Asset Register return
IT support work to the CCG, including Smartcard plans (individual/group access control)
and the pseudonymisation and anonymisation plans
The Terms of Reference for the Governance & Audit Committee reference Information
Governance, for the CCG to receive IG assurance
The use of standard NHS IG contract clauses in all contracts produced

14.0 IG Briefings
14.1 The following subjects have been covered as regular staff briefings, to support level 1
compliance of the Toolkit:
IG training materials/NLMS available for all staff
NHSmail accounts
Confidential waste
Safe Haven Fax Machines
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When a Privacy Impact Assessment should be completed
When an Information Sharing Protocol should be completed
Use of the NHS Number rather than PID/PCD
Random IG 'spot checks' to be conducted
Smartcard induction materials and further support for staff
The roles of the Senior Information Risk Owner and Caldicott Guardian
Freedom of Information Act and your emails
Process for reporting IG incidents and near-misses
Staff feedback/lessons learnt where an IG breach/incident has occurred
Keeping Data Flow Mapping up to date
Fair Processing Notice (for staff/contractor staff)
IG policies approved for the CCG
Staff IG Code of Conduct
15.0 Development Plans for next year
15.1 Subject to contract arrangements with the Cheshire and Merseyside Commissioning Support
Unit, the plan will be to maintain level 2 compliance for all of the Requirements, including any
new or changes made to the current Requirements.
15.2 At the very minimum, this will align with the strategic business goals of the CCG.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: NHS Constitution & Outcomes Framework Measure 2013-14 –
Reporting Period February 2014
Date/Time: 04.06.14 at 2.00 pm
Reporting Period: 2014-2015
Author:
Governing Body Lead:
Steve Evans
Tracy Parker-Priest
Head of Contracts
Director of Partnerships & Governance
Purpose of Report

Agenda Item No.

This paper provides the Governing Body with a summary against the key NHS
performance measures for both respective CCGs and the performance activity
attributed by our main acute provider Mid Cheshire Hospitals Foundation Trust
(MCHfT) for the period ending February 2014.

2.2.3

This report follows the guidance stemming from the ‘Everyone Counts Planning
for Patients 2013-14 together with a supplementary supporting planning
document published in December 2012. This also includes areas that
contribute to the delivery of the CCG Assurance Framework and the CCG
Quality Premium.
The report has been produced in collaboration with Cheshire & Merseyside
Commissioning Support Unit and work is on-going to improve on the reporting
format. A RAG rating has been applied to each indicator using the tolerances
set nationally. A local rating has been set where national thresholds have not
been determined
It is recognised that data for both NHS South Cheshire CCG and NHS Vale
Royal CCG is included in the attached report. NHS Vale Royal CCG
information commences on page 46.
Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

Our Vision
To be an outstanding
commissioning group,
working together with
patients and partners
to ensure affordable,
high quality healthcare
for all
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Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
This report sets out the work underway to deliver and achieve the national and local NHS targets
that underpin the strategic direction of the CCG.
Recommendations
The Governing Body are asked:
a) to note the contents of the report summarising the validated NHS performance measures for
the reporting period ending February 2014; and
b) to note any exception updates against those measures which are experiencing adverse
activity and the mitigating actions to resolve the performance levels.
Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: NHS Constitution & Outcome Measures 2013-14 – February 2014
20114
1.0 Overview
1.1 NHS England, formerly known as Commissioning Board, published in December 2012 the
‘Everyone Counts Planning for Patients 2013-14 guidance in December 2012. This sets out
the national priorities and a number of performance Targets. A scorecard presents the trending
headline measures, together with the full data matrix which summarises all the measures
accountable to the respective commissioner levels held in Appendix 1 & 2. Data frequency
may differ for certain metrics hence reported on a monthly, quarterly and annual basis.
1.2 Further guidance describing the CCG Quality Premium and the CCG Assurance Framework
helped the CCG to identify the corporate performance targets for the coming year.
1.3 The CCG Assurance Framework will be used by the NHS England Area Team to assess how
well CCGs are performing against their plans to improve services and deliver better outcomes
for patients. This will be conducted at quarterly checkpoints where a review of delivery against
the strategic plan, which will include the standards in the NHS Constitution, and improvements
against the Outcomes indicators set out in the Everyone Counts.
2.0 Performance Summary
2.1

Those areas where performance has not met the target for the reporting period February 2014
are as follows:-

It is recognised that data for both NHS South Cheshire CCG and NHS Vale Royal CCG is included
in the attached report. NHS Vale Royal CCG information commences on page 46.
NHS South Cheshire CCG
A&E Waiting Times – 4hr waits
Cancer 31 day (treatments – surgery)
Ambulance – Category A (Red 1& 2)
HCAI – MRSA Cases
First Outpatient Attendances
Elective FFCEs
Stroke 90% of Time on Unit
Stroke TIA Cases

NHS Vale Royal CCG
A&E waiting Times – 4hr waits
Ambulance – Category A (8 mins) Red 1 & 2
Ambulance – Category A (19 mins)
Mixed Sex Accommodation
52 Week Waits
First Outpatient Attendances
Elective FFCEs
Stroke 90% of Time on Unit

Brief commentary has been provided by relevant lead manager which is included in the appended
exception forms.
Dashboard summaries of key headline measures relating to the respective Clinical Commissioning
Group relating to patient experience; access to emergency services and other challenging areas:
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Commissioner : SCCCG

EVERYONE COUNTS : Planning for Patients 2013-14
COMMITMENTS & TARGETS
Thematic

Measure
Referral to Treatment (RTT) (Admitted)
Patients seen within in 18 weeks Standards

Other Challenge Areas

Access to emergency
Services

Patient Experience

Referral to Treatment (RTT) Incomplete
Excess waiters >52 weeks

STATUS @ A GLANCE
Target

Quarter 2

Quarter 3

Quarter 4

1,530

1,700

1,778

6,274

14.5%

13.4%

13.1%

13.4%

183

130

219

617

YTD

Trend

90.0%
0

Diagnostic Waits
Tests waiting no more than 6 weeks

99.0%

Cancer 62 day wait
Patients seen in 2 weeks and treated within 62 days

85.0%

Stroke
90% of time on stroke unit & TIAs treated within 24
hours

80.0%

Reducing Health Care Acquired Infections
MRSA

0

Reducing Health Care Acquired Infections
C Diff

YTD

A&E Waiting Times
Patients spending 4 hours or less in A&E

95.0%

Ambulance
Calls response to within 8 minutes (Red 1)

75.0%

Delayed Transfers of Care

Quarter 1

LOCAL MEASURES
Proportion of people feeling supported to manage their
condition 2 local measures:
Reduce Emergency readmissions within 30 days of
discharge from hospital: MCHfT as previous provider only
Emergency Admissions by GP referrals age 0 - 4 years
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Commissioner : VRCCG

EVERYONE COUNTS : Planning for Patients 2013-14
COMMITMENTS & TARGETS
Thematic

Measure
Referral to Treatment (RTT) (Admitted)
Patients seen within in 18 weeks Standards

Other Challenge Areas

Access to emergency
Services

Patient Experience

Referral to Treatment (RTT) Incomplete
Excess waiters >52 weeks

STATUS @ A GLANCE
Target

YTD

Trend

90.0%
0

Diagnostic Waits
Tests waiting no more than 6 weeks

99.0%

Cancer 62 day wait
Patients seen in 2 weeks and treated within 62 days

85.0%

Stroke
90% of time on stroke unit & TIAs treated within 24
hours

80.0%

Reducing Health Care Acquired Infections
MRSA

0

Reducing Health Care Acquired Infections
C Diff

19

A&E Waiting Times
Patients spending 4 hours or less in A&E

95.0%

Ambulance
Calls response to within 8 minutes (Red 1)

75.0%

Delayed Transfers of Care

Quarter 1 Quarter 2 Quarter 3 Quarter 4

1,530

1,700

1,778

6,274

13.2%

12.0%

15.2%

13.3%

LOCAL MEASURES
Increase the staging outcomes earlier in Cancer
intervention for Lung/ Colorectal and Upper GI
Proportion of people feeling supported to manage their
condition
Emergency readmissions within 30 days of discharge from
hospital: MCHfT Only
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APPENDIX 1 – South Cheshire CCG

SCORECARD
Reporting Period
Feb-14

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : SCCCG
NHS Constitution & Outcomes Framework Measures

95.9%

96.3%

95.5%

95.5%

95.9%

95.3%

94.5%

93.7%

93.4%

94.8%

99.5%

99.4%

99.7%

99.8%

99.5%

96.1%

95.5%

93.5%

91.3%

94.6%

95.9%

96.5%

97.1%

95.7%

95.1%

95.0%

96.0%

98.6%

95.2%

99.5%

99.0%

99.0%

100.0%

99.4%

100.0%

97.4%

100.0%

92.9%

98.7%

100.0%

100.0%

100.0%

100.0%

100.0%

97.9%

100.0%

100.0%

100.0%

99.6%

2

CB_B2

18 Week Referral to Treatment - Non-Admitted
Patients

95.0%

95.9%

3

CB_B3

18 Week Referral to Treatment - Incomplete
Patients

92.0%

95.7%

4

CB_B4

Diagnostic Waits - 6 week waits

99.0%

99.3%

5

CB_B5

A&E Waiting Times - 4hrs Waits

95.0%

96.7%

6

CB_B6

Cancer 2 Week Wait - All cancer two week wait

93.0%

96.0%

7

CB_B7

Cancer 2 Week Wait - Non-suspected cancer breast
93.0%
symptoms

94.1%

8

CB_B8

Cancer 31 day first treatment

96.0%

99.6%

9

CB_B9

Cancer 31 day subsequent treatments - surgery

94.0%

100.0%

10

CB_B10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98.0%

100.0%

11

CB_B11

Cancer 31 day - Subsequent treatments radiotherapy

94.0%

100.0%

Feb-14

Mar-14

94.4%

YTD

Trend

Ageing
Well

91.9%

89.7%

Jan-14

Living
well

93.0%

90.0%

Quarter 4

Starting
Well

Frequen
cy

91.4%

18 Week Referral to Treatment - Admitted Patients

0.0

92.9%

CB_B1

Mthly

92.9%

1

Mthly

Q3

Mthly

Q2

Mthly

Q1

Mthly

Quarter 3

Mthly

Quarter 2

Mthly

Quarter 1

Mthly

Target

Mthly

Measure

Mthly

NHS Code

Programme

95.4%
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SCORECARD
Reporting Period
Feb-14

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : SCCCG
NHS Constitution & Outcomes Framework Measures

89.6%

100%

98.3%

90.5%

93.3%

96.5%

91.7%

87.5%

100.0%

100.0%

94.0%

69.8%

66.0%

79.2%

64.2%

71.1%

74.0%

74.3%

76.5%

70.4%

74.6%

96.5%

96.3%

96.7%

96.5%

96.6%

6

5

4

0

23

96.0%

14

CB_B14

Cancer 62 day referral to first treatment - consultant
referral upgrade

85.0%

100%

15

CB_B15_01

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

75.0%

77.2%

16

CB_B15_02

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

75.0%

76.5%

17

CB_B16

Ambulance - Category A - 19 minute response

95.0%

96.9%

18

CB_B17

Mixed Sex Accommodation Breaches

0

8

19

CB_B18

Cancelled Operations - Percentage of patients not
offered a binding date within 28 days of a cancelled
operation.

20

CB_B19

Mental Health - % of patients on CPA discharged
from inpatient care who are followed up within 7 days

21

CB_S4

A&E Attendances - number of attendances in A&E

22

CB_S5_A

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

23

CB_S5_B

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

95%

10%
2013/14

Qtr

90.0%

16.4%

Qtr

Cancer 62 day referral to first treatment - NHS
screening referral

98%

100%

0.955

Mthly

CB_B13

YTD

11,872

12,188

11,541

Qtr

13

Mar-14

2.2%

3.3%

3.0%

8.5%

Qtr

93.3%

Feb-14

48.5%

39.2%

36.3%

41.1%

9.2%

15.3%

Trend

Ageing
Well

86.7%

85.0%

Jan-14

Living
well

85.0%

Cancer 62 day referral to first treatment -

Quarter 4

Starting
Well

Frequen
cy

91.5%

CB_B12

Mthly

86.2%

12

Mthly

Q3

Mthly

Q2

Mthly

Q1

Mthly

Target

Quarter 3

Mthly

Measure

Quarter 2

Mthly

NHS Code

Programme
Quarter 1

13.30%

99%

4,285

3,701

3,926

47,514
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SCORECARD
Reporting Period
Feb-14

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : SCCCG
NHS Constitution & Outcomes Framework Measures

0

0

4

1

0

0

0

2

1

1

0

0

9

4

25

CB_S6ii

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

0

1

26

CB_S6iii

Number of 52 Week RTT - Incomplete>52weeks

0

7

27

CB_S7a

Ambulance Handover Time - delays of over 30
minutes

28

CB_S7b

Ambulance Handover Time - delays of over 1 hour

29

CB-09

Trolley Waits in A&E - 12hr waits from Decision to
Admit to Admission

0

30

CB_S10

Cancelled Operations - Number of Urgent
Operations Cancelled for a second time

0

31

CB_A1

Potential Years of Life Lost (PYLL)

32

CB_A2

Mortality Rate - under 75 - CVD

33

CB_A3

Mortality Rate - under 75 - Respiratory Disease

34

CB_A4

Mortality Rate - under 75 - Liver Disease

35

CB_A5

Mortality Rate - under 75 - Cancer

YTD

99.7%

99.7%

99.2%

99.0%

99.3%

99.9%

99.9%

100.0%

100.0%

99.9%

99.6%

0

0

0

0

0

0

0

0

0

0

0

Trend

0

0

Annual

Annual

Annual

Mthly

98.7%

Mthly

Mthly

0

Mar-14

Mthly

Number of 52 Week RTT - Admitted>52weeks

Feb-14

Ageing
Well

0

CB_S6i

Jan-14

Living
well

0

24

Quarter 4

Starting
Well

Frequen
cy

Q3

Mthly

Q2

Mthly

Q1

Mthly

Target

Quarter 3

Annual

Measure

Quarter 2

Annual

NHS Code

Programme
Quarter 1
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SCORECARD
Reporting Period
Feb-14

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : SCCCG
NHS Constitution & Outcomes Framework Measures

126

1186

22

37

6

11

111

477

553

163

154

1877

6

62

13

10

112

13.2%

12.6%

12.5%

10.1%

12.9%

37

CB_A6_02

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

35

38

CB_A6_03

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

530

39

CB_A6_04

Emergency Admission -Children with Lower
Respiratory Tract Infections (LRTI)

21

40

CB_A7

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

41

CB_A8

Long Term Conditions - average Health Status
Score for individuals (19+) reporting that they have a
LTC

42

CB_A9

Dementia - Diagnosis rate

43

CB_A10

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

13.9%

44

CB_A11i

PROMS - Hip Replacement

n/a

45

CB_A11ii

PROMS - Knee Replacement

n/a

46

CB_A11iii

PROMS - Groin Hernia

n/a

0.07

47

CB_A11iv

PROMS - Varicose Veins

n/a

No data

Qtr

356

YTD

Trend

Ageing
Well

113

Emergency Admissions - Chronic Ambulatory Care
Sensitive Conditions

Mar-14

Living
well

314

CB_A6_01

Quarter 4

Starting
Well

Frequen
cy

277

36

Mthly

Feb-14

Mthly

Jan-14

Mthly

Q3

Mthly

Q2

Mthly

Q1

Qtr

Target

Quarter 3

Qtr

Measure

Quarter 2

Qtr

NHS Code

Programme
Quarter 1

Figures
suppressed due
to low patient
counts
Figures
suppressed due
to low patient
counts
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SCORECARD
Reporting Period
Feb-14

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : SCCCG
NHS Constitution & Outcomes Framework Measures

59

76

0

0

CB_12_A

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

86.0%

49

CB_12_B

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

77.0%

50

CB_A13

Friends & Family Test (A&E)

66

51

CB_A13

Friends & Family Test (InPatient)

68

52

CB_A14

Patient Experience of Hospital Care

53

CB_A15

HCAI - Overall number of cases of MRSA

C=
P=

54

CB_A16

HCAI - Overall number of cases of C Difficile

C=
P=

55

CB_S1

Non-Elective FFCEs

56

CB_S2

First Outpatient Attendances

57

CB_S3

Elective FFCEs

YTD

Trend

1

0

Mthly

3

12

11

2

2

Mthly

4015

3873

3967

1215

1237

14307

Mthly

14,596

15,469

15,435

5,394

4,896

55,790

Mthly

Annual

48

Mar-14

Ageing
Well

Feb-14

Living
well

Jan-14

Starting
Well

Frequen
cy

Q3

Annual

Q2

Annual

Q1

Quarter 4

Mthly

Target

Quarter 3

Mthly

Measure

Quarter 2

Mthly

NHS Code

Programme
Quarter 1

1

1

3

6,039

6,268

6,409

2,223

2,013

22,952

30

44
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SCORECARD
Reporting Period
Feb-14

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : SCCCG
NHS Constitution & Outcomes Framework Measures

75.3%

79.0%

68.4%

79.2%

76.7%

75.0%

85.7%

57.1%

100.0%

0.0%

70.0%

13.37%

13.06%

13.41%

10.66%

13.36%

130

219

42
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617

1,700

1,778

637

629

6,274

GM59

Stroke - proportion of patients arriving in a designed
stroke bed within 4 hours of arrival

60

GM60

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

61

GM61

Proportion of people feeling supported to manage
their condition 2 local measures:

62

GM62

Reduce Emergency readmissions within 30 days of
discharge from hospital: MCHfT as previous
provider only

14.49%

63

GM63

Emergency Admissions by GP referrals age 0 - 4 years

183

64

GM64

Delayed Transfers of care (MCHfT)

1,530

Key

Criteria
NHS Constitution
NHS Outcomes Framework
Activity Measures
Local Measures

60%

Mar-14

YTD

Trend

Annual

Mthly

59

80%

Mthly

Stroke - patients who spend at least 90% of their
inpatient stay on a stroke unit

Feb-14

Ageing
Well

76.8%

GM58

Jan-14

Living
well

Q3

58

Quarter 4

Starting
Well

Frequen
cy

Q2

Annual

Q1

Mthly

Target

Quarter 3

Mthly

Measure

Quarter 2

Mthly

NHS Code

Programme
Quarter 1
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APPENDIX 2 – Vale Royal CCG

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : VRCCG

Reporting Period

NHS Constitution & Outcomes Framework Measures

96.8%

96.3%

95.5%

96.6%

95.6%

94.4%

94.0%

93.9%

95.0%

99.5%

99.6%

99.6%

99.7%

99.5%

96.2%

95.5%

93.7%

91.6%

96.0%

96.4%

94.3%

93.7%

95.6%

93.5%

97.8%

97.8%

97.7%

95.6%

97.9%

100%

98.0%

100%

98.9%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100.0%

88.9%

100.0%

98.2%

CB_B2

18 Week Referral to Treatment - Non-Admitted
Patients

95.0%

96.9%

3

CB_B3

18 Week Referral to Treatment - Incomplete
Patients

92.0%

95.9%

4

CB_B4

Diagnostic Waits - 6 week waits

99.0%

99.2%

5

CB_B5

A&E Waiting Times - 4hrs Waits

95.0%

96.9%

6

CB_B6

Cancer 2 Week Wait - All cancer two week wait

93.0%

95.1%

7

CB_B7

Cancer 2 Week Wait - Non-suspected cancer breast
93.0%
symptons

93.5%

8

CB_B8

Cancer 31 day first treatment

96.0%

98.4%

9

CB_B9

Cancer 31 day subsequent treatments - surgery

94.0%

100%

10 CB_B10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98.0%

100%

11 CB_B11

Cancer 31 day - Subsequent treatments radiotherapy

94.0%

96.4%

Feb-14

Mar-14

94.7%

YTD

Trend

Ageing Well

96.6%

2

Jan-14

Living well

91.9%

88.4%

Quarter 4

Starting
Well

93.6%

90.0%

Mthly

92.7%

18 Week Referral to Treatment - Admitted Patients

Mthly

93.3%

CB_B1

Mthly

93.0%

1

Mthly

Q3

Mthly

Q2

Mthly

Q1

Mthly

Quarter 3

Mthly

Quarter 2

Mthly

Quarter 1

Mthly

Measure

Target

Frequency

Programme

Mthly

NHS Code

Feb-14

95.5%
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SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : VRCCG

Reporting Period

NHS Constitution & Outcomes Framework Measures

82.1%

93.8%

87.8%

No
Patients

100.0%

60.0%

100.0%

90.9%

100%

94.1%

100.0%

100.0%

97.3%

68.5%

69.9%

60.0%

58.6%

68.1%

75.2%

74.1%

76.5%

65.9%

74.8%

95.5%

95.0%

97.3%

92.6%

95.6%

2

4

1

4

14

82.0%

13 CB_B13

Cancer 62 day referral to first treatment - NHS
screening referral

90.0%

100%

14 CB_B14

Cancer 62 day referral to first treatment - consultant
referral upgrade

85.0%

100%

15 CB_B15_01

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

75.0%

72.6%

16 CB_B15_02

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

75.0%

77.6%

17 CB_B16

Ambulance - Category A - 19 minute response

95.0%

96.6%

18 CB_B17

Mixed Sex Accommodation Breaches (per 1000
admissions)

0

3

19 CB_B18

Cancelled Operations - Percentage of patients not
offered a binding date within 28 days of a cancelled
operation.

20 CB_B19

Mental Health - % of patients on CPA discharged
from inpatient care who are followed up within 7 days

21 CB_S4

A&E Attendances - number of attendances in A&E

22 CB_S5_A

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

23 CB_S5_B

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

96%

15.3%

Trend

13.3%

95.2%

98%

Mthly

100%

9.21%

YTD

8,960

9,192

8,610

Qtr

10%
2013/14

16.4%

Mar-14

2.1%

2.0%

4.6%

8.7%

Qtr

95%

Qtr

Qtr

85.0%

Feb-14

Ageing Well

93.8%

Cancer 62 day referral to first treatment -

Jan-14

Living well

87.2%

12 CB_B12

Quarter 4

Starting
Well

Frequency

Q3

Mthly

Q2

Mthly

Q1

Mthly

Quarter 3

Mthly

Quarter 2

Mthly

Target

Quarter 1

Mthly

Measure

Programme

Mthly

NHS Code

Feb-14

42.8%

31.3%

30.9%

35.1%

3,194

2,759

2,926

35,640

47
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SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : VRCCG

Reporting Period

NHS Constitution & Outcomes Framework Measures

0

1

1

1

4

0

0

0

0

1

0

0

0

0

0

1

25 CB_S6ii

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

0

1

26 CB_S6iii

Number of 52 Week RTT - Incomplete>52weeks

0

0

27 CB_S7a

Ambulance Handover Time - delays of over 30
minutes

28 CB_S7b

Ambulance Handover Time - delays of over 1 hour

29 CB-09

Trolley Waits in A&E - 12hr waits from Decision to
Admit to Admission

0

30 CB_S10

Cancelled Operations - Number of Urgent
Operations Cancelled for a second time

0

31 CB_A1

Potential Years of Life Lost (PYLL)

32 CB_A2

Mortality Rate - under 75 - CVD

33 CB_A3

Mortality Rate - under 75 - Respiratory Disease

34 CB_A4

Mortality Rate - under 75 - Liver Disease

35 CB_A5

Mortality Rate - under 75 - Cancer

Mar-14

YTD

99.7%

99.7%

99.2%

99.0%

99.3%

99.9%

99.9%

100.0%

100.0%

99.9%

99.6%

0

0

0

0

0

0

0

0

0

0

0

Trend

0

0

Annual

Annual

Annual

Mthly

98.7%

Mthly

Mthly

0

Feb-14

Mthly

Number of 52 Week RTT - Admitted>52weeks

Jan-14

Ageing Well

Q3

Living well

Q2

24 CB_S6i

Quarter 4

Starting
Well

Frequency

Q1

Mthly

Quarter 3

Mthly

Quarter 2

Mthly

Target

Quarter 1

Annual

Measure

Programme

Annual

NHS Code

Feb-14
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SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : VRCCG

Reporting Period

NHS Constitution & Outcomes Framework Measures
Jan-14

Feb-14

185

198

82

64

700

15

23

10

7

69

248

316

93

74

998

1

46

13

6

76

11.1%

14.1%

12.0%

9.9%

12.2%

37 CB_A6_02

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

14

38 CB_A6_03

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

267

39 CB_A6_04

Emergency Admission -Children with Lower
Respiratory Tract Infections (LRTI)

10

40 CB_A7

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

41 CB_A8

Long Term Conditions - average Health Status
Score for individuals (19+) reporting that they have a
LTC

42 CB_A9

Dementia - Diagnosis rate

43 CB_A10

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

12.1%

PROMS - Hip Replacement

n/a

45 CB_A11ii

PROMS - Knee Replacement

n/a

46 CB_A11iii

PROMS - Groin Hernia

n/a

47 CB_A11iv

PROMS - Varicose Veins

n/a

Qtr

Qtr

44 CB_A11i

Qtr

171

Qtr

Emergency Admissions - Chronic Ambulatory Care
Sensitive Conditions

Mar-14

YTD

Trend

Ageing Well

Q3

Living well

Q2

36 CB_A6_01

Quarter 4

Starting
Well

Frequency

Q1

Mthly

Quarter 3

Mthly

Quarter 2

Mthly

Target

Quarter 1

Mthly

Measure

Programme

Mthly

NHS Code

Feb-14

Figures
suppressed due
to low patient
counts
Figures
suppressed due
to low patient
counts
Figures
suppressed due
to low patient
counts

No data
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SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : VRCCG

Reporting Period

NHS Constitution & Outcomes Framework Measures
Feb-14

59

76

0

1

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

82.0%

49 CB_12_B

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

72.0%

50 CB_A13

Friends & Family Test (A&E)

66

51 CB_A13

Friends & Family Test (InPatient)

68

52 CB_A14

Patient Experience of Hospital Care

53 CB_A15

HCAI - Overall number of cases of MRSA

C=
P=

54 CB_A16

HCAI - Overall number of cases of C Difficile

C=
P=

55 CB_S1

Non-Elective FFCEs

56 CB_S2

First Outpatient Attendances

57 CB_S3

Elective FFCEs

YTD

Trend

Annual

48 CB_12_A

Mar-14

Ageing Well

Jan-14

Living well

Q3

Starting
Well

Frequency

Q2

Annual

Q1

Quarter 4

Annual

Quarter 3

Mthly

Quarter 2

Mthly

Target

Quarter 1

Mthly

Measure

Programme

Mthly

NHS Code

Feb-14

1

0

1

5

15

Mthly

3

0

2,093

2,166

2,222

747

691

7,919

Mthly

6

1

8,032

8,371

8,451

2,919

2,668

30,441

Mthly

5

2

3,229

3,446

3,629

1,292

1,163

12,759

50

51

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2013-14

Commissioner : VRCCG

Reporting Period

NHS Constitution & Outcomes Framework Measures

59 GM59

Stroke - proporation of patients arriving in a designed
stroke bed within 4 hours of arrival

60 GM60

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

61 GM61

Increase the staging outcomes earlier in Cancer
intervention for Lung/ Colorectal and Upper GI.

62 GM62

Proportion of people feeling supported to manage
their condition

63 GM63

Emergency readmissions within 30 days of discharge from
hospital: MCHfT Only

64 GM64

Delayed Transfers of care (MCHfT)

Key

60%

Quarter 4

Q1

Q2

Q3

71.4%

75.0%

73.0%

44.4%

78.9%

71.7%

0.0%

60.0%

50.0%

No
Patients

40.0%

Jan-14

Feb-14

Mar-14

YTD

Trend

Ageing Well

Quarter 3

Living well

Quarter 2

Mthly

13.17%

12.0%

15.2%

14.24%

10.17%

13.3%

Mthly

Annual

Annual

80%

Mthly

Stroke - patients who spend at least 90% of their
inpatient stay on a stroke unit

Mthly

58 GM58

Quarter 1

Starting
Well

Target

Frequency

Measure

Programme

Mthly

NHS Code

Feb-14

1,530

1,700

1,778

637

629

6,274

Criteria
NHS Constitution
NHS Outcomes Framework
Activity Measures
Local Measures
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APPENDIX 3 – South Cheshire CCG Exceptions Report

Exceptions - South Cheshire CCG
First Outpatient Attendances

All first outpatient attendances (consultant-led) in general and acute specialties.
Description
Activity
Forecasted

April

May
5,208
4,486

June
5,013
4,498

July
4,375
4,295

August
5,660
4,952

4,672
4,533

September October
5,137
4,544

5,305
4,990

November December January
5,347
4,567

4,783
4,361

5,394
4,809

February
4,896
4,383

March
4,613

CCG commentary : Sue Milne
15% increase in referrals is leading to increased OP activity
The issue is managed formerly through the monthly Contract meeting and the
fortnightly finance and performance meeting, led by the Finance team and on-going
liaison with the divisional general managers
Referral management Initiatives are being progressed by the Living Well Primary
Care Quality team with the GPs in the CCG

First Outpatient Attendances
6,000
5,000
4,000
3,000
2,000

BI commentary

1,000
0

Data Source: Unify

Elective FFCEs

Number of general & acute (G&A) elective admissions FFCEs
Description
Activity
Forecasted

April

May
2,016
1,734

June
2,092
1,738

Elective FFCEs
2,500
2,000

July
1,931
1,659

August
2,195
1,913

1,908
1,751

September October
2,165
1,755

2,308
1,926

November December January
2,209
1,763

1,892
1,683

2,223
1,855

February
2,013
1,691

March
1,779

CCG commentary : Sue Milne
15% increase in referrals is leading to increased OP activity
The issue is managed formerly through the monthly Contract meeting and the
fortnightly finance and performance meeting, led by the Finance team and on-going
liaison with the divisional general managers
Referral management Initiatives are being progressed by the Living Well Primary
Care Quality team with the GPs in the CCG

1,500
1,000
500

BI commentary

0

Data Source: Unify
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Stroke - 90% of time on a stroke unit
Stroke - patients who spend at least 90% of their inpatient stay on a stroke unit

Stroke - patients who spend at least 90% of their inpatient stay on a stroke unit
Description
% performance
National Target

April

May
73.9%
80%

June
78.3%
80%

July
80.0%
80%

August
79.2%
80%

72.0%
80%

September October
75.0%
80%

80.0%
80%

November December January
82.1%
80%

73.9%
80%

68.4%
80%

February

March

79.2%
80%

80%

CCG Commentary : Sue Cooke
MCHFT have achieved a combined target of 81.8 % against a target of 80%. This
takes into account patients from bith NHS South Cheshire CCG and NHS Vale Royal
CCG who are treated in MCHFT.

Stroke - 90% of time on a stroke unit
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%

BI commentary

10.0%
0.0%

Data Source: Providers

Stroke - TIA cases

Stroke - proporation of high risk TIA case investigated and treated within 24 hours
Description
% performance
National Target

April

May
50.0%
60%

June

100.0%
60%

July

100.0%
60%

August
100.0%
60%

100.0%
60%

September October
66.7%
60%

50.0%
60%

November December January
75.0%
60%

0.0%
60%

100.0%
60%

February

March

0.0%
60%

60%

CCG Commentary : Sue Cooke
In February 2014 there were three patients who were referred to the stroke service
for treatment for TIA who were not reviewed within 24 hours of referral. An
investigation is being undertaken by the stroke service. This will be discussed at the
MCHFT quality review meeting in April 2014.

Stroke - TIA cases
120.0%
100.0%
80.0%
60.0%
40.0%

BI commentary

20.0%

No Comment

0.0%

Data Source: Providers

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

April

May
81.3%
75%

June
78.3%
75%

July
74.4%
75%

August
56.6%
75%

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

60.0%
50.0%
40.0%
30.0%
20.0%

79.2%
75%

September October
75.0%
75%

71.7%
75%

November December January
62.8%
75%

62.7%
75%

79.2%
75%

February
64.2%
75%

March
75%

CCG commentary : Sue Milne
NWAS are measured against all targets at contract level and not CCG Level. The
trust achieved the targets for the year at contract level. The Cheshire CCGs areas
have consistently failed the national targets throughout 2013/14, against a backdrop
of activity consistent with planned contract levels and significant upfront investment.
NHS Blackpool CCG have been asked to develop a corrective action plan with
NWAS and present to the Cheshire sub-regional governance group as part of new
assurance process.
Commissioning Intentions for 2014/15 will be for NWAS to continue to report
performance at CCG level. A deep dive into ambulance performance has
commenced across South Cheshire, Vale Royal and East Cheshire CCGs to
implement initiatives that will support an improvement in performance across the 3
CCGs
BI commentary

10.0%
0.0%
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Data Source: NWAS website
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Ambulance - Category A (Red 2) - 8 minute response
Description
% performance
National Target

April

May
76.1%
75%

June
76.8%
75%

July
75.9%
75%

August
73.0%
75%

September October

77.5%
75%

71.5%
75%

November December January

76.2%
75%

71.9%
75%

74.7%
75%

February

76.5%
75%

March

70.4%
75%

75%

30.0%

CCG Commentary : Sue Milne
NWAS are measured against all targets at contract level and not CCG Level. The
trust achieved the targets for the year at contract level
The Cheshire CCGs areas have consistently failed against the national targets
throughout 2013/14, against a backdrop of activity consistent with planned contract
levels and significant upfront investment. NHS Blackpool CCG have been asked to
develop a corrective action plan with NWAS and present to the Cheshire sub-regional
governance group as part of new assurance process.
Commissioning Intentions for 2014/15 will be for NWAS to continue to report
performance at CCG level. A deep dive into ambulance performance has
commenced across South Cheshire, Vale Royal and east Cheshire CCGs to
implement initiatives that will support an improvement in performance across the 3
CCGs

20.0%

BI commentary

Ambulance - Category A (Red 2) - 8 minute
response
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%

10.0%
0.0%

Data Source: NWAS website

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

April

May
94.5%
95%

June
97.2%
95%

July
98.4%
95%

August
97.7%
95%

September October

95.3%
95%

95.5%
95%

November December January

95.1%
95%

96.7%
95%

94.7%
95%

February

93.5%
95%

March

91.3%
95%

94.4%
95%

CCG commentary : Sue Milne
The Trust failed the Q4 target. A Contract Query has been raised. The Trust
achieved the target for the full year. The main issue faced by the trust since early
January has been the prevalence of D&V within the hospital closing wards and the
inability to discharge patients that have had D&V to care homes for at least 72 hours
after symptoms cease. Since the start of the virus there has been an average of 2
wards closed, as well as bays in various other wards, at one point there were a total
of 4 wards closed. The trust have been highlighted by NHS England, alongside
Harrogate, Countess of Chester, Sheffield teaching and City hospital Sunderland, as
being affected by the Norovirus virus, not for serious operating problems.

A&E Waiting Times - 4hrs Waits
120.0%
100.0%

80.0%
60.0%
40.0%

BI commentary

20.0%
0.0%

Data Source: Unify

MRSA

Overall number of cases of MRSA bacteraemia.
Description
MRSA cases CCG

April

May
0

June
0

MRSA

July
1

August
0

September October
0

1

November December January
0

0

0

February
0

March
0

1

CCG commentary
No comment

2

1

BI commentary

0

Data Source: HPA website
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Cancer 31 day - Subsequent treatments - surgery
31-day standard for subsequent cancer treatments-surgery
Description
% performance
National Target

April
100.0%
94%

May
100.0%
94%

June
100.0%
94%

July

August
100.0%
94%

Cancer 31 day - Subsequent treatments surgery
102.0%
100.0%

100.0%
94%

September October
100.0%
94%

90.9%
94%

November December January
100.0%
94%

100.0%
94%

February

100.0%
94%

92.9%
94%

March
94%

CCG commentary
We have only breached in SC on 31 day surgery CWT standard
In February there were 14 patients treated within this standard, of which 13 met the
target of receiving surgical treatment within 31 days. The 1 breach is not reflective of
a quality or pathway concern.

98.0%
96.0%
94.0%
92.0%
90.0%

BI commentary

88.0%
86.0%

Data Source: Open Exeter
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APPENDIX 4 – Vale Royal CCG Exceptions Report

Exceptions - Vale Royal CCG
Vale Royal Breach Rate

Mixed Sex Accommodation

1.5 England Breach Rate

0.2

Patient Experience: Breaches of Same Sex Accommodation
All providers of NHS funded care are expected to eliminate mixed-sex accommodation, except where it is in the overall best interest of the patient, in
accordance with the definitions set out in the Professional Letter CNO/2010/3.
Description

April

May

CCG Breaches

1

June
0

July

August

2

0

September October
1

1

November December January
1

1

2

February
1

March
4

CCG commentary : Sue Cooke
The new theatre suite and critical care area opened at the beginning of April 2014.
There is a staged move of theatres and critical care into the new building with a final
move by 16th April 2014. MCHFT have given assurance that there should be no
breaches in mixed sex accommodation from May 2014.

Mixed Sex Accommodation
5
4
3

2
1

BI commentary

0

Data Source: Unify

First Outpatient Attendances

All first outpatient attendances (consultant-led) in general and acute specialties.
Description
Activity
Forecasted

April

May
2,844
2,390

June
2,729
2,386

July
2,459
2,269

August
3,097
2,606

First Outpatient Attendances
3,500

3,000
2,500

2,473
2,376

September October
2,801
2,372

2,919
2,594

November December January
2,822
2,365

2,710
2,249

2,919
2,470

February
2,668
2,242

March
2,351

CCG Commentary : Sue Milne
15% increase in referrals is leading to increased OP activity
The issue is managed formerly through the monthly Contract meeting and the
fortnightly finance and performance meeting, led by the Finance team and on-going
liaison with the divisional general managers
Referral management Initiatives are being progressed by the Living Well Primary
Care Quality team with the GPs in the CCG

2,000
1,500

1,000
500

BI commentary

0

Data Source: Unify
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Elective FFCEs

Number of general & acute (G&A) elective admissions FFCEs
Description
Activity
Forecasted

April

May
1,061
988

June
1,094
991

July
1,074
947

August
1,229
1,093

September October

1,069
1,001

1,148
1,005

1,300
1,104

November December January
1,267
1,011

1,062
966

1,292
1,066

February
1,163
972

March
1,024

CCG commentary : Sue Milne
15% increase in referrals is leading to increased OP activity
The issue is managed formerly through the monthly Contract meeting and the
fortnightly finance and performance meeting, led by the Finance team and on-going
liaison with the divisional general managers
Referral management Initiatives are being progressed by the Living Well Primary
Care Quality team with the GPs in the CCG

Elective FFCEs
1,400
1,200
1,000
800
600
400

BI commentary

200
0

Data Source: Unify

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

Red 1

- Provide a response on site within 8 minutes in 75% of incidents

Description
% performance
National Target

April

May
69.6%
75%

June
68.6%
75%

July
81.8%
75%

August
71.4%
75%

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

50.0%
40.0%
30.0%

70.4%
75%

September October
71.4%
75%

72.7%
75%

November December January
75.0%
75%

63.0%
75%

60.0%
75%

February
58.6%
75%

March
75%

CCG commentary : Sue Milne
NWAS are measured against all targets at contract level and not CCG Level. The
trust achieved the targets for the year at contract level
The Cheshire CCGs areas have consistently failed against the national targets
throughout 2013/14, against a backdrop of activity consistent with planned contract
levels and significant upfront investment. NHS Blackpool CCG have been asked to
develop a corrective action plan with NWAS and present to the Cheshire subregional governance group as part of new assurance process.
Commissioning Intentions for 2014/15 will be for NWAS to continue to report
performance at CCG level. A deep dive into ambulance performance has
commenced across South Cheshire, Vale Royal and east Cheshire CCGs to
implement initiatives that will support an improvement in performance across the 3
CCGs
BI commentary

20.0%
10.0%
0.0%

Data Source: NWAS website
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Ambulance - Category A (Red 2) - 8 minute response

Red 2

- Provide a response on site within 8 minutes in 75% of incidents

Description
% performance
National Target

April

May
72.8%
75%

June
77.8%
75%

July
77.2%
75%

August
77.0%
75%

77.1%
75%

September October
72.8%
75%

November December January

75.3%
75%

71.5%
75%

75.5%
75%

76.5%
75%

February

March

65.9%
75%

75%

CCG commentary
NWAS are measured against all targets at contract level and not CCG Level. The
trust achieved the targets for the year at contract level
The Cheshire CCGs areas have consistently failed against the national targets
throughout 2013/14, against a backdrop of activity consistent with planned contract
levels and significant upfront investment. NHS Blackpool CCG have been asked to
develop a corrective action plan with NWAS and present to the Cheshire subregional governance group as part of new assurance process.
Commissioning Intentions for 2014/15 will be for NWAS to continue to report
performance at CCG level. A deep dive into ambulance performance has
commenced across South Cheshire, Vale Royal and East Cheshire CCGs to
implement initiatives that will support an improvement in performance across the 3
CCGs.

Ambulance - Category A (Red 2) - 8 minute
response
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%

BI commentary

10.0%
0.0%

Data Source: NWAS website

Ambulance - Category A - 19 minute response

Red 1/2 - Provide a conveying vehicle when required to 95% of incidents within 19 minutes
Description
% performance
National Target

April

May
95.5%
95%

June
96.6%
95%

July
97.8%
95%

August
96.1%
95%

Ambulance - Category A - 19 minute
response
120.0%
100.0%
80.0%
60.0%
40.0%
20.0%

96.6%
95%

September October
94.1%
95%

96.6%
95%

November December January
93.1%
95%

95.2%
95%

97.3%
95%

February
92.6%
95%

March
95%

CCG commentary
NWAS are measured against all targets at contract level and not CCG Level. The
trust achieved the targets for the year at contract level
The Cheshire CCGs areas have consistently failed against the national targets
throughout 2013/14, against a backdrop of activity consistent with planned contract
levels and significant upfront investment. NHS Blackpool CCG have been asked to
develop a corrective action plan with NWAS and present to the Cheshire subregional governance group as part of new assurance process.
Commissioning Intentions for 2014/15 will be for NWAS to continue to report
performance at CCG level. A deep dive into ambulance performance has
commenced across South Cheshire, Vale Royal and east Cheshire CCGs to
implement initiatives that will support an improvement in performance across the 3
CCGs.
BI commentary

0.0%

Data Source: NWAS website
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Stroke - 90% of time on a stroke unit

Stroke - patients who spend at least 90% of their inpatient stay on a stroke unit
Description
% performance
National Target

April

May
66.7%
80%

June
69.2%
80%

July
80.0%
80%

August
69.2%
80%

September October

75.0%
80%

85.7%
80%

November December January

81.8%
80%

60.0%
80%

75.0%
80%

February

44.4%
80%

March

78.9%
80%

80%

CCG Commentary : Sue Cooke
MCHFT have achieved a combined target of 81.8 % against a target of 80%. This
takes into account patients from both NHS Vale Royal CCG and NHS South
Cheshire CCG who are treated in MCHFT.

Stroke - 90% of time on a stroke unit
90.0%
80.0%
70.0%

60.0%
50.0%
40.0%
30.0%
20.0%

BI commentary

10.0%
0.0%

Data Source: Providers

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

April

May
94.8%
95%

June
97.3%
95%

July
98.6%
95%

August
97.8%
95%

September October

95.3%
95%

95.6%
95%

November December January

95.2%
95%

96.8%
95%

94.8%
95%

February

93.7%
95%

March

91.6%
95%

94.7%
95%

CCG Commentary : Sue Milne
The Trust failed the Q4 target. A Contract Query has been raised. The Trust
achieved the target for the full year. The main issue faced by the trust since early
January has been the prevalence of D&V within the hospital closing wards and the
inability to discharge patients that have had D&V to care homes for at least 72 hours
after symptoms cease. Since the start of the virus there has been an average of 2
wards closed, as well as bays in various other wards, at one point there were a total
of 4 wards closed. The trust have been highlighted by NHS England, alongside
Harrogate, Countess of Chester, Sheffield teaching and City hospital Sunderland, as
being affected by the Norovirus virus, not for serious operating problems.

A&E Waiting Times - 4hrs Waits
100.0%

98.0%
96.0%
94.0%
92.0%

BI commentary

90.0%

88.0%

Data Source: Unify

Number of 52 Week RTT - Admitted>52weeks
Description
Activity
Target

April

May
1
0

June
0
0

July
0
0

August
0
0

Number of 52 Week RTT - Admitted>52weeks

September October
0
0

0
0

November December January
0
0

0
0

1
0

February
1
0

March
1
0

0

CCG commentary : Sue Milne
The CCG are awaiting an update from the provider regarding this patient

2

1

BI commentary
0
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Standards of Business Conduct and Declarations of Interest
Date/Time: 04.06.14 at 2.00 pm
Author: Rachel Smethurst, Business
Manager

Reporting Period: 2014 - 2015
Governing Body Lead: Tracy Parker-Priest, Director
of Governance and Partnerships

Purpose of Report

Agenda Item No.

This paper seeks Governing Body ratification of a new Standards of Business
Conduct and Declarations of Interest Policy

2.2.4

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
To seek ratification for a new organizational policy pertinent to discharging the statutory duties of
the CCG.
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
Governing Body are asked to:
1) Approve and ratify the new policy
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: Standards of Business Conduct and Declarations of Interest
1.0 Introduction
1.0

This report seeks Governing Body ratification of a new policy known as Standards of
Business Conduct and Declarations of Interest.

2.0 Background
2.1

Following a Merseyside Internal Audit Agency audit to review how the CCG manages
Conflicts of Interest, conducted in summer 2013, the CCG management team have
developed a new policy and internal processes for managing declarations and conflicts of
interest.

2.2

This new policy has been given the support of our Governance and Audit Committee and
clinical representation by the Membership Assembly.

2.3

The new policy can be seen in appendix one of this paper.

3.0 Recommendations
3.1

Governing Body is asked to ratify the policy.
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2014-15

Standards of
Business Conduct &
Declarations of
Interest
This document is a joint corporate policy providing guidance on the
reporting and monitoring arrangements in place relating to Business
Conduct & Declarations of Interest for both NHS South Cheshire and
NHS Vale Royal Clinical Commissioning Groups.

Produced By: Business Manager
NHS South Cheshire & NHS Vale Royal Clinical Commissioning Groups
2014-15
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2 Clinical / Executive Leads

Tracy Parker-Priest, Partnership & Governance Director
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Governance & Audit Committee
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6 Version

0.1 (Draft)
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1.0 Introduction
1.1

This policy has been developed using current guidance stemming from the Code of
Conduct and Code of Accountability in the NHS (second revision July 2004) which sets
out the following three public service values and principles central to the work of NHS
South Cheshire Clinical Commissioning Group (SCCCG) & NHS Vale Royal Clinical
Commissioning Group (VRCCG):
Accountability – everything done by those who work in the NHS must be able to
stand the test of parliamentary scrutiny, public judgments on propriety and
professional codes of conduct.
Probity – there should be an absolute standard of honest in dealing with the assets
of the NHS: integrity should be hallmark of all personal conduct in decision affecting
patients, officers and members and suppliers and in the use of information acquired
in the course of NHS duties.
Openness – there should be sufficient transparency about NHS activities to
promote confidence between the NHS SCCCG & NHS VRCCG and their staff,
patients and the public.

1.2

It also reflects other guidance inclusive of the NHS Management Executive publication
‘Standards of Business Conduct for NHS staff’ (HSG (93) 5), which remain extant; the
‘Code of Conduct for NHS Managers’ (DH October 2002), Commercial Sponsorships –
Ethical Standards for the NHS (DH, November 2000).

1.3

The underpinning legal frameworks include the Bribery Act 2010 which repeals the
Prevention of Corruption and the National Health Service Act, as amended 2006,
imposes duties on CCGs in relation to maintaining registers of interest and managing
conflicts of interest. Guidance on the latter duty is set out in ‘Towards establishment:
Creating responsive and accountable CCGs’ Technical Appendix 1 (Managing
conflicts of Interest) and associated Code of Conduct where GP practices are potential
providers of commissioned services.

1.4

In addition all individuals within the respective CCGs must abide by the Seven
Principles of Public Life as set out by the Committee on Standards in Public Life
(Appendix A)

2.0 Purpose
2.1 This policy seeks to describe the public service values which underpin the work of the

NHS and to reflect current guidance and best practice to which all individuals within
the NHS SCCCG & NHS VRCCG have regard in their work and aspiring to the highest
standards of corporate behaviour.

2.2

The policy applies to all individual Member Practices, Governing Body and Committee
Members, Executive Directors; CCG employees (Clinical/Corporate), third parties
acting on behalf of the CCGs under contract, students and trainees (apprentices),
agency staff engaged by the CCGs and secondees. (Referred collectively in this policy
as NHS SCCCG/ NHS VRCCG staff).
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3.0 Objectives
3.1

The objectives of the Standards of Business Conduct and Declaration of Interest policy
are to:
• ensure exemplary standards of business conduct are adhered to; and
• make clear the responsibility of NHS SCCCG/ NHS VRCCG staff to ensure that
they are not placed in a position which risks, or appears to risk, conflict between
their private interests and their NHS duties; and
• ensure that the CCGs as an NHS employer safeguards itself and the NHS against
conflicts of Interest;
• make clear that NHS SCCCG/ NHS VRCCG staff breaching the provisions of the
Bribery Act 2010 will be liable to prosecution which may also lead to the loss of their
employment and superannuation rights in the NHS;
• maintain a register of declarations which provides assurance to the Governing Body
that conflicts of interest is being managed effectively;
• ensure that Standards of Conduct is an integral part of respective CCGs culture.

4.0 Principle Process – Standards of Business Code of Conduct
4.1

Overriding Principle:
NHS SCCCG/ NHS VRCCG staff acting on behalf of the CCGs must not accept any
fee or reward for work done whilst on CCG duty other than that agreed under their
terms and conditions of employment. As a general rule employees should not accept
gifts or hospitality arising from their employment or appointment with the CCGs, except
where these are of a token nature only, in which case employees should inform their
manager. This includes gifts or hospitality offered by suppliers and potential suppliers
of goods and services to the CCGs, and any participation in quasi-official and social
events either within or outside normal working hours.
Any offers of gifts, hospitality or sponsorship shall be recorded in accordance with
section 6.

4.2

Gifts:
Casual gifts offered by contractors or others, (for example, at Christmas time), may not
be in any way connected with the performance of duties so as to constitute an offence
at law. Such gifts should, nevertheless, be politely but firmly declined. Articles of low
intrinsic value, i.e. less than £25.00 per gift, such as diaries or calendars, or small
tokens of gratitude from patients or their relatives, need not necessarily be refused.
However, gifts over £25 should be declared and generally declined. If several small
gifts worth a total of over £200 are received from the same or closely related source in
a 12 month period they should generally be declined. In cases of doubt, advice should
be sought from the line manager/accountable officer or the gift should be politely
declined.
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4.3

Acceptance of Hospitality :
Modest hospitality, provided it is usual, responsible and proportionate in the
circumstances, (e.g., lunch in the course of working visits), may be acceptable, though
it should be similar to the scale of hospitality which the NHS as an employer would be
likely to offer.
All other offers of hospitality or entertainment (e.g. such as theatre or concert tickets
etc.) should be politely declined. In cases of doubt, advice should be sought from the
line manager/accountable officer or the gift should be politely declined.

4.4

The Provision of Hospitality :
The Code of Conduct: Code of Accountability in the NHS advises that the use of NHS
monies for hospitality and entertainment, including hospitality at conferences or
seminars, should be carefully considered. It advises that all expenditure on these items
should be capable of justification as reasonable in the light of general practice in the
public sector. It reminds NHS organisations that hospitality or entertainment is open to
challenge by auditors and that ill-considered actions can damage respect for, and trust
in, the NHS in the eyes of the community.

4.5

Payment for speaking at a meeting/conference :
NHS SCCCG/ NHS VRCCG staff acting on behalf of the CCGs, be asked to speak at
an event relating to CCG business for which a payment is offered and it is delivered in
working hours then there are two choices open to the member of staff which must be
agreed in advance with their line manager:
The payment should be credited to the CCG
The member of staff takes annual leave or unpaid leave and the payment is
made to the member of staff as a private matter between the organisation
making the payment and the individual member of staff. The member of staff
remains responsible for any tax and national insurance liability which may arise.

4.6

Commercial Sponsorship :

4.6.1 In recognition that NHS bodies work together, and in collaboration with other agencies,
to improve health services for the populations they serve, the Department of Health
published guidance “Commercial Sponsorship: Ethical Standards for the NHS”
(November 2000).
4.6.2 The guidance acknowledges that collaborative partnerships with industry can have a
number of benefits. It advises that it is important to have a transparent approach about
any proposed sponsorship which would benefit the CCGs and for the CCGs to
consider fully the implications of a proposed sponsorship deal before entering into any
arrangement. If any such partnership is to work, there must be trust and reasonable
contact between the sponsoring company and the NHS.
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4.6.3 Commercial sponsorship is defined as: including “[NHS funding] from an external
source, including funding of all, or part of, the costs of a member of staff, NHS
research, staff training, pharmaceuticals, equipment, meeting rooms, costs associated
with meetings, meals, gifts, hospitality, hotel and transport costs (including trips
abroad), provision of free services (speakers), buildings or premises”.
4.6.4 NHS SCCCG/ NHS VRCCG staff acting on behalf of the CCGs must declare
sponsorship or any commercial relationship linked to the supply of goods or services
and be prepared to be held to account for it. This should be recorded in the Hospitality,
Gifts or Sponsorship Register (see section ?).
4.6.5 Where such collaborative partnerships involve a pharmaceutical company, the
proposed arrangements must also comply fully with the relevant regulations.
4.6.6 As a general rule, sponsorship arrangements involving the CCGs will be at a
corporate, rather than individual level.
4.6.7 If publications are sponsored by a commercial organisation, that organisation should
have no influence over the content of the publication. The company logo can be
displayed on the publication, but no advertising or promotional information should be
displayed. The publication should contain a disclaimer which states that sponsorship of
the publication does not imply that the CCGs endorse any of the company’s products
or services.
4.6.8 NHS SCCCG/ NHS VRCCG staff acting on behalf of the CCGs should discuss the
implications, with their manager/accountable officer, before accepting an invitation to
speak at a meeting organised by a pharmaceutical company. The company should
have no influence over the content of any presentation made by the CCGs’
employee/representative. It should be made clear that CCGs’ presence does not imply
that the CCGs endorse any of the company’s products or services.
4.6.9 Under no circumstances will the CCGs agree to ‘linked deals’ whereby sponsorship is
linked to future purchase of particular products or to supply from particular sources.
Thereby, before entering into any sponsorship agreement, reference should be made
to the Department of Health’s Policy ‘Commercial Sponsorship – Ethical Standards for
the NHS’ (Appendix 2).
4.7

Placing of orders and contracts :

4.7.1 Fair and open competition between prospective contractors or suppliers for CCGs’
contracts (including where the CCGs are commissioning a service through Any
Qualified Provider) is a requirement of NHS Standing Orders and of EC Directives on
Public Purchasing for Works and Supplies. This means that:
Fair and open competition between prospective contractors or suppliers for CCGs’
contracts (including where the CCGs are commissioning a service through Any
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Qualified Provider) is a requirement of NHS Standing Orders and of EC Directives
on Public Purchasing for Works and Supplies. This means that:
Each new contract should be awarded solely on merit, taking into account the
requirements of the CCGs and the ability of the contractors to fulfil them.
No special favour is to be shown to current or former employees or their close
relatives or associates in awarding contracts to private or other businesses run by
them or employing them in any capacity. Contracts may be awarded to such
businesses when they are won in fair competition against other tenders, but
scrupulous care must be taken to ensure that the selection process is conducted
impartially, and that staff who are known to have a relevant interest play no part in
the selection.
4.7.2 NHS SCCCG/ NHS VRCCG staff acting on behalf of the CCGs, in contact with
suppliers and contractors (including external consultants), and in particular those who
are authorised to sign orders or place contracts for goods, materials or services, are
expected to adhere to professional standards of a kind set out in the Ethical Code of
the Institute of Purchasing and Supply (Appendix 2). They are also required to declare
any interest if they are participating in a specific procurement and tendering processes
via pre tender declarations.
4.7.3 Commissioning of Services where GP Practices are potential providers of CCGcommissioned services. In the circumstances of commissioning of such services
including Local Enhanced Services all individuals must comply with the principles and
main content of the NHS Commissioning Board's Code of Conduct in this area.
Arrangements for managing any such declarations of interest are set out in section 7.
4.8

Private Transactions :
NHS SCCCG/ NHS VRCCG staff acting on behalf of the CCGs, must not seek or
accept preferential rates or benefits in kind for private transactions carried out with
companies with which they have had, or may have, official dealings on behalf of the
CCGs. (This does not apply to concessionary agreements negotiated with companies
by NHS management, or by recognised staff interests, on behalf of all staff – for
example, NHS staff benefits schemes).

4.9

Employees’ Outside Employment :

4.9.1 The standard contract used across the CCGs sets out terms concerning outside
employment: ‘You shall not be employed by any other person, firm or company,
without the express permission of the CCG. If you have employment other than your
employment with the CCG, you must write to your Manager giving details of the hours
and days worked and duties carried out, seeking agreement that this work will not be
detrimental to your employment within the CCG.
4.9.2 Any employee who may be considering outside employment should discuss this in the
first instance with their Manager before undertaking the employment.
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4.9.3 Employees should be advised not to engage in outside employment during any
periods of sickness absence from the CCGs. To do so may lead to a referral being
made to the Local Counter Fraud Specialist for investigation which may lead to
criminal and/or disciplinary action in accordance with the CCGs’ Anti-Fraud Policy.
4.10

Donations in relation to the organisation :

4.10.1 Employees must check with their line manager or director before making any
requests for donations to clarify appropriateness and/or financial or contractual
consequences of acquisition. Requests for equipment or services should not be
made without the express permission of a senior manager.
4.10.2 Donations/Gifts from individuals, charities, companies (as long as they are not
associated with known health-damaging products) – often related to individual pieces
of equipment or items – provide additional benefits to patients but may have resource
implications for the CCGs. Further guidance regarding charitable funds and gifts and
donations can be requested from the Chief Finance Officer.
4.10.3 Any gifts to the organisation should be receipted and a letter of thanks should be
sent.
4.11

Donations to an Individual :

4.11.1 Personal monetary gifts to an employee or appointed member should be politely but
firmly declined.
4.11.2 Where a member of staff is a beneficiary of the estate of a patient who has been
under their care, the member of staff must inform their line manager of the gift or
gifts. The member of staff should either, politely decline the gift and return to the
Estate or the gift should to be donated to a Charity of the member of staff’s choice.
4.11.3 In order to determine whether the bequest should be accepted it may be necessary
to have the gift valued and where the gift has a value over a certain amount for the
gift to either be returned to the Estate or the gift to be donated to a Charity of the
member of staff’s choice. Where the gift is to be returned to the Estate and the
Trustees of the Estate are of the view having regards to all the circumstances that
the member of staff should retain the gift regardless of its value, it may be
appropriate for the Trustees to provide a disclaimer for future claims against the gift
to avoid subsequent claims on the gift or allegations of inducement or reward being
made against the member of staff or the CCGs at some point in the future.
4.12

Rewards for Initiative

4.12.1 The CCGs will identify potential intellectual property rights (IPR), as and when they
arise, so that they can protect and exploit them properly, and thereby ensure that
they receive any rewards or benefits (such as royalties), in respect of work
commissioned from third parties, or work carried out by individuals in the course of
their NHS duties. Most IPR are protected by statute; e.g. patents are protected under
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the Patents Act 1977 and copyright (which includes software programmes) under the
Copyright Designs and Patents Act 1988. To achieve this, NHS organisations and
employers should build appropriate specifications and provisions into the contractual
arrangements which they enter into before the work is commissioned, or begins.
They should always seek legal advice if in any doubt, in specific cases.
4.12.2 With regard to patents and inventions, in certain defined circumstances the Patents
Act gives employees or individuals in the course of their duties a right to obtain some
reward for their efforts, and the CCGs will see that this is affected. Other rewards
may be given voluntarily to employees or other individuals who, within the course of
their employment or duties, have produced innovative work of outstanding benefit to
the NHS.
4.12.3 In the case of collaborative research and evaluative exercises with manufacturers,
the CCGs will obtain a fair reward for the input they provide. If such an exercise
involves additional work for a CCG employee or individual outside that paid for by the
CCGs under his or her contract of employment, or sessional arrangements,
arrangements may be made for some share of any rewards or benefits to be passed
on to the employee(s) or individuals concerned from the collaborating parties. Care
will, however, be taken that involvement in this type of arrangement with a
manufacturer does not influence the purchase of other supplies from that
manufacturer.
4.13

Candidates for Appointment :

4.13.1 Candidates for any appointment with the CCGs must disclose in writing if they are
related to or in a significant relationship with (e.g. spouse or partner) any Governing
Body member or employee of the CCGs. The NHS Jobs application form requests
this information and therefore must be disclosed before submission.
4.13.2 A member of an appointment panel which is to consider the employment of a person
to whom he/she is related must declare the relationship before an interview is held.
4.13.3 Candidates for any appointment with the CCGs shall, when applying, also disclose
cases where they or their close relatives or associates have a controlling and/or
significant financial interest in a business (including a private company, public sector
organisation, other NHS employer and/or voluntary organisation), or in any other
activity or pursuit, which may compete for an NHS contract to supply either goods or
services to the CCGs.
4.14

Canvassing for Appointment

4.14.1 It is acknowledged that informal discussions concerning an advertised post can be
part of the recruitment process. Canvassing or lobbying of CCGs’ employees,
Governing Body members or any members of an appointments committee, either
directly or indirectly, shall disqualify a candidate. This shall not preclude a member
from giving a written reference or testimonial of a candidate’s ability, experience or
character for submission to an appointments panel. Jobs will be awarded on the
merit of the individual candidate and not through any such canvassing or lobbying.
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5.0 Principle Process – Declarations of Interest
5.1

Recording of gifts, hospitality and sponsorship

5.1.1

All offers of gifts and hospitality with a value in excess of £10 per item must be
declared and recorded. Gifts should be declared if several small gifts worth a total of
over £200 are received from the same or closely related source in a 12 month period.

5.1.2

Gifts, hospitality and sponsorship will be recorded in a central Register in accordance
with the guidelines. The form at Appendix 3 should be completed and returned to the
relevant governance lead within two weeks so that the details can be recorded on the
central Register. Failure to notify the CCGs may lead to disciplinary action against a
member of staff.

5.1.3

Where gifts, hospitality or sponsorship are offered, but declined, the offer should still
be recorded in the register using the form attached at Appendix 3.

5.1.4

It is acknowledged that there may be circumstances where hospitality may be offered
by an organisation, as an integral element of a strategic partnership relationship. A
fund will be established so that the CCGs may meet the costs of that hospitality, thus
enabling the benefits to the strategic relationship, but not compromising compliance
with the Standards of Business Conduct. Acceptance of such hospitality and
associated funding agreement will be authorised by the Accountable Officer and
recorded in the Register of Hospitality, Gifts and Sponsorship.

5.2

Declaration of Interests

5.2.1

Where NHS SCCCG/ NHS VRCCG staff has an interest, or becomes aware of an
interest which could lead to a conflict of interest in the event of the CCGs considering
an action or decision in relation to that interest, that must be considered as a
potential conflict, and is subject to the provisions of the CCGs’ Constitutions and this
Policy.
Such interests will include:
A direct pecuniary interest: where an individual may financially benefit from
the consequences of a commissioning decision (for example, as a provider of
services);
An indirect pecuniary interest: for example, where an individual is a partner,
member or shareholder in an organisation that will benefit financially from the
consequences of a commissioning decision;
A non-pecuniary interest: where for example an individual holds a nonremunerative or not-for profit interest in an organisation, that will benefit from
the consequences of a commissioning decision (such as, where an individual
is a trustee of a voluntary provider that is bidding for a contract);
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A non-pecuniary personal Interest: for example where an individual may enjoy
a qualitative benefit from the consequence of a commissioning decision which
cannot be given a monetary value (for example, a reconfiguration of hospital
services which might result in the closure of a busy clinic next door to an
individual’s house)
Where an individual is closely related to, or in a relationship, including
friendship, with an individual in the above categories.
Note that the Declaration of Interest Form in use sets out the range of interests as a
reminder of the types of interests which should be declared.
5.2.2

In determining what needs to be declared, individuals should ask themselves the
following questions:
Am I, or might I be, in a position where I or my family or associates gain from
the connection between my private interests and my relationship with the
CCG?
Do I have access to information which could influence my judgment or actions
on behalf of the CCG or decisions/actions made on behalf of the CCG?
Could my outside interest be in any way detrimental to the CCG or to patient’s
interests?
Do I have any other reason to think I may be perceived as risking a conflict of
Interest?
If in doubt, the individual concerned should assume that a potential conflict of interest
exists.

5.3

Declaring and Registering Interests:

5.3.1

The CCGs will maintain registers of the interests of:
The members of the CCGs;
the members of its governing body;
the members of its committees or sub-committees and the committees or subcommittees of its governing body; and
its employees (Bands 7 and above)

5.3.2

The registers will be published on the CCG’s website. They will also be available
upon prior request for inspection at the CCG’s headquarters.

5.3.3

Individuals will declare any interest that they have, which falls within paragraphs 5.1
and 5.2, in writing to the Accountable Officer and copy to their line manager, as soon
as they are aware of it and in any event no later than 28 days after becoming aware

5.3.4

The Accountable Officer will ensure that the registers of interest are reviewed
regularly (every six months), and updated as necessary.

5.3.5

The Governance and Audit Committee will ensure that the registers of interest are
reviewed with a minimum of twice per annum, and updated as necessary.
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5.3.6

The Declaration of Interest pro-forma for completion by governing body members
and senior staff within the CCGs (grade 7 and above) is available at Appendix 4A.
The pro-forma for completion of member practice representatives is available at
Appendix 4B.

5.3.7

Failure to notify the CCG of an appropriate conflict of interest, additional employment
or business may lead to disciplinary action against the member of staff and/or
criminal action (including prosecution) under the relevant legislation.

5.3.8

Failure to notify the CCG of an appropriate conflict of interest, additional employment
or business may lead to disciplinary action against the member of staff, action by
regulators and/or criminal action (including prosecution) under the relevant
legislation.

5.4

Managing Conflicts of Interest: General

5.4.1

Individual members of the CCGs (i.e. member practices), their committees or subcommittees, the governing body and its committees or sub-committees and
employees will comply with the arrangements determined by the CCGs for managing
conflicts or potential conflicts of interest as set out in this Policy

5.4.2

The Accountable Officer will ensure that for every interest declared, either in writing
or by oral declaration, arrangements are in place to appropriately manage the conflict
of interests or potential conflict of interests, to ensure the integrity of the group’s
decision making processes. Such arrangements will ordinarily involve the exclusion
of the declarer from the decision in question. In the absence of the Accountable
Officer the Chief Finance Officer is responsible.

5.4.3

Upon becoming aware of an interest, the Accountable Officer will inform the relevant
individual (and subsequently confirm to them in writing) the arrangements for
managing the specific conflict(s) of interest or potential conflict(s) of interest, as soon
as possible after receiving the declaration. Such an explanation will usually be
provided within seven calendar days. The arrangements will confirm the following:
whether an individual should withdraw from a specified activity/activities, on a
temporary or permanent basis;
whether the individual should withdraw from the making of a specific
decision(s);
monitoring of a specified activity/activities undertaken by the individual, either
by a line manager, colleague or other designated individual;
Where appropriate, the Accountable Officer will also put into place any further
arrangements as a result of application of this Policy, in order to ensure that
decisions and the business of the CCG may continue. Such steps may involve:
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• (in a case where all member practices and GPs are effected) referring a
decision to the governing body and excluding all GPs and other practice
representatives so that the decision is made only by the non-GP members of
the governing body, including the lay members and the registered nurse and
secondary care doctor;
• Consider co-opting individuals onto the governing body (e.g. from another
CCG or the Health and Wellbeing. Board) or asking them to review the
proposal.
5.4.4

Where an interest has been declared, either in writing or by oral declaration, the
declarer will ensure that before participating in any activity connected with the CCG’s
exercise of its commissioning or other functions, they have received confirmation of
and understand the arrangements to manage the conflict of interest or potential
conflict of interest from the Accountable Officer. In cases of doubt or where the
declarer is yet to receive details of the arrangements from the Accountable Officer,
the declarer should withdraw from any such activity until the arrangements have
been clarified.

5.4.5

Declaration of Interests is, in addition, an agenda item on all Governing Body and
Committee agendas. Declarations should be made with regard to any specific
agenda items or items which are otherwise raised and discussed. If a conflict of
interest is established with regard to a specific item of business, the conflict of
interest should be recorded in the minutes.

5.4.6

Where an individual member, employee or person providing services to the CCGs is
aware of an interest which:
has not been declared, either in the register or orally, they will declare this at
the start of the meeting;
has previously been declared, in relation to the scheduled or likely business of
the meeting, the individual concerned will bring this to the attention of the
chair of the meeting, together with details of arrangements which have been
confirmed for the management of the conflict of interests or potential conflict
of interests.

5.4.7

The chair of the meeting will then determine how this should be managed and inform
the member of their decision, taking into account any such arrangements already
confirmed for the management of the conflict of interests or potential conflict of
interests. The chair of the meeting will generally require the individual to withdraw
from the meeting or part of it and direct that such an individual will not be able to vote
on the issue. The Chair’s decision will be final in the matter and the individual will
then comply with these arrangements, which must be recorded in the minutes of the
meeting.
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5.4.8

Where the chair of any meeting of the CCGs, including committees or subcommittees, or the governing body, committees and sub-committees of the governing
body, has a personal interest, previously declared or otherwise, in relation to the
scheduled or likely business of the meeting, they must make a declaration and the
deputy chair will act as chair for the relevant part of the meeting. Where there is no
deputy chair or the deputy chair has such an interest, the members of the meeting
will select another individual to act as chair. In this situation, paragraph 5.4.7 should
be read as if references to the “chair” were references to the person presiding in
accordance with this paragraph.

5.4.9

Any declarations of interests, and arrangements agreed in any meeting of the CCG’s,
committees or sub-committees, or the governing body, committees and subcommittees of the governing body, will be recorded in the minutes. The interest must
be subsequently reported to the designated governance lead for recording in the
Register.

5.4.10 Where more than 50% of the members of a meeting are required to withdraw from a
meeting or part of it, owing to the arrangements agreed for the management of
conflicts of interests or potential conflicts of interests, the chair (or deputy) will
determine whether or not the discussion can proceed.
5.4.11 In making this decision the chair will consider whether the meeting is quorate, in
accordance with the number and balance of membership set out in the CCG standing
orders. Where the meeting is not quorate, owing to the absence of certain members,
the discussion will be deferred until such time as a quorum can be convened. Where
a quorum cannot be convened from the membership of the meeting, owing to the
arrangements for managing conflicts of interest or potential conflicts of interests, the
chair of the meeting shall consult with the Accountable Officer on the action to be
taken.
5.4.12 This may include requiring another of the groups’ committees or sub-committees, the
governing body or its committees or sub-committees (as appropriate) which can be
quorate to progress the item of business or inviting another individual (who is
permitted to be a member of the committee, sub-committee or governing body as
appropriate) to attend on a temporary basis to progress the item of business. These
arrangements must be recorded in the minutes.
5.4.13 The Accountable Officer will take such steps as deemed appropriate, and request
information deemed appropriate from individuals, to ensure that all conflicts of
interest and potential conflicts of interest are declared and that arrangements for
managing such conflicts are implemented appropriately.
5.5

Managing Conflicts of Interest: Contractors and Service Providers to the CCGs

5.5.1

Anyone seeking information in relation to procurement, or participating in a
procurement, or otherwise engaging with the CCGs in relation to the potential
provision of services or facilities to the CCGs, will be required to make a declaration
of any relevant conflict / potential conflict of interest.
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5.5.2

Anyone contracted to provide services or facilities directly to the CCGs will be subject
to the same provisions of the CCGs’ Constitution and this policy in relation to
managing conflicts of interests. This requirement will be set out in the contract for
their services.

5.6

Managing Conflicts of interest: where GP practices are potential providers of
CCG commissioned services

5.6.1

“The Code of Conduct: Managing conflicts of interest where GP practices are
potential providers of CCG- commissioned services” (NHS Commissioning Board,
October 2012) sets out additional safeguards that CCGs are advised to use when
commissioning services for which GPs could be potential providers. The proposed
additional safeguards are designed to:
maintain confidence and trust between patients and GPs;
enable CCGs and member practices to demonstrate that they are acting fairly
and transparently and that members of CCGs will always put their duty to
patients before any personal financial interest;
ensure that CCGs operate within the legal framework but are not bound by
over-prescriptive rules that risk stifling innovation or slowing down services
they wish to commission to improve quality and productivity; and
build on existing guidance, in particular the Procurement Guide for
commissioners of NHS-funded services and Principles & Rules of
Cooperation & Competition.

5.6.2

The Code adds to the general guidance in “Towards establishment: Creating
responsive and accountable CCGs” by providing advice on;
the additional factors that CCGs should address when drawing up plans for
services that might be provided by GP practices;
the steps that CCGs should take to assure their Audit Committees, Health and
Wellbeing Board and, where necessary, their auditors that these services are
appropriately commissioned from GP practices;
recommended procedures for decision-making in cases where all the GPs (or
other practice representatives) sitting on a decision-making group have a
potential financial interest in the decision;
arrangements for publishing details of payments to GP practices; and
the potential role of commissioning support services; and
the supporting role of the NHS Commissioning Board.
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5.5.2

The template attached at Appendix 5 sets out the factors that the governing body or
its Committees will assure itself upon when commissioning services from GP
practices, including provider consortia or organisations in which GPs have a financial
interest. That may include scenarios in which one of more of the CCGs’ Member
Practices are anticipated to bid, whether that is under competitive tender, under Any
Qualified Provider procurement or through single tender.

5.5.3

Where decisions are being made on such matters either at the governing body or at
a committee or sub-committee of the CCGs, GP practice members who have
declared a specific interest in the matter, or all GP practice members at the meeting
(where it is likely that all or most practices would wish to be qualified providers for a
service under AQP) will be excluded from relevant parts of the meeting.

5.5.4

Alternatively if deemed appropriate by the Chair of the meeting (or Vice Chair of the
meeting if the Chair of the meeting has declared an interest in the matter) they may
join in the discussions, but not take part in the decision making itself and would
normally be asked to leave the room whilst a decision is being made. In all
circumstances the appropriate quorum arrangements for the governing body,
committee or sub-committee continue to apply.

5.6.5

If the governing body considers it prudent in a particular circumstance, to seek
additional scrutiny for assurance purposes on such a decision they may refer the
matter to the CCG’s own Audit Committee for additional review ,or alternatively may
invite an individual(s) from another CCG to review the proposal or alternatively they
may invite the Health and Wellbeing Board to review the proposal; this will take place
prior to a final decision on the matter by the CCG’s own Board/governing body or one
of its committees as relevant.

5.7

Managing Conflicts of Interests: Local CCG Incentive Schemes

5.7.1

GP Practice members will be required to declare an interest in any discussions at
Governing Body or Committee meetings relating to Local Incentive Schemes which
relate to their GP Practice. Whilst GP practice members may participate in
discussions at those meetings of the CCGs regarding the recommendations for
development of the Local Incentive Scheme they shall withdraw from any decisions
at the Governing Body or Committee regarding approval of the Scheme. Any
approval of payments to GP Practices under the Incentive Scheme will be made (as
a minimum) by the Accountable Officer together with the Chief Finance Officer, or
their nominated representatives in line with the CCG's financial scheme of
delegation.

5.8

Concerns re conflicts of interests or ethical misconduct

5.8.1

Individuals who have concerns regarding conflict of interest or ethical misconduct
either in respect of themselves or colleagues, should raise it in the first instance with
their manager. Alternatively, they can raise it as an issue using the Raising Concerns
at Work Policy. If the concern relates to any suspected fraudulent practice, staff
should follow the advice given in section 10 of this document.
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5.8.2

Open source audit checks will take place every two years by the CCG and/ or a Local
Counter Fraud Specialist

5.9

Confidentiality

5.9.1

Employees, CCG members, members of the governing body, or a member of a
committee or a sub-committee of the CCG or its governing body are bound by the
Data Protection Act 1998 the CCGs’ policies relating to confidential information and
(as applicable) professional and ethical rules, guidelines and codes of conduct on
confidentiality.

5.9.2

Disclosure of information which counts as “commercial in confidence” and which
might prejudice the principle of a purchasing system based on fair competition may
be subject to scrutiny and disciplinary, professional and/or criminal action.

5.10

Fraud/Theft
If you suspect theft, fraud, or other untoward events taking place at work you should:
Make a note of your concerns and;
In the case of theft contact your Local Security Management Specialist
In the case of fraud contact the Local Counter Fraud Specialist on or the
Chief Finance Officer
You can also report to the national NHS Fraud and Corruption Reporting Line
on 0800 028 40 60 or www.reportnhsfraud.nhs.uk.
You can also seek support and advice from the NHS social care
whistleblowing helpline on 08000 724 725
Staff should not be afraid of raising concerns and will not experience any blame
or recrimination as a result of making any reasonably held suspicion known.
If staff have any concerns about any of the issues raised in this document, they
should contact their manager or Human Resources Manager.

6.0 Monitoring & Evaluation
6.1

The respective Governing Bodies will seek to:
monitor the policy details in accordance with national guidance and legal
frameworks; and
ensure the policy forms part of the organisation’s document management
arrangements which will be reviewed annually; and
communicate the latest version through set channels inclusive of the CCG’s
website; and
delegate authority to the Sponsor Director to make the necessary revisions
which will be subject to the approval process; and
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ensure that archived copies of the superseded policy documents are retained
in accordance with the Record Management: NHS Code of Practice 2009 and
held on the CCG’s Information Asset Register.
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Appendix A :
Nolan’s Seven Principles of Public Life
1 Selflessness

2 Integrity

3 Objectivity

4 Accountability

5 Openness

6 Honesty

7 Leadership

Holders of public office should act solely in terms of the public
interest. They should not do so in order to gain financial or other
material benefits for themselves, their family, or their friends.
Holders of public office should not place themselves under any
financial or other obligation to outside individuals or organisations
that might seek to influence them in the performance of their official
duties.
In carrying out public business, including making public
appointments, awarding contracts, or recommending individuals for
rewards and benefits, holders of public office should make choices on
merit.
Holders of public office are accountable for their decisions and
actions to the public and must submit themselves to whatever
scrutiny is appropriate to their office.
Holders of public office should be as open as possible about all the
decisions and actions that they take. They should give reasons for
their decisions and restrict information only when the wider public
interest clearly demands.
Holders of public office have a duty to declare any private interests
relating to their public duties and to take steps to resolve any
conflicts arising in a way that protects the public interest.
Holders of public office should promote and support these principles
by leadership and example.

These principles apply to all aspects of public life. The Committee has set them out here for the
benefit of all who serve the public in any way.
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Appendix B
Institute of Purchasing and Supply (IPS) – Ethical Code
Introduction
1. The code set out below was approved by the NHS Commissioning Board, Standards of
Business Conduct 11th March 2009 and is binding on IPS members.
Precepts
2. Members shall never use their authority or office for personal gain and shall seek to
uphold and enhance the standing of the Purchasing and Supply profession and the
Institute by:
a. maintaining an unimpeachable standard of integrity in all their business relationships
both inside and outside the organisations in which they are employed;
b. fostering (the highest possible standards of professional competence amongst those for
whom they are responsible;
c. optimising the use of resources [or which they are responsible to provide the maximum
benefit to their employing organisation;
d. complying both with the letter and the spirit of;
i. the law of the country in which they practise;
ii. such guidance on professional practice as may be issued by the
Institute from time to time;
iii. contractual obligations;
e. rejecting any business practice which might reasonably be deemed improper.
Guidance
3. In applying these precepts, members should follow the guidance set out below:
a. Declaration of interest.
Any personal interest which may impinge or might reasonably be deemed by others to
impinge on a member's impartiality in any matter relevant to his or her duties should be
declared.
b. Confidentiality and accuracy of information
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The confidentiality of information received in the course of duty should be respected and
should never be used for personal gain; information given in the course of duty should be
true and fair and never designed to mislead.
c. Competition.
While bearing in mind the advantages to the member's employing organisation of
maintaining a continuing relationship with a supplier, any relationship which might, in the
long term, prevent the effective operation of fair competition should be avoided.
d. Business Gifts.
Business gifts other than items of very small intrinsic value such as business diaries or
calendars should not be accepted.
e. Hospitality.
Modest hospitality is an accepted courtesy of a business relationship. However, the
recipient should not allow him or herself to reach a position whereby he or she might be
deemed by others to have been influenced in making a business decision as a consequence
of accepting such hospitality; the frequency and scale of hospitality accepted should not be
significantly greater than the recipient's employer would be likely to provide in return.
f. When it is not easy to decide between what is and is not acceptable in terms of gifts or
hospitality, the offer should be declined or advice sought from the member's superior
(Reproduced by kind permission of IPS)
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Appendix C
Notification of Receipt of Hospitality, Gifts or Sponsorship
Name
Role in CCG
Contact Details:
Telephone No:
Email Address:
Postal Address:
Detail of the Hospitality, Gift or
Sponsorship and the approximate
value
Please also give details of the form
in which the hospitality was
accepted e.g. tickets, cheque and
voucher.
Organisation/Person offering the
hospitality, gift or sponsorship
Please include the address and
contact details.

Action Taken (e.g. politely decline)
together with either:
The reason for accepting the offer
OR
The reason for refusing the offer
Signed by

Dated

Signature of Line Manager

Please return to : SCCCG/VRCCG Business Manager
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Appendix Di
Declaration of Interest Form (NOTES): Governing Body & CCG Staff
This form is required to be completed in accordance with the Constitution and the Standards of Business Conduct and
Conflicts of Interest Policy

Requirement: All CCG governing body members and employees (grade 7 and above) are required to
declare any relevant and material personal or business interest(s) and any relevant and material personal
or business interest(s) of their spouse; civil partner; cohabite; family member, close friend of other
acquaintance or any other relationship which may influence or may be perceived to influence their
judgement.
Interests that must be declared include:
1. Roles and responsibilities held within member practices;
2. Directorships, including non-executive directorships, held in private companies or PLCs;
3. Ownership or part-ownership of private companies, businesses or consultancies likely or possibly
seeking to do business with the CCG;
4. Material (more than 5%) shareholdings of companies in the field of health and social care;
5. Positions of authority in an organisation (e.g. charity or voluntary organisation) in the field of health and
social care;
6. Any connection with a voluntary or other organisation contracting for NHS services;
7. Research/funding grants that may be received by the individual or any organisation they have an
interest or role in;
8. Any other role or relationship which the public could perceive would impair or otherwise influence the
individual’s judgement or actions in their role with the CCG.
Guidance Notes:
As soon as possible and in any event within 28 days of a relevant event, members and senior staff
(grade 7 and above) need to register their financial and other interests.
If any assistance is required to complete this form please contact the designated governance lead
The signed hard copy of the completed form should be sent to the designated governance lead
Any changes to interests declared must also be registered as soon as possible and in any event
within 28 days of the relevant event by completing and submitting a new declaration form.
The register will be published in the Annual Report.
Members and employees completing this declaration form must provide sufficient detail of each
interest so that a member of the public would be able to understand clearly the sort of financial or
other interest the member has and the circumstances in which a conflict of interest with the
business or running of the CCG might arise.
If in doubt as to whether a conflict of interest could arise, a declaration of the interest should be
made.
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Declaration of Interest Form – Governing Body & CCG Staff
Name:
Position with the CCG:
Telephone No:
Email Address:
Postal Address:

Type of Interest

Details

Personal interest or that of a
family member, close friend or
other acquaintance?

Roles and Responsibilities held
within member practices
Directorships, including nonexecutive directorships, held in
private companies or PLCs
Ownerships or part – ownership
of private companies, businesses
or consultancies likely or possibly
seeking to do business with the
CCG
Material Shareholdings (more
than 5%) of companies in the
field of health and social care
Positions of authority in an
organisation (e.g. charity or
voluntary organisation) in the
field of health and social care
Any connection with a voluntary
or other organisation contracting
for NHS services
Research funding/ grants that
may be received by the individual
or any organisation they have an
interest or role in.
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Any other role or relationship
which the public could perceive
would impair or otherwise
influence the individual’s
judgement or actions in their role
within the CCG
No Interests to declare

I have read and understood my obligations under the Standards of Business Conduct and
Declarations of Interest Policy.
I am signing to confirm that the information provided on this form is true and correct to the
best of my ability and consent to the information contained to be disclosed to the Local
Counter Fraud Specialist for the purpose of verification and checking to deter, detect and
prevent fraud.
I confirm that if any changes to the above declaration occur it is my responsibility to inform
the CCG as soon as possible. Further to this I will not engage in any discussion or decision
where any of my declarations may affect my ability to act in an open and transparent manner
in line with the Standards of Business Conduct and Declaration of Interest Policy and the
CCG Constitution.
Signed: ……………………………………………………………………….
Date:……………………………………………………………………………

For office use only:
This tear off slip will be signed by Declarations of Interest Operational Lead and returned to the
declarer to acknowledge receipt.
The CCG acknowledges the above declaration and confirms that it is appropriate and conforms with
the Standards of Business Conduct and Declaration of Interest Policy and it now appears in the
Declaration of Interest Register as of…………
This declaration will remain on the register until ……………………………………………….. informs the
CCG that this has changed.
……………………………….will be excluded from any discussions or decision making where it is
perceived that the above declarations may adversely influence their ability to act in an open and
transparent manner in line with the Standards of Business Conduct and Declaration of Interest Policy
and the CCG Constitution.
Signed……………………………………………………….

Date…………………………………………………………
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Appendix Dii
Declaration of Interest Form (NOTES): Member Practices/Individual
1. Under the Health and Social Care Act legislation and the CCG’s Constitution the CCG needs to maintain
and make publicly available the interests of:
the members of the group;
the members of its governing body;
the members of its committees or sub-committees and committees or sub-committees of its
governing body; and
its employees
2. The individuals acting as their Practice's nominated representative at the Council of Practices are
asked to complete and return the attached form setting out any relevant and material personal or
business interests which may influence or may be perceived to influence their judgement (as defined
below). These should also include any relevant and material personal or business interests of the
following:
spouse
civil partner
cohabitee
family member
close friend or other acquaintance
any other relationship which may influence or may be perceived to influence their judgement.

Examples will include:
i. membership of any provider federation, and in addition any link of that federation to any companies
likely or possibly seeking to bid for a contract
ii. Any contract for PCT/CCG commissioned services held by the Member Practices e.g. for community
based provision of a specific specialty
iii. Any connection to PCT/CCG commissioned services with Foundation Trusts from which the Practice
derives either a direct pecuniary interest or qualitative benefit (e.g. an Service Level Agreement for
facilities to support a Foundation Trust’s outreach service)
4. Please can you read all of the above carefully and confirm the Interests /Positions of influence on the
attached proforma.
The Technical Guidance for CCGs advises that those completing the declaration form must provide
sufficient detail of each interest so that a member of the public would be able to understand clearly the
sort of financial or other interest the member or employee has and the circumstances in which a conflict
of interest with the business or running of the CCG might arise.
If in doubt as to whether a conflict of interest could arise, a declaration of the interest should be made.
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Declaration of Interest Form – Member Practice/Individual
Name:
Position with the CCG:
Telephone No:
Email Address:
Postal Address:

Type of Interest

Details

Personal interest or that of a
family member, close friend or
other acquaintance?

Roles and Responsibilities held within
member practices
Directorships, including nonexecutive directorships, held in
private companies or PLCs
Ownerships or part – ownership of
private companies, businesses or
consultancies likely or possibly
seeking to do business with the CCG
Material Shareholdings (more than
5%) of companies in the field of
health and social care
Positions of authority in an
organisation (e.g. charity or voluntary
organisation) in the field of health and
social care
Any connection with a voluntary or
other organisation contracting for
NHS services
Research funding/ grants that may be
received by the individual or any
organisation they have an interest or
role in.
Any other role or relationship which
the public could perceive would
impair or otherwise influence the
individual’s judgement or actions in
their role within the CCG
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No Interests to declare

I have read and understood my obligations under the Standards of Business Conduct and
Declarations of Interest Policy.
I am signing to confirm that the information provided on this form is true and correct to the
best of my ability and consent to the information contained to be disclosed to the Local
Counter Fraud Specialist for the purpose of verification and checking to deter, detect and
prevent fraud.
I confirm that if any changes to the above declaration occur it is my responsibility to inform
the CCG as soon as possible. Further to this I will not engage in any discussion or decision
where any of my declarations may affect my ability to act in an open and transparent manner
in line with the Standards of Business Conduct and Declaration of Interest Policy and the
CCG Constitution.
Signed: ……………………………………………………………………….
Date:……………………………………………………………………………
_ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ __ _ _ _ __ ___ _ _ _ _ _ _ _ _ _ _ _ _ _ _
For office use only:
This tear off slip will be signed by Declarations of Interest Operational Lead and returned to
the declarer to acknowledge receipt.

The CCG acknowledges the above declaration and confirms that it is appropriate and
conforms with the Standards of Business Conduct and Declaration of Interest Policy and it
now appears in the Declaration of Interest Register as of…………
This declaration will remain on the register until ………………………………………………..
informs the CCG that this has changed.
……………………………….will be excluded from any discussions or decision making where
it is perceived that the above declarations may adversely influence their ability to act in an
open and transparent manner in line with the Standards of Business Conduct and
Declaration of Interest Policy and the CCG Constitution.

Signed……………………………………………………..
Date………………………………………………………….
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Appendix Dii
(To be used when commissioning services from GP Practices, including provider consortia, or
organisations in which GPs have a financial interest)
Service:
Question

Comment/Evidence

Questions for all three procurement routes
How does the proposal deliver good or
improved outcomes and value for money –
what are the estimated costs and the
estimated benefits? How does it reflect the
CCG’s proposed commissioning priorities?
How have you involved the public in the
decision to commission this service?
What range of health professionals have
been involved in designing the proposed
service?
What range of potential providers have been
involved in considering the proposals?
How have you involved your Health and
Wellbeing Board(s)? How does the proposal
support the priorities in the relevant joint
health and wellbeing strategy (or
strategies)?
What are the proposals for monitoring the
quality of the service?
What systems will there be to monitor and
publish data on referral patterns?
Have all conflicts and potential conflicts of
interests been appropriately declared and
entered in registers which are publically
available?
Why have you chosen this procurement
What additional external involvement will
there be in scrutinising the proposed
decisions?
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How will the CCG make its final
commissioning decision in ways that
preserve the integrity of the decision-making
process?

Additional question for AQP or single tender (for services where national tariffs do not
apply)
How have you determined a fair price for the
service?

Additional questions for AQP only (where GP practices are likely to be qualified
providers)
How will you ensure that patients are aware
of the full range of qualified providers from
whom they can chose?

Additional questions for single tenders from GP providers
What steps have been taken to demonstrate
that there are no other providers that could
deliver this service?
In what ways does the proposed service go
above and beyond what GP practices should
be expected to provide under the GP
contract?
What assurances will there be that a GP
practice is providing high-quality services
under the GP contract before it has the
opportunity to provide any new services?
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Annual Report and Accounts 2013 - 2014
Date/Time: 04.06.14 at 2.00 pm
Author: Rachel Smethurst, Business
Manager

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

Purpose of Report

Agenda Item No.

This paper provides Governing Body with the Final Annual Report and
Accounts 2013 - 2014. A full copy of the Final Annual Report and Accounts
2013-2014 can be obtained from the following link:
http://www.valeroyalccg.nhs.uk/publication

2.3.1

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
To provide the Governing Body with the Annual Report and Accounts 2013 -2014.
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
Governing Body are asked to:
1) Note the contents of the Annual Report and Accounts;
2) Make a recommendation to Membership Assembly approving the Annual Report and Accounts;
3) Confirm that the letter attached in appendix 1 is accurate and authorise the Chair and Chief
Officer to sign the letter on behalf of the Governing Body.
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: Annual Report and Accounts 2013 - 2014
1.0 Introduction
1.0

The CCG have prepared its Annual Report and Accounts for 2013-14. It is an honest and
open account of our first authorised year, and includes our achievements and progress
made to date.

1.2

The CCG Constitution states that the Annual Report and Annual Accounts are to be signed
off by the Membership Assembly. There is no delegated authority for this.

1.3

The Governing Body will receive the Accounts formally on 4th June 2014 and then present
them to the Membership Assembly with a recommendation.

1.4

The Final Annual Report and Accounts will be submitted to NHS England on 6th June by
Grant Thornton, our appointed external auditors on our behalf.

2.0 Letter of Representation (LoR)
2.2

As part of the Annual Report and Accounts process Governing Body are asked to confirm
that the letter attached in Appendix one of this report is accurate and correct.
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Bevan House
Barony Court
Nantwich
Cheshire
CW5 5RD

Our Ref:
04.06.14
Grant Thornton UK LLP
Royal Liver Building
Liverpool
L3 1PS

Tel: 01270 275303
www.valeroyalccg.nhs.uk

FAO: Robin J Baker/ Paul Basnett
Dear Sirs
NHS Vale Royal CCG Financial Statements for the year ended 31 March 2014
This representation letter is provided in connection with the audit of the financial statements of
NHS Vale Royal CCG for the year ended 31 March 2014 for the purpose of expressing an opinion
as to whether the financial statements give a true and fair view in accordance with International
Financial Reporting Standards and the accounting policies directed by the Secretary of State with
the consent of the Treasury as relevant to the National Health Service in England.
We confirm that to the best of our knowledge and belief having made such inquiries as we
considered necessary for the purpose of appropriately informing ourselves:
Financial Statements
We acknowledge, as CCG Governing Body members our responsibilities under the National Health
Services Act 2006 for preparing financial statements which give a true and fair view and for making
accurate representation to you.
We acknowledge our responsibility for the design, implementation and maintenance of internal
control to prevent and detect fraud.
Significant assumptions used by us in making accounting estimates, including those measured at
fair value, are reasonable.
Related party relationships and transactions have been appropriately accounted for and disclosed
in accordance with the requirements of International Financial Reporting Standards and the
Manual for Accounts.
All events subsequent to the date of the financial statements and for which International Financial
Reporting Standards and the Manual for Accounts requires adjustment or disclosure have been
adjusted or disclosed.
We have not adjusted the misstatements brought to our attention in the Audit Findings report,
which are considered to be immaterial to the results of the CCG and its financial position at the
year-end. The financial statements are free of material misstatements, including omissions.
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In calculating the amount of income to be recognized in the accounts from the NHS organisations
we have applied judgement, where appropriate, to reflect the appropriate amount of income
expected to be received by the CCG in accordance with the Accounting Standards and Manual for
Accounts.
We acknowledge our responsibility to participate in the Department of Health's agreement of
balances exercise and have followed the requisite guidance and directions to do so. We are
satisfied that the balances calculated for the CCG ensure the financial statements and
consolidation schedules are free from material misstatement, including the impact of any
disagreements.
Actual or possible litigation and claims have been accounted for and disclosed in accordance with
the requirements of International Financial Reporting Standards.
We confirm that the financial statements have been properly considered and approved by an
appropriate body in accordance with the CCG constitution.
Information Provided
We have provided you with:
a.

access to all information of which we are aware that is relevant to the
preparation of the financial statements such as records, documentation and
other matters;

b.

additional information that you have requested from us for the purpose of
your audit; and

c.

unrestricted access to persons within the CCG from whom you determined it
necessary to obtain audit evidence.

All transactions have been recorded in the accounting records and are reflected in the financial
statements.
We have disclosed to you the results of our assessment of the risk that the financial statements
may be materially misstated as a result of fraud.
We have disclosed to you all information in relation to fraud or suspected fraud that we are aware
of and that affects the CCG and involves:
d.

management;

e.

employees who have significant roles in internal control; or

f.

others where the fraud could have a material effect on the financial
statements.

We have disclosed to you all information in relation to allegations of fraud, or suspected fraud,
affecting the CCG’s financial statements communicated by employees, former employees,
regulators or others.
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We have disclosed to you all known instances of non-compliance or suspected non-compliance
with laws and regulations whose effects should be considered when preparing financial
statements.
We have disclosed to you all of the CCG’s related parties and all the related party relationships
and transactions of which we are aware.
We have disclosed to you all known actual or possible litigation and claims whose effects should
be considered when preparing the financial statements.
Annual Report
The disclosures within the Annual Report fairly reflect our understanding of the CCG’s financial and
operating performance over the period covered by the financial statements.
Governance Statement
The CCG has complied with all aspects of contractual agreements that could have a material effect
on the financial statements in the event of non-compliance. There has been no non-compliance
with requirements of the Care Quality Commission or other regulatory authorities that could have a
material effect on the financial statements in the event of non-compliance.
We are satisfied that the Governance Statement fairly reflects the CCG’s risk assurance framework
and we confirm that we are not aware of any significant risks that are not disclosed within the AGS.
Approval
The approval of this letter of representation was minuted by the CCG’s Governing Body at its
meeting on 4th June 2014.

Signed on behalf of the Governing Body

Name: Dr Jonathan Griffiths
Position: Chair, NHS Vale Royal CCG
Date:

Name: Mr Simon Whitehouse
Position: Chief Officer, NHS Vale Royal CCG
Date:
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Chief Officer Report
Date/Time: 04.06.14 at 2.00 pm
Author: Rachel Smethurst, Business
Manager

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

Purpose of Report

Agenda Item No.

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

2.3.2

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

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
Governing Body are asked to:
1) Note the contents of the paper
Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: Chief Officer Report
1.0 Introduction
1.0

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

2.0 Quarter 3 Checkpoint – NHS England Area Team Assurance
2.1

Quarterly CCG assurance ‘Checkpoint’ reviews give the opportunity to begin to build the
right for mutual support and challenge between the CCG and the Area Team.

2.2
The Checkpoint meeting for quarter 3 was held on 20th March 2014. The meeting focused
on the CCG vision and planning, quality and finance, although the overall performance against the
NHS Constitution standards was also discussed.
2.3

The NHS England Area Team provided positive feedback regarding the CCG 2 Year
Operational Plan.

2.4

As a CCG we highlighted some of the practical ways in which we are addressing local
challenges, highlighting as an example the way we have coordinated a set of collaborative
contract negotiations with all economy NHS partners.

2.5

Assurance on items from the delivery dashboard had been considered prior, following our
routine submission of required data/information. This enabled the Area Team to make an
overall assessment of ‘assured’ for each of the 6 domains for the CCG as at Quarter 3. The
assessment was submitted to Regional Team of NHS England for moderation, prior to the
assessment going to the Board of NHS England.

2.6

The quarter 4 Assurance Framework Checkpoint meeting is due to take place on Thursday
5th June 2014.

3.0 Commitment to Carers
3.1
the

On Wednesday 7th May 2014 NHS England published its commitment to carers to give them
recognition and support they need to provide invaluable care for loved ones. With 1.4 million
people providing 50 or more carer hours a week for a partner, friend or family member, they
make a significant contribution to society and the NHS.

3.2

There are 37 commitments spread across eight key priorities which include raising the
profile of carers, education and training, person-centered coordinated care and primary
care. It has been developed in partnership with carers, patients, partner organisations and
care professionals over the past few months.

3.3

As a CCG we are committed to improving the lives of carers. As a CCG we have recently
pledged to:
“Support provisions within the national Care Bill to help transform the lives of carers, giving
them, for the first time, the same right to support as the people they look after. We are
committed to supporting carers to take important decisions about their own care, and are
enabled and empowered to take ownership of their own health.
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3.4

Read more here – http://www.england.nhs.uk/ourwork/pe/commitment-to-carers/

4.0 Dementia Friends
4.1

Hopefully you will all have seen the national campaign, Dementia Friends. People with
dementia do not just lose their memories; they can also lose their friends. This is because
people with dementia can start to behave differently. And sometimes those friends might not
understand or know how to react. However, it is possible to live well with dementia,
especially with the support of friends. No matter how big, or how small, every action counts.
That’s because people with dementia need friends more than ever.

4.2

Anybody can become a dementia friend. It’s as simple as just understanding a bit more
about dementia. We will give you helpful tips and small ideas to help you support the people
you know with dementia and their carers.

4.3

To become a friend watch the video on the link https://www.dementiafriends.org.uk . As a
CCG we are supporting this campaign and training over 100 volunteers over the next few
weeks. If you are interested in attending one of the sessions please contact us on 01270
275283.

5.0 360 Degree Stakeholder Survey Results
5.1

As part of the CCG Assurance framework it has been mandatory for all CCGs to take part in
a 360 degree stakeholder survey. The survey has been administered by Ipsos MORI this
year. The results of which will feed into the annual CCG Checkpoint Assurance Review Q4.
The 360 Survey will help inform these discussions/ conversation and also be used by the
CCG for development purposes.

5.2

Our Key Observations:
Overall the CCG has received positive results. Some of which include:
Positive feedback from our neighboring CCG’s, Health and Wellbeing Board
and GP Member Practices;
Overall, Healthwatch and other patient groups feel satisfied with the way in
which we have engaged with them over the last 12 months;
All respondents stated that they have confidence that the CCG effectively
monitors the quality of the services it commissions and all felt that if they had
concerns about the quality of local services that they would know how and
where to raise concerns with the CCG;
All respondents stated that as a CCG they felt that we had good plans in
place and had priorities that were the right ones.
These include, but are not limited to the following:
Our providers have expressed some dissatisfaction with the way that we
communicate, engage and listen to them;
Wider stakeholders felt that we could improve the ways that we engage and
communicate with them with regard to our future plans.

5.3

As a CCG we are looking into the data further to inform future improvements and
development opportunities. We will also be considering these across our shared
management team and taking the learning from both CCGs.
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6.0 Recruitment
6.1

During this quarter we have welcomed the following staff to our shared management team:
Sue Forrester-O'Neill (Quality Team)
Tanya Jefcoate-Malam (Taken up a new role within the CCG as Primary Care
Quality Manager)

6.2

We would like to extend our best wishes to Harpreet Mangat, (Public Engagement and
Communications Manager NHS Vale Royal CCG), who will be leaving the CCG on the 9th
July to take up a new role working for Health Education England. We are currently recruiting
into this role and the vacancy can be viewed via NHS Jobs.

6.3

We would like to also extend our best wishes to Rachel Smethurst, (Business Manager,
NHS Vale Royal CCG), who will be taking maternity leave from the end of June. Rebecca
Clayton has been appointed internally to cover this role in the interim period.

7.0 Public Consultation
Cheshire West and Chester Draft Health and Wellbeing Strategy 2014-15
7.1

The draft health and wellbeing strategy sets out a framework for reducing health inequalities
across Cheshire West and Chester. It also provides a basis for the commissioning of health,
social care and wellbeing services in the borough.

7.2

The draft strategy has been developed through an extensive process of community
engagement and partnership consultation.

7.3

As a CCG we work extremely closely with Cheshire West and Chester Local Authority and
we are actively encouraging our local communities, clinicians and staff to feedback on the
draft proposals to improve health and wellbeing in Cheshire West and Chester.

7.4

Please read through the draft strategy and complete your feedback form by 20th July 2014.

7.5

For further information please see the following link:

http://www.cheshirewestandchester.gov.uk/your_council/consultations_and_petitions/council_consu
ltations/health_and_wellbeing_strategy.aspx
Integrated Wellbeing Service
7.6

The Local Authority are proposing to commission an Integrated Wellbeing Service which will
help people live healthier for longer by addressing the factors that influence health and
wellbeing. The Wellbeing Service would integrate a number of lifestyle services that support
people in living healthy lives including:
healthy eating/weight management
physical activity
stop smoking services
healthy living Centre’s
health promotion
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7.7

To help shape the new service we are encouraging you to share your views in a short
questionnaire:

http://surveys.cwric.org.uk/cwac/TakeSurvey.aspx?PageNumber=1&SurveyID=m8L1372&Preview=
true
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Connecting Care – A Transformational Approach to the
Integration of Health and Social Care in Central Cheshire 2014-2019
Date/Time: 04.06.14 at 2.00 pm
Author: Diane Eden, Programme Director
for Connecting Care, All Cheshire partner
organisations in collaboration with the
members of the Strategy Task and Finish
Group

Reporting Period: 2014-2015
Governing Body Lead: Tracy Parker-Priest

Purpose of Report

Agenda Item No.

This paper is seeking support regarding the developing Central Cheshire
Connecting Care 5 year Strategy across Health and Social Care. A full
copy of the report can be obtained from the link below:
http://www.valeroyalccg.nhs.uk/publication

Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

2.3.3

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
The Governing Body members are asked to:
•

Review and provide feedback on the draft 5 year Central Cheshire Connecting Care
Strategy (in person or please email: deden@nhs.net)

•
•

To support the direction of travel and key themes outlined within the document
To note that the Central Cheshire Connecting Care Board will approve the
submission to NHS England on 20 June 2014
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•

Agree to proceed with further key stakeholder engagement and involvement to
shape this initial draft into a final strategy.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
No

Resources
Issues outlined
No
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Report Title:
1.0
This paper is seeking support regarding the developing Central Cheshire Connecting Care 5
year Strategy across Health and Social Care.
In January, the Central Cheshire Connecting Care Board established the Strategy Task and
Finish Group to develop the Connecting Care Strategy incorporating the Pioneer Integration
Programme. The group comprises representatives from each of the 8 partner organisations:
Cheshire West and Chester Council
Cheshire East Council
NHS South Cheshire Clinical Commissioning Group
NHS Vale Royal Clinical Commissioning Group
Mid Cheshire Hospitals NHS Foundation Trust
Cheshire and Wirral Partnership NHS Foundation Trust
East Cheshire NHS Trust
NHS England.
The outline framework produced by the group was presented to and agreed by the Connecting
Care Board in February and an early draft was subsequently presented to the Connecting Care
Board again in March. This early draft was ‘sense checked’ be NHS England on 9 May and
feedback was received with suggested areas for further development.
This paper represents the current working draft of the Central Cheshire Connecting Care 5 year
strategy and the group will continue to work on the strategy on behalf of the Central Cheshire
Connecting Care Board through an iterative process of engagement, consultation and
involvement across our key stakeholders.
The Connecting Care Board Strategy Task and Finish Group have resolved to ensure that
individual partner boards and key stakeholders are offered the opportunity to shape this draft
prior to the agreed draft for submission to NHS England and following this to reach agreement
of the final document.
The draft Connecting Care strategy provides details of the following:
Our vision and ambition
The national and local context for the Connecting Care programme
Our challenges and our opportunities in Central Cheshire
Our approach to integration and transformation
An outline of current progress
An outline of the overall programme and its composite elements
A description of our integrated health and social care model and its intended impact
Our 6 key health and social care integration outcomes framework/foundation stones
Our aspirations for transformation, our approach and measures of success
Our plans to achieving a sustainable care system for the future.
In line with NHS England requirements, an agreed strategy must be submitted on 20 June 2014.
It is expected that further local refinement and engagement will continue beyond this date
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Draft Cheshire West and Chester Health and Wellbeing Strategy,
2014-2019, Consultation
Date/Time: 04.06.14 at 2.00 pm
Author: Caryn L Cox, Director of Public
Health

Reporting Period: 2014/15
Governing Body Lead: Tracy Parker-Priest, Director
of Partnerships and Governance

Purpose of Report

Agenda Item No.

This paper presents the draft Cheshire West and Chester Health and
Wellbeing Strategy for 2014-2019 and the consultation that is taking place.

2.3.4

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
The Strategy contributes to all of the strategic objectives through its' focus on health and wellbeing
but contributes most significantly to improved mental health and prevention by supporting
communtiies to promote and support healthier living
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
That the Clinical Commissioning Group supports the strategy consultation by actively promoting it
during the consultation phase to maximise responses.
That the Clinical Commissioning Group responds to the consultation.
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: Cheshire West & Chester Joint Health and Wellbeing Strategy
1.0 What is the report about?
The purpose of this report is to provide a briefing to the Clinical Commissioing group on the draft
Health and Wellbeing Strategy 2014-2019 and the consultation taking place.
2.0 Introduction
A new draft 5-year Health and Wellbeing Strategy for Cheshire West and Chester has been
produced jointly by the Council, West Cheshire and Vale Royal Clinical Commissioning Groups,
other local NHS organisations, Healthwatch, and many other contributors. It concentrates on areas
of health and wellbeing where joint working across health, local government and other partners can
make the most improvements to the health & wellbeing of local residents.
3.0 Development
The strategy was developed through a process of co-production with local residents, partner
organisations and patients, together with the evidence from the Integrated Strategic Needs
Assessment. This approach has enhanced citizen and partner engagement and resulted in a
tailored, delivery-focused strategy that we can be proud of as a partnership.
4.0 Priorities, principles and approaches
The strategy provides partners with a set of jointly agreed priorities to improve the health and
wellbeing of communities in Cheshire West and Chester. As with the previous Health and
Wellbeing Strategy, the production process for it has taken place alongside that of the Sustainable
Community Strategy, ensuring that synergies between the two are fully exploited.
The strategy contains four priority areas:
a)
Starting Well
b)
Substance Misuse
c)
Mental Health and Wellbeing
d)
Ageing well
The strategy proposes to build certain principles and approaches into a common framework that will
be embedded into action plans for the health and wellbeing priorities.
The principles are:
a)
Reducing inequalities by improving the worst health and wellbeing fastest
b)
Outcomes focused
c)
Emphasis on local action
d)
Being the best
e)
Innovation
The approaches are:
a)
Prevention and early detection
b)
Partnership working
c)
Evidence-based
d)
Personal responsibility and empowerment
Over the next 5 years, the Health and Wellbeing Board will monitor progress and receive regular
updates on performance at their meetings, enabling a focus to be kept on the issues that matter
and to drive improvement.
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5.0 Consultation
A twelve week consultation period has recently commenced, with the closing date for responses of
20th July 2014.
The consultation asks organisations and residents to comment broadly on the following questions:
•
Do you agree with the priorities set?
•
What objectives should we agree for each priority?
•
How should we assess our progress against each objective?
Full details of the consultation can be found on the Council Website
(www.cheshirewestandchester.gov.uk/healthandwellbeingstrategy). Copies of the strategy will be
available in local libraries, Council building reception areas and on the Council website. Responses
from the consultation will be used to inform the final version of the Health and Wellbeing Strategy,
which will be launched in August 2014.
6.0 Recommendations and reasons
a) That the Clinical Commissioning Group supports the strategy consultation by actively
promoting it during the consultation phase to maximise responses.
Clinical Commissioning Groups hold a wide network of contacts. Support from the Clinical
Commissioning Group in engaging with their own partners and related residents/service
users etc to learn about the consultation and understand the need to respond will assist in
ensuring a wide and varied consultation has taken place and maximise opportunities to
respond.
b) That the Clinical Commissioing Group responds to the consultation
The Clinical Commissioning Group is a key member of the Health and Wellbeing Board. The
Health and Wellbeing Strategy will act as a key strategy for the Board for the following 5
years. The Health and Wellbeing Board will hold partners and others to account for the
implementation of the Strategy and the achievement of the outcomes. It is therefore
essential that each representative of the Board actively engages with the consultation and
responds individually.
7.0 Background Documents
Draft Health and Wellbeing Strategy for consultation (pdf document)
http://www.cheshirewestandchester.gov.uk/default.aspx?page=17375
Online response form
https://surveys.cwric.org.uk/cwac/TakeSurvey.aspx?PageNumber=1&SurveyID=m4L26p2&Preview
=true%20
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Co-Commissioning of Primary Care
Date/Time: 04.06.14 at 2.00 pm
Author: Amanda Best, Service Delivery
Manager Primary Care

Reporting Period: 2014 - 2015
Governing Body Lead: Tracy Parker-Priest, Director
of Partnerships and Governance

Purpose of Report

Agenda Item No.

The paper provides the Governing Body with a summary of the recent offer to
CCGs for the co-commissioning of Primary care in alliance with NHS England.

2.3.5

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
This paper directly relates to working with partners to ensure high quality Primary healthcare.
Ensuring patients are at the centre of everything we do, by designing services to fit their healthcare
needs.
Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
Governing Body are asked to:
1) Note the content of the report and the timeline detailed here.
2) Support a recommendation for the CCG to submit an expression of interest for co commissioning
of Primary Care.
3) Recognise that an expression of interest does not commit the CCG to a pre determinable
decision.
4) Support the wider engagement of the membership and the LMC to support the development of
the proposals and submission.
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Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes

Report Title: Primary Care Quality and Engagement Report
1.0 Overview
1.0

NHS England has recently written to all CCG Clinical Leads and CCG Chief Officers on the
9th May, detailed in Appendix 1, outlining an offer for clinical commissioning groups to
submit expressions of interest in developing new arrangements for co-commissioning of
Primary care Services in line with the announcement made by NHS England Chief
Executive Simon Stevens on 1st May 2014.

2.0 Background
2.1

Simon Stevens, NHS England Chief Executive announced new proposals for local clinical
commissioning groups to co-commission primary care in partnership with NHS England at
the beginning of May 2014.

2.2

The proposal will allow 211 clinically led local clinical Commissioning Groups the option to
obtain new powers to improve local health services under a new commissioning initiative
and which will see two thirds of the health service funding under local clinical lead control.

2.3

The consideration for co-commissioning is being driven by the need to strengthen integrated
care outside of hospitals and in doing so properly resource Primary, community and mental
health services, at a time when financial availability is constrained.

2.4

The option to co-commission Primary Care will allow CCGs greater influence over the way
Primary Care can be expanded, to drive up the quality of care locally, support the reduction
in health inequalities and further enable the delivery of our ambitious planning assumptions
that centre around more widely integrated services and primary care resilience.

3.0 Intended benefits and benefits realisation
3.1

Proposals for co-commissioning of Primary Care should fit within the alignment of the five
year strategic plan of the CCG, and more specifically within the emerging ambitions
contained with the local Primary Care strategy.

3.2

The proposal should also support the delivery of:
Greater integration of health and care services, embedded within a cohesive system of out
of hospital care that brings together Primary, community, mental health and social services.
Improved quality standards determined across a range of measures that delivery improved
clinical effectiveness and safety, patient satisfaction and reduced unwarranted variation.
Further strengthen the relationships and engagements across the clinical and patient
communities
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4.0 Scope
4.1 Commissioning of primary care encompasses a wide spectrum of activity including:
working with patients and the public and with Health and Wellbeing Boards to assess needs
and decide strategic priorities;
designing and negotiating local contracts (e.g. PMS, APMS, any enhanced services
commissioned by NHS England);
managing financial resources and ensuring that expenditure does not exceed the resources
available;
monitoring contractual performance;
applying any contractual sanctions;
deciding in what circumstances to bring in new providers and managing associated
procurements and making decisions on practice mergers.
4.2

CCGs already have the authority to commission services from general practice, or indeed
other Primary Care providers and in some respect, the CCG are undertaking many of these
functions currently as we work with clinical leaders, the Membership and influential partners
to deliver a quality local Primary Care service that is robust, engaged and supportive of the
needs of the complex communities that we serve.

5.0 Governance
5.0

The CCG recognises the statutory duty to manage conflicts of interest and to have regard to
the statutory guidance on managing conflicts of interest published by NHS England. In any
consideration by the CCG towards co-commissioning of Primary Care, the CCG would be
equally mindful of meeting these requirements.

6.0 Considerations
6.1

The CCG are cognisant of the work that is on-going in building the relationships, systems
and services across the Primary Care system. Whilst the CCG welcome the opportunity to
consider any proposal to co-commission with NHS England, consideration must also be
given to the resource implications that this will bring.

6.2

Any negotiated position with NHS England Area Team in their discharge of duty, must be
met with the necessary transfer of financial resource to support the continued delivery of our
Primary Care system.

6.3

Where full discharge is not required, there should be an agreement as to how shared
responsibility is equitable maintained.

7.0 Recommendations
The governing body is asked to;
Note the content of this report.
Accept a recommendation for NHS Vale Royal CCG to submit an Expression of interest for
Co-commissioning of Primary Care Services.
Recognise that an expression of interest does not commit the CCG to a pre determinable
decision.
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Support the wider engagement of the membership and the LMC to support the development
of the proposals and submission.
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Publications Gateway Ref. Number 01599
Commissioning Development Directorate
Room 4N28, Quarry House
Quarry Hill
Leeds LS2 7UE
Barbara.hakin@nhs.net
Rosamond.roughton@nhs.net
0113 825 0919
9 May 2014

To:

CCG Clinical Leads
Area Directors, NHS England

Copy: CCG Chief Officers

Co-commissioning of primary care services
We are writing to set out:
•

how CCGs can submit expressions of interest to develop new arrangements for
co-commissioning of primary care services, following Simon Stevens’
announcement on 1 May (see annex A);

•

the work proposed to be done through the NHS Commissioning Assembly to
support CCGs and area teams in developing co-commissioning arrangements.

We are inviting CCGs to submit expressions of interest by 20 June. We would
encourage CCGs to work with area teams in developing proposals.
Expressions of interest should include at least this information:
A.

CCG(s) involved

Proposals may be submitted by an individual CCG or by a group of CCGs that
wishes to propose co-commissioning arrangements to cover their combined
localities.
B.

Intended benefits and benefits realisation

Expressions of interest should set out how the proposals fit with five-year strategic
plans and, in particular, how they will help:
•

achieve greater integration of health and care services, in particular more
cohesive systems of out-of-hospital care that bring together general practice,
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community health services, mental health services and social care to provide
more joined-up services and improve outcomes;
•

raise standards of quality (clinical effectiveness, patient experience and patient
safety) within general practice services, reduce unwarranted variations in quality,
and, where appropriate, provide targeted improvement support for practices;

•

enhance patient and public involvement in developing services, for instance
through asset-based community development;

•

tackle health inequalities, in particular by improving quality of primary care in
more deprived areas and for groups such as people with mental health problems
or learning disabilities.

C.

Scope

Commissioning of primary care encompasses a wide spectrum of activity, including:
•

working with patients and the public and with Health and Wellbeing Boards to
assess needs and decide strategic priorities;

•

designing and negotiating local contracts (e.g. PMS, APMS, any enhanced
services commissioned by NHS England);

•

approving ‘discretionary’ payments, e.g. for premises reimbursement;

•

managing financial resources and ensuring that expenditure does not exceed
the resources available;

•

monitoring contractual performance;

•

applying any contractual sanctions;

•

deciding in what circumstances to bring in new providers and managing
associated procurements and making decisions on practice mergers.

The expression of interest should indicate which aspects of commissioning fall within
the scope of the proposed arrangements. CCGs may wish to propose that they take
on delegated or joint responsibilities for some aspects, whilst NHS England
continues to discharge other responsibilities directly.
We envisage that arrangements for managing the Performers List, revalidation and
appraisal would fall outside the scope of any co-commissioning arrangements.
NHS England cannot delegate responsibility for commissioning of community
pharmacy services or dental services. CCGs may wish to make proposals for how
better to align decisions made by area teams in commissioning of community
pharmacy services with CCGs’ strategic objectives, provided that NHS England
retains its statutory decision-making responsibilities and that there is appropriate
involvement of local professional networks.
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NHS England could in principle delegate responsibility for commissioning of primary
eye care services, but the main services commissioned by NHS England (NHS sight
tests) are essentially a demand-led service governed by national regulations.
D.

Nature of co-commissioning

There is a spectrum of potential forms that co-commissioning could take, for
instance:
•

greater CCG involvement in influencing commissioning decisions made by NHS
England area teams;

•

joint commissioning arrangements, whereby CCGs and area teams make
decisions together, potentially supported by pooled funding arrangements;

•

delegated commissioning arrangements, whereby CCGs carry out defined
functions on behalf of NHS England and area teams hold CCGs to account for
how effectively they carry out these functions.

Expressions of interest will need to indicate the form that CCGs would like cocommissioning to take and how they would like this to evolve, including the proposed
relationship with any current or proposed joint commissioning with local authorities.
CCGs will be expected to ensure that their proposals take advantage of synergies
with existing areas of CCG activity and enable functions to be discharged within
existing CCG running costs as far as possible. Expressions of interest will need to
indicate where proposals would rely upon area team staff working under the
supervision of CCGs.
E.

Timescales

Expressions of interest will need to indicate the proposed timescales for applying the
new arrangements, including any proposals for phasing (e.g. where some elements
of co-commissioning are introduced during 2014/15, followed by a more developed
form of co-commissioning during 2015/16).
Any proposals that rely upon setting primary care budgets at a locality level (below
that of an area team) would have to be implemented from 2015/16 onwards.
F.

Governance

CCGs already have powers to commission services from general practice (or from
other primary care providers) in their own right. Where commissioning services from
general practice, or from any organisation in which their members or offers have a
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material interest, CCGs have a statutory duty to manage conflicts of interest and to
have regard to the statutory guidance on managing conflicts of interest published by
NHS England1. CCGs would need equally to meet these duties and follow the
statutory guidance in relation to any functions that they were to carry out jointly with,
or on behalf of, NHS England.
Expressions of interest should set out any additional proposed safeguards for
managing conflicts of interest.
G.

Engaging member practices and local stakeholders

Expressions of interest should set out how CCGs have engaged their member
practices in developing the proposals and any key issues raised by member
practices, together with proposals for how they will further involve member practices.
Expressions of interest should provide any initial views of local stakeholders,
together with proposals for engaging stakeholders more fully in developing the
proposed arrangements more fully. This should, for instance, cover:
•

patient groups;

•

local authorities and Health and Wellbeing Boards;

•

other local provider organisations, e.g. community, mental health, acute trusts.

H.

Monitoring and evaluation

Expressions of interest should set out initial proposals for how to monitor and
evaluate the impact and effectiveness of the proposed co-commissioning
arrangements, in order to ensure that CCGs and area teams can adapt
NHS Commissioning Assembly project
The primary care working group of the NHS Commissioning Assembly will undertake
a rapid piece of work to identify the key issues that will need to be resolved to
support successful co-commissioning, with the aim of supporting area teams and
CCGs in working together to refine the proposals that come from expressions of
interest and to help spread innovative thinking.
This will include:
•

1

identifying likely success factors for effective co-commissioning;

http://www.england.nhs.uk/wp-content/uploads/2013/03/manage-con-int.pdf
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•

identifying the different forms that co-commissioning could take – and its
potential scope – and the considerations that would need to be applied locally in
choosing between them;

•

developing a checklist that could guide CCGs and area teams through the steps
involved in setting up new arrangements.

The project will also look, among other issues, at:
•

how NHS England can assure itself that delegated functions are being
discharged effectively and that any conflicts of interest are being managed
appropriately;

•

how associated financial resources would be allocated, managed and accounted
for;

•

any national decisions or approvals that would be needed in relation to
information sharing;

•

any implications for the public health offer to support primary care
commissioning from Public Health England and local authorities.

Conclusion
CCGs are asked to submit expressions of interest, covering the factors set out above
(paragraph 8), by 20 June. Please submit expressions of interest to england.cocommissioning@nhs.net.
The relevant Area Team will then discuss each proposal with the applicant CCG(s)
and subsequently make a recommendation for approval through the Board
governance of NHS England.

Rosamond Roughton
National Director: Commissioning Development

Dame Barbara Hakin
Chief Operating Officer
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Annex A
NHS ENGLAND PRESS NOTICE (1 May 2014)
LOCAL HEALTH PROFESSIONALS TO GET MORE POWER TO IMPROVE NHS
PRIMARY CARE
Stevens announces new option for local Clinical Commissioning Groups to cocommission primary care in partnership with NHS England
England’s 211 clinically-led local Clinical Commissioning Groups will get new powers
to improve local health services under a new commissioning initiative announced
today by NHS England Chief Executive Simon Stevens.
Speaking to GPs and other NHS health professionals at the Annual Conference of
NHS Clinical Commissioners in London, Simon Stevens said:
“England has now taken the bold step – unique in the western world – of putting two
thirds of its health service funding under the control of local family doctors and
clinicians.
“If we want to better integrate care outside hospitals, and properly resource primary,
community and mental health services - at a time when overall funding is inevitably
constrained - we need to make it easier for patients, local communities and local
clinicians to exercise more clout over how services are developed.
“That means giving local CCGs greater influence over the way NHS funding is being
invested for their local populations. As well as new models for primary care, we will
be taking a hard look at how CCGs can have more impact on NHS England’s
specialised commissioning activities.
“So today I am inviting those CCGs that are interested in an expanded role in
primary care to come forward and show how new powers would enable them to drive
up the quality of care, cut health inequalities in primary care, and help put their local
NHS on a sustainable path for the next five years and beyond.
“CCGs are still young organisations at different stages of development, and with
different local needs. So rather than specifying a one-size-fits all solution, and
having listened carefully to what CCGs have been saying, I’m keen to hear from
CCGs themselves about what next steps they would like to explore.”
Mr Stevens announced that NHS England will be writing next week to all CCGs in
England with details of how to submit expressions of interest in taking on enhanced
powers and responsibilities to co-commission primary care.
Applications will need to describe the additional powers and responsibilities the CCG
would like to assume. They will need to meet a number of tests, including showing
6
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they will help advance care integration, raise standards and cut health inequalities in
primary care.
They will also need to show how they will ensure transparent and fair governance with a continuing oversight role for NHS England to safeguard against conflicts of
interest - all in the context of the CCG’s five-year plan for its local NHS services.
NHS England will work with the NHS Commissioning Assembly, NHS Clinical
Commissioners and other stakeholders to advance this agenda.
CCG expressions of interest should be developed by June 20, the same date that
CCGs will complete their initial five-year ‘Forward Views’ for local NHS services.
Each proposal will be discussed by the applicant CCG and the local Area Team of
NHS England, which will subsequently make a recommendation for approval by the
Board of NHS England.
NOTES TO EDITORS
England’s 211 CCGs are statutory bodies led by local GPs, alongside hospital
doctors, nurses and other health professionals, managers, and independent lay
members of the public.
NHS Clinical Commissioning Groups (CCGs) now control £67 billion of NHS funding
– about two thirds of NHS spending in England.
Giving CCGs the ability to better influence and shape primary care services requires
no further structural reorganisation, and the necessary enabling powers are already
included in current legislation.
In accordance with national legislation, NHS England (and its Area Teams) will in all
parts of the country continue directly to discharge specific primary care
responsibilities, including in respect of community pharmacy, primary dental and
ophthalmic services, as well as certain responsibilities in respect of primary medical
services.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Integrating Urgent Care Services
Date/Time: 04.06.14 at 2.00 pm
Author: Sue Milne, Service Delivery
Manager and Linda Banner-Perry, Clinical
Project Manager

Reporting Period: 2014-2015
Governing Body Lead: Tracy Parker-Priest, Director
of Partnership and Governance

Purpose of Report

Agenda Item No.

This paper presents the outline business case for the integration of urgent and
emergency care services.
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Strategic Objectives

2.3.6

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
The VRCCG Governing Body is asked to:
1. Approve progression of integrating urgent care services into a virtual front door, more detail of
which is available from Sue Milne or Linda Banner-Perry.
2. To endorse the development of a detailed work plan in conjunction with partners over the next
quarter.
3. To authorise starting the formal 12 week consultation period all stakeholders agreeing a £30K
budget for communication and engagement
Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Yes

Yes

Yes

No

Yes

No

Report Title: Integrating Urgent Care Services
1

Introduction and Background

1.1

Patients often find urgent and emergency care services complex to understand and difficult
to navigate around the system, which results in many patients unnecessarily attending
emergency departments. This behaviour has helped to create a £30 billion financial
pressure for the NHS by 2020-21. Clinical Commissioning Groups has been directed to
deliver a 15% reduction in emergency admissions by the 2014-15 Everyone Counts:
Planning for Patients guidance document to address the issue.

1.2

Within central Cheshire the 2014-19 Connecting Care Strategy is driving integration of
health and social care systems. The strategy’s aim is to strengthen community based
services and support away from the hospital, delivering transformational change across the
economy in self-care, urgent care and community services. This will reduce patient
frustration and improve co-ordination of a patient’s specific needs.

1.3

The Integrated Urgent Care Project will assist NHS Vale Royal Clinical Commissioning
Group in achieving the necessary 15% reduction identified above and to deliver other
national guidance such as NHS Services, Seven Working and the clinical standards
identified by Sir Bruce Keogh’s national urgent care review.

1.4

In 2012-13 NHS Vale Royal Clinical Commissioning Group invested £2,676,137 to
commission urgent care services from 17 providers (£1,880,727) and minor injury services
from 5 providers (£795,410). Although these services are commissioned from a number of
providers there are two main partners within the area, namely NHS Mid Cheshire Hospital
Foundation Trust and NHS East Cheshire Trust, who are commissioned on a payment by
results and block contract respectively.

1.5

The trend over the last 3 years shows patient numbers through the emergency department
and urgent care centre at Leighton Hospital increasing, whilst numbers through the minor
injury units located at Victoria Infirmary and Leighton Hospital are decreasing. The
challenge for the integrating urgent care project is to reverse this.

1.6

Over the last 12 months the Clinical Commissioning Group has worked with key providers
through the Urgent Care Working Group to identify and evaluate the most appropriate way for
integration over the next 12 months. A number of workshops have been facilitated to develop
aims, deliverables and outcomes for the project.
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1.7

It has not been possible at this stage to provide detailed financial plans in support of the
business case but it has been recognised that integration will be delivered within the current
financial envelope, using the following guiding principles:

1.8

Improvements will be developed within the current urgent and emergency care
services budget as of 2014-15

1.9

Where possible cashable savings will be identified and delivered, releasing financial
resources for other projects and services

1.10

The benefits realised through the delivery of the project will be clearly articulated in relation
to the national QIPP agenda

2

Integrating Urgent Care Services

2.1

Our Vision for Integrating Urgent Care Services:

2.1.1

To ensure residents, workers and visitors in South Cheshire and Vale Royal have quick and
easy access to high quality urgent care services, delivered to a consistent high standard, 24
hours a day, seven days a week.

2.2

How NHS Vale Royal Clinical Commissioning Group will deliver this vision

2.2.1 To achieve this vision we will create a simplified system where people know which
option to choose in an urgent situation. The first phase of the project will focus on
developing a ‘virtual front door’ where patients can be provided with:
•
•
•
•
•
•
•
•

2.3

A single point of contact that refers people to the right community or social care
service, first time every time
Seamless access to services that are available closer to home either by phone, in
their home, in their local pharmacy, GP practice or hospital
Effective support and health advice that enables people to take control of their own
non urgent or emergency health needs through self-care
High quality, responsive and safe services for patients experiencing major trauma or
suffering with life threatening conditions
Care at the right time, in the right place, delivered by the right person with the right
skills to manage the patients’ needs
Better use of valuable resources seven days a week including the availability of tests
and access to diagnostic equipment
Information essential to a patient’s health is shared across systems, making a single
patient record accessible by the professional treating the patient
Compassionate and caring staff have been involved in the development of the
services and feel valued and supported in delivering quality care

Proposed Service Outcomes

2.3.1 Service outcomes are currently under development. To date facilitated workshops with
partners have identified the following proposed service outcomes for the project. Further
work will be developed over the coming months.
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Outcome Description

Target

Method of collection

Baseline

To improve people’s
experiences of A&E services
via Friends and Family Test

National
upper
quartile
achieved

National Friends and family test
for MCHfT

To be
established 1314

Percentage of patients
presenting to A&E receiving
treatment within 4 hours

97% from
2015

National 4 hr standard

To be
established 1415

Percentage of patients
receiving treatment close to
their home rather than in a
hospital

tbd

To be determined

Year and data to be
determined

Increase in the number of calls
handled through the NHS 111
systems

tbd

Total number of calls handled
for Vale Royal by NHS 111
once full service commissioned
as per NWAS monthly
performance report

Year and data to be
determined once full
NHS 111
commissioned

Percentage of staff working in
urgent and emergency
services feel supported by their
manager/ organisation

tbd

To be determined

Year and data to be
determined

Percentage of patients that are
warm transferred between health
care professionals

tbd

To be determined

To be
established 1415

Percentage of time senior staff
are available at the front door
of A&E making decisions

tbd

To be determined

To be
established 1314

Patients feel better supported
to effectively self-manage their
long term conditions

55%
from
April
2015

To be determined

To be established
14-15

2.4

Proposed impact for patients and providers

2.4.1 For clarity each of the deliverables listed above have been developed further to describe what
it means; lists specific actions required and explains what success looks like in more detail.
A single point of contact that refers people to the right community or social care service,
first time every time
What does this mean?
Telephone support is provided to GPs, health, allied health and community service providers to
facilitate and co-ordinate urgent unplanned care, supported by a directory of community and acute
services.
Proposed Plans:
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A single point of contact is provided
The NHS 111 Directory of Service is extended to include community services
There is greater medical input into the NHS 111 service
Communication is improved between health and social care services
What will success look like:
A seamless urgent care service is delivered, utilising the most appropriate primary,
community or secondary care service. This effective use of resources will reduce the
volume of non-elective hospital admissions and the average length of staff for admitted.

A single point of contact that refers people to the right community or social care service,
first time every time
What does this mean?
Telephone support is provided to GPs, health, allied health and community service providers to
facilitate and co-ordinate urgent unplanned care, supported by a directory of community and acute
services.
Proposed Plans:
A single point of contact is provided
The NHS 111 Directory of Service is extended to include community services
There is greater medical input into the NHS 111 service
Communication is improved between health and social care services
What will success look like:
A seamless urgent care service is delivered, utilising the most appropriate primary,
community or secondary care service. This effective use of resources will reduce the
volume of non-elective hospital admissions and the average length of staff for admitted.
Effective support and health advice that enables people to take control of their own
non urgent or emergency health needs through self-care
What does this mean?
People and their families are helped to monitor symptoms and take appropriate action when
necessary to manage their own acute or long term physical or mental condition
Proposed Plans:
Increased patient, family and carer awareness of self-management options
Telemedicine support and on-scene or home diagnostic testing
GP Practices, Mental health and hospital nurse specialists available seven days
NHS 111 service fully operational
Charities and other support group promote the NHS 111 service and NHS choices website
Pharmacist services are enhanced through the Think Pharmacy – Minor Ailments
Scheme
What will success look like:
Increased patient understanding of their long term conditions and how best to manage those
conditions will help to reduce the number of unplanned hospital admissions for chronic
ambulatory sensitive conditions. There will be an increase in the use of alternative services
such as pharmacies, NHS 111 and Minor Injury Units.
High quality, responsive and safe services for patients experiencing major trauma
or suffering with life threatening conditions
What does this mean?

125

126

Quality and safe care is provided in a way that reflects the urgency and complexity of
peoples issues when they a face life changing experience
Proposed Plans:
A responsive, tiered clinical structure provides senior clinical input at the start of the acute
pathway seven days a week
Inpatient service support is always available for emergency
Remote and rural communities have intermediate facilities capable of stabilising patients
prior to transfer if the journey time to a specialist centre is too long
All urgent and emergency care facilities will be in formal networks
Some emergency facilities are bypassed with patients being taken direct to specialist centres for
stroke, heart attack, major trauma and specialist children’s services when appropriate
Consultants review to support rapid discharge are undertaken seven days a week
What will success look like:
Responsive services will improve ambulance handover times and reduce the average length of
stay for hospital admissions
Care at the right time, in the right place, delivered by the right person with the right
skills to manage the patients’ needs
What does this mean?
The future focus will be around General Practice providing the majority of urgent care supported by
effective community services. Peoples care, experience and outcomes are improved through early
senior clinical input into care pathways and at key decision points.
Proposed Plans:
Same day, seven day telephone, web or email contact to primary care
Same day appointments available at urgent care facilities seven days a week
Direct access to community nurse specialists and hospital specialists team
GP out of hours teams have access to same day opinions from hospital specialists seven days
a week
Urgent Care Centres are staffed by multi-disciplinary teams
Senior emergency physicians are present in all 999 ambulance receiving emergency
admissions
Specialist nurses, paramedics and other allied health practitioners utilised at key decision
points
Appropriate care pathways are developed
Rapid access to social care assessment and mental health liaison services seven days a week
Partners support the ambulance service in the Pathfinder scheme
GPs are informed when the ambulance service attend a patient who does not need
conveyance to hospital
What will success look like:
People receiving the right care at the right time in the right place should reduce the average
length of stay for hospital admissions and reduce the number of patients experiencing delays in
their transfer.
Better use of valuable resources seven days a week including the availability of tests
and access to diagnostic equipment and transport
What does this mean?
The use of expensive diagnostic equipment is increased in the community seven days a week,
giving patients access to tests during the weekend and providing the ambulance service with
consistency of none conveyance pathways. Urgent and emergency care facilities are capable
of transferring people urgently using authorised and appropriate transport.
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Proposed Plans:
A code of conduct for none NHS urgent and emergency care operators established
Commission appropriate transportation for those in mental health crisis
Provide transportation for patients in a timely manner seven days a week
Diagnostic equipment operational seven days a week
Access to care homes and transitional care available seven days a week
Voluntary and community organisations receive joint health and social care investment
What will success look like:
Making better use of equipment and resources should reduce the number of A&E attendances and
number of non-elective admissions. The community and voluntary sector help individuals to make
informed choices about their care.
Information essential to a patient’s health is shared across system, making a single patient
record accessible by the professional treating the patient
What does this mean?
Relevant information critical to caring for a patient effectively is shared across all care
professionals involved in their care.
Proposed Plans:
Electronic Prescribing Services (EPS) Release 2 is implemented
Roll-out of the national Summary Care Record (SCR) is supported
A Cheshire Health Record is developed through the EMIS system
Robust information governance rules and processes
Improve and extend the sharing of clinical information across primary care and
between primary and secondary care
What will success look like:
Health care professional have access to up to date information and are better placed to work
with patients and carers in making effective decisions and giving advice. The Electronic
Prescribing Services (EPS) Release 2 implementation will enable patients to access
medication efficiently and conveniently.
Compassionate and caring staff have been involved in the development of the services and
feel valued and supported in delivering quality care
What does this mean?
Clinical experiences are built into staff training and development programmes to improve quality
of care services provided and staff competence.
Proposed Plans:
Working patterns and careers are sustainable
Clinical governance is regularly considered through integrated clinical governance meetings
A ‘learning network’ and ‘Central Cheshire Academy’ is created
Services are not over reliant on trainees
Trainees are appropriately supervised
Patient outcomes are focused on the three pillars of quality care: patient experience, patient
safety and clinical effectiveness
All clinicians are involved in the review of outcomes
Staff feel confident in sharing their views and suggestions for improvement
What will success look like:
Urgent and emergency care staff feel supported; engaged in driving and owning the need to
continuously improve, and receive training in an effective and timely manner when appropriate.
2.5

Expected Benefits
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2.5.1 Delivery of this project will deliver a number of benefits linked to the national QIPP
agenda, some of which are captured in the table below. It must be noted though, that
further development is required in participated with key stakeholders to finalise the
detail of some benefits and to identify further potential benefits.
Benefit Description

Target

Method of collection

Baseline

QIPP

Reduction in A&E
Attendance

Reduce by
7%

2 yr Operational Plan A&E
attendance calculation

2 yr
Operational
Plan baseline

Prevention

Reduction in nonelective admissions for
South Cheshire

Reduce by
15% over 4
years from
2015

2 yr Operational Plan non
elective admission calculation

2 yr
Operational
Plan baseline

Prevention

Reduced unplanned
hospital admissions for
chronic ambulatory
sensitive conditions per
100,000 for Vale Royal

Target 850 per 2 yr Operational Plan
100,000
unplanned hospital
populations
admissions calculation

2 yr Operational Productivity
Plan baseline

Reduce the monthly of
delayed transfer of care from
hospital per 100,000
population for Vale Royal

Better care
fund local
targets
6 mth 630
12 mth 600

Better Care Fund delayed
transfer calculation

Better Care
Fund baseline
564

Quality

Reduced average length of
stay for patients following
an emergency admission

tbd

National length of stay
calculation

13-14
4.5 days

Innovation

Improved ambulance
handover times at MCHfT

tdb

National ambulance handover To be
calculation
established 1415

Quality

Reduce hospital
admissions for COPD,
acute adult asthma, acute
child asthma – as an
average for all GP
practices

Reduce by
3%

National hospital admission
calculation

March 2013

Innovation

Reduce hospital admissions Reduce by 3% National hospital admission
for COPD, acute adult
calculation
asthma, acute child asthma –
for each GP practice that
attains the clinical target

March 2013

Productivity

Increased number of
attendances to minor injury
units

tbd

Productivity

tbd

tbd
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Decrease in the number of 4 tbd
hr trolley waits in the ED
service

tbd

tbd

Quality

Reduce avoidable
emergency admissions
average per month for Vale
Royal

Avoidable emergency
admissions calculation
utilised in Better Care
Fund

Better Care
Fund baseline
559

Innovation

Better care
fund local
targets
6 mth 561
12 mth 566

3.0 Engaging with Partners and Stakeholders
3.1

Communication and engagement specialists within the Clinical Commissioning Group have
undertaken a desktop exercise, the results have highlighted that our communities feel
integration is a good mechanism to support independent living and that health care professionals
need to communicate more effectively when dealing with the needs of a patient. It is essential
the first contact with any health or social care professional is effective; as this sets the tone for
all future communication and if it is wrong or ineffective it is extremely difficult to recover from.

3.2

Patient feedback is very important, in April 2013 a national Friends and Family Test was
introduced to monitor service quality. The test based on a single question asks patients if they
would recommend the service to friends and family. NHS Mid Cheshire Hospital Foundation
Trust has improved their combined friends and family test results in January 2014 to 26.4%
compared to the 21.3% performance in December 2013 compared to the England performance
of 17.4%. This test is also aimed specifically and A&E Departments, where performance
currently stands at 21.4%

3.3

In primary care patients accessing the out of hour’s service are asked regularly how good their
experience was; when asked 55% (10 out of 18) of South Cheshire practices exceeded the
England target of 70%. NHS England for South Cheshire tells us that overall patient satisfaction
and satisfaction with the quality of services within GP practices is above the England average,
however, the Clinical Commissioning Group does recognise the need to improve the quality of
the patient experience and access to meet and exceed national averages.

3.4

Continued engagement is indispensable for integration to be successful. To aid this process a
stakeholder analysis has been undertaken and consideration has been given to the most
appropriate time for stakeholder communication or engagement to be undertaken at each stage
of the project for it to be effective. It is anticipated that a £30K communication budget will be
required to deliver this plan.

4.0 Timescales and Next Steps
4.1

The first phase of integration will be achieved within 6 months. Phase 1, the ‘Virtual Front Door’
will be operational by September 2014.

4.2

To achieve this, the next stage in the project is for the team to work with experienced health
economists over the next few weeks to strengthen this outline business case. This specialist
support will define specific outputs and determine precise, measureable outcomes and benefits
for each of the project deliverables.
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4.3

Detailed implementation plans will be developed with partners across the length of the project,
starting with Phase 1 in the next quarter. Once developed plans will be approved and
monitored through the Urgent Care Working Group.

4.4

Phase 1 of implementation will incorporate:
Consultation and communication with stakeholders including patients for example young
people, care homes and community groups
Development of ‘The Virtual Front Door’ with provider partners this will include the
development of protocols, processes and governance to support seamless access

5.0 Recommendations
The VRCCG Governing Body is asked to:
Approve progression of integrating urgent care services into a virtual front door, more
detail of which is available from Sue Milne or Linda Banner-Perry.
To endorse the development of a detailed work plan in conjunction with partners over the
next quarter.
To authorise starting the formal 12 week consultation period all stakeholders agreeing a
£30K budget for communication and engagement
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LOW

POWER / INFLUENCE

HIGH

APPENDIX 1 - Stakeholder Analysis – Integrated Urgent Care Project
SATISFY (and Involve)
Opinion formers. Keep them satisfied with what is
happening and review your analysis of their position
regularly
(High
Low including Town
Political: MPs, LocalPower,
Councillors
Interest)
and Parish

MANAGE (Key
Partners)
Key stakeholders to manage closely, fully engage and communicate with and
make the greatest efforts to satisfy
(Highheard,
Power,
Highand Health Forums / Federation
Public: Patients, carers, seldom
PPGs
Interest)
Voluntary, Community and Faith Sector groups: i.e. Cheshire East CVS
(Community and Voluntary Services), Chester Voluntary Action, Age UK,
Vale Royal Disability Services
Infrastructure: HealthWatch
Primary Care: GPs, Members practices
Partners: NHS North, Health and Well-Being Boards, Commissioners, Eastern
Cheshire CCG, Western Cheshire CCG, Cheshire East and Cheshire West and
Chester Council’s urgent care leads, North West Ambulance Service, East
Cheshire NHS Trust, Cheshire and Wirral Partnership, MCH / ECT provider
urgent care leads, MCH / ECT provider staff, NHS England and area team,
NHS 111, NWAS
Internal: GB, Membership Council / Assembly, CCG senior
management team, programme boards, CCG staff, Urgent Care
Working Group

MONITOR (and Inform):
Inform but do not bore with excessive communication.
This group may be targeted the least if resources are
stretched (Low Power, Low Interest)

INFORM (and
Engage):
Inform and engage people to ensure that no major issues arise. Take steps to
increase their influence by organising them into groups or active engagement
work.
(Low Power, High
Interest)
Public: Members of the public, patients/carers
Other Providers: Other local contracted providers
Other agencies: Housing sector, Cheshire Police, Local Chambers of
Commerce, Cheshire Fire and Rescue Service

Councils
Governance: Cheshire East and Cheshire
West and Chester Overview and Scrutiny
Committees, NHS Commissioning Board, Care
Quality Commission
Media: Local, regional and national
media and press organisations

Providers / Suppliers: Commissioned by the CCGs
Voluntary, Community and Faith Sector:
Wider remit than health and social care

LOW

INTEREST

HIGH
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APPENDIX 2 - High Level Communication and Engagement Plan

Where

public/patients,

South Cheshire Federation,
Vale Royal Health Forum,
Reader’s Panel, , capture
patient stories

POWER / INFLUENCE

Audience

9 protected
characteristics

Pathways
EDS delivery group

Care homes

GP care home scheme

LOW

Children centres, Young
Mums

Young people

Ronald Davies- Cheshire West
and Chester CouncilMCHT
Cheshire East Council

Complete
in Phase

Engagement within each phase

1

focus groups

2

Roadshows, Nantwich Show focus groups
questionnaires tea and talk sessions at Leighton,
GP practice and town centre, consultations

3

Event tea and talk sessions

4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3

EDS delivery group
EDS delivery group Roadshows, Nantwich Show
EDS delivery group, VRDS newsletter
EDS delivery group
tea and talk sessions, focus groups

tea and talk sessions, focus groups

Youth Parliament, Schools, Libraries, Youth Participation
Forum, YMCA, Youth Council,
Youth Parliament, Schools, Libraries, Youth Participation
Forum, Youth Council,

4
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Older people

Older People’s Network
Age UK

Staff

Internally SCCCG and VRCCG
staff, Providers, partners

Stakeholders

Voluntary, Community and
Faith Sector

1
2
3
4
1
2
3
4

Roadshows, Nantwich Show, tea and talk sessions,
focus groups

Facilitated discussion
Facilitated discussion, presentation session
Facilitated discussion, emails, posters
Facilitated discussion
Roadshows, Nantwich Show, VOLUNTARY,
COMMUNITY AND FAITH SECTOR NETWORK FORUM,
CVA network meeting, sanjhicheshire@gmail.com
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Non-Medical Prescribing Policy
Date/Time: 04.06.14 at 2.00 pm
Author: Janet Kenyon, Deputy head of
Prescribing and Medicines Optimisation and
Non-Medical Prescribing Lead

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

Purpose of Report

Agenda Item No.

The following Non-Medical Prescribing Policy has reviewed by the Quality and
Performance Committee on 24 April 2014 and has been recommended for
Approval by the Governing Body.
The CCG holds the budget for practice-based non-medical prescribers and is
responsible for ensuring that they are appropriately notified to the NHSBSA so
that their prescribing is allocated to the correct organisation (usually a
practice).
This policy describes the supportive framework and monitoring proposed for
non-medical prescribers.
Strategic Objectives

2.3.7

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
The Governing Body are asked to:
Approve the Non-Medical Prescribing Policy.
Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Non-Medical Prescribing
Policy
Policy for Primary Care and
Commissioned Services
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Title Non-Medical Prescribing Policy
Document Number
Author Janet Kenyon
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Constitutional Document Y/N? N
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1.

DEFINITIONS

Prescribing means ordering the use of a medicine or other treatment.
Non-Medical Prescribing is prescribing by additional healthcare practitioners other
than medical/dental practitioners i.e. at the present time nurses, pharmacists,
physiotherapists, radiographers, optometrists and podiatrists.
Community Practitioner Nurse Prescribers (formerly known as district nurse and
health visitor prescribers) - Following training, which is incorporated into the initial
preparation of district nurses and health visitors, these groups of nurses and new
community prescribers who have completed V150 training.can prescribe from the Nurse
Prescribers Formulary for Community Practitioners Details of this formulary, which
consists of appliances, dressings and some medicines are found at the back of the
BNF under Nurse Prescribers’ Formulary Appendix and Part XVIIB(I) of the Drug Tariff.
Nurse Independent Prescribers (formerly known as Extended Formulary Nurse
Prescribers) - Nurses and midwives who are on the relevant parts of the Nursing and
Midwifery Council (NMC) register may train to prescribe any licensed medicine for any
medical condition, including some Controlled Drugs (see current guidance)
Independent prescribers must work within their own level of professional competence
and expertise.
Independent prescribing - This term applies to a prescriber who is legally permitted
and qualified to prescribe and take the responsibility for the clinical assessment of the
patient, establishing a diagnosis and the clinical management required. Independent
prescribers are also responsible and accountable for their own prescribing decisions.
They can prescribe any licensed medicine for any medical condition, including some
Controlled Drugs.
Prescription forms (NHS England) - NHS English ‘FP10’ secure prescription forms are
numbered and have anti-counterfeiting and antiforgery features. They are purchased by
CCGs and hospitals via a secure ordering system and distributed free. The range of
prescription forms used by GPs, nurses, NHS dentists and other prescribers is listed on
the Department of Health (DH) and Prescription Pricing Authority (PPA) websites.
Supplementary prescribing - Supplementary prescribing is defined as a voluntary
partnership between an independent prescriber (doctor or dentist) and a supplementary
prescriber to implement an agreed patient-specific Clinical Management Plan, with the
patient’s agreement. The key principles of supplementary prescribing emphasise the
importance of communication between the prescribing partners, the need for access to
shared patient records and that the patient is treated as a partner in their care.
Prescription only medicines (POMs) can only be sold and/or supplied with a
prescription from an appropriate practitioner (e.g. a doctor, dentist, pharmacist and in
certain circumstances, a nurse prescriber or supplementary prescriber).
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Pharmacy only medicines can only be sold or supplied at registered pharmacy
premises or under the supervision of a pharmacist.
Medicines on the General Sales List (GSL) can be sold at a wider range of outlets
(such as supermarkets).

2.

INTRODUCTION

Clinical Commissioning Groups (CCGs) recognise the significant contribution that NonMedical Prescribing can make to providing patients with appropriate access to
medicines. The CCGs support the development of Non-Medical Prescribing within
General Practice and Commissioned Services where this contributes positively to
achieving NHS Outcomes across 5 domains.

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; and

Domain 5

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

Non-Medical Prescribers make a significant contribution to patient care, working
independently within an area of expertise and as a member of multi-disciplinary teams.
A wide range of professional roles use non-medical prescribing to enhance care within
commissioned services and primary care. Some of the roles are described in the
document “Prescription for Success – A celebration of Non-Medical Prescribing
Excellence”.i

3.

POLICY CONTEXT

In 2006 the White paper ‘Our health, our care, our say: a new direction for community
services’ (2006) set out the then government’s commitment to increased flexibility and
responsiveness in health and social services. In support of this commitment, and as part
of the Department of Health’s non-medical prescribing programme, the scope of
prescribing by nurses and pharmacists has been expanded further. The aim of this
policy is to:

Non-Medical Prescribing Policy
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improve the quality of service to patients without compromising patient safety
make it easier for patients to get the medicines they need
increase patient choice in accessing medicines
make better use of the skills of healthcare professionals
contribute to the introduction of more flexible team working across the NHS.
Independent prescribing by nurse and pharmacist prescribers of all medicines
(excluding Controlled Drugs) within their individual competence was enabled under
medicines legislation in May 2006. In 2012, Nurse and pharmacist independent
prescribers were authorised to prescribe all controlled drugs listed in schedules 2 to 5
within their competence, except cocaine, diamorphine and dipipanone for the treatment
of addiction.ii
Non-Medical Prescribing has also been extended to a range of professionals, including
physiotherapists, podiatrists, radiographers and optometrists.

4.

PURPOSE AND SCOPE OF POLICY

This policy applies to all activity by qualified prescribers (except doctors or dentists)
employed by NHS Eastern Cheshire CCG, NHS South Cheshire CCG or NHS Vale
Royal CCG and supports the practice of prescribing in community and primary care
settings. This includes:
Nurse Independent Prescribers (formerly known as extended formulary
nurse prescribers (EFNP) or nurse prescriber (NP) – V300)
Supplementary prescribing by nurses (SPN)
Community Practitioner Nurse Prescribers (formerly known as District
Nurse or Health Visitor Prescribers – V150)
Independent or Supplementary prescribing by pharmacists
Prescribing by other Allied Health Professionals eg physiotherapists,
opticians, pharmacists
This policy covers the registration, practice and clinical governance of all non- medical
prescribers and it operates in conjunction with other organisational prescribing
policies and procedures.

5.

RESPONSIBILITIES
Prescribers must act in accordance with the standards set by their
registering body for prescribing and comply with their registration
requirements.
Practitioners must act within their own professional competence and
expertise when prescribing.
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Prescribing must be a recognised function of the job role and included
within the practitioners job description.
The Area Prescribing Committee is responsible for monitoring prescribing
trends of non-medical prescribers

6.

STAFF ELIGIBLE
PRESCRIBERS

TO

BECOME

NON-MEDICAL

Health care professionals who satisfy the following conditions will be entitled to
prescribe:
Either Works within a General Practice that is a member of one of the
CCGs that are signatories to the policy
Or Works within a commissioned service that has been contracted to provide
medical care including prescribing (Note that organisations such as Acute
Trusts will have their own Non-Medical Prescribing Policies and Procedures
and Non-Medical Prescribing Lead)
AND
Has successfully completed an approved prescribing training course
Is registered with the appropriate regulatory body (e.g. Nursing and Midwifery
Council, General Pharmaceutical Council)
Is authorised by their employer to prescribe
Has a statement in their job description describing their prescribing duties.

7.

REGISTRATION WITH PROFESSIONAL BODY

The prescriber must register as such with the appropriate regulatory body before
commencing their prescribing role. Details of the registration process are normally
given by the course provider but can also be obtained from the appropriate regulatory
body.
Below is a summary of non-medical prescribers, their professional body and the
required annotations to the register(s).
Role
Nurse prescriber (who
has qualified as
independent prescriber)

Professional body
Nursing and Midwifery
Council (NMC)

Required annotations
NMC statement of entry
on the professional
register.

Pharmacist independent
prescriber

General Pharmaceutical
Council (GPhC)

Annotation in the GPhC
register confirming
qualification as
pharmacist independent
prescriber.
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Pharmacy
supplementary
prescriber

General Pharmaceutical
Council (GPhC)

Physiotherapist;
radiographers;
chiropodist and
podiatrist supplementary
prescribers

Health and Care
Professions Council
(HCPC)

8.

Annotation in the GPhC
register, confirming
successful completion of
approved training
programme for
supplementary
prescribing.
Annotation in the
relevant part of HCPC
register, confirming
successful completion of
approved training
programme for
supplementary
prescribing.

REGISTRATION WITH EMPLOYER AND NHSBSA

The prescriber and their line manager must update and agree the prescriber’s job
description to reflect their role and prescribing responsibilities before prescribing is
undertaken.
New employees should have their prescribing qualification checked at interview stage
and verified before employment, if prescribing is included in the employee’s job
description.
The NHS Business Services Authority (NHSBSA) should be notified when any nonmedical prescriber joins or leaves the practice, or has a change in details (e.g. change
of name, change in prescribing qualification).
Forms are available on the NHSBSA website as follows:
Form for notification of Non-medical prescriber joining a new organisation
Form for notification of Non-medical prescriber leaving an organisation
Form for notification of change of non-medical prescriber details
The non-medical prescriber and their line manager are responsible for completing the
form and forwarding it to the CCG Non-Medical Prescribing Lead who is an authorised
signatory and can forward on to the NHSBSA.
Current contact details for the CCG Non-Medical Prescribing Lead are:
Janet Kenyon
Deputy Head of Prescribing and Medicines Optimisation
Medicines Management Team
c/o NHS Vale Royal CCG
Non-Medical Prescribing Policy
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Bevan House
Barony Road
Nantwich
CW5 5RD
Email: janet.kenyon@nhs.net
Notifications will be actioned within 3 working days of receipt by the NHSBSA unless a
query arises as a result of the information submitted to NHS Prescription
Services. Once actioned, the new or updated information will be sent to 3MSPSL and
any replacement pads will bear the new or updated information (where applicable).
Personalised prescription pads from 3MSPSL must be ordered using the 3MSPSL
ordering procedure. (see www.nhsbsa.nhsuk for further information).
In General Practice, most non-medical prescribers will use forms FP10SS. The
prescriber and their line manager are responsible for setting up the practice clinical
system to generate the correct overprint specification for non-medical prescribers.
Guidance is available from the NHSBSA at:
http://www.nhsbsa.nhs.uk/PrescriptionServices/Documents/PrescriptionServices/Overpr
int_Specification_for_Non-Medical_FP10SS_April_13.pdf
Any personalised prescription pads that are ordered should be managed securely as for
prescriptions used by medical prescribers. It is the prescriber’s responsibility to return
any personalised prescription pads to their employer for secure destruction at the
termination of their employment.

9.

INDEMNITY INSURANCE AND LEGAL LIABILITY

Practitioners employed by CCGs will have vicarious liability as long as they are
acting within policies and procedures and the prescribing role is specified within their
current agreed job description. Advice regarding personal professional indemnity
insurance is usually available from professional governing bodies.
Non-medical prescribers employed by independent contractors should check that
their employer has suitable insurance.

10.

PRESCRIBING PRACTICE

All non-medical prescribers hold individual clinical liability for undertaking the
assessment and follow up of all patients for whom they may prescribe.
Prescribers may:
Prescribe for patients registered with GP practices for whom the clinical
commissioning group has set the NHS prescribing budget
Non-Medical Prescribing Policy
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Prescribe for visitors if they are temporarily registered with a GP
practice within the CCG
Prescribe for travellers where this forms part of the prescribers roles and
responsibilities and is included in their job description
Prescribe for patients outside the CCG area where this has been agreed
as part of a service level agreement with another organisation for
service provision.
The prescriber must prescribe only for the specific patient. Those prescription items
belong to the patient and are not transferable.
Prescribers must be clear which prescribing budget is being used, and ensure that the
prescription forms reflect this adequately. For a practice-based non-medical prescriber,
this will be included in the FP10SS overprint specification. A list of practice codes is
included at the end of this document.
Prescribers may prescribe the same item on more than one occasion if it is deemed
clinically appropriate.
Prescriptions may be either handwritten or computer generated and must be signed and
dated by the prescriber, unless they are being issued using the Electronic Prescription
Service (EPS) in which case an electronic signature is required.
Controlled Drugs must only be prescribed in accordance with the current legislation and
best practice where there is a clinical need. Prescribers should not routinely prescribe
and administer controlled drugs. In exceptional circumstances where a non-medical
prescriber is involved in both prescribing and administering a patient/client’s controlled
drug, a second suitably competent person should be involved in checking the accuracy
of the medication provided. Note that EPS may not be used for Controlled Drugs.
Non-medical prescribers should be familiar with the Local Health Economy Formulary,
which can be accessed via the CCG web site. It is expected that at least 90% of all
prescribing will be of medicines that are included in the Local Health Economy
Formulary.
The Medicines Management Team will provide non-medical prescribers with data from
the NHSBSA twice yearly to support the Personal Development Plan and Scope of
Practice declaration.

11.

DOCUMENTATION AND RECORD-KEEPING

All prescribers are required to keep records, which are accurate, unambiguous and
legible in line with requirements of the registering body standards for records.
Prescribers have a duty to keep up to date with, and adhere to, relevant legislation, case
law, and national and local policies relating to information and record keeping.
Non-Medical Prescribing Policy
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Any item prescribed by a designated non-medical prescriber must be entered into all
patient records within 24 hours. Where it is not possible to enter details into records
directly, the information should be passed on to the appropriate person with this
authority (e.g. fax a letter to a patient’s GP). If it is not possible to locate a patient’s GP
(e.g. travellers) then a record should be made in the prescriber’s records and include the
patient's name, date of birth, address where seen, details of prescription, date given.

12.

SECURITY AND SAFE HANDLING OF PRESCRIPTION
PADS

It is the responsibility of each prescriber to ensure the security of the prescription pads
at all times in accordance with NHSBSA guidance available at:
http://www.nhsbsa.nhs.uk/PrescriptionServices/Documents/SecurityManagement/Securi
ty_of_prescription_forms_guidance_Updated_August_2013.pdf
In the event of loss or theft of a prescription pad the following procedure should be
followed:
Collate details of the approximate number of prescriptions lost and the
prescription serial numbers
Report the loss to one of:
o NHS England Area Team
o Cheshire Health Agency
o NHS Counter Fraud
The Cheshire Health Agency will inform all pharmacies and relevant GP practices with
details of the name and address of the prescriber concerned and the approximate
number of prescriptions stolen and the serial number of the prescriptions.
Out of normal working hours the prescriber should immediately inform the police and
the Director on call at NHS England CWW Area Team. The usual reporting procedure
should also be followed on the next working day. In all cases an incident form should
be completed and forwarded to the prescriber’s line manager, in accordance with
incident reporting procedures.
The prescriber will be advised to write and sign all prescriptions in a particular colour
(usually red) for a period of 2 months. Computer generated prescriptions should also be
signed in this colour.

Non-Medical Prescribing Policy

Page 10 of 18

145

146

13.

ADVERSE DRUG
INCIDENTS

REACTIONS

AND

MEDICATION

All adverse drug reactions (ADR) should be reported in accordance with Medicines
Healthcare Regulatory Agency (MHRA) Yellow Card system (available in the BNF or
reporting online www.mhra.gov.uk)
A patient safety incident (PSI) is any unintended or unexpected incident(s) that could
have, or did, lead to harm for one or more person(s) receiving NHS funded healthcare.
Medication incidents are PSIs which actually caused harm or had the potential to cause
harm involving an error in the process of prescribing, dispensing, preparing,
administering, monitoring or providing medicines advice. These incidents should be
evaluated according to the employer’s incident procedure and reported via the
Professional Concerns template or Datix system.
All ADRs and incidents should be recorded in the patient’s clinical records.

14.

WORKING WITH THE PHARMACEUTICAL INDUSTRY

Prescribers should act within their professional code of conduct and be aware of the
CCG policy on working with the pharmaceutical industry.

15.

TRAINING REQUIREMENTS AND SCOPE OF PRACTICE

The prescriber is expected to recognise the importance of, and their responsibility for
maintaining an up-to-date profile in relation to prescribing. They must also comply
with the requirements for CPD of their registering body.
All non-medical prescribers must undertake training as determined by their
professional body and maintain on-going competence through continuing professional
development. The Scope of Practice Agreement in Appendix 1 outlines the areas that
the practitioner will be prescribing in and their methods of achieving competence in
that area of prescribing. This must be completed annually as part of the Personal
Development Review process and kept on the practitioner’s personal file.
The Non-medical prescriber should review the Scope of Practice Agreement with their
Line manager and forward a copy to the CCG Non-Medical Prescribing Lead. NonMedical Prescribers will receive a summary of their prescribing from the CCG Nonmedical prescribing lead on an annual basis, and should use this data to reflect on
their Scope of Practice and agree any changes with their line manager.
From time to time, non-medical prescribers will be asked to participate in local or
regional audits.
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Clinical supervision and support is available from joint educational and professional
meetings in South Cheshire and Vale Royal CCGs.
The Non-medical prescribing lead supports applicants through the process of applying
for a place on a non-medical prescribing course, including:
Registration for numeracy assessment; candidates must pass the numeracy
assessment before progressing with other elements of the application
Application for funding and a place on an NMP course via the website www.cpdapplynw.nhs.uk
Final sign off of the University Application Form (the form should be forwarded to
the NMP lead when all other sections have been completed (including Criminal
Records Bureau check).
The Designated Medical Practitioner and the NMP should agree appropriate
arrangements for supervision / mentoring following qualification to ensure that
prescribing skills continue to develop with support to meet the needs of the employer
and NMP.

16.

NON-MEDICAL PRESCRIBING RESOURCES

The Non-Medical Prescribing Leads in the North of England provide resources on the,
including information about Higher Education Institutes offering non-medical prescribing
courses. See http://www.prescribingforsuccess.co.uk/about
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17.

APPENDIX – INTENTION TO PRESCRIBE SCOPE OF
PRACTICE AGREEMENT

This agreement must be updated at least on an annual basis as part of the
PDR process or when the prescriber’s scope of practice changes. Please
complete form electronically, enlarging where necessary, then print and sign
Name of NMP:
Job Title:
Team / Area of Work:
Work Telephone No:
E-mail Address:
Type of Prescriber:
Currently prescribing?
If no, please state reason:
Frequency of prescribing:
Date of Registered
Qualification:
Area of Prescribing
Practice e.g. COPD,
Asthma, Diabetes:

Disease area to be
prescribed for
and/or types of
medicines to be
prescribed:
e.g. asthma
Step 1 and 2 of BTS
guidelines.

V300 SP

V300 SP/IP

V150 CPNP

Yes/No
Daily/Weekly/Monthly

Evidence of
competence to
prescribe in this
area:
e.g. asthma
diploma
completed at
Kings College in
June 2005 and 5
years experience
running asthma
clinic.

Recent CPD
supporting
prescribing in this
area:
(include dates)
e.g. Formal updates,
courses attended,
journal articles (or
whatever applies)
Please give as much
detail as possible.

Please state
guidelines or attach
protocols worked to
e.g. BTS guidelines

What plans do you
have to audit or
review your
prescribing?
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Has there been any expansion in areas of prescribing since last review? Yes /
No
If yes, please specify:

I have undertaken the following activities to support this expansion:

Area to self certify
Read updates on prescribing

Response
Yes/No

Read and understood
relevant NICE guidelines
Read and understood
relevant evidence and
literature
Been clinically supervised
within NMP role and area of
prescribing practice
Undertaken an audit around
non-medical prescribing
Undertaken CPD around
non-medical prescribing

Yes/No

If No, your intended actions

Yes/No
Yes/No
Yes/No
Yes/No

Where can your CPD evidence be found?
Case studies/reflection/evidence of competence in prescribing decisions (identify
and attach):

Have there been any specific circumstances impacting upon your prescribing
practice over the past year, e.g. long term sickness etc?
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If you have identified training needs during your PDP (professional
development plan) or annual review (appraisal) in relation to non-medical
prescribing please state them and how they will be addressed.

CPD needs identified relating to prescribing
Area of CPD identified

How you are going to address this
e.g. through training, shadowing,
supervised practice etc.

Date you would like to
have met this CPD
need by.

Manager to check registration as a prescriber current with professional body

Prescriber registered as a prescriber YES / NO

Registration expiry date

I declare that I am competent in the area where I am currently prescribing.
Signed ……………………………………………………….…….Date ………………..
Line Manager’s signature …………………………….………..Date ………………..
This form is to be completed in line with your PDR/appraisal.

A copy should be kept in your personal file by your manager, and a
copy sent to the CCG Non-Medical Prescribing Lead at
janet.kenyon@nhs.net

Non-Medical Prescribing Policy

Page 15 of 18

150

151

18.

APPENDIX – PRACTICE ODS CODES
Eastern Cheshire

Prescriber
Code

Prescriber Name

N81002

KENMORE MEDICAL CENTRE

N81013

HIGH STREET SURGERY

N81021

MCILVIRIDE MEDICAL PRACTICE

N81022

BOLLINGTON MEDICAL CENTRE

N81026

N81029

TOFT ROAD SURGERY
READESMOOR MEDICAL GROUP
PRACTICE
SOUTH PARK SURGERY

N81033

GEORGE STREET SURGERY

N81042

MANCHESTER ROAD MEDICAL CENTRE

N81049

ANNANDALE MEDICAL CENTRE

N81052

LAWTON HOUSE SURGERY

N81062

CUMBERLAND HOUSE SURGERY

N81069

CHELFORD SURGERY

N81070

HANDFORTH HEALTH CENTRE

N81073

PRIORSLEGH MEDICAL CENTRE

N81077

THE HEALTH CENTRE (HOLMES CHAPEL)

N81085

PARK LANE HOUSE MEDICAL CENTRE

N81086

WILMSLOW HEALTH CENTRE

N81088

PARK GREEN SURGERY

N81112

THE SCHOOLHOUSE SURGERY

N81118

MEADOWSIDE MEDICAL CENTRE

N81632

BROKEN CROSS SURGERY

Y02045

VERNOVA HEALTHCARE CIC

N81027
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South Cheshire
Prescriber Code

Prescriber Name

N81001

N81010

AUDLEM MEDICAL PRACTICE
THE CEDARS MEDICAL
CENTRE
NANTWICH HEALTH CENTRE

N81015

THE DELAMERE PRACTICE

N81016

MILLCROFT MEDICAL CENTRE

N81032

ASHFIELDS P/CARE CENTRE

N81039

OAKLANDS

N81043

N81090

HASLINGTON SURGERY
HUNGERFORD MEDICAL
CENTRE
THE KILTEARN MEDICAL CTR.
EARNSWOOD MEDICAL
CENTRE
GROSVENOR MEDICAL
CENTRE
GREENMOSS MEDICAL
CENTRE
ROPE GREEN MEDICAL
CENTRE
TUDOR SURGERY

N81111

MEREPARK MEDICAL CENTRE

N81614

THE SURGERY

N81642

THE ACORNS SURGERY

N81008

N81044
N81047
N81053
N81068
N81071
N81084

Vale Royal
Prescriber
Code

Prescriber Name

N81024

SWANLOW MEDICAL CENTRE

N81025

N81051

FIRDALE MEDICAL CENTRE
HIGH STREET PRACTICE
WINSFORD
THE WEAVERHAM SURGERY

N81055

WATLING STREET SURGERY

N81061

WITTON STREET SURGERY

N81067

OAKWOOD MEDICAL CENTRE

N81074

LAUNCESTON CLOSE SURGERY

N81087

DANEBRIDGE MEDICAL CENTRE

N81113

MIDDLEWICH ROAD SURGERY

N81123

WILLOW WOOD SURGERY

N81127

THE WEAVER VALE SURGERY

N81040
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i

Prescription for Success. http://www.prescribingforsuccess.co.uk/document_uploads/nmp-staffstories/NMP_NHS_Staff_Stories.pdf Accessed on 21 February 2014
ii
Home Office Circular 16 April 2012. https://www.gov.uk/government/publications/nurse-and-pharmacistindependent-prescribing-mixing-of-medicines-possession-authorities-under-patient-group-directions-andpersonal-exemption-provisions-for-schedule-4-part-ii-drugs
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: National Nursing and Care Strategy 6Cs Update
Date/Time: 04.06.14 at 2.00 pm
Author:

Lisa Carr
Performance Risk Manager

Reporting Period: 2014-2015
Governing Body Lead:

Judi Thorley
Executive Nurse

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with an update following a report
presented in February 2014 which described the values and behaviours
within the National Nursing & Care Strategy - 'Compassion in Practice - 6Cs
one year on.

2.3.8

Mindful that the 6C’s work will also support the CCG’s own principles and
values and thread to the NHS Constitution Outcomes Framework, this is an
opportunity to embed these values and promote the use of the branding logo
within our publications insofar that it raises awareness and our commitment to
delivering the 6C’s values in practice.
This paper provides a narrative and a practical example of localised
implementation of 6 Cs as our underpinning values to ensure best practice
can be realised throughout the commissioning and wider healthcare service
delivery.
Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Ensures that organisational effectiveness through good governance is upheld as part of the
Committee’s designated authority to scrutiny and take assurance that internal controls are in place.
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Recommendations
The Governing Body is asked:
To note the contents of the report seeking to adopt and promote the National Nursing
Strategy 6Cs into our commissioning work; and
To note a practical example of localised implementation of the 6Cs applied to one of the risk
entries held in the assurance framework 2014-15 relating to Learning Disability.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
Yes
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Report Title: National Nursing and Care Strategy – 6Cs Update
1.0 Overview
This briefing paper restates the importance for the CCG Governing Body to fully embrace the 6C’s
principles and values as part of ‘what we do’ and clearly identifies how these 6 values reflect the
organisational values and principles, threads to the NHS Constitution outcomes. Using an example
applied to a high level risk recorded on the Assurance Framework 2014-15, the positive impact of
embedding the 6 Cs into our business practice is demonstrated within this paper.
Following the report to the Governing Body in February describing the 6 Cs which are the values
that underpin the National Nursing and Care Strategy 2012- ‘Compassion in Practice’, further work
has taken place to confirm how the 6 Cs fit with the CCGs values and principles and also those of
the NHS Constitution. It is clear that the 6Cs put the person; whether that is the patient, their carer
or staff at the centre and aspires to make each individual experience a positive one with high quality
outcomes, however as these link so closely with the organisational principles and values it is
important to identify the added value of embedding these into our business practice.
Therefore consideration has been given to the ‘so what?’ i.e. by embedding the 6 Cs into our
business practice how this will impact positively on our objectives and patient; carer and staff
outcomes. The discussion on how to demonstrate the impact of the 6Cs has led to thereby
reviewing the CCG’s Assurance Framework 2014-15 which presents the strategic objectives and
the high level risk triggers that could potentially have an adverse impact on the CCG realising its
benefit outcomes.
2.0 6Cs Definitions
As a recap below presents the 6 Cs – Compassion in Practice definitions
Care
Care is our core business and that of our organisations and the care we deliver helps the individual
person and improves the health of the whole community. Caring defines us and our work. People
receiving care expect it to be right for them, consistently, throughout every stage of their life.
Compassion
Compassion is how care is given through relationships based on empathy, respect and dignity - it
can also be described as intelligent kindness, and is central to how people perceive their care.
Competence
Competence means all those in caring roles must have the ability to understand an individual’s
health and social needs and the expertise, clinical and technical knowledge to deliver effective care
and treatments based on research and evidence.
Communication
Communication is central to successful caring relationships and to effective team working.
Listening is as important as what we say and do and essential for "no decision about me
without me". Communication is the key to a good workplace with benefits for those in our care and
staff alike.
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Courage
Courage enables us to do the right thing for the people we care for, to speak up when we have
concerns and to have the personal strength and vision to innovate and to embrace new ways of
working.
Commitment
A commitment to our patients and populations is a cornerstone of what we do. We need to
build on our commitment to improve the care and experience of our patients, to take action to make
this vision and strategy a reality for all and meet the health, care and support challenges ahead.
The common thread across the CCG’s principles and values, those of the NHS Constitution and the
6 Cs is ‘the person at the centre’; whether the person is a patient/service user, carer or member of
staff. Embedding the 6 Cs as underpinning values of our business practice will support a values
approach to realising positive outcomes for our commissioning objectives. Testing how systems,
processes and actions detailed in the assurance framework deliver each of the 6 Cs will provide a
transparent mechanism to sense check what is in place to achieve objectives, highlighting gaps,
opportunities and challenging us to always focus on the person. An overarching theme from both
the Mid Staffs Inquiry and the Berwick report was the need for a ‘fundamental culture change to put
people at the centre’, embedding the 6 Cs within our business practice and using these to ‘test out’
the impact of systems, processes and actions will support us to ensure that the person is always at
the centre.
3.0 Assurance Framework
All public sector organisations are required to develop an annual Assurance Framework which
maps out the strategic objectives and the associated risks. Below presents one of the high level
risk entries relating to ‘potential failure to meet compliance requirements for patients with Learning
Disabilities in line with the Winterbourne View findings’. The CCG has a number of controls in
place and seeks to take assurance that these measures are being upheld. Where there are gaps
work plans have defined the key deliverables to ensure additional controls are put into place.
On reflection, it is proposed that our controls need to encompass the 6Cs as these 6 values along
with the organisational principles and values and NHS Constitution need to be evidenced within our
objectives as levers to realise best practice. The pictorial in Appendix 1 tries to present key actions
aligned to the 6 C’s. There is also an extract taken from the Department of Health mapping out
proposed actions for Learning Disability associated with the 6 Cs.
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Appendix 1

Challenge - Risk Trigger Assurance Framework No. 2.3

Deliverables / Actions

Failure to meet compliance requirements for patients with learning disabilities in line with the Winterbourne View Concordat.

Care

Compassion

Helping people to stay
independent, maximising
well-being and improving
health outcomes

Working with people to
provide a positive
experience of care

Competence

Communication

Courage

Ensuring we have the right
Delivering high quality care Building and strengthening
staff, with the right skills in
and measuring impact
leadership
the right place

• Transforming care requires each
individual to have a Person
• People with learning disability
Centred Plan-Provider has
and family carers are involved in
mechanism in place to deliver this planning pathways and services
• Quality of PCP is part of
commissioned service.

• Joint H&SC SAF planning and
actions include people with
Learning Disability

• Develop and implement 'health
promoting practitioners' to see
• Friends & Family Test data to be
whole system care needs.
reviewed collectively by health
and social care teams to define
• Develop technology to support
trends and devise joined up action
the information flow between
responses.
health and social care teams

• People with learning disability
are involved in staff training and
recruitment

• People with learning disability
• Reasonable adjustments are
are supported to have an ‘All about known about and made
me’ book
• People with learning disability
• 6 C’s are used in recruitment and • Easy read information to be made are supported to speak up,
selection process
available
accessible ways to collect views

Commitment
Supporting positive staff
experience

• Joint learning disability
commissioning plan in place which
is ‘growing the local market’ of
people with the right skills
• The HEF is implemented
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Becoming a Dementia Friendly CCG
Date/Time: 04.06.14 at 2.00 pm
Authors:
Julia Burgess, Service Delivery Manager
Catherine Mills, Clinical Project Manager

Reporting Period: 2014-2015
Governing Body Lead: Dr Jean Jenkins

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with information about a recent
initiative to promote NHS Vale Royal CCG as a Dementia Friendly CCG.

2.3.9

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Specifically, this paper supports the CCG strategic objectives of:
Improved mental health
Improved patient experience
Prevention by supporting communities to promote and support healthier living
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations

The Governing Body is asked to note the contents of the report, and lend their support to
this initiative.
Action Required
Decision:
Approval Assurance
yes

Equality:
Impact Assessed
Yes

Communication:
Risks
Disclose on website Issues outlined
Yes
None

Resources
Issues outlined
Yes
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Report Title: Becoming a Dementia Friendly CCG
1.0 Introduction
1.1

The Integrated Strategic Needs Assessment states that the predicted number of people
living in Vale Royal with dementia is 1,008 (2011). Given the population forecasts we know
that this number is set to rise year on year. National drivers for change such as the “Prime
Minister’s Challenge on Dementia” have provoked considerable interest in improving the
lives and circumstances of people with dementia to enable them to live independently.

1.2

Included within this drive for improvement is the concept of dementia friendly communities.
The term “dementia friendly” refers to a growing movement to remind society that people
with dementia have the same rights as everyone else to be treated with dignity and respect,
to lead independent, autonomous lives, and to continue to be active citizens in a society
where their opinions are heard and acted upon. The outcome of this will be to reduce stigma
and raise awareness amongst the general population.

1.3

In order to support the campaign to support the growing number of people living with
dementia, it is proposed that the CCG takes steps to become a Dementia Friendly CCG.
This will be achieved by carrying out the following actions:
Raising awareness amongst our staff, partners and communities
Support our staff
Support local GP practices to become Dementia Friendly
Support Dementia Friendly Communities

2.0 Raise Awareness among our staff, partners and communities
2.1

The “Dementia Friends” national programme of information awareness raising aims to
develop a network of Dementia Friends “Champions” across the country who can in turn
deliver information sessions to others who then become “Dementia Friends”. The initiative is
led by the Alzheimer’s society and this system of cascading tailored information sessions
ensures a consistent message.

2.2

NHS Vale Royal has 2 members of staff who have now become Dementia Champions, and
can deliver information sessions.
In order to reach a variety of individuals, partners and communities, we plan to:
Offer dementia awareness training to members of the Governing Body
Deliver Dementia Friends information sessions to 75% of employed staff
The CCG Dementia Champions will promote and deliver Dementia Friends
information sessions to external partners and local community groups
The CCG will provide member GP practices with advice and support as to
how they can become dementia friendly (see below for further detail)
The CCG will encourage more staff to become Dementia Friends
“Champions” in order to deliver further information sessions and will release
staff to attend relevant training
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3.0 Support our Staff
3.1

As part of supporting our staff, the CCG has planned to participate in an organisational
audit, which will review our HR policies, to ensure that these support staff with caring
responsibilities, and support staff who may be experiencing mental health difficulties.

4.0 Support local GP practices to become Dementia Friendly
4.1

A key part of this initiative will be to engage with our member GP practices, providing
information and resources to enable the practice to be more aware of the support needs of
patients who may be living with dementia. The CCG will develop a resource pack for
member practices offering suggestions about becoming more dementia friendly (to include
building/premises issues, staff training/awareness, communication). Simple examples of
changes that might be made to the GP practice environment include such things as
installing analogue clocks, avoiding certain colour schemes and clear signage.

4.2

In addition, the CCG Dementia Champions will offer Dementia Friends information sessions
to all practices and continue to include regular features about developing dementia friendly
practice in its quarterly mental health newsletter

5.0 Support Dementia Friendly Communities
5.1

Many of the actions required to create more dementia friendly communities will be best
achieved by working with key partners. As part of this plan to become a dementia friendly
CCG, NHS Vale Royal will work with partners including neighbouring CCGs, Local
Authorities, third sector organisations and service users and carers in delivering the local
dementia Strategy and developing local Dementia Friendly Communities.

6.0 Conclusion
6.1

The Governing Body are asked to consider the proposals described above, and give their
support to this initiative to make NHS Vale Royal CCG dementia friendly.
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Report
Reporting Group: Vale Royal Governing Body
Report Title: Quality Report
Date/Time: 04.06.14 at 2.00 pm
Author: Sue Cooke
Job Title: Clinical Quality Manager

Reporting Period: Ending March 2014
Governing Body Lead: Lynda Risk
Job Title: Chief Finance Officer

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with a progress report, in line with
statutory requirements, to monitor the performance activity of our providers
against clinical quality and patient safety requirements for the period ending
March 2014

2.4.1

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Specifically this paper supports the CCG strategic objectives of improved patient experience.
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
The Governing Body are asked to:

i.

Note the position update relating to clinical quality and patient safety from our main providers Mid
Cheshire Hospitals Foundation Trust; Cheshire and Wirral Partnership Foundation Trust, East Cheshire
Trust Community Services and BMI South Cheshire Hospital

Action Required
Decision:
Approval Assurance
x

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Quality Report
1.0
1.0

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 – Commissioning for Quality and Innovation (CQUIN)
Provider Service User Complaints
Patient Safety & Serious Untoward Incidents
Regulator Notifications/Inspections
NHS Targets
The following summary presents the performance activity of the quality measures
accompanied by exception statements outlining the main issues, risks and proposed
corrective management actions to be undertaken to rectify the adverse position. Please note
graphs have been included to reflect year to date position.

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.
Some data in this report is NHS Vale Royal Clinical Commissioning Group (CCG) specific i.e.
complaints data.
This report only presents data that is in the public domain and the Governing Body is
asked to note this.
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Overview
Target
1

Quarterly

Oct 2012 to
Sep 2013

R

1.16

Green

Quarterly

Q3

G

Green

Monitor

External Review - Monitor-concerns raised (Financial)

5

Quarterly

Q3

G

4

Monitor

External Review - CQC warning notices (published)

0

Quarterly

Q3

G

0

No target set

Monthly

December

Bed Occupancy - Total

86%

Quarterly

Q3

G

90%

NHS England

Bed Occupancy - General & Acute

87%

Quarterly

Q3

G

91%

NHS England

Bed Occupancy - Maternity

58%

Quarterly

Q3

G

69%

NHS England

0

Quarterly

Q4

R

0

4

VTE Risk Assessment

95%

Monthly

February

G

99%

97%

Friends and Family test - Combined (Response Rate)

15%

Monthly

March

G

25%

NHS England

No target set

Monthly

March

68

NHS England

15%

Monthly

March

42%

NHS England

No target set

Monthly

March

73

NHS England

15%

Monthly

March

18%

NHS England

No target set

Monthly

March

63

NHS England

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

Monthly

March

42

NHS England

Friends and Family test - Maternity Birth (Response Rate)

15%

Monthly

March

7%

NHS England

No target set

Monthly

March

100

NHS England

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

Monthly

March

76

NHS England

Friends and Family test - Maternity Postnatal community
(Score)

No target set

Monthly

March

64

NHS England

Dementia Case finding

90%

Monthly

February

G

92%

71%

Unify2

Dementia Cases Diagnosed

90%

Monthly

February

G

100%

60%

Unify2

Dementia Cases Referred

90%

Monthly

February

G

100%

92%

Unify2

Pressure Ulcers (All)

4.8%

Monthly

March

G

3.9%

HSCIC

Falls in hospital (with harm)

0.9%

Monthly

March

R

1.4%

HSCIC

UTI Catheter

1.0%

Monthly

March

G

0.6%

HSCIC

Effective
ness

Measures
SHMI

Quality and Safety

Organisational Level Quality Measures

External Review - Monitor-concerns raised (Governance)

Staff Sickness rate

Never events (published)

Friends and Family test - Combined (Score)
Friends and Family test - Inpatient (Response Rate)

Patient Experience

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

CQUIN

Friends and Family test - Maternity Birth (Score)

CQUIN -Safety
Thermometer

Latest
reporting
Latest
period RAG Performance

Reporting
Frequency

YTD

G

R

Source
HSCIC

0

4%

G

Trend

Monitor

HSCIC

NHS England

Unify2
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Effectiveness

Measures

Target

July 2011 to
June 2012

Oct 2011 to
Sept 2012

Apr 2012 to
Mar 2013

Jul 2012 to Jun
2013

Oct 2012 to
Sep 2013

1

1.13

1.13

1.16

1.15

1.16

SHMI

Jan 2013 to
Dec 2013

Apr 2013 to Mar
2014

RAG

Oct 2012 to
Sep 2013

YTD

1.16

1.20
1.15

SHMI

1.10
SHMI

1.05

Target
1.00
0.95

0.90
July 2011 to June 2012

Oct 2011 to Sept 2012

Apr 2012 to Mar 2013

Jul 2012 to Jun 2013

Oct 2012 to Sep 2013

Jan 2013 to Dec 2013

Apr 2013 to Mar 2014

Figure 1 – shows the position over the period July 2011 – September 2013
Summary of Hospital- level Mortality Indicator (SHMI)
There are a number of mortality indices that are used to measure mortality rates. However, nationally the Summary Hospital-level Mortality Indicator
(SHMI) is used in national and regional reports.
MCHFT have had a higher than expected SHMI since 2009. In 2010, MCHFT participated in the Advancing Quality Alliance (AQuA) mortality
collaborative. The initiatives implemented over a twelve month period reduced the mortality rate by 9 points.
Figure 1 shows the position of MCHFT regarding the SHMI from July 2011 to September 2013 which is the latest published data. It can be seen that
MCHFT have had a consistently higher than expected SHMI.
In response to the continued higher than expected SHMI there have been a number of actions to understand mortality and to implement initiatives that
will reduce mortality rates in MCHFT by both the Trust, and joint working with NHS South Cheshire CCG and NHS Vale Royal CCG.
The higher than expected mortality rate has been highlighted at the Cheshire Warrington and Wirral Quality Surveillance Group (QSG), led by NHS
England Area Team.
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In May 2014 NHS England Area Team called a single item quality review meeting in response to significant concerns around MCHFT mortality rates,
number of Never Events in a 12 month period and medical and nurse staffing levels. This was a Commissioner led meeting with attendees from the
CCG’s, Cheshire West and Chester Council, Cheshire East Council, Health Watch, Care Quality Commission, Monitor and NHS England Area Team.
The purpose of the review was to:
Gain a collective understanding of the issues pertaining to MCHFT as an acute service provider
Understand the Trust’s current governance and assurance systems
Gain assurance that MCHFT has a coherent and robust plan in place to mitigate risk and progress improvements
Discuss any support the provider requires from Commissioners
Consider Commissioning implications
During the review the Chief Executive, Medical Director and Director of Nursing, MCHFT attended to present the actions MCHFT are taking to reduce mortality
rates. Feedback was given by the Commissioners at the end of the meeting to MCHFT. An action plan is being developed by the Area Team.
.
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Organisational Level Quality Measures
Measures

Target

Apr

May

Q1

July

August

Q2

RAG

Q3

Green

G

Green

3

4

G

4

94%

89%

90%

G

90%

95%

91%

91%

G

91%

External Review - Monitor-concerns
raised (Governance)

Green

Green

Green

External Review - Monitor-concerns
raised (Financial)

5

3

Bed Occupancy - Total

86%

Bed Occupancy - General & Acute

87%

Bed Occupancy - Maternity

58%

Measures

Apr

May

Q1

Target

Apr

May

No target set

4%

3.3%

External Review - CQC warning notices
Measures

Staff Sickness

77%

Target

0

100%
95%

October

November

Q3

66%
July

August

Q2

June

July

August

3.2%

3.0%

2.7%

0

January

February

Q4

69%
October

November

Q3

September

October

November

December

3.0%

3.7%

3.9%

4.1%

0

YTD

G

69%

January

February

Q4

RAG

Q3

G

0

0

January

February

March

RAG

December

YTD

0

YTD

4.1%

Bed occupancy

90%

85%

Bed Occupancy - Total

80%

Target - to tal

75%

Bed Occupancy - General & Acute
Target - G& A

70%

Bed Occupancy - Maternity

65%

Target - Maternity

60%
55%
50%
Q1

Q2

Q3

Q4

Figure 2: Bed Occupancy – MCHFT April 2013 – March 2014
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 in October 2013 in
regards to Outcome 9 - Medicines Management. This was to check that MCHFT had taken action to meet this essential standard.
A report was requested by CQC setting out actions for MCHFT to meet the standards. A further visit was undertaken in March 2014. The outcome of this visit
is awaited. As of 20 May 2014 this report is still outstanding.
A themed inspection around Dementia was undertaken in March 2014, – As of 20 May 2014 this report is still outstanding
Both CQC reports will be reviewed at the Clinical Quality and Patient Safety Review Meeting following publication.
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Patient experience
Target

April

May

June

July

August

September

October

November

December

January

February

March

RAG

March

15%

17%

21%

21%

20%

18%

15%

22%

21%

19.8%

26.4%

25.7%

24.7%

G

25%

No target set

63

69

68

61

61

61

67

67

65

67

67

68

15%

35%

31%

33%

33%

30%

26%

34%

42%

32.7%

39.3%

45.9%

42.3%

No target set

69

75

75

76

71

68

77

74

75

68

76

73

15%

11%

17%

17%

16%

15%

12%

18%

14%

15.4%

21.4%

18.4%

18.1%

Friends and Family test - A&E (Score)

No target set

57

65

64

60

55

56

58

59

58

66

59

63

63

Friends and Family test - Maternity Antenatal care
(Score)

No target set

53

42

61

42

42

15%

18%

12%

13%

7%

Friends and Family test - Maternity Birth (Score)

No target set

87

79

93

100

100

Friends and Family test - Maternity Postnatal ward
(Score)

No target set

70

67

67

68

68

Friends and Family test - Maternity Postnatal
community (Score)

No target set

63

68

76

73

73

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 - Inpatient (Score)

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

Friends and Family test - Maternity Birth (Response
Rate)

YTD

68

G

42%
73

G

R

18%

7%

50%
45%

Friends and Family response rates

40%

35%
Target

30%

Friends and Family test - Inpatient (Response Rate)
25%

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

20%

Friends and Family test - Combined (Response Rate)

15%

Friends and Family test - Maternity Birth (Response Rate)

10%

5%
0%
April

May

June

July

August

September

October

November

December

January

February

March

Figure 3: Friends and Family Test Response Rate April 2013 – March 2014
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FRIENDS AND FAMILY TEST – MCHFT
rea Team
code

Trust Code

Trust name – March 2014
England (including Independent Sector Providers)
England (without Independent Sector Providers)

Q44
Q44
Q44
Q44
Q44
Q44

RJR
RJN
RBT
REN
RWW
RBL

Countess Of Chester Hospital NHS Foundation Trust
East Cheshire NHS Trust
Mid Cheshire Hospitals NHS Foundation Trust
The Clatterbridge Cancer Centre NHS Foundation Trust
Warrington And Halton Hospitals NHS Foundation Trust
Wirral University Teaching Hospital NHS Foundation Trust

Inpatient
response
rates
34.8%
34.8%

A&E
response
rates
18.5%
18.5%

Combined
response
rates
24.0%
23.7%

31.8%
26.1%
42.3%
53.8%
27.5%
30.1%

18.3%
21.1%
18.1%
18.5%
21.6%

22.3%
22.6%
24.7%
53.8%
21.9%
25.2%

All Trusts are to achieve a 15% response rate. MCHFT have slipped slightly for the 2 nd month running, for their combined response rates, in March
2014 to 24.7% against the February 2014 target of 25.7%, this dip related both to inpatients and the A/E survey.
FRIENDS AND FAMILY TEST – MCHFT – MATERNITY

%age

Eligible

6 - Don't Know

5 - Extremely
unlikely

4 - Unlikely

3 - Neither likely
nor unlikely

2 - Likely

1 - Extremely
Likely
Ante natal
Delivery
Ward
Community

22
13
40
15

10

5

1

0

0

367

0

0

0

0

0

194

8

1

1

0

0

203

6

1

0

0

0

122

10.4%
6.7%
24.6%
18.0%

90

24

7

2

0

0

886

13.9%
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The maternity FFT asks each patient to respond to up to four potential questions, which may or may not be applicable depending on the type of services they
receive. Maternity patients are asked if they would recommend the NHS service they have received to friends and family who need similar treatment or care at
three touch points:
Antenatal care (question 1)
Birth and care on the postnatal ward (questions 2 and 3)
Postnatal community care (question 4)
There is an expectation of a 15% overall response rate. MCHFT have achieved a 13.9% response rate in March 2014.
The results of the FFT will be discussed and monitored through the Clinical Quality and Patient Safety Review meeting which is held monthly.
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CQUIN - Safety thermometer
Measures

Target

April

May

June

July

August

September

October

November

December

January

February

March

RAG

March

Pressure Ulcers (All)

4.8%

3.6%

5.8%

5.2%

4.8%

3.0%

3.5%

4.8%

4.3%

5.3%

3.5%

2.4%

3.9%

G

3.9%

Falls in hospital (with harm)

0.9%

2.0%

1.4%

1.6%

2.7%

1.6%

2.5%

1.3%

0.8%

0.9%

1.7%

0.6%

1.4%

R

1.4%

UTI Catheter

1.0%

0.5%

1.2%

0.6%

0.8%

1.2%

0.8%

2.0%

1.6%

1.3%

0.2%

0.9%

0.6%

G

0.6%

YTD

7.0%
6.0%

CQUIN Safety Thermometer - Pressure Ulcers (all)

5.0%

4.0%
Target

3.0%

Pressure Ulcers (All)

2.0%
1.0%
0.0%
April

May

June

July

August

September

October

November

December

January

February

March

5.0%

CQUIN Safety Thermometer - Falls in hospital (with harm)
4.0%

3.0%
Target
Falls in hospital (with harm)

2.0%

1.0%

0.0%
April

May

June

July

August

September

October

November

December

January

February

March

5.0%

CQUIN Safety Thermometer - UTI catheter
4.0%

3.0%
Target
UTI Catheter

2.0%

1.0%

0.0%
April

May

June

July

August

September

October

November

December

January

February

March

Figures 4, 5 and 6 relate to year end position around the NHS Safety Thermometer
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NHS Vale Royal
Concerns,
PALS
andand
Serious
Untowardhospital)
Incidents (MCHFT)
ValeCCG
RoyalComplaints,
CCG complaints,
concerns,
PALS
SUIs (Leighton

Measures

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Complaints

0

0

0

0

0

0

0

0

0

0

0

0

Concerns

5

5

3

7

5

1

8

3

5

5

2

3

PALS

0

1

0

1

0

0

0

0

1

0

0

3

Serious Untoward
Incidents

0

2

1

0

2

0

1

0

1

0

0

0

Trend

9

8
7
6

Complaints

5

Concerns

4

PALS

3

Serious Untoward Incidents

2
1
0
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Figure 7: Combined number of Complaints, Concerns, PALs, Serious Untoward Incidents by month
NHS Vale Royal CCG Complaints all providers April 2014
Ref: 759
Referred to waiting time regarding surgery at MCHFT
Ref: 779
Referred to change in East Cheshire NHS Trust community services
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Quality and Safety
Measures

Target

Never events (published)

Apr

May

Q1

0

Measures

VTE Risk Assessment (Unify)

10
8

July

August

1

Q2

October

November

0

Q3

January

February

3

Target

April

May

June

July

August

September

October

November

December

January

February

95%

92.03%

96.59%

97.78%

98.24%

96.36%

96.83%

96.79%

97.55%

95.95%

99.07%

99.18%

Q4

RAG

Q4

YTD

0

R

0

4

RAG

February

YTD

G

99.18%

97.05%

March

Never events

6

Never events (published)

4

Target

2
0

Q1

100.00%
98.00%

Q2

Q3

Q4

VTE Risk Assessment

96.00%

VTE Risk Assessment (Unify)
94.00%

Target

92.00%
90.00%

April

May

June

July

August

September

October

November

December

January

February

March

Figure 8:
Never Events
MCHFT have not reported any further Never Events for Quarter 4 (January – March 2014)
Serious Untoward Incidents
MCHFT have not reported any further Serious Untoward Incidents for Quarter 4 (January – March 2014)
Figure 9: relates to VTE Risk Assessment year to date position
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CQUIN
Measures

Target

April

May

June

July

August

September

October

November

December

January

February

Dementia Case finding

90%

22%

46%

51%

No data

91%

92%

90%

99%

92%

95%

92%

Dementia Cases Diagnosed

90%

12%

19%

51%

No data

100%

100%

100%

100%

100%

100%

Dementia Cases Referred

90%

77%

30%

75%

No data

100%

100%

100%

100%

100%

100%

March

RAG

February

YTD

G

92%

71%

100%

G

100%

60%

100%

G

100%

92%

120%

CQUIN dementia
100%

80%
Target
Dementia Case finding

60%

Dementia Cases Diagnosed
Dementia Cases Referred

40%

20%

0%

April

May

June

July

August

September

October

November

December

January

February

March

Figure 10: year to date position
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MCHFT QUARTER 4 CQUIN UPDATE
Goal No.

1.
2

3

4

5

Goal Name

Description of Goal

NHS Safety
Thermometer
Dementia
Part 1: Assess and
refer

To collect data in relation to pressure ulcers, falls, urinary tract infection and VTE

Part 2: Training

Named lead clinician for dementia and appropriate training for staff.

Part 3: Supporting
carers

Ensuring carers feel supported.

Venous
Thromboembolism
(VTE)
Part 1: Risk
assessment
Part 2: Root cause
analysis
Friends and Family
Test
Part 1: Phased
expansion
Part 2: response rate
and improvement
Part 3: improvement
on staff survey results
Advancing Quality
(AQ): Acute Myocardial
Infarction

RAG Status
Quarter 4

The proportion of patients aged 75 and over to whom the case finding question is
applied following emergency admission; the proportion of those identified as
potentially having dementia who are appropriately assessed and the number
referred on to GP services.

% of all adult inpatients who have had a VTE risk assessment on admission to
hospital.
The number of root cause analyses carried out on cases of hospital associated
thrombosis.
Roll out the friends and family test to maternity services.
Increased response rate.
Improved performance on the staff friends and family test.
Implement the AQ care pathway for Acute Myocardial Infarction
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6

Advancing Quality
(AQ): Heart Failure
Advancing Quality
(AQ): Hip and Knee
Replacement
Advancing Quality
(AQ): Pneumonia

Implement the AQ care pathway for Heart Failure

9

Advancing Quality:
Stroke

Implement the AQ care pathway for Stroke

10

Co-ordinated electronic Implement a rolling 5 year plan with involvement from the CCGs to put in place
patient records (EPR)
hospital electronic patient records.

11

Alcohol assessment

Implementation of a systematic assessment of alcohol consumption, provision of
support and communication with primary care on discharge.

12

Readmissions

Work with Commissioners to implement an action plan to reduce readmissions
within 30 days of discharge.

13

Cancellations

Reduce cancellations for elective surgery and outpatients appointments.

14

Patient/carer focus
groups (glaucoma,
head & neck cancer,
stroke)

Work with Commissioners and 3 patient focus groups (glaucoma, stroke, head and
neck cancers) to develop service specifications and quality dashboards.

7
8

Implement the AQ care pathway for Hip and Knee Replacement
Implement the AQ care pathway for Pneumonia

Glaucoma

Stroke

15

Staff Engagement
Part 1: Care rounds
Part 2: Staff focus
groups (glaucoma,
head & neck cancer,
stroke)

Head & Neck

Implementation of care rounds.
Undertake three staff focus groups (glaucoma, head and neck cancers and stroke)
to inform service specification and quality dashboards.

Glaucoma

Stroke
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Head & Neck

16

Part 3: Shared
decision making in
outpatient services:
(cardiac rehabilitation,
women on high risk
pathway, acne
services)
Pressure ulcers:
Part 1: Training

Measure and evaluate shared decision making in outpatients using the following
services: cardiac rehabilitation, women on the high risk antenatal pathway, patients
with acne.

Part 2: Assessment
and management

Ensure all patients receive an initial risk assessment on admission and appropriate
plan of care.
Reduce the incidence of preventable hospital acquired pressure ulcers by 10%.
Identify and support patients in their last 12 months of life.

Antenatal pathway

Increase the number of eligible clinical staff in post who have attended training for
pressure ulcer prevention, assessment and management.

17

Prognostication and
advance care planning

18

Reduce harm from omitted and delayed medicines in hospital.

20

Medicines
management
Improving inhaler
technique
Advice line for GPs

21

Retinopathy screening

Achieve 95% screening rate for retinopathy of prematurity (RoP)

22

Total parenteral
nutrition administration

Timely administration of total parenteral nutrition (TPN) for preterm infants

19

Cardiac rehab

Acne

Measure and improve inhaler technique for inpatients.
Provide dedicated time where consultants are available on a regular basis to
discuss patients’ management with GPs.

Advancing Quality CQUIN – Exception Report (Data until January 2014 – Full 12 month data will be available in July 2014)
Heart Failure – MCHFT have achieved the target 6 out of 10 months and are below target year to date (YTD) by 1.4%
New heart failure pathway is being piloted
Heart failure team review case notes of patients with a new diagnosis of heart failure where there has been a delay in informing the heart failure team
Predicting MCHFT will achieve the full CQUIN when data published in July 2014
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Hip and Knee Replacement – MCHFT have only achieved the target once in 10 months (data until January 2014 – full 12 month data will be available in July
2014) and are 14.4% below target YTD
Guidance for Advancing Quality venous thromboembolism (VTE) prophylaxis changed in April 2013. Prior to this the Trust had consistently been
achieving the CQUIN
Changes to the criteria were – reducing the timeframe for VTE prophylaxis from 24 hourly intervals to 12 hourly intervals pre operatively and post
operatively
VTE prophylaxis in orthopaedic patients has been controversial nationally and the clinicians at MCHFT have been evaluating the new changes and
using clinical judgement in the best interests of patients. The clinicians found the new drug caused wounds to ‘ooze’more commonly than prior to
commencing the new drug regime. Therefore they changed back to the existing drug and introduced the changes by:
Changing the standard time for administration of the drug to meet the 12 hour timescale
Surgeons will document clearly if there is any clinical reason why any patient should not receive the drug
MCHFT will not achieve the CQUIN for 2013/14 however with the changes that have been implemented will achieve in 2014/15
Stroke – MCHFT have achieved the target twice in 10 months (data until January 2014) and are 9.7% below target YTD
Provision of a stroke bed within four hours of admission to the Emergency Department is a challenge
Stroke specialist nurses, discharge co-ordinator and ward co-ordinator meet daily to discuss capacity and demand
The tender for the Specialist Stroke Community Rehabilitation service will be awarded in June 2014 – with implementation by November 2014
Stroke services will be subject to a full report in June 2014
Pneumonia – MCHFT has achieved ACS target 1 out of 4 months in Pneumonia and is below target YTD by 4.3%

A new pathway has been developed and introduced by the advanced nurse practitioners and acute physicians in the medical assessment
unit. It is anticipated that this will increase the consistency of treatment for patients against all AQ measures. In particular, the pathway will:
Increase the capability for data capture
Provide timely feedback to clinicians so that practice can be improved.
Focus specifically on the recording of smoking cessation advice / counselling in the patient’s notes
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NHS CHOICES
MCHFT achieved a 4.5 star rating based on 208 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There were 11 postings on NHS Choices during April 2014, 7 positive and 4 negative. The positive
comments related to care/treatment in General Surgery and commenting that the night porters were
‘bright and cheerful’, outpatients - one patient commented ‘everything was handled very efficiently’ and
Gynaecology ‘wonderful staff and excellent care’, breast surgery – ‘best service I’ve ever received’ etc.
The 4 negative comments all related to services in A/E
daughter felt the time to wait for treatment for elderly mother was unacceptable, the department
was not very busy, the daughter also stated that she found the doctors ‘arrogant and dismissive’
– MCHFT have yet to respond.
Long delays in receiving medication causing issues for the patient. MCHFT have yet to respond
A/E nightmare, mother stating that daughter ins severe pain –no pain relief given – patient
waiting 5 hours +, staff attitude was commented on and low morale and were ‘so miserable’, staff
chatting in clusters some discussing professional issues others personal. MCHFT have yet to
respond
A/E Nightmare – reception staff rude and unprofessional, asking the patient to wait (who had
attended the department in a wheelchair with suspected broken ankle, ribs etc. and was
accompanied by her granddaughter) whilst the reception carried on talking and drinking coffee
‘attitude rude and brusque’, MCHFT have yet to respond.
Responses received from MCHFT
MCHFT have responded to several postings on NHS choices which have also included acknowledging
the positive comments stating how important it is for this type of feedback, these comments are fedback
to the various departments.
Of those that have generated concern:
Reply to posting in March regarding a comment made about the condition of the children’s
waiting area in A/E stating that this has now been raised with the appropriate personnel to review
the current domestic service.
MCHFT offer all postings the opportunity to discuss their issues/concerns with the Customer Care Team
and to understand what lessons can be learnt.
Victoria Infirmary
Victoria infirmary achieved a 5 star rating based on 208 ratings for the hospital, 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 April 2014 which were positive – stating that the service
received in the outpatient had been ‘exemplary, both in terms of expertise and customer services from
both support and clinical staff’, the second comment related to service within the x-ray department
stating that the ‘whole experience was excellent from start to finish’.
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BMI South Cheshire Hospital
NHS Choices
BMI – No postings during April 2014
Friends and Family Test
BMI South Cheshire Hospital response for the Friends and Family Test for February 2014 = 28.4%
March 15.33%
BMI CQUIN - Quarter 4 Update

Goal
Indicator Number
Number
1

NHS Safety Thermometer

2

Friends and family test

3

VTE

4

Dementia Awareness

5

Reducing harm in perioperative care

Achieved

Cheshire and Wirral Partnership Foundation Trust (CWP)
NHS Choices
CWP – no postings during April 2014
Serious Untoward Incidents
CWP have reported 2 Serious Untoward Incidents in April 2014, who were in receipt of CWP services.
Both incidents related to patient safety outside of the Vale Royal area.
Cheshire and Wirral Partnership NHS Foundation Trust
As part of strengthening the relationship between CWP and NHS SCCCG and NHS VRCCG the quality
team approached the Head of Compliance to arrange for a member of the quality team to visit CWP.
Following a discussion the quality team were invited to spend time in the trust. This took place over a 2
week period during May 2014.
The aims were based around relationship building, understanding processes and raising the profile of
the CCG’s. These were discussed with the head of compliance and a series of visits were planned to
various parts of the organisation including corporate services, inpatient settings and Community
services.
Semi structured interviews took place with the quality team representative and CWP staff covering roles,
responsibilities, reporting, challenges, successes and what the CCG’s could potentially undertake to
support the organisation to improve quality, patient experience and provide assurance. Additionally it
was also possible to walk around the inpatient settings to see the environment and engage with some of
the service users.
A fuller report will follow in due course but some of the highlights and themes identified through the visits
included:
Protected time for service users at lunchtime being adhered to.
Access to courses provided by the expert patients programme team
More understanding required about the role of the CCG’s
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Service users positive about the care being received.
Willingness for more opportunities to engage with CCG staff so they see the positive work taking
place in CWP.
Clean, spacious and well maintained inpatient environments.
Enthusiasm to engage in collaborative work in creating meaningful CQUIN’s
Open discussion about data requests from CCG and quality/performance data supplied.
Staff pleased that CCG had visited their settings to engage with them.

The visits were very useful and informative from the quality perspective and have helped increase the
understanding of some of the functions of the corporate team as well as the work being provided by
frontline services. Feedback from the head of compliance has been encouraging with staff speaking
positively about the visits and having the opportunity to engage with the CCG’s.
The report will be shared with the Head of Compliance and relevant CWP and CCG staff. Actions
identified will be input into the quality team work plan and taken forward to ensure we continue to build
on our relationship to improve patient care, gain assurance and improve the patient and staff
experiences and link to the CCG’s strategic objectives.

East Cheshire Trust – Community Services
NHS Choices
ECT Community – No postings during April 2014
Serious Untoward Incidents
ECT Community Services have reported 1 Serious Untoward Incident in April 2014; this related to a
pressure ulcer, the patient was from outside of the Vale Royal area.
East Cheshire Community Trust CQUIN - Quarter 4 Update

Goal
Number

Indicator Number

1

NHS Safety Thermometer - Improvement goal

2

Long term conditions

3

Falls and Fracture Prevention

4

Development of Self-care Pathways in Community
Nursing

Achieved

Recommendations
The Governing Body are asked to:
Note the position update relating to clinical quality and patient safety from our main providers Mid Cheshire
Hospitals Foundation Trust; Cheshire and Wirral Partnership Foundation Trust, East Cheshire Trust
Community Services and BMI South Cheshire Hospital
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Report
Reporting Group: NHS Vale Royal Governing Body
Report Title: Mortality Report
Date/Time: 04.06.14 at 2.00 pm
Author: Sue Cooke
Job Title: Clinical Quality Manager

Reporting Period: March 2014
Governing Body Lead: Judi Thorley
Job Title: Executive Nurse

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with an overview of the current
performance of Mid Cheshire Hospitals NHS Foundation Trust (MCHFT)
against published mortality measures.
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives

2.4.2

This paper specifically supports the CCG objectives of improved patient experience
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
The Governing Body are asked to:

i.

Note the summary update on Mortality measures at Mid Cheshire Hospitals NHS
Foundation Trust

ii.

Note the update on the single item quality review meeting held in May 2014

iii.

Comment on the Advancing Quality Alliance (AQuA) Mortality Review – a full report can be
accessed at:

http://www.valeroyalccg.nhs.uk/publication

Action Required
Decision:
Approval Assurance
x

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Mortality Report
1.0 Introduction and Background
1.1

Mid Cheshire Hospitals NHS Foundation Trust (MCHFT) have had higher than expected
mortality rates since 2009. In 2010, MCHFT participated in the Advancing Quality Alliance
(AQuA) mortality collaborative. The initiatives implemented over a twelve-month period
reduced the mortality rate by 9 points.

1.2

There are a number of mortality indices that are used to measure mortality rates. However,
nationally the Summary Hospital-level Mortality Indicator (SHMI) is used in national and
regional reports. Therefore, this measure will be used throughout this report.

1.3

In the last eighteen months, NHS South Cheshire CCG and NHS Vale Royal CCG have been
working jointly and collaboratively with MCHFT to understand the reasons for the higher than
expected mortality rates.

1.4

In more recent times the Summary Hospital-level Mortality Indicator has been highlighted in
the North of England Dashboard and has been raised at the local and regional Quality
Surveillance Groups.

1.5

Currently, MCHFT are undertaking a number of initiatives to decrease mortality rates which
will be described in the report.

2.0 Current Position
2.1

The diagram below shows the position of MCHFT compared to All England Secondary
Care Providers for the period October 2012- September 2013. This is the most up to
date published data and it can be seen that MCHFT are still above the upper limit.
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3.0 Current Initiatives
3.1

In response to the continued ‘higher than expected’ Summary hospital-level mortality index
there have been a number of actions developed to understand mortality and to implement
initiatives which will reduce mortality rates in MCHFT by both the Trust and joint working by
NHS South Cheshire CCG and NHS Vale Royal CCG.

3.2

Actions taken by MCHFT
Since January 2014 MCHFT have implemented the following:
Appointed a Senior Medical Team to support the Medical Director. Commenced on 1st
March 2014. These Clinicians lead on specific clinical areas e.g. Patient Safety
Trust Mortality Reduction Group held monthly with CCG representation
Established a weekly mortality case note review group led by the Lead Consultant for
Patient Safety. Representatives from NHS South Cheshire CCG and NHS Vale Royal
CCG have been invited to attend a meeting. This invitation will be taken up at the end of
May 2014
Mortality is a standing agenda item on Trust’s Quality, Effectiveness and Safety (QuEST)
Committee with CCG representation
Developed a reducing In-Hospital Mortality Reduction action plan in November 2013
A series of inter-related projects to reduce the Trust’s mortality rate have been based
around a number of primary drivers:
Reliable clinical care
Effective clinical care
Medical documentation clinical coding and data quality
End of life care
Leadership

3.3

Actions taken by NHS South Cheshire CCG and NHS Vale Royal CCG working jointly:
Working collaboratively with the Trust to establish relationships and understand mortality
– met with Medical Director, Director of Nursing and Head of Information in May 2013.
North of England Dashboard and CQC Intelligent Monitoring reports are standing items
on the Joint Quality and Performance Committee
NHS South Cheshire CCG and NHS Vale Royal CCG Governing Bodies have updates
on mortality at each meeting
GP Quality Leads from NHS South Cheshire CCG and NHS Vale Royal CCG are invited
to the Level 2 Root cause analysis review meetings with MCHFT
A joint audit between Primary care and MCHFT to look at the case notes of people who
died within 30 days of discharge from hospital is being planned
There is CCG representation on some strategic committees at MCHFT where mortality
is discussed. These committees include Quality Effectiveness and Safety Committee
(QuEST) and Trust Mortality Reduction Group
Regular meetings have continued with Executives from NHS South Cheshire CCG and
NHS Vale Royal CCG and the Chief Executive, Medical Director, Director of Nursing of
MCHFT.
Medical Director and Director of Nursing presented their initiative around reducing
mortality at the NHS South Cheshire CCG Governing Body and NHS Vale Royal
Governing Body in January 2014
Joint audit of zero length of stay has been completed. Data analysis is underway.
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3.4

Actions by NHS England Cheshire, Warrington and Wirral Area Team
The higher than expected mortality rates at MCHFT has been highlighted at the Quality
Surveillance Group (QSG) which is held monthly.
The Chief Executive and Medical Director, MCHFT were asked to attend a QSG in
September 2013 to give assurance that the Trust were taking actions to address the higher
than expected mortality rates.
National and regional quality and performance data is published about each NHS Trust in
England. NHS Vale Royal CCG uses this data to build a picture of quality and patient safety
in each of our healthcare providers and this allows the CCG to see trends over time. In
national and regional reporting MCHFT have had a number of indicators outside of the
normal range i.e. high mortality rates, a number of Never Events in a twelve month period,
medical and nurse staffing levels. Therefore in response to these significant concerns NHS
England Area Team called a single item quality review meeting about MCHFT.
Held in May 2014 the purpose of this quality review was to:
Gain a collective understanding of the issues pertaining to Mid Cheshire Hospitals NHS
Foundation Trust as an acute service provider
Understand the Trust’s current governance and assurance systems
Gain assurance that MCHFT has a coherent and robust plan in place to mitigate risk and
progress improvements
Discuss any support the provider requires from Commissioners
Consider commissioning implications
This was commissioner led with attendees from the CCG’s, Cheshire West and Chester
Council, Cheshire East Council, Health Watch, Care Quality Commission, Monitor and NHS
England Area Team.
During the review the Chief Executive, Medical Director and Director of Nursing of MCHFT
were invited to present the actions MCHFT are taking to reduce mortality rates in the Trust
and to give assurance those improvements were being made.
At the end of the review feedback was given to MCHFT by the Commissioners. An action
plan is currently being developed by the Area Team.

4.0 Advancing Quality Alliance Mortality Review
4.1

Introduction
This review was undertaken as part of a tri-partite agreement between the MCHFT, NHS
South Cheshire CCG, NHS Vale Royal CCG and Advancing Quality Alliance (AQuA). The
purpose of the review was to explore the possible contributing factors for the Trust’s higher
than expected mortality rate as indicated by SHMI and to support the development of an
action plan to address any identified issues. The report was published in March 2014.

4.2

Recommendations
The over-arching recommendations are:
The local health and social care partners should develop a joint plan to further improve
the unscheduled care system with a particular goal to reduce bed occupancy at the
Trust
The Trust should review staffing levels and medical rotas (particularly out of hours) to
ensure timely access to senior medical opinion
The Trust should further develop clinical quality through a more robust adoption and
embedding of Care Bundles focused on the key themes emerging from mortality reviews
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The Trust should strengthen its systems and processes for learning arising from
incidents to ensure system wide improvement
The Trust should review its implementation of the Reducing In-Hospital Mortality Action
Plan to ensure actions are followed through and are achieving the desired impact
The CCG’s and the Trust should consider how the Trust can strengthen its networks
with other providers to underpin safe service delivery
From the over-arching recommendations AQuA developed forty nine individual
recommendations which were presented under the following headings:
Leadership
Clinical care
Reliable Care systems
Documentation and Informatics
Understanding morality rate data
End of Life Care
Leadership
The majority of these recommendations were specific to MCHFT or the whole health economy.
However, there were six recommendations for NHS South Cheshire CCG and NHS Vale Royal
CCG specifically, which are taken from the AQuA mortality report and detailed below:
Recommendations

Actions

Continue to strengthen the information
exchange between the Trust and CCGs

Senior teams meetings in place
GP and MCHFT Clinician meetings in place
Work plan of the Clinical Quality and Patient
Safety meeting reviewed to include
information sharing and joint working

Review and agree between the Trust and
CCG’s the most appropriate method of
recording the short stay admissions

Work is being undertaken to analyse the
data collected from the zero length of stay
audit undertaken in February 2014 to
facilitate discussions around recording short
stay admissions

Work with CCGs to better understand
patterns of admission and re-admission data
by GP Practice

Work is being undertaken by the urgent care
working group
Work is being undertaken by Primary Care
Quality Group to understand referral patterns
by GP’s

Extend mortality workshops for all clinical
staff and consider joint working with the
CCGs, primary care and nursing home staff
to ensure a culture of improvement runs
through the whole health economy

To be discussed at the Clinical Quality and
Patient Safety review meeting to develop
work plan
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Harness the enthusiasm of the CCG Clinical
Quality Leads from the engagement event
and look to ways of developing new health
economy networks bringing together
clinicians to enable redesign to meet the
challenges of the post review action plan

To be discussed at the Clinical Quality and
Patient Safety review meeting and work plan
developed

Work effectively together as a health
economy balancing support and challenge,
looking to continuously improve, and
managing tough conversations well

Regular meetings are held between Chief
Executive, Medical Director, MCHFT and
Chief Officer, NHS South Cheshire CCG and
NHS Vale Royal CCG, Chair, NHS South
Cheshire CCG and Chair, NHS Vale Royal
CCG
Regular meetings are held between
Executive Nurse , NHS South Cheshire
CCG and NHS Vale Royal CCG and
Director of Nursing, MCHFT

4.3

Monitoring
Discussion and monitoring of the actions from the AQuA Mortality Review will be part of the
work plan for the monthly Clinical Quality and Patient Safety Review meeting with reporting
into NHS South Cheshire CCG and NHS Vale Royal CCG through the Quality and
Performance Committee.

5.0

Recommendations

The Governing Body are asked to:

i.

Note the summary update on Mortality measures at Mid Cheshire Hospitals NHS
Foundation Trust

ii.

Note the update on the single item quality review meeting held in May 2014

iii.

Comment on the Advancing Quality Alliance (AQuA) Mortality Review. Full copy of the
report can be access via http://www.valeroyalccg.nhs.uk/publication

189

190

Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Falls Update Report MCHFT
Date/Time: 04.06.14 at 2.00 pm
Author: Sue Forrester-O'Neill. Senior
Improvement Quality Manager l

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

Purpose of Report

Agenda Item No.

This report provides an update to the Governing body with a progress report,
around Falls as requested at the informal governing body in May 2014

2.4.3

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Personalise co-ordination of care
Improved patient experience
Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
i) That the governing body note the update of the report relating to the clinical actions and
interventions to date, by the 'Falls Prevention group' in the reduction of inpatient falls MCHFT.
ii) That the governing body note the actions relating to the 'FallSafe’ Project along with the
continuing action planfor MCHFT

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
Yes

Resources
Issues outlined
No
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Report Title:
1.0 Introduction
Within recent years inpatient falls have been an area of national focus with a number of initiatives
being introduced including the 'FallSafe' Project and the NHS Patient Safety Thermometer. At the
informal governing body meeting in May 2014 an update on inpatient falls was requested in relation
to concerns about the incidence and severity of inpatient falls in Mid Cheshire Hospitals NHS
Foundation Trust (MCHFT).
2.0 Background
MCHFT have an active fall’s group meeting monthly to address the falls prevention agenda. The
group has a multidisciplinary membership including
•
Nursing representation from each division.
•
Pharmaceutical representation.
•
Consultant Ortho-Geriatrician
•
Physiotherapist.
•
Occupational therapist.
•
Risk manager.
•
Patient safety representation
The working group meet monthly and have undertaken the following actions
•
Reviewed and updated the patient falls documentation in line with NICE guidance.
The trust has rolled this documentation out across the trust.
•
Continue to hold training sessions for the ‘falls link nurses’ from each department.
•
Continue to deliver the training to all inpatient areas for staff.
•
increase emphasis on implementation of continuous falls prevention interventions within the
ward environments e.g. the implementation of the ‘intentional rounding tools’ which ensures the
staff review all the patients throughout the 24hour period.
3.0 Falls reporting 2013/14
MCHFT have reported an overall reduction in inpatient falls for the period of 2013/2014.
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It should be noted that there has been an increase in incidents of falls resulting in low harm
recorded by the Trust in this time period. This has been attributed to changes following the National
Institute Clinical Excellence (NICE) guidance and the subsequent National Patient Safety Alert
Authority (NPSA ) Alert/2011/RRR001 which requires all patients who experience an unwitnessed
fall to receive neurological observations where head injury has occurred or cannot be excluded
(e.g. unwitnessed falls). Additional neurological observations continue until they have been
reviewed by medical staff. Due to the level of clinical observations the patient receives MCHFT
categorise these as low risk incidents.
Severity of Inpatient Falls
For 2013/14 year to date:
98.4% (487 falls) have resulted in low harm
1.6% (8 falls) have resulted in moderate harm
No falls have resulted in serious harm

MCHFT reviewed the activity via the Strategic Integrated Governance Committee and requested an
action plan from the Falls prevention group in relation to outcomes of the falls report, this will be
monitored via the CCG Quality &Performance group.
4.0 ‘FallSafe’ Project
The project, led by the Royal College of Physicians (RCP), and overseen by key stakeholders
including the NPSA, Royal College of Nursing (RCN), British Geriatrics Society (BGS), NHS South
of England, and the patient support group Action against Medical Accidents (AvMA).
The Fall Safe project is about quality improvement. It focuses on prevention and management of
falls in clinical hospital wards, with regular audits to monitor the impact of the interventions.
MCHFT are part of the rollout of the project in the Northwest region.
Below is a list of the care bundle for all patients that the staff completes in the areas where the
project is being implemented
A history of previous falls and of fear of falling taken at the time of admission
Urinalysis during admission (to consider the possibility of infection causing falls and
delirium)
Avoidance of prescriptions of night sedation
Ensuring that a call bell is in reach

192

193

Ensuring that appropriate footwear is available and in use
Immediate assessment for and provision of walking aids
Clear communication of mobility status
Personal items in reach
No trip or slip hazards within the immedicable environment
The ‘FallSafe’ care bundles also have additional care bundles for more vulnerable patients and for
patients following a fall.
MCHFT have introduced the ‘FallSafe’ bundle to 4 clinical areas and have plans to roll out across
all inpatient areas in the coming year. An action plan is being progressed by MCHFT which will be
shared with the Clinical Quality & Patient Safety Review Group and the CCG Quality and
Performance Committee
5.0 Recommendations
The Governing Body are asked to
i) Note the update relating to the actions and clinical interventions undertaken by MCHFT falls
group.
ii) Note the actions relating to the ‘FallSafe’ project.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Finance Report Month 1 2014/15
Date/Time: 04.06.14 at 2.00 pm
Author: Sue Lowe, Senior Finance Officer

Reporting Period: 2014/2015
Governing Body Lead: Lynda Risk, Chief Finance
Officer

Purpose of Report

Agenda Item No.

The purpose of this report is to provide the Governing Body with the financial
position for Month 1; 2014/15. 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
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
The paper shows how NHS Vale Royal CCG will apply its financial resources in 2014/15 to support
its vision, aims and values.
Strategic Objectives
Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
1. Note that the CCG is reporting a target surplus of £2.2 million, being 1.8% of its income. This is due
to the NHS England requesting that the CCG show a gross position for income both brought
forward and carried forward in 2014/15. Consequently the CCG is showing £3.2m being brought
forward from 2013/14 and £2.2m being carried forward into 2015/16, thus giving an additional £1m
non recurrent resource in 2014/15 and £1m non recurrently in 2015/16. Whilst this is the current
assumption this has yet to be formally agreed by NHS England.
2. Note the budgetary shortfall of £0.400 million (previously reported budget book £0.572 million,
the budgetary shortfall will be reviewed again when the provider contracts are finalised, although
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we do not expect this to cause significant movement; and
3. note that the CCG’s reported surplus is based on the assumption that other budgets will
underspend to cover the budgetary shortfall. With little data available at month 1 it is too early to
test this assumption however this will be reviewed over the coming months; and
4. note the notified transfer to the CCG for primary care IT of £0.259 million, which is circa £0.130
million below the costs of the current service and although transitional funding has been applied
for, any funds received will only be a short term solution ( non-recurrent 2 years); and
5. note the requirement to contribute £0.454 million to the National Risk Pool for CHC
Restitution Claims, the contribution being calculated on a capitation basis. This contribution
is to be utilised in the settlement of predecessor PCT claims for CHC; and
6. note that there is only £0.285 of uncommitted resource held in the risk reserve to manage the
financial risks to the CCG in 2014/15.
Action Required
Decision:
Approval Assurance
yes
yes

Equality:
Impact Assessed
no

Communication:
Risks
Disclose on website Issues outlined
no
yes

Resources
Issues outlined
yes
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Report Title: Finance Report Month 1 2014/15
1.0 Introduction
1.1

This report sets out the financial position for 2014/15, as at Month 1, for Vale Royal CCG. This
report follows the previous formal Governing Body meeting of 2nd April 2014.

2.0 Financial Overview
2.1

2.2

2.3

The CCGs estimated resource at Month 1 is £122.735 million (previously reported in the
approved budget book £121.311 million), including running costs of £2.403 million (circa £25
per head of population). The increase in the resource is due to the transfer of £0.424 million
from the Area Team (NHS England) relating to the changes in the definition of responsibility
for high cost drugs in 2013/14, this transfer has been made recurrent in 2014/15.
Currently the CCG is showing the full return of the surplus made in 2013/14, together with an
increased control total so that the net increase in monies available in 2014/5 is an additional
£1m with the remaining £1m being carried forward into 2015/16. This assumption has yet to
be formally agreed with NHS England.
As 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. The planned surplus effectively
becomes £2.2m as shown in the table below:Table 1
Summary Position

Recurrent
£000

Total Planned Resource
Total Planned Expenditure
Planned Surplus (Control total )
% of resource(plan)

Non
Recurrent

Total

£000

£000

119,535

3,200

122,735

(119,535)

(1,000)

(120,535)

2,200

2,200

-

1.8%

1.8%

2.4

The CCG planned forecast surplus shown above is £3.2 million for 2013/14, however the
final surplus reported in the CCG Final Accounts for 2013/14 is £3.078 million,
consequently the figures will be amended in future months to reflect the actual
values.(subject to Audit at the time of writing).

2.5

For Healthcare Services covered by the NHS standard contract, the budgets allocated
are being compared to the actual agreed contracts as they are agreed, it is not expected
that there will be any major differences; the budgets will be adjusted to reflect the agreed
contract value once signed.

2.6

The four key risks for the delivery of the 2014/15 position are secondary care over
performance with the level of over performance at Mid Cheshire Hospitals likely to cause
the greatest concern, continuing health care assessments, the final agreement of carried
forward monies and complex case claims relating to the Learning Disabilities, and also
the impact of NHS England adjustments including Primary Care Information technology,
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the national shortfall relating to NHS Property Services and the National risk pool for
legacy claims. The risks are considered in more detail later in the report.
2.7

The CCG will be required to contribute £0.454 million to the National Risk Pool for CHC
restitution claims, the contribution being calculated on a capitation basis. This contribution
is to be utilised in the settlement of predecessor PCT claims. This is a real concern to all
CCGs, as this means that CCGs are picking up the legacy debt from their predecessor
organisations. A letter has been sent to NHS England from NHS Clinical Commissioners
outlining the funding issue; this can be seen in Appendix 1.

2.8

Following the budget book approval, there was a forecast budget shortfall of £0.572
million; however, based on limited current data at month 1, and the pending budget
adjustments following agreement of provider contracts (at the time of writing the report),
reduces the budgetary shortfall to £0.400 million. No budget variances are yet reported.
See Table 2 below:Table 2
Budget
Book

Forecast year position

Budgetary Shortfall
th

Forecast
Month 1

£000

£000

(2,868)

(572)

Steps to address (Board meeting 27 March 2014)

2,296

Unidentified QIPP as agreed by the Governing Body

(572)

-

Late Budgetary amendments relating to 2013/14

(17)

Pending Budget changes for agreed contracts
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Budgetary shortfall month 1

(400)

(572)

-

Forecast (overspends)/underspends month 1
Acute & Community Contracts

-

-

Continuing Care Services

-

-

Other Contracts
Running Costs

-

-

-

-

Prescribing

-

-

Other Programme

-

-

Release of Contingency

-

-

Adjusted uncommitted General Reserve

(572)

(400)

MEMO Shortfall from forecast surplus

(572)

(400)

3.0 Key Financial Risks
3.1

Key financial risks are detailed in the corporate risk register and will need to be monitored
closely as we move through the year. Table 3 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.

197

198

Table 3
1
2
3
4
5
6
7
8
9
10

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
QIPP
continuing care back log of applications &
restitution claims (including learning disability)

Medium
Low
medium
High
Low
medium

2014/15
2014/15
2014/15
2014/15
2014/15
2014/15

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

Medium

2014/15

mental health- payment by results
forecast surplus and control total
integration agenda within existing resource
2015/16

Low
Medium

2014/15
2014-15

0-£1 million
future costs
value
unknown
0-£2 million

Medium

2015/16

0- £6 million

3.2

The highest risk for the current year is secondary care over performance. The performance
against contract will be monitored closely during the year.

3.3

The CCG will also need to finalise the impact of the remaining contract settlements.

3.4

The CCG will be required to contribute to the national legacy restitution risk pool for CHC at
£0.454 million, and will also be required to account for any new claims that arise in 2014/15,
however it is unclear where the statutory responsibility lies for the legacy claims, national
discussions continue and we await final clarity from NHS England. This amount has been
included in the CCG budgets. A national group consisting of CCG and NHS England
representatives has been established to discuss the financial and accounting issues in respect
of this issue.

3.5

The CCG may have to contribute to the national shortfall relating to NHS Property Services, no
value has been earmarked in the CCG budgets for this unknown amount; however this has
been noted as a risk.

3.6

The CCG has been informed that the Primary Care Information Technology responsibility will
transfer from Area Team (NHS England) to the CCG. The budget is expected to transfer at
£0.259 million; however the cost of the service is circa £0.400 million. The CCG has applied for
transitional funding to cover the shortfall. Neither the funding nor the costs of the service are
currently included in the stated CCG budget.

3.7

The cost and volume of continuing healthcare assessments is a continuing financial risk to the
CCG. Cheshire West and Chester Council has indicated that a number of learning disability
clients are requiring continuing health care reviews (financial risk circa £0.6 million), the financial
impact of these reviews will be reported over the coming months. There is also a PCT legacy
arrangement with the council for a defined list of clients with higher complexity needs, this is a
fixed list of named clients with a variable complexity element, clients can leave the list e.g. if a
continuing healthcare assessment is awarded, but no new clients will be added to the list.

3.8

This arrangement was set up at the time of the Valuing People Now transfer to the Council. The
CCG will monitor this legacy list over the year to ensure only the correct payments are made.
Any other council clients that require continuing heath care reviews in 2014/15, that are not on
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the legacy list will go forward for continuing health care assessment in the normal way. At the
current time no complexity contributions will be made to the council beyond the legacy list.
3.9

As part of the integration planning the CCG has agreed in principle with partners a number of
services and their associated budgets which will be held in a pooled budget in 2015/16 under
the proposed governance of the Connecting Care Board. The fund, known as the Better Care
Fund (BCF), may cause a potential shortfall in 15/16 if the proposed transformational activities
are not in place or do not deliver the level of savings required across the BCF footprint.

3.10 In 2014/15 an Innovation budget of £1.134 million has been set aside to be governed under an
Alliance Contract to fund the transformational change identified in the 2 year Operational Plan.
3.11 Specialist commissioning remains a risk to the CCG as a number of adjustments are being
considered as definitions are clarified with the Specialist providers. It is hoped that any changes
due to definitions are cost neutral.
3.12 As noted above in 2.1.1 the CCG is currently assuming that it will be able to draw down £1m of
its surplus in 2014/15 to support transformation. Whilst this request has been made there is a
risk that this assumption may change as it has not yet been formally agreed by NHS England.
4.0 Detailed Financial Position 2013/14
4.1 CCG Summary Expenditure
4.1.1 The CCGs expenditure is required to remain within its resource limit, currently
forecast at £122.735 million. Due to the limited data available at month 1, no
budgetary variances have been reported. A summary of the position can be seen
below in table 4:- (Note a detailed version of this summary can be found in
Appendix 2)
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Total NHS Provider
Contracts
Total Non NHS
Contracts
Other Contracts
Continuing Care
Services
Prescribing
Other programme
Running Costs
Risk reserve &
general reserve
Reserves
Total Forecast
Expenditure
Surplus Budget
Total

Year to
Date

Year to
Date
Expenditur
e
Year to
Date

Year
Forecast
Outturn

Year
Forecast
variance

£000

£000

£000

£000

£000

Total
Budget

Summary of Planned
Expenditure

£000

Table 4

6,762

6,697

65

81,029

183

161

22

2,203

-

6,212

524

524

-

6,212

(((-1

8,151

679

521

158

8,151

-

17,562

1,463

1,381

82

17,562

3,090

257

3,090

2,403
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113

75

1,632

87

2,403

-

(115)

(25)

-

(25)

(115)

-

120,535

10,043

9,579

464

120,535

-

-

183

2,200

-

9,579

647

122,735

-

81,029
2,203

2,200
122,735

183
10,226

-

4.2 Acute & Community Contracts (NHS and Non NHS), forecast overspend £nil million
4.2.1 The NHS acute and community contracts are being finalised. At the time of producing this
report no activity data has yet been received and so the forecast position is assumed to be
equal to available budget. The status of the largest contracts are detailed further below:4.2.2

Mid Cheshire Hospitals FT is the CCG’s largest contract, the expected contract value is
£48.193 million (previous year £46.759 million). High cost drugs remain an issue in 2014/15.
During the previous year £0.435 million was transferred from NHS England for the high cost
drugs that the CCG is responsible for, following the review of the definitions. The value of this
transfer from NHS England is under review again, and may result in a further allocation
adjustment. The activity plan is being finalised with MCHFT over the next few weeks.

4.2.3 The University Hospitals of North Staffordshire (UHNS) contract has been provisionally agreed
at £2.278 million, this is in line with the current budget.
4.2.4

East Cheshire Community base contract has been agreed at £8.325 million, however some
adjustments were not finalised in time for the base contract e.g. continence and diabetes
services; these will be adjusted via contract variation, and are included in the agreed budget.

4.2.5

Cheshire and Wirral Partnership Trust contract discussions have been finalised at £7.912
million.
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4.3
4.3.1

Prescribing; forecast under spend £nil million
At month 1 the forecast outturn is £17.862 million (in line with the budget). The forecast for
GP Practices are indicated to us by the Prescription Pricing Division (PPD) however the
data for month 1 is not yet available. A summary can be seen in table 5 below:-

Table 5
Summary
of Prescribing
Budgets

GP Prescribing
Other
Prescribers
Non GP
Budgets

Annual
Budget

Year
to Date
Budget

Year
to Date
Expenditure

Year
to
Date

£000
16,067

£000
1,340

£000
1,334

£000
6

Year
Forecast
Outturn
£000
16,067

Year
Forecast
variance
£000
-

221

18

18

-

221

-

795

66

66

-

795

-

Sub total
Health care at
home Drugs

17,083

Total

17,862

479

1,424

1,418

6

17,083

-

39

(37)

76

479

-

1,463

1,381

17,862

-

82

4.4

Continuing Health Services (including learning disability), forecast over spend £nil
million (in line with budget)
4.4.1 A summary of the continuing care services budgets are shown in Table 6 below. The
data available at month 1 is limited and so the forecast is reported as being equal to
budget.
4.4.2

The CCG will be required to contribute £0.454 million to the National Risk Pool for CHC,
the contribution being calculated on a capitation basis. This contribution is to be utilised
in the settlement of predecessor PCT claims.

4.4.3

The CCG will be required to account for restitution claims which arise after the formation
of the CCG, currently forecast at £0.2 million in line with budget.

4.4.4

There remains a risk that the CCG may be required to include costs that relate to the
predecessor organisation. In 2013/14, guidance indicated that legacy provisions would
be accounted for by NHS England in 2013/14; however it is unclear where the statutory
responsibility lies, national discussions continue and we await final clarity from NHS
England.

4.4.5

The cost and volume of continuing healthcare assessments is a continuing financial risk to
the CCG. Cheshire West and Chester Council has indicated that a number of learning
disability clients are requiring continuing health care reviews (financial risk circa £0.5 million),
the financial impact of these reviews will be reported over the coming months.
There is also a PCT legacy arrangement with the council for a defined list of clients with
higher complexity needs, this is a fixed list of named clients with a variable complexity
element, clients can leave the list e.g. if a continuing healthcare assessment is awarded, but
no new clients will be added to the list. This arrangement was set up at the time of the Valuing
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People Now transfer to the Council. The CCG will monitor this legacy list over the year to
ensure only the correct payments are made. Any other council clients that require continuing
heath care reviews in 2014/15 that are not on the legacy list will go forward for continuing
health care assessment in the normal way. At the current time no complexity contributions will
be made to the council beyond the legacy list.
Table 6
Summary of
Continuing Care
Services Budget
Continuing Health
Care
Mental Health
Children
Other
Funded Nursing
Care
National Risk Pool
Provision reserveRestitution
Sub total
Learning disability –
legacy arrangement
Total

Annual
Budget

Year to
Date
Budget

Year to Date
Expenditure

Year to
Date
variance

Year
Forecast
Outturn

Year
Forecast
variance

£000

£000

£000

£000

£000

£000

4,449
970
197
151

371
81
16
13

442
-

(71)
81
16
13

4,449
970
197
151

-

1730
454

144
38

79
-

65
38

1,730
454

-

200
8,151

16
679

521

16
158

200
8,151

-

2,800

233

233

-

2,800

-

10,951

912

754

158

10,951

-

4.4.6 Primary Care Investment
Under the planning guidance and transforming primary care the CCG has identified a number
of initiatives to support the accountable GP role, the CCG has invested in three initiatives:
Primary Care Local Quality Scheme
Nursing home scheme
Innovation Fund
The total funding available under these schemes is valued at approximately £7.80 per patient.
The further details of the schemes can be seen in Appendix 3
5.0 Planned Investment Schemes
5.1

The CCG has planned investments, as part of the operating plan, of £1.292 million. The
progress of the schemes included in the investment plan will be monitored over the year, a
summary of schemes can be seen in Appendix 3.

6.0 Quality, Innovation, Productivity and Prevention (QIPP) Schemes
6.1

The CCG has identified QIPP schemes with in the operating plan of £0.744 million. The
schemes savings are embedded in the overall budgets and will be monitored via the CCG
programme teams. A summary of the Schemes can be seen in Appendix 4.
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7.0 Risk Management
7.1

The CCG will need to plan appropriately to manage in year financial risk. Table 7 below
shows a range of scenario forecast out turns; these will continue to be refined as the year
progresses.The CCG will need to manage these risks to deliver the required surplus.

7.2

A more detailed assessment of risks can be seen on the Audit & Governance Report.
Financial risks are included in the corporate risk register.
Table 7
Summary Plan Position
Total NHS & Non NHS Provider
Contracts
Other Contracts & Health Care at
Home, Learning disabilities
Continuing care services
Prescribing

Worst

Probable

£000

£000

(2,000)

-

(500)

-

(1000)
(500)

Best
£000

Month 1 Forecast
£000

-

-

-

-

-

-

-

500
500

-

-

Other Programme

-

-

Running Costs

-

-

100

-

(115)

-

-

-

1,200

2,200

2,200

2,200
2,200
1,200
2,200

Risk and general
Reserves
Control total reserve
Allocations

(1,000)

-

-

Total scenario surplus(deficit)

(3,915)

2,200

3,300

Surplus -Control Total

2,200

8.0 Recommendations
8.1

That the Governing Body notes that the CCG is reporting a target surplus of £2.2 million, being
1.8% of the income. This is following the Area Team (NHS England) now requesting the
CCG to increase its planned resource by the full forecast surplus from 2013/14 and to
increase the target surplus from £1.2 million to £2.2 million, this this will enable the carry
forward of any surplus from 2014/15 into 2015/16; and

8.2

That the Governing Body notes the budgetary shortfall of £0.400 million (previously reported
budget book £0.572 million, the budgetary shortfall will be reviewed again when the provider
contracts are finalised, although we do not expect this to cause significant movement; and

8.3

That the Governing Body note that the CCG’s reported surplus is based on the assumption that
other budgets will underspend to cover the budgetary shortfall. With little data available at month
1 it is too early to test this assumption however this will be reviewed over the coming months;
and

8.4

That the Governing Body notes the notified transfer to the CCG for primary care IT of £0.259
million, which is circa £0.130 million below the costs of the current service and although
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transitional funding has been applied for, any funds received will only be a 2 year interim
solution; and
8.5

That the Governing Body notes the requirement to contribute £0.454 million to the National
Risk Pool, the contribution being calculated on a capitation basis. This contribution is to be
utilised in the settlement of predecessor PCT claims.

8.6

That the Governing Body notes that there is only £0.285 of uncommitted resource held in the
risk reserve to manage the financial risks to the CCG in 2014/15.

Lynda Risk
Chief Finance Officer
4th June 2014
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Appendix 1
NHS Clinical Commissioner Collective – letter to NHS England

07 March 2014
Letter to Ros Roughton, NHS England
Dear Ros
CCG financial concerns and reflection on Ways of Working
We are writing to you because we need to alert you to a financial matter that has been highlighted
to us by a substantial number of our members and is of significant concern. The issue is about the
accounting for, and payment of legacy provisions, specifically around historical continuing health
care payments, and the impact of this for CCGs.
As you will be aware, in the establishment phase of CCGs, there were a number of concerns raised
about the possibility of CCGs inheriting legacy debt from their predecessor PCTs with regard to
continuing health care, because of the large number of backdated requests for CHC payment
claims from 2004/5-2010/11. At that time it was made clear that in order to ensure that CCGs
would not inherit legacy debt in relation to CHC costs, PCTs were to make provision for this within
their 2012/13 accounts, which did indeed happen. It was also made clear, and reinforced via the
2011/12 Operating framework that CCGs would not be responsible for legacy debt prior to
2011/12 and this was further confirmed in the House in a number of debates.
It is therefore of real concern to CCGs that in a recent letter to them from Sheena Powell, they were
informed that they ‘will’ contribute to a risk pool in 2014/15, on a capitation basis in order to cover
the costs. This in effect not only means there is potential to be paying twice for the costs, but also
means that CCGs are indeed picking up the legacy debt from their predecessor organisations,
which runs counter to all that was previously agreed and confirmed would not happen. It is
therefore totally unacceptable to CCGs.
A related concern is that this came as a complete surprise to CCG CFOs, who have struggled to
understand the need to do this and account for it in this way. CFOs do not feel that there has been
either transparency in detailing the need for this, nor any transparency to support the statement
made in the communication, that the costs for this have been reflected in CCG allocations for
14/15. They have not been engaged in discussion about the most appropriate solution for this
issue, nor indeed is there any agreement with CCGs as statutory bodies, that it should happen in
this way.
Whilst the financial impact of this will vary by CCG, it is likely to be significant. Within the context
of the very tight financial allocations for 2014/15, there is a very real risk that needing to identify a
risk pool for this will divert resources critical for a number of high level CCG priorities, including
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service transformation. It will also risk CCGs not being able to secure resources to protect and
develop high quality care for patients, which as I know you will appreciate is paramount.
The more general but also fundamental concern relates to the agreed ‘ways of working’ that
support CCGs and NHS England to secure high quality care for all. We are concerned that the
way this issue has become both known, and handled, does not sit comfortably with a number of
the ‘ways of working’, that have been signed up to. Specifically, we would highlight concerns about
consistency in approach around the recognition and respect for the different roles, responsibilities
and accountabilities CCGs and NHS England have for leading the commissioning system. Also
clarity about the respective decision making powers and processes, and rules for intervening, for
both CCGs and NHS England as separate statutory bodies, and operating these mindfully, and
consistently.
We are offering this reflection back to you about this, as we take seriously, on behalf of our
members, the need to act in accordance with the ‘ways of working’ ourselves, and are very keen to
work collaboratively with NHS England colleagues to overcome this concern and challenge.
We appreciate that the specific issue of CHC ‘legacy debt’, is a difficult one to resolve and our members
would want to be very engaged in exploring all options for resolution including identifying together
with CCGs how best to manage the risk that will arise from this in 2014/15, if it is to be handled in this
way.
In addition NHS Clinical Commissioners and our member CCGs are very keen to also work together
with NHS England colleagues in order to develop a way forward that is consistent with the ‘ways of
working’ and will result in a shared approach for discussing and agreeing the way in which the
commissioning system as a whole, will need to act, if and when such issues as these arise again.
We look forward to discussing these issues with you over the coming days.
Yours sincerely

Dr Steve Kell

Dr Amanda Doyle

Co-Chairs NHSCC Leadership Group

Cc: NHSCC Steering Group
members
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Appendix 2
Summary of all Budgets

Type

Budget Heading

Allocation Programme - Confirmed b/fwd
Allocation Running Costs - Confirmed b/fwd
Allocation Running Cost reduction 2014/15
Allocation Growth 14/15

Rec

Non Rec

Total

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

114,687
2,440
(37)
2,445
3,200

Allocation Return of forecast Surplus from 2013/14
Allocation
Allocation

119,535

3,200

114,687
2,440
(37)
2,445
3,200
0
0
122,735

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

£000

£000

£000

114,687
2,440
(37)
2,445
3,200
0
0
0

122,735

Year
Forecast
Out turn
£000

0
0
0

0

0

0
0

114,687
2,440
(37)
2,445
3,200
0
0

0

122,735
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Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

Rec

Non Rec

Total

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

£000

£000

Red
Am ber
Green
£000

Contract Status
28 April

Type

Budget Heading

£000

£000

£000

Acute

Aintree Hospitals FT

236

0

236

0

236

20

20

(0)

236

0

Green

Acute

Alderhey Childrens Hospital FT

322

0

322

22

344

27

29

(2)

344

0

Green contract agreed

Acute

Central Manchester University Hospital FT

774

0

774

0

774

65

66

(2)

774

0

Green provisional

Acute

Countess of Chester FT

1,853

0

1,853

(28)

1,825

154

152

2

1,825

0

Green contract agreed

Acute

East Cheshire NHS Trust (Acute)

553

0

553

34

587

46

49

(3)

587

0

Green contract agreed

Acute

Liverpool Women's Foundation NHS Trust

119

0

119

0

119

10

11

(1)

119

0

Green

Acute

Mid Cheshire Hospitals FT

48,316

0

48,316

(123)

48,193

4,026

3,989

37

48,193

0

Green contract agreed

Acute

Mid Cheshire Hospitals FT (pending adjustments)

123

123

0

0

0

123

0

Green

Acute

Robert Jones and Agnes Hunt FT

461

0

461

0

461

38

40

(2)

461

0

Green provisional

Acute

Royal Liverpool & Broadgreen NHS Trust

489

0

489

(20)

469

41

39

2

469

0

Green contract agreed

Acute

Salford Royal NHS FT

203

0

203

0

203

17

16

1

203

0

Green

Acute

St Helens & Knowsley NHS Trust

166

0

166

0

166

14

14

(0)

166

0

Green provisional

Acute

Stockport NHS FT

219

0

219

0

219

18

19

(1)

219

0

Green provisional

Acute

University Hospital of North Staffs NHS Trus

2,278

0

2,278

0

2,278

190

180

10

2,278

0

Green provisional

Acute

University Hospital of South Manchester NH

1,080

0

1,080

0

1,080

90

96

(6)

1,080

0

Green

Acute

Warrington & Halton Foundation NHS Trust

2,734

0

2,734

(112)

2,622

228

219

9

2,622

0

Green contract agreed

Acute

Wrightington Wigan & Leigh NHS FT

112

0

112

0

112

9

9

0

112

0

Green provisional

Acute

Wirral University Teaching Hospitals NHS F

149

0

149

0

149

12

12

0

149

0

Green

Ambulance

North West Ambulance Service

3,283

0

3,283

0

3,283

274

267

7

3,283

0

Green

Community

East Cheshire NHS Trust (Community)

8,014

520

8,534

(209)

8,325

711

697

14

8,325

0

Green contract agreed

Community

East Cheshire NHS Trust (Community) Pending adjustments

209

209

0

0

209

0

Green

Community

Staffordshire & Stoke on Trent Partnership N

(0)

71

0

Green provisional

71

0

71

0

71

6

6

Mental Health Cheshire & Wirral Partnership FT

7,931

3

7,934

(22)

7,912

661

661

0

7,912

0

Green contract agreed

NCA

1,269

0

1,269

0

1,269

105

106

(1)

1,269

0

Green

80,632

523

81,155

(126)

81,029

6,762

6,697

65

81,029

0

Non Contract Activity
Total NHS Contracts - Healthcare
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Type

Budget Heading

Non NHS British Pregnancy Advisory Service

Rec

Non Rec

Total

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

£000

£000

£000

£000

£000

Red
Am ber
Green
£000

55

0

55

3

58

5

5

(0)

58

0

Green

184

0

184

0

184

15

10

5

184

0

Green

90

0

90

0

90

8

7

1

90

0

Green

Non NHS Spire Cheshire

857

0

857

0

857

71

74

(3)

857

0

Green

Non NHS BMI South Cheshire

714

0

714

5

719

60

60

(1)

719

0

Green

Non NHS Bespoke Care Panel - Multiple Providers

136

0

136

0

136

11

(1)

12

136

0

Green

Non NHS Eye Care Services - A Needham

67

0

67

0

67

6

6

(0)

67

0

Green

Non NHS Patient Transport Services - SRCL

92

0

92

0

92

8

0

8

92

0

Green

Total Non NHS Contracts - Healthcare

2,195

0

2,195

8

2,203

183

161

22

2,203

0

Non NHS Audiology - Multiple Providers
Non NHS Pain Management - Interface Medical

Int

Learning Disability Services with Local Auth

2,800

0

2,800

0

2,800

233

233

0

2,800

0

Green

Int

Grants

628

0

628

0

628

52

52

0

628

0

Green

Int

Joint Equipment

151

0

151

0

151

13

13

0

151

0

Green

Int

Reablement

655

0

655

0

655

55

55

0

655

0

Green

Int

Hospice - St Lukes

213

0

213

0

213

18

18

0

213

0

Green

Int

CCG Innovation Fund

0

1,205

1,205

(71)

1,134

100

100

0

1,134

0

Green

4,447

1,205

5,652

(71)

5,581

471

471

0

5,581

0

631

0

631

0

631

53

53

0

631

0

631

0

631

0

631

53

53

0

631

0

Total Integrated Working Initiative
Primary CaPrimary Care
Total Primary Care

Green

CHC

Continuing Healthcare (incl Mental Health)

5,767

0

5,767

0

5,767

481

442

39

5,767

0

Green

CHC

NHS Funded Care

1,730

0

1,730

0

1,730

144

79

65

1,730

0

Green

CHC

Continuing Healthcare Litigation Claims

381

273

654

0

654

54

54

654

0

Green

7,878

273

8,151

0

8,151

679

521

158

8,151

0

17,083

0

17,083

0

17,083

1,424

1,418

6

17,083

0

Green

479

0

479

0

479

39

(37)

76

479

0

Green

17,562

0

17,562

0

17,562

1,463

1,381

82

17,562

0

-

Total Continuing Healthcare
PrescribingPrescribing
PrescribingHealthcare at Home
Total Prescribing
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Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

Red
Am ber
Green

Rec

Non Rec

Total

Movem ent

Revised
Budget

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Non NHS Non Running Costs

783

0

783

0

783

65

82

(17)

783

0

Green

Non NHS Community Information System

110

0

110

0

110

9

110

0

Green
Green

Type

Budget Heading

Programme spend 2013/14
Non NHS Provider - Cost of Capital
Non NHS CCG - Cost of Capital

98

0

98

0

98

0

0

0

0

0

8

£000

16

(7)

(23)

23

0

8

98

0

0

0

0

0

Green

107

1

1,293

0

Green

67

806

0

Green

Reserve

CIDS- Earmarked

533

760

1,293

0

1,293

108

Reserve

Earmarked

560

246

806

0

806

67

Total Other Programme

2,084

1,006

3,090

0

3,090

257

182

75

3,090

0

-

Running Costs

2,403

0

2,403

0

2,403

200

113

87

2,403

0

Green

Total Running Costs

2,403

0

2,403

0

2,403

200

113

87

2,403

0

Total CCG Budget

117,832

3,007

120,839

(189)

120,650

10,068

9,579

489

120,650

0

(274)
2,200
285
0
(520)

Admin

Reserve

Readmissions

Reserve

1% Recurrent Surplus Reserve

Reserve

0.5% Risk Reserve

Reserve

2% Headroom Reserve

Reserve

2% Headroom Reserve

274
0
0
0
520

Reserve

Uncommitted

910

119,536

Total CCG Budget

0

0

0

2,200

0

2,200

285

0

285

0

0

0

0

(1,499)

(589)

189

(400)

(49)

3,199

122,735

0

122,735

10,226

-

0

0

0

Green

183

2,200

0

Green

24

285

0

Green

0

0

0

0

Green

0

0

0

0

Green

(49)

(400)

0

Red

647

122,735

0

183
24

9,579
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Appendix 3
Planned Investment Schemes 2014/15

Project Description

Budget Book

Budgete
d
Commiss
ioning
Intention
Reserve

Transfer
Commiss
to
ioning
Program
Reserve
me
budget Month 1

Costs (£000)

Costs (£000)

Costs (£000)

Costs (£000)

2014/15
Rec
N Rec

2014/15
Total

2014/15
Total
Total

2014/15
Total
Total

Adjusted

Year
Forecast

Year
Forcast
under
(over
spend)

Starting Well
Paediatric Pathways (0-5 Admissions)- QIPP Scheme 14/15
Children with LTC
Neuro-Development Pathways
Sub Total

-

13
5
5
23

13
5
5
23

-

13
5
5
23

13
5
5
23

-

21
222 19
2
45
90
22
3
26
15
2
6
22
24
13
532 -

15
18
92
2
5

9

36
18
130
2
24
2
45
14
2
98
22
3
26
15
2
25
22
24
13
523

-

36
18
130
2
24
2
45
14
2
98
22
3
26
15
2
25
22
24
13
523

36
18
130
2
24
2
45
14
2
98
22
3
26
15
2
25
22
24
13
523

-

Living Well
Must Do's / Mandatory Plans
MERIT
24/7 Urgent Care
Stroke (Re-procurement)
Parkinson's
Diabetes Education
Memory Services for Dementia
Review of Liaison Psychiatry Service
IAPT Military Veterans
IAPT BSL
EOL - Workforce Education and Practice Development- QIPP Scheme
Respiratory Project- QIPP Schem 14/15
Improving Mortality Rates for those with Learning Disabilities
Formulary and Antibiotic Pharmacist- QIPP Scheme 14/15
Community Pharmacy Minor Ailments Scheme- QIPP Scheme 14/15
Challenging Behaviour
EPaCCS - QIPP Scheme 14/15
Acute Oncology Community Extension- QIPP scheme 14/15
Personality Disorders -QIPP Scheme 14/15
Physical Health Needs Mental Health
Sub Total

14
2
8
19
-

Ageing Well
Intermediate Care Services Review
Transitional Care / Intermediate Care Beds
Community Intevention Beds- QIPP Scheme 14/15
GP Care Homes Scheme Review
Choose Well
Citizens Advice Bureau
Sub Total

-

3
419
208
7
4
104
746

3
419
208
7
4
104
746

-

3
419
208
7
4
104
746

3
419
208
7
4
104
746

-

Grand Total

532

760

1,292

-

1,292

1,292

-
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Appendix 4

Qipp Schemes Plan (schemes with savings) - MEMO

Project Description

Program

Paediatric Pathways (0-5 Admissions)
Starting Well
End of Life -Work force and Practice DevelopmenLiving Well
End of Life
Living Well
Acute Oncology Community Extension
Living Well
Personality Disorders
Living Well
Community Intevention Beds
Aging Well
Respiratory Project
Prescribing
Formulary and Antibiotic Pharmacist
Prescribing
Community Pharmacy Minor Ailments Scheme Prescribing

Ref No.

SW03
LW22
LW34
LW35
LW35
AW04
LW26
LW30
LW31

Savings (£000)
2014/15
Rec
N Rec
0
82
75
108
16
0
130
43
19

11
0
0
0
0
261
0
0
0

Total Qipp Schemes

472

272

Prescribing
Acute

192
280

272
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15 May 2014
Dr Peter Madden
Honorary Secretary
Cheshire Local Medical Committee
Watergate Building
New Crane Street
Chester
CW1 4JW

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

Dear Dr Madden

Thank you for your recent letter dated 29 April 2014 which asks the CCG to identify monies that
we spend on supporting practices in their accountable GP role as outlined in the Planning
Guidance and the ‘Transforming Primary Care’.
We are fully in support of the principle of funding additional community capacity, in particular to
support the vulnerable older people and those with complex needs and in fact we were already
working towards this aim before the Planning Guidance was issued.
You will be aware that the CCG has not been provided with any additional resource to fund this
initiative and any investment has had to be identified from existing funds.
The investment that the CCG is making available to support the Accountable GP as per the
planning guidance fall into three main areas;
Primary Care Local Quality Scheme
Nursing home scheme
Innovation Fund
Primary Care Local Quality Scheme 2014/15
This scheme was developed by Members by way of a subcommittee of practice representatives
and CCG officers. There are four elements to this scheme, two of these elements relate directly
to support practices in supporting vulnerable, elderly or complex patients. The first of these
‘Support of vulnerable adults’ is a payment of £2.10 to practices and relates specifically to aid
practices to provide support to those over the age of 75 or those who are house-bound or
isolated. It is recognised as work in additional to GMS/PMS and has been approved by NHS
England. I believe this directly meets the criteria specified in the planning guidance. The
second element, ePACS, again directly relates to supporting practices to support those with
complex needs that relates to the completion of palliative care registered and is specifically
designed to “coordinated care of patients particularly over the age of 75 who are more likely to
be complex Palliative Care packages”. Again I believe this directly meets the criteria as
specified in the planning guidance and is a payment of 20p per patient for practices.
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Nursing Home Scheme
Vale Royal CCG is proposing to develop and recommission a revised nursing home scheme
from practices. This scheme specifically related to the support the practices give to nursing
residential homes and for personal centred care of patients in these settings. The vast majority
of patients in these settings are over the age of 75 and nearly all have complex needs. Again I
believe that this scheme directly meets the requirements of the Planning Guidance. The
investment equates to approximately 50p per head of population.
Payment under the Local Quality Scheme and Nursing Home project which directly relate to
practices for those over 75 with complex needs amounts to £2.80 per patient.
Innovation Fund
The main thrust of CCG strategy in supporting practices to care for this cohort of patients is the
development of Neighbourhood Teams. This policy has been developed over many months
starting with a variety of front line professionals and GP’s with business cases submitted by
practices to the CCG. Neighbourhood Teams are teams around individual or clusters of
practices that add additional multi-disciplinary resource to support the vulnerable older or
complex patient.
The delivery of Neighbourhood Teams has been commissioned via the provider board. This
board represents practices via their GP provider organisations (Your Practice Plus and 4GPS),
MCHfT, CWP, ECT and local authority provider units. It is funded via the creation of an
innovation fund in which the CCGs have invested £1.4 million.
The investment in the innovation fund of £1.4 million across Vale Royal and South Cheshire
footprints is equivalent to approximately £5 per head of population and will be invested into
community initiatives that have high level of input from local practices.
It is expected that by putting in place Neighbourhood Teams and other similar initiatives there
will be a reduction in the number of the non-elective admissions to the hospital. As admissions
entering the hospital fall below a certain threshold more money is released from the MCHfT
contract into the Innovation Fund to support further community investment. If 4 less patients per
day are being admitted to the hospital, an additional amount of up to £1.8 million (pro-rata) will
be transferred into this fund within the year and be available for additional community
investment. This method of working is agreed by our main Trust Providers and is incorporated
into their contracts for this year. The provider board will be governed by an Alliance Contract
between them, local GP providers (Your Practice Plus and 4GPs) and the CCGs. This contract
will include outcomes for the delivery of integrated care for vulnerable older and complex
patients. We believe we have created a mechanism by which payment can be transferred from
an acute sector into the community sector in a safe and sustainable fashion.
The use of this resource has been developed with local practices and totals a sum of £7.80 per
head of population. In addition the innovation fund mechanism means the potential exists for
this sum to be increased over the course of the year. Cleary there is a need for Practices to
work collaboratively and to consider how best the innovation fund can support the delivery of
the Accountable Care GP responsibilities. The various strands that I have detailed above have
all been discussed with the CCG membership.
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I hope this fully answers your query. I would be very happy to discuss it further in person or by
phone if this is helpful.
Yours sincerely

Dr Jonathan Griffiths
GP Chair, NHS Vale Royal CCG
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Minutes of Statutory Meetings
Date/Time: 04.06.14 at 2.00 pm

Reporting Period: 2014/15

Purpose of Report

Agenda Item No.

This paper provides the Governing Body with the following minutes to note:

2.6.1

Governance and Audit Committee 25 March 2014.
Quality and Performance Committee 27 March 2014.

Strategic Objectives

Our Vision

Personalise co-ordination of care
Improved mental health
Improved management of chronic conditions
Improved patient experience
Enhanced access to appropriate services

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

Improved management of cancer and end of life
Prevention by supporting communities to promote and support healthier
living
Recommendations
The Governing Body is asked to note:
Governance and Audit Committee 25 March 2014.
Quality and Performance Committee 27 March 2014.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes
No

Resources
Issues outlined
No
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MINUTES
Reporting Period 2013-14
REPORTING GROUP

DATE/TIME

AGENDA ITEM

th

NHS Vale Royal CCG Governance & Audit

25 March 2014
12.00 – 14.00

MEMBERSHIP
Present

Name

Organisation

Membership Category



Paul Basnett

Grant Thornton

External Auditor



Lisa Carr

NHS SCCCG/VRCCG

Performance & Risk Manager



Linda Elliott

MIAA

Internal Auditor



Suzanne Horrill

NHS Vale Royal CCG

Lay Member – Audit (CHAIR)



Tracy Parker-Priest

NHS Vale Royal CCG

Governance & Partnership Director
(SIRO)



Lynda Risk

NHS SCCCG/VRCCG

Chief Finance Officer

Committee
Quorum

A meeting will be
quorate if one Lay
Member and two
representatives from
the Clinical/Executive
membership are
present.

Periodic Attendees


Roger Causer

MIAA

Counter Fraud (NHS Protect)

Periodic Attendee



Matthew Elcock

MIAA

LCFS

Periodic Attendee



Suzanne Crutchley

CWW CSU

Information Governance

Periodic Attendee



Gary Shenton

CWW CSU

Information Governance

Periodic Attendee



Rachel Smethurst

NHS VRCCG

Business Manager

Periodic Attendee

n/a

Dr Jonathan Griffiths

NHS VRCCG

Vale Royal CCG Chair

Periodic Attendee



Simon Whitehouse

NHS SCCCG/VRCCG

Chief Officer

Periodic Attendee

In attendance


Jenny Underwood

NHS SC & VR CCGs

Minute taker



John Clough

NHS SC CCG

Lay Member – Governance & Audit



Andrew Whittingham

NHS SC & VR CCGs

Ref

9.1.1

Discussion & Action Points

Apologies For Absence
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Apologies had been received from T Parker Priest. The Chair welcomed Simon Whitehouse
who attended as the executive representative to ensure quoracy was upheld.

John Clough, an NHS South Cheshire CCG Governance & Audit Committee Member was
welcomed to the meeting. S Horrill explained that this was a reciprocal arrangement and she
had also attended an NHS South Cheshire CCG Governance & Audit meeting.

The Chair noted Paul Basnett, External Audit would arrive late for the meeting due to
rescheduling the time slot.

The Chair welcomed Rachel Smethurst and Andrew Whittingham as guest attendees.

The Performance & Risk Manager advised sequence changes to the business items on
agenda.

Declarations of Interest

9.1.2

9.1.3

There were no declarations of interest made.

Minutes of Meeting

The minutes of NHS Vale Royal CCG’s Governance and Audit Committee held on 25 February
2014 were circulated with the agenda. Minutes to be brought back to the May 2015 meeting for
approval.

Matters arising from the minutes were reviewed, items marked as ‘completed’ were noted as
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closed and those ‘ongoing’ carried forward. The Chair requested two items be relisted as
‘ongoing’ are underscored below :
Item No. 7.1.3 c/f action to June 2014 – Duty of Candour Report from S Cooke
Item No. 7.1.4 c/f - Email sent to Judith Thorley to join the meeting in her capacity as
Governing Body Designated Nurse. Further discussions be held to review capacity.
Item No. 7.1.4 G&A Chairs meeting scheduled on 27-02-14 to discuss development
sessions and request for information for 2014-15.
Item No. 7.2.1 c/f action – CSU has provided draft Forensic Testing Policy to SIRO and
Service Delivery Manager to review. Penetration Testing still to be completed.
Item No. 7.2.1 c/f - Privacy Impact Assessments 2013-14 tracker created. Email to all
staff to provide copies of PIAs. Training for managers by CSU scheduled on 28-04-14.
Item No. 7.2.1 c/f action - Findings of national research to alternative e-learning system
from CSU.
Item No. 7.2.1 c/f action – Email circulated to all staff to provide copies of Privacy Impact
Assessments 2013-14. Performance & Risk Manager prepared a PIA Tracker to be
reviewed by the SIRO. CSU to facilitate training session for CCG managers 28-04-14.
Item No. 7.4 c/f action – External Audit tracker been developed to ensure the challenge
questions posed have been addressed through leadership meetings.
Item No. 7.6.5 c/f – Meeting scheduled for 26-03-14 for Safeguarding and Contracting
staff to review Commissioned Services Safeguarding Standards in order to provide
comprehensive list of suppliers for Group A & B.
Item No. 8.2.1 - CSU to present IG Toolkit scores against the CCG’s three main
providers once released in May 2014.
Item No. 8.2.2 CR2013-35 Never Events @ MCHfT progress report following internal
peer assessment to be presented at June meeting.
Item No. 8.2.2. A summary report reflecting the risk entries for 2013-14 provided on
agenda for Mar-14. Awaiting until month has been closed.
Item 8.4 Extraordinary meeting of the Governing Body to be scheduled in early June
2014 has been communicated. Constitution states that Annual Accounts to be signed off
by Membership Assembly. Legal advice sought on how to proceed.
Item 8.4 Pharmaceutical Companies Discounts to be sought from the Mark Dickinson for
June 2014.
Item 8.6.2 Chair to write to the Quality & Performance Committee Chair to ascertain an
annual summary report which provides clinical assurance overview.
Item 8.7.1 Staff Survey Results to be presented.
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It was Agreed:
that the minutes of 25 February 2014 to be approved at the May
2014 meeting as committee was not quorate to approve; and

Whom

LC

Matters Arising Report acknowledged the items that have been
completed albeit Chair asked to relist two items; and

When

May14

All carried forward ‘Matters Arising’ marked as ‘ongoing’.

Terms of Reference

Copies of the original Governance & Audit Terms of Reference prepared by Lisa Carr had been
circulated with the agenda.

L Carr advised that the original document had been prepared using the guidance issued by
NHS England for Clinical Commissioning Groups during the authorisation and formed part of
the CCG’s constitution. It was noted that any modifications to the constitution would need to be
submitted in June and would need to be same format as those generated for SCCCG.

Particular attention was drawn to item 2.0 Accountability noting that the current general
direction of the Committee was by the CCG’s Chief Finance Lead which was also reflected by
9.1.4 other CCGs. Also item 7.0 Frequency of Meetings noting that a review of other CCG
arrangements relating to Governance & Audit meetings had highlighted that 6 meetings
strategically scheduled throughout the year with an extraordinary meeting in May to note the
contents of the draft Annual Accounts and Governance Statement. This also meets with the
recommendation of frequency by the HM Treasury Audit Handbook published April 2013.

The Chair acknowledged the proposed alterations and it was further noted that a reference to
the Business Standards of Conduct and Declarations of Conflicts of Interest needed to be
explicit. The Performance & Risk Manager noted that the draft TOR would also be reviewed at
the South Cheshire Governance & Audit Committee in order to maintain standard formats and
consistent approaches.

It was Agreed:
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to the proposed modifications to the Terms Of Reference
modifications; and
that modifications also be presented to South Cheshire Governance
& Audit Committee to maintain standard formats maintained by the
shared management team
Performance & Risk Manager to co-ordinate refresh for the June
2014 constitution changes.

LC

Ju-14

Draft Governance & Audit Committee Annual Report 2013-14

Copies of a paper entitled ‘Draft Governance & Audit Committee Annual Report 2013-14’
prepared by Lisa Carr had been circulated with the agenda.

L Carr advised that the draft report had been developed using guidance from the Audit
Committee Handbook 2011, published by the Healthcare Financial Management Association
HFMA and Department of Health and was for information purposes at this stage as the contents
of the document cannot be fully completed until after year end. It was further noted that the
outcomes of the recent internal audit review of the Governing Body had highlighted as good
practice that key committees prepare annual committee summaries.

9.1.4

The Chair stated that the content of the report would need to be built up on the close of yearend and would be presented to a formal Governing Body meeting during 2014-15.

It was Agreed:

Who

When

SH/LC

Apr-14

To note the draft Governance & Audit Committee Annual Report
2013-14 template; and
The Chair to meet with the Performance & Risk Manager to
complete the relevant sections.

9.2.1

Information Governance Toolkit Update – March 2014
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Copies of a paper entitled ‘Information Governance Toolkit Update – March 2014’ prepared by
Suzanne Crutchley, Cheshire & Merseyside Commissioning Support Unit had been circulated
with the agenda.

Gary Shenton took members through the contents of the report relating to the work underway to
meet the 28 requirements of the Information Governance Toolkit Version 11
submission. Particular attention was drawn to the Information Asset Register and the Data
Mapping tool completed by the CCG. It was noted that the returns had been independently
checked for assurance purposes by the Senior Governance Manager, C&M CSU noting not
further action was required.

The Internal Auditor stated that the conclusions following MIAA’s audit review of Information
Governance would be circulated to the CCG shortly and that the opinion given had been of
‘Significant Assurance’. The Performance & Risk Manager acknowledged receipt of findings as
of today which would be presented at the next meeting and would be captured on the Internal
Audit Tracker.

G Shenton stated that there were still a couple of documents required as evidence to ensure
the CCG achieved 66% which would provide a Level 2 compliance attainment. These
documents stem from the Governance and Audit Committee meeting of today including the
draft minutes. The Performance & Risk Manager assured that the draft minutes would be
forwarded as evidence before Friday 28 March 2014. It was noted that a level 3 attainment
would require 80% achievement of the 28 requirements which may change following the
publications of the IG Toolkit Version 12 in June 2014.

Further attention was drawn to the draft ‘Annual Senior Information Risk Owner Report’
prepared on behalf of the CCG summarising the key work undertaken during 2014-15 by the IG
leads noting that this report would need to be presented to the Governing Body for assurance
purposes.

The Chief Accountable Officer acknowledged his thanks to the CCG and CSU Information
Governance leads for their efforts to ensure compliance was achieved during the CCG’s first
year as a statutory organisation.

It was Agreed:

Whom

When

that the updated position on the CCG’s IG Toolkit submission be
noted; and
that the outstanding evidence stemming from the Governance &
Audit Committee meeting be forwarded to the CSU by Thursday 27
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March 2014; and

L Carr

Mar-14

L Carr

Mar-14

to note the contents of the draft ’Annual Senior Information Risk
Owner Report’ prepared on behalf of the CCG; and
that the Annual Senior Information Risk Owner Report be presented
at a future formal Governing Body Meeting.

Corporate Risk Register – March 2014

Copies of a paper entitled ‘Corporate Risk Register – March 2014’ prepared by Lisa Carr had
been circulated under separate cover due to late update returns. Together with the Financial
Risks which had accompanied the agenda.

L Carr drew attention to the contents of the report which presented a dashboard of all corporate
risk entries, together with full summaries from the register detailing the controls and mitigating
actions for all risks ranked 12 and above. It was noted that there are 21 live risk entries on the
Corporate Register of which 12 are ranked 12 and above. One new risk had been added since
last reporting period and none of the remaining risks had been escalated or de-escalated. It
9.2.2 was noted that the Finance Risks would need to be integrated into the main Corporate Register.

Particular attention was drawn to the one new entry namely CR 2013-37 ‘Conflicts of Interest’
which had been scored 8, based on the follow-up review by the internal auditors providing an
opinion of ‘limited’ assurance which would be presented in the auditors update. A review of the
Risk Return form prepared by Kevin Highfield relating to ICT Security – Windows XP Operating
System Support which had been raised as a concern by the Chair at the last meeting relating to
potential time lapse by the CSU had occurred. It was noted that the Finance team would be
excluded given the workload pressure for annual accounts.

The Chief Finance Officer briefed on the 10 VRCCG Finance risk and noted that a new risk had
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been recently identified relating to changes to the financial guidance relating to Maternity.

The Chair referred to Risk entry CR 2013-15 ‘Mortality at MCHfT’ enquiring whether any
information had been released by AQuA following their ‘deep dive’ review. S Whitehouse
advised that a report which was currently embargoed in order to provide time for points of
accuracy to be recorded prior to final distribution. It noted that there wasn’t any new items
identified however there are proposed actions for MCHfT to be completed within a tight timeline.
It was Agreed:

Whom

When

S Cooke

Jun-14

to note the contents of the Corporate Risk Register as at the reporting
period 19th March 2014 relating to 21 live risks of which 12 were ranked
12 and above; and
that the report relating to the Mortality at MCHfT prepared by AQuA to
be presented at a future meeting.

Draft Governing Body Assurance Framework

Copies of a draft ‘Governing Board Assurance Framework’ had been circulated with the
agenda.

L Carr drew attention to the contents of the document stating that this template had been
populated following the workshop facilitated by MIAA at the informal Governing Body meeting
held earlier in March 2014.

9.2.3

It was noted that from the current 8 strategic objectives a number of associated risk have been
mapped to them. The document is still very much draft format and would need to be finalised in
April ensuring links were made from Corporate Risk Register entries.

It was Agreed:

Whom

When

L Carr / L
Elliott

Apr-14

to note the contents of the draft Governing Body Assurance Framework
template; and

that a finalised version be prepared during April 2014 for receipt at the
May meeting as it forms part of the Annual Governance Statement.

9.2.3

External Assessments/Publications
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Copies of the CQC report entitled ‘Review of Health Services for Children Looked after and
Safeguarding in Cheshire West & Chester’ published 27 February 2014 had been circulated
with the agenda.

The Performance & Risk Manager stated that the Partnerships and Governance Director had
advised at the last meeting that the CQC report had been embargoed subject to consultation
with the respective organisations relating to accuracy of the contents. This had now been
removed and the report is now published on the CQC’s website.

Final management responses between the partner organisations were being finalised by the
end March 2014 and that progress against the actions would be made available at the June
2014 meeting. S Whitehouse advised that the report had provided a fair reflection and gave
some positive messages.

It was Agreed:

Whom

When

TPP /

Jun-14

to receive the findings of the CQC assessment relating to Looked
After Children at Cheshire West & Chester Council; and
that the management response together with progress made
against the actions be brought to the June meeting

A Eccles

Internal Audit 2013-14

Copies of an ‘Internal Progress Report’, ‘Assurance Opinion for Conflicts of Interest’ and ‘Draft
Internal Audit Plan 2014-15’ had been circulated with the agenda. Copies of the Internal Audit
findings for QIPP/CIP, Governing Body and Performance Reporting had not been circulated
due to late returns by the CCG.

9.3.1

L Elliott took members through the contents of the progress report stating that the three
outstanding internal audit reviews now detailed the CCG’s management responses and had
been recirculated to the executives on Monday 24 March 2014. It was noted that both
QIPP/CIP and Governing Body reviews had an audit opinion of ‘Significant’ Assurance whereas
the Performance Reporting had been deemed as ‘Limited’ assurance. Further attention was
drawn to Appendix B: Contract Performance which summarised the audit reviews and the
current status.

L Elliott referred to the report on Conflicts of Interest – Independent Assurance Report following
the ‘follow-up’ review of the initial audit findings presented in August 2013. It was
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acknowledged that significant work had been undertaken by the CCG however until the draft
policy had been reviewed by the Membership Assembly and ratified by the Governing Body
which would likely be in June 2014 the audit opinion remained ‘Limited’ assurance.

L Elliott drew attention to the contents of the Internal Audit Plan 2014-15 which had been
prepared in consultation with the executives leads and sense checked with Clinical and Lay
members, covering five key thematic areas namely Access to Services, Transparency &
Governance, Patient Participation & Customer Service, Informed Commissioning and Higher
Standards. Particular attention was drawn to the internal audit plan outputs listing across
2014-15, 2015-16 and 2016-17.

A detailed discussion ensued whereby the Chair queried the relevance of the Personal Health
Budgets (Governance) based on potential changes which would need clarification by Tracy
Parker-Priest. S Whitehouse stated that the Prescribing Incentive Scheme should be replaced
with the Primary Care Quality Scheme. He also observed that no reference had been made to
the CSU Contract particularly due to current issues and potential challenges to stem from the
merger with Greater Manchester CSU. Reference was made to the independent review
currently being undertaken on the CSU Service Level Agreement and it was suggested that the
CCG await the output of that in order to assess what would be appropriate to incorporate into
further internal audit work on the CSU.
The Chair also stated that perhaps a review of the current programme/project management
arrangements was needed following her attendance at a number of programme boards which
triggered some questions about the level of skills and knowledge of project management
application given her previous industry experience.

It was noted that the internal audit fees for 2014-15 would be £33,280 which remained the
same as the previous year, noting a number of financial audits were joint with SCCCG. A
request was made to align the internal audits to ensure they reflected issues currently residing
on the Corporate Risk Register and to also mark which audit reviews where joint on the plan.
It was Agreed:

Whom

When

L Elliott

May-14

to note the contents of the Internal Audit progress report; and
to note the contents of the follow-up Assurance Opinion for
Conflicts of Interest as ‘limited’ assurance; and
to note the contents of the draft Internal Audit Plan 2014-15 subject
to the proposed amendments will need to be approved at the next
meeting.
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Counter Fraud Specialist

Copies of an ‘Anti-Fraud Service Progress Report’, ‘Anti-Fraud Work Plan 2014-15 and Bribery
Strategy Work Plan’ had been circulated with the agenda.

M Elcock drew attention to the contents of the progress report which summarised the work
undertake during the reporting period together with detailed findings and investigation
summarising. It was noted that there were nil returns for Fraud Investigations.

A review of the Anti-Fraud Services Work Plan 2014-15 which provides the Local Counter
Fraud Specialist (LCFS) outputs for 2014-15 at a value of £8,000 was noted. A request for
support on completing the Audit Commission National Fraud Initiative would require nominees
from the CCG namely James Burchell and Lorraine Weekes to provide the information. The
Chair requested a copy of the risk assessment conducted to develop the work plan 2014-15
focus.

M Elcock also briefed on the contents of the Proposed Anti- Bribery Strategy and in particular
the ongoing actions to be met which would need to be co-ordinated through the Governance &
Audit Committee Manager. The Chair asked to see copies of how the CCG retrieves assurance
on the anti-bribery arrangements maintained by its providers. The Chief Finance Officer
9.3.2 advised that the contracting team issued anti-bribery letters.

It was Agreed:

Whom

When

M Elcock

Apr-14

ME/LC

Jun-14

K Riley /

Apr-14

to note the contents of the Anti-Fraud Service progress report; and
to note the contents of the Anti-fraud Work Plan 2014-15 detailing
costs at £8,000; and
that a copy of the risk assessment used to develop the work plan
2014-15 be forwarded to the Chair; and
to note the contents of the Bribery Strategy Work Plan relating to
the ongoing work to be supported by the Governance & Audit
Committee Manager;
that a copy of the letter issued by the Contracting team to providers
to ascertain assurance on their anti-bribery arrangements to be
copied to the Chair; and
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L Carr

Internal Audit Tracker 2013-14

Copies of a paper entitled ‘Internal Audit Tracker - Conflicts of Interest Update’ prepared by R
Smethurst had been circulated with the agenda. The ‘Internal Audit Tracker 2013-14’ had not
be circulated due to late return of information.

R Smethurst briefed on the contents of the audit tracker on the progress being made against
the recommendations for Conflicts of Interest. It was noted a letter together with a form had
been issued to the staff banded 7 and above and governing body members to complete and
return insofar that the information could be transposed to the register. It was noted that the
return rate had been excellent and that the register for Governing Body members had been
refreshed and uploaded to the website for disclosure purposes.
9.3.2

The Standards of Business Conduct and Declarations of Interest Policy remained draft and
would need to be sense checked with the Membership Assembly prior to be ratified by the
formal Governing Body scheduled in June 2014.

It was Agreed:

Whom

When

R
Smethurst

Jun-14

to note the contents of the Conflicts of Interest audit tracker; and
that the draft Standards of Business Conduct and Declarations of
Interest Policy would be reviewed by the Membership Assembly
prior to ratification by the Governing Body scheduled in June 2014.

External Audit

Copies of a paper entitled ‘External Audit Progress Report March 2014’ together with the
External Audit Plan 2013-14’ prepared by Paul Basnett had been circulated with the agenda.

9.4.1

P Basnett took members through the contents of the report relating to progress being made
against the 2013-14 Account Audit Plan, Interim Accounts Audit, 2013-14 Final Accounts Audit
and Value for Money conclusion. Attention was also drawn to the emerging issues and
developments which challenges the CCGs to undertake internal checks on its current controls
and systems.

P Basnett also briefed on the Audit Plan for NHS VRCCG year ending 31 March 2014 template
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which scopes out what information will be included.

It was Agreed:

Whom

When

to note the contents of the External Audit Progress Report March
2014; and
to note the Audit Plan for NHS VRCCG year ending 31 March 2014
template.

Finance Report – Month 11

Copies of a paper entitled ‘Combined Finance Report – Month 11’ had been circulated with the
agenda.

The Chief Finance Officer took members through the contents of the report stating that the
CCG is anticipating meeting its control total, with a forecast surplus of £3.2 million. Discussions
are taking place with the area team around carrying forward the potential underspend into
2014/15. The Chair queried the dialogue with the Area Team and expressed concern about the
large exposure and the risk that the CCG may not be allowed to carry forward the surplus. L
Risk clarified that the CCG has been told to expect 50% in 14/15 and 50% the following year.
This position has been incorporated into the financial plans.

9.5.1

The External Auditor highlighted the provisions for restitution. There is a chance that costs will
fall to the CCG. There are differences of interpretation, however Chief Finance Officer is
working to the assumption that if the CHC case relates to a period before the CCG was formally
in existence then it applies to the PCT. This may not be the way seen nationally, so for next
year having £500,000 taken off the CCG to be put into national legacy pot, in effect a top slice
off the allocation. There was uncertainty around what CCGs might be liable for so waiting for
the accounts manual to be published for clarification.

The Chair queried the risk around the Better Care Fund and the transfer of activity along with
funds, she highlighted the potential shortfall noted in the report and asked whether this referred
to transformational change that the CCG needed to do. The Chief Finance Officer confirmed
that activities were being transferred and that system transformation would need to go
alongside this as there would be targets that would need to be met, resulting in claw back if not
achieved. This has been suspended for 2014/15, but will hit the following year.
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It was Agreed:

Whom

When

to note the contents of the Combined Finance Report for Month 11.

Annual Report & Accounts

Copies of a paper entitled ‘Annual Report and Accounts’ prepared by R Smethurst had been
circulated with the agenda.

R Smethurst drew attention to the contents of the report which presented a timeline in which
the consultation of the draft Annual Accounts and Governance Statement would need to
follow. Together with a draft template of the Annual Governance Statement which has been
extracted from the NHS England draft guidance document issued in January 2014.

It was noted that as a Membership organisation and in accordance with the terms of the
CCG’s Constitution it states that the sign off of the Annual Account and Governance
Statement is via the Membership Assembly. Due to the tight window in which this information
can be presented the CCG has contacted its legal advisors to establish an alternative
9.5.2a
approach and is awaiting confirmation.

S Whitehouse invited the Chair to provide comments for inclusion in the Chief Officer’s
statement which would be submitted along with the accounts.
It was Agreed:

Whom

When

to note the approach being followed in the preparation the Annual
Governance Statement using the draft guidance issued by NHS
England in January 2014; and
that confirmation on the proposed meeting arrangements to have
the Annual Accounts & Governance Statement signed off by the
Membership Assembly is being sought from legal advisors.

Standing Financial Instruction
9.5.2b

Copies of a paper entitled ‘Standing Financial Instructions’ prepared by A Whittingham had
been circulated with the agenda.
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Andrew Whittingham presented the report outlining the delegated limits for contract approval.
He explained that when the original SFIs were signed off there was some ambiguity which this
paper seeks to clarify.

The Chair asked for clarification that these limits were typical of comparable CCGs as she felt
that they seemed high. L Elliott confirmed that they were reasonable. L Risk assured the Chair
that the major contracts were signed off by the Chairs of NHS Vale Royal CCG and NHS
South Cheshire CCG, together with the Chief Accountable Officer and Chief Finance Officer.

It was explained that practicalities of timescales meant that taking every contract to Governing
Body for discussion was impractical. L Elliott confirmed that this procedure was in line with
other CCGs approach.

It was agreed to insert an addendum to the policy to highlight that the major contracts must be
signed off by four signatories (the two CCG Chairs, the Chief Accountable Officer and the
Chief Finance Officer).

It was Agreed:

Whom

When

A
Whittingham

Apr-14

to note the contents of the report on the Standing Financial
Instructions; and
to agree to the recommendations outlined in the paper; and
to insert an addendum requiring four signatories for major
contracts

Remuneration Report & Accounting Policies

Copies of a paper entitled ‘Remuneration Report & Accounting Policies’ prepared by Andrew
Whittingham had been circulated with the agenda, however an updated version of the policies
was tabled.
9.5.2c

Andrew Whittingham took members through the paper stating that the list of managers needed
to be checked to ensure names and details were correct. It was noted that any person who
had attended a meeting during the year must be included, even if they no longer sat on the
Governing Body.
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S Whitehouse requested that it was made explicit in the letter that the Accountable Officer’s
decision was final in any request for non-disclosure.

It was felt that there was a need for education to ensure those unused to the process
understood the reasons why they were being asked to provide this information.

A Whittingham explained that the accounting policies were based on annual accounts
guidance and that a template would be received for completion.

It was Agreed:

Whom

When

A
Whittingham

Apr-14

to note the contents of the report; and
to approve the list of managers and the letter, with the inclusion
requested above; and
to provide information and/or education to ensure understanding of
the process and the reasons for it.

A
Whittingham

Apr-14

CSU Performance Update

Copies of a paper entitled ‘CSU Performance Update’ produced by Phil Meakin, Locality
Manager had been circulated with the agenda.

9.6.1

The Chief Finance Officer drew attention to the contents of the report presenting an overviewing
on the highlights and spotlights against work programmes supported by the CSU.

It was Agreed:

Whom

When

that the contents of the CSU Performance Report be noted.

Committee/ Partnership Minutes
9.6.2

The draft copy of the Quality & Performance Committee minutes held on 27 February 2014 had
been circulated with the agenda for information purposes.
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The Chair advised that she would ask to attend the committee in order to ascertain assurance
that the clinical governance arrangements were being upheld.

It was Agreed:

Whom

When

S Horrill /

Apr-14

that the contents of the Quality & Performance Committee minutes
held on 27 February 2014 be noted; and
that the Chair contact the Quality & Performance Chair to attend a
future meeting to ascertain assurance on the CCGs clinical
governance arrangements.

D Noble

Any Other Business

The next meeting of the Governance & Audit Committee is scheduled on Thursday 22th May
2014 at 1pm to discuss the draft Annual Accounts and supporting documentation.

9.7.1

The Performance & Risk Manager asked about the future committee management
arrangements for the Governance & Audit Committees given the decision to overlap the
meetings to receive shared information. A detailed discussion ensued and it was agreed that
separate agenda be prepared for the respective G&A meetings and to re-order the business
insofar that the information relating solely to the CCG would be reviewed first. It was suggested
that a review be held once a first couple of meetings had be staged in the proposed format.
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MINUTES
REPORTING GROUP

QUALITY & PERFORMANCE COMMITTEE

DATE/TIME

AGENDA ITEM

9am 27/03/14

MEETING
NO 12

MEMBERSHIP
Present

Name

Organisation

Membership Category

√
√
√
√
√
√
x
√
√
√
√
x
√
x
x
x
x

Diane Noble

NHS South Cheshire CCG

Lay Member – PPI (CHAIR)

Terry Savage

NHS Vale Royal CCG

Lay Member - PPI

Dr Teresa Strefford

NHS Vale Royal CCG

Clinical Member (DEPUTY)

Dr Andrew Hudson

NHS South Cheshire CCG

Clinical Member

Judi Thorley
Fiona Field
Tracy Parker Priest

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

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

Moira McGrath

NHS South Cheshire CCG

Safeguarding Nurse – Children

Anne Eccles

NHS Vale Royal CCG

Safeguarding Nurse – Children

Lindsay Ratapana

NHS South Cheshire CCG

Safeguarding Nurse – Adult

Helen Wormald

NHS Vale Royal CCG

Safeguarding Nurse – Adult

Sue Cooke

NHS SCCCG/VRCCG

Clinical Quality Manager **

Steve Evans

NHS SCCCG.VRCCG

Contract Manager

Lisa Carr

NHS SCCCG/VRCCG

Performance & Risk Manager

Cathy Fulham

NHS SCCCG/VRCCG

Clinical Project Manager

Debbie Lowe

C&M CSU

Janet Kenyon

NHS SCCCG/VRCCG

√
x

Amanda Best

NHS SCCCG/VRCCG

Andrea Lunt

NHS SCCCG/VRCCG

√
x
x
x

Mark Dickinson

NHS SCCCG/VRCCG

Locality Manager
Prescribing Support Manager – ATTENDEE REP
FOR MD
Service Delivery Manager
Prescribing Support Pharmacist ATTENDEE REP
FOR MD
Medicines Management Lead

Mary Barlow

CSU

Clinical Quality, Safeguarding & Performance Lead

Alison Atkinson

C&MCSU

Lynda Risk

NHS SCCCG/VRCCG

√
x

Jason Gravestock

NHS SCCCG/VRCCG

Clinical Quality, Safeguarding & Performance
Chief Finance officer – REMOVE – CIRCULATION
ONLY
Quality Improvement Manager

Dr Robert Pugh

NHS SSCCG/VRCCG

Secondary Care Representative

Chief Officer

NHS SCCCG/VRCCG

Committee Quorum

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

Guest Attendees

√

Simon Whitehouse

Minute Taker

√

Jen Hooson

NHS SCCCG/NHSVRCCG

Ref
Discussion & Action Points

1.0

Committee Management
1.1 Apologies for Absence
Apologies were received from Lindsey Ratapana, Tracy Parker-Priest, Cathy Fulham and
Debbie Lowe
1.2 Declarations of Interest
No declarations of interest were raised.
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1.3 Minutes of the Meeting & Action log – 27th February 2014.
S Evans corrected item 2.2 NHS Targets 2013-14 stating that MCHFT A&E have been red
over the last few months and not purple as stated in the minutes.
F Field confirmed that, as stated in the minutes, at the present time there are no outstanding
issues with CHC.

2.0

With the amendment to item 2.2 detailed above the minutes and action log of the meeting
held on 27th February 2014 were agreed as a true and accurate record.
Committee Management
2.1 NHS Targets 2013-14 Reporting Period Jan 2014
S Evans presented the report which was circulated with the agenda highlighting the following:
Mixed Sex Accommodation
Continues to be an area of concern. Issues will not be resolved until new theatres are
operational which is expected to be April 2014.
Elective Activity
Elective activity is a key risk area for 2014/2015. A Best is working closely with Primary Care
to gather in depth intelligence around GP referrals. GPs are positive and accommodating to
this work. There was agreement that work needed to progress at pace and
acknowledgement that there was still a lot of work to do.
Stroke
Stroke patients are not currently spending 90% of time on a stroke unit due to operational
issues with an outbreak of Norovirus and subsequent ward closures. A lack of community
rehab is also having an impact.
A&E
The A&E target has not been met for several months. A contract query has been raised to
understand why. It is expected the year to date target will still be reached.
52 Week Wait
One patient in Vale Royal has breached 52 week wait due to ‘social suspension’. Concern
was raised that the patient has breached the target even with social factors taken into
account.
S Whitehouse challenged some of the data included in the report raising concern with the
lack of exception reporting and commentary for some areas such a C-Diff which is currently
showing as green although the target has been breached.
S Whitehouse reminded the Committee that it was their role to provide assurance to the
Governing Body on performance issues as well as quality. Committee members agreed that
the focus on the meetings has been quality issues and more time needs to be spent
discussing and understanding performance issues as well as challenging and holding
responsible managers to account.
The report in its current format did not give the Committee assurance on performance issues
due to the conflicting information demonstrated with the C-Diff reporting and the lack of
exception reports and commentary.
Action: F Field to raise the quality of the report at the April SLA meeting with the CSU.
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Action: S Cooke to ensure designated time scheduled on all future agendas, starting
from April, to focus on performance issues.
Action: Report on A&E to be presented at next meeting to include all current contract
queries. Sue Milne, Service Delivery Manager responsible for A&E, to be
invited to attend meeting. Twenty minute slot to be allocated. F Field to invite
S Milne to attend meeting.
Action: Full performance report to be circulated for each future meeting. S Cooke, S
Evans, F Field and T Parker-Priest to ensure report is produced and included
on agenda.
T Savage requested that the Committee have sight of the MIAA report. F Field explained
that the Governance & Audit Committee are responsible for this report but she will request
the Quality & Performance Committee have access to the report.
Action: F Field to request that the Governance & Audit Committee allow the Quality &
Performance Committee sight of the MIAA report for information.
2.2 Duty of Candour
Due to time constraints this item was not discussed.
2.3 Medicines Management Update
Due to time constraints this item was not discussed.
3.0

Patient Safety & Experience
3.1 Integrated Clinical Governance Report – Quality Dashboard
S Cooke presented the report highlighting the following:
Smoking at Time of Delivery
It was acknowledged that although this is a Health Promotion target and as such
responsibility lies with Public Health it is important to work together to achieve the target.
Current pathways are unclear and the smoking cessation midwife is no longer funded.
Clarity is needed on what actions are being taken to achieve the target.
Action: F Field to establish whether T Matthews is working with Public Health to
achieve the target for smoking at time of delivery.
Action: S Cooke to gain clarity on what actions are being taken to achieve target and
include on next month’s report.
Friends & Family Test
The scores within inpatient and A&E have improved. MCHFT scores are second only to
Clatterbridge within the Cheshire Warrington and Wirral area with regards to the A&E score
due to a lot of work being undertaken.
There are difficulties with the response rate to maternity patients due in part to difficulties with
the text message system which has now been resolved.
Falls
A review is being undertaken on the falls pathway currently focussing on falls which occur at
night. The number of care staff at night is being reviewed to ensure patients have help
getting out of bed. Actions are being implemented now. A reduction in the number of falls
should be visible within the next four months.
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3.2 CQC Intelligent Monitoring Report
S Cooke reported that there was some confusion on the reporting but she is going to ask
Business Intelligence to complete some intelligence and analysis on the report an update will
be brought to the next meeting.
Action: S Cooke to ask Business Intelligence to complete intelligence and analysis on
the report.
3.3 Cheshire, Warrington & Wirral Quality Dashboard
The Cheshire, Warrington & Wirral Quality Dashboard was included for information only.
There was a query with the data regarding never events. Further analysis to be undertaken
and narrative to be brought back to the Committee.
Action: S Cooke to query data and bring back full report to the April meeting.
3.4 Safeguarding: Adults/Children
There was no report required for this month’s meeting.
3.5 Nursing Home Update - Exceptions
F Field presented the report and highlighted the following:
Block Contracts
There is currently an underutilisation of beds the CCG is funding on block contract. Work is
being undertaken with care homes and with CSU to address the underutilisation.
The CHC team operate a bed management system to identify where there are vacant beds.
The Committee agreed the report included good information but could benefit from
intelligence / interpretation of the data at the beginning of the report and a key to identify
what the ticks and crosses mean.
Action: M Barlow to ensure that intelligence is included at the beginning of the report
along with a key.
4.0

Operational Management and Regularity Updates
The Chair acknowledged the various minutes for information.

5.0

5.1 Any Other Business
No other business was raised.
5.2 Date and time of next meeting:
24th April 2014 at 9am in the Board Room Bevan House
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