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Minutes
Ref.

Discussion and Action Points

Action

4.1.1

Welcome and apologies for absence
Apologies were received from Dr Robert Pugh and Caryn Cox. Dr Helen Bromley
representing Cheshire West and Chester Local Authority.
The Chair advised members that Caryn Cox had left the Local Authority and
therefore would no longer be a member of the Governing Body. The Chair
personally thanked Caryn for her contribution and hard work for the local area.
Dr Jean Jenkins and Dr Jonathan Griffiths declared an additional Declaration of
Interest as their practices are members of a newly formed Winsford Alliance of
GPs.

4.1.2

Minutes of the Governing Body meeting held on 6 August 2014.
Minutes of the Governing Body meeting held on 6 August 2014 were agreed as a
correct record.
Matters Arising
3.4.4 GP Practice Schemes Payment
It was asked if the CCG had received confirmation that the six action points from
the Primary Care Payment Review meeting held on 6 February 2014 have been
completed. Confirmation was still required and the CCG will contact NHS
England for clarification on the issue.
The Governing Body:
 Noted that NHS VRCCG would contact NHS England again to confirm
that the six points have been actioned.

4.2

Patient’s Story
A short film was presented regarding a mother’s experiences with the NHS
following her son’s serious illness. The film gave positive feedback on the support
provided to the family.
The Governing Body:
 Welcomed the positive feedback on services provided to the family.
 Suggested that future patient stories should not be as positive in
order to learn from all types of experiences and challenges.
Questions from the public
The following questions were received in advance of the meeting:
1. What was the cost incurred by employing a ticketing agency for the recent
NHS Vale Royal CCG AGM?
2. How many attendees were present at the AGM (not including Health Service
employees or members of committee)?
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3. Who are the members of the Remuneration Committee referred to in the
Annual Report?
4. In addition to awarding remuneration in line with national
guidelines/recommendations did the Committee consider the relationship
between recommended rises, the rate of inflation and the average increases in
pay of the general public?
The answers to the questions were provided as follows:
1. EventBrite was the ticketing agency employed by the CCG for the AGM. The
agency provides a free of charge on line service with no annual subscription.
Therefore, there was no cost incurred by the CCG.
2. Twenty one attendees were present at the AGM, not including Health Service
employees or members of committee. The attendees did include
representatives from voluntary organisations and the Third Sector and it was
not possible to differentiate those attending from organisations and members
of the public.
3. The Remuneration Committee is a joint Committee with NHS South Cheshire
CCG and members include four lay members and GP representatives from
both CCGs. The Chief Officer and Chief Finance Officer attend by invitation
only.
4. Staff within the CCG are paid according to national pay terms and conditions
agreed by the NHS Pay Review Body. The Remuneration Committee do not
have the flexibility to alter a nationally agreement for pay across the NHS.
4.3.1

Constitution Changes – Annual Report/Accounts Sign Off process
The CCG Constitution is fundamental to the effective working of the CCG and
sets out arrangements made to discharge its functions. The main change
recommended is the Membership Assembly delegating authority for signing off
the CCG Annual Report and Accounts for 2014-15 to the Governing Body. The
new arrangement would avoid the need to visit each practice to obtain a signature
immediately after the Governing Body meeting has approved the accounts.
At the Membership Assembly GPs did discuss the need to retain ownership and
did not wish to be ‘removed’ from the process. It was agreed that the Membership
Assembly would be fully engaged in the process including presenting the
accounts at the Membership Assembly meeting, inviting the Auditors to the
meeting and it may be good practice to have the GPs sign a document supporting
signing off the accounts.
The Governing Body:
 Reviewed the revised CCG Constitution, which has been updated
since the CCG was authorized (January 2013).
 Noted that the Membership Assembly have considered the revisions
and agreed to changes, specifically the change to the delegated
authority for signing off the Annual Report and Accounts. The
Membership Assembly has agreed to delegate the authority for
signing off the CCG Annual Report and Accounts for 2014-15 to the
Governing Body.
 Noted the required ‘Checklist’ and the CCG self-assessed ‘Impact
Assessment’, which provides assurance to the Governing Body that
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4.3.2

the CCG has made the amendments in line with ‘Procedures for
Clinical Commissioning Groups Constitution Change, Merger or
Dissolution’, May 2013 (Gateway reference: 00128).
Supported the application to NHS England to make changes to the
CCG Constitution and submit to the Regional Director of Operations
and Delivery by Monday 3 November 2014.

Risk Assurance – September 2014
The paper provides the Governing Body members with a summary dashboard of
all risk entries held on the Risk Register 2014-15. The report does contain risk
reference CR2014-20 – failure to fill the vacancy of a Designated Doctor
supporting Safeguarding. The risk refers to NHS South Cheshire CCG only and
not to NHS Vale Royal CCG but is included within the document as the Risk
Register is joint across both CCGs.
The following comments were received:
VR2014-08 – failure to manage the impact relating to mental health as value
unknown. It was assumed the financial risk would be higher as no figures had
been agreed. Following an announcement last week it was confirmed that a
national mental health tariff will be implemented within the year.
CR2014-22 – failure to take assurance from local health economy on recruitment
initiatives contributing to a sustainable primary and secondary workforce. It was
commented that with the possibility of future co-commissioning the risk should be
higher.
CR2014-24 – failure of Mid Cheshire Hospitals Foundation Trust to deliver Autistic
Disorder/ADHD diagnosis. Clarity was requested regarding parents accessing a
parenting course prior to service. It was replied that NICE Guidance states one
invasive course of action should be undertaken prior to accessing secondary care
services. This will assist in prioritizing cases. The pathway is now operational
and GPs and School Nurses can refer to children’s centres. Courses will then be
arranged when a sufficient number of referrals are received.
There was discussion regarding the suggested target for Never Events at Mid
Cheshire Hospitals Foundation Trust (MCHFT). Having a zero target would not
foster a cultural change.
The Governing Body:
 Noted the contents of the Corporate Risk Register as at 15 August
2014 detailing a total of 24 live risk entries of which 15 are rated 12
and above.
 Noted one new risk added namely Community Paediatrics, one risk
has been de-escalated namely Mortality at MCHfT, one risk has been
escalated namely Community Services.
 Noted that the Governance and Audit Committee have reviewed the
contents of the Corporate Risk Register at its meeting held on 30
September 2014.
 Noted the new format of the report and acknowledged contribution
and input from Lisa Carr, Performance and Risk Manager, and the
Performance Team. The report has been well received.

4.4.1

Chief Officer’s Report
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The Chief Officer’s Report included the following areas:
NHS Vale Royal AGM
NHS England Assurance Visit
NHS England Local Area Team Changes
GP Practice Visits
Operational Resilience Plan Final Submission
Cancer Services Update
Joint Scrutiny Meeting
Specialised Commissioning Changes
Annual Audit Letter 2013/14
Procedures of Limited Clinical Value
Co-commissioning of Primary Care
There was discussion regarding the proposals for cancer services and the
partnership of Mid Cheshire Hospitals Foundation Trust (MCHFT) and the
University Hospital North Staffordshire NHS Trust (UHNS). It was queried
whether there had been patient engagement when developing the proposals as
patients from Northwich may find it difficult to travel to UHNS for treatment. The
services should focus on need, travel, impact on patients, current services and
outcomes. Representatives from the CCG are meeting with MCHFT on 14
October 2014 to give a clear message that the proposals should take into account
local needs.
Procedures of Limited Clinical Value were discussed. The review of policies is
across 12 CCGs in Cheshire and Merseyside. Due to the short timescales for
agreement of policies the Membership Assembly has agreed the Clinical
Commissioning Executive manage the process on behalf of the Governing Body.
The Governing Body:
 Noted the Chief Officer’s Report.
 Agreed the Clinical Commissioning Executive manage the process
for Procedures of Limited Clinical Value on behalf of the Governing
Body.
4.4.2

Carers Strategy
Apologies were received from Dorothy Jump, a carer, who was intending to give
feedback to the Governing Body meeting on the Carers Strategy. A verbal
summary was given with the following comments:
GP services are rather ‘hit and miss’ and could work better.
Cheshire Carers Centre work well with GP services.
Carers would not be able to care without support of commissioned services.
It is important to get a break and there is a plea for mental health support and
guidance to be included in the strategy.
The Carers Strategy does not include services for young carers in the
commissioning plan as they have been procured through a different service. It
was asked if a report could be provided specifically around young carers. This will
be prepared for a future formal Governing Body meeting.
The Governing Body:
 Noted the contents of the Carers Strategy report.
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4.4.3

Agreed the strategy and action plan is to be continued as planned.
Agreed to receive a report relating to young carers at a future
meeting.

Annual Safeguarding Report 2013/14
A verbal summary of the report was given as follows:
The Care Bill has been progressing through the House of Lords during 2013 and
represents the most significant reform of care and support in more than 60 years.
The changes in the Care Act will come into force from April 2015.
Robust self assessment audit processes are in place and commissioning
standards have improved for 2013/14 although the smaller providers are still
being reviewed.
There has been partnership working between health and Cheshire West and
Chester local authority and an event is being planned to raise the importance of
leadership to promote and safeguard the health and wellbeing of communities.
The report includes a section on the Care Quality Commission inspections.
The Safeguarding Team were congratulated on a comprehensive report. It was
added that the Designated Nurse Safeguarding Adults is a relatively new post and
referrals are increasing as cases are identified. The Designated Nurse
Safeguarding Children reported that existing relationships with partner
organisations were strengthening. The main focus is to ensure safeguarding is on
everyone’s agenda – not just for professional staff.
The data for the Child Protection Case Conferences was discussed in detail as
GP attendance was poor and it was asked if the situation could be improved. It
was replied that attendance has improved from the previous year. It remains a
challenging area as certain conferences are held at short notice. It had been
suggested that conference venues are move to GP practices but it was not known
if that had been implemented. The use of ‘Skype’ was also suggested or an
employed locum to cover GP surgeries at short notice. It was agreed that the
Designated Safeguarding Nurse for Children would review the procedures again
with the aim for flexibility to support GP attendance.
The Governing Body:
 Noted the contents of the Annual Safeguarding Report 2013/14 and
accepted assurances that the CCG is meeting its statutory
responsibilities in relation to safeguarding children and adults at risk
and is working to achieve those responsibilities identified in the
report as not yet achieved.
 Thanked the Safeguarding Team for their comprehensive and
informative reports.

4.4.4

Safeguarding Children’s Policy
For information.
The Governing Body:
 Accepted and approved the updated Children’s Policy, June 2014, in
accordance with the CCG’s statutory responsibilities in relation to
safeguarding children.

6

8

Minutes
4.4.5

Safeguarding Children and Children in Care Update Report October 2014
For information.
The Governing Body:
 Noted the contents of the Safeguarding Children and Children in Care
Update Report and accepted assurances that the CCG is meeting its
statutory responsibilities in relation to safeguarding children and
adults at risk and is working to achieve those responsibilities
identified in the report as not yet achieved.

4.4.6

Connecting Care 5 Year Strategy
In January 2014 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 Governing Body:
 Noted that feedback on the draft 5 Year Central Cheshire Connecting
Care Strategy should be provided to Diane Eden.
 Supported the direction of travel and key themes outlined within the
document.
 Agreed to proceed with further key stakeholder engagement and
involvement to shape this initial draft into a final strategy.

4.4.7

Health and Well Being Board Better Care Fund
The report details an updated positon on the national changes to the Better Care
Fund (BCF) policy. The BCF plans are written on a Local Authority footprint and
the allocations into the pooled budget arrangements are CCG specific. The
statutory bodies remain the CCG and the local authority and the CCG has
representatives on the Health and Wellbeing Board which is a direct link. The
governance arrangements are still work in progress with the new Section 75 and
the final details will be brought back to the Governing Body meeting.
The Governing Body:
 Noted the national changes to the Better Care Fund Policy.
 Recognised that the CCG remains as the accountable body that will
need to sign of the governance arrangements.
 Noted to provide any comments on the final submission that met the
19 September deadline.
 Noted the financial challenge that this will create should the schemes
not deliver the change in activity.
 Recognised the alignment of the BCF submission with the CCG’s 2
Year Plan and the 5 Year Connecting Care Strategy.
 Governing Body members thanked the Chief Officer for his
contribution to the BCF plans on behalf of NHS Vale Royal CCG, who
acknowledged this and emphasised that this had been achieved
through significant team working.
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4.4.8

Executive Nurse Update
A verbal summary on the Executive Nurse update was given as follows:
Attendance at the weekly case note audits meeting at Mid Cheshire Hospitals
Foundation Trust (MCHFT) has been beneficial. Learning from the weekly
meetings is shared with medics and nurses across the Trust. A further invitation
has been received from Dr Paul Dodds, Medical Director, to gain feedback on
review of the process and further development.
The Care Quality Commission has announced two inspection dates. MCHFT’s
inspection will be during the week of 6 October 2014 and East Cheshire Trust
during the week 8 December 2014. East Cheshire Trust are staging a mock
inspection and the Executive Nurse has been invited to participate.
Practice nurses are participating in a pilot programme in the style of a short
workshop to support practice nurses in leadership and discuss their own health
and wellbeing. It was asked if the Governing Body would agree to a practice
nurse attending a future meeting to give a short summary of the event.
The Care Quality Commission visits were discussed and the importance of the
CCG to be involved as a key partner. It is assumed the visit to East Cheshire
Trust will include community services.
The weekly case note audits meeting was discussed and it was added that work
is currently being undertaken by the Quality Team to avoid inappropriate
admissions at end of life.
The Governing Body:
 Noted the contents of the Executive Nurse update report.
 Agreed that a Practice Nurse would attend a Governing Body
meeting in public to give feedback on the pilot programme.

4.4.9

Winter Investment Update
A verbal summary was given detailing the process of allocation of non-recurrent
winter investment funding.
The Winter Investment process of allocation was discussed in detail by the
Membership Assembly. There was disappointment that funding had not been
invested into primary care to prevent admissions to hospital. It was reiterated that
the process did not exclude any areas and was a totally open process. Primary
Care responded positively with seven bids. The process is not decided by the
CCG but the Urgent Care Working Group which consists of all local healthcare
partners. It was a collective decision with a partnership agreement. It was added
that it would be beneficial to work more closely with the Primary Care Federations
representing primary care as they are newer to the process than other
organisations.
The Membership Assembly tasked one of the GP members involved in the Urgent
Care Working Group to prepare a report to ensure the process was followed
appropriately.
The Governing Body:
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4.4.10

Noted the contents of the Winter Resilience Update report.

Commissioning Support Unit (CSU) update
The report provides an overview of the future commissioning plans for
Commissioning Support Services. There continue to be challenges around the
dissatisfaction with the level of performance in a number of the service lines.
It was commented that the lack of business intelligence provided to GP practices
was a financial risk to the CCG as practices do not have data on referral patterns.
Without the data action cannot be taken. The Chair of NHS Vale Royal CCG has
written to the Chief Officer articulating these concerns on behalf of the
Membership Assembly. The Chief Officer has written to the CSU but has not
received an acknowledgement or response.
There are also challenges regarding stranded costs and the CCG are waiting for a
response from the CSU as the financial costs have not been confirmed. It was
agreed that, due to the urgency of the situation, the Joint Governance and Audit
Committee should act on behalf of the Governing Body to obtain clarity around
stranded costs.
The Governing Body:
 Endorsed the approach being taken in the summary provided in
Table One in relation to the commissioning plans for commissioning
support provision.
 Confirmed support for the development of service improvement
plans in relation to Continuing Health Care and the services included
in the Governance and Compliance Service.
 Agreed the Joint Governance and Audit Committee would act on
behalf of the Governing Body regarding stranded costs.

4.5.1

NHS Performance Targets 2014-15
The report provides a summary of key performance activity for the period ending
June 2014 and July 2014.
There was a comment that the emergency readmissions target seem high and
how does it compare with the national average? The same question had been
raised at the Quality and Performance Committee and is being investigated.
The Governing Body:
 Noted the performance activity of the validated headline NHS
Performance Target measures for the period ending June 2014 and
July 2014.
 Noted the mitigating actions to resolve the adverse performance
activity as indicated in the exception reports.
 To note that the Joint Quality and Performance Committee reviewed
the NHS Performance Targets for June 2014 and July 2014 at its
meeting held on 25 September 2014.

4.5.2

Quality Report
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The Quality Report covers the period ending July 2014.
The CQUIN for Dementia was discussed and the three stages of the CQUIN. GP
practices are sent a letter when a case is identified. If patients are not identified
on the first admission and readmitted there is a lower threshold for the
questionnaire. It was suggested that a more detailed exception report would be
beneficial.
The Quality Report includes a dashboard for the main provider, Mid Cheshire
Hospitals Foundation Trust. December’s Quality report will also include a new
dashboard for Cheshire and Wirral Partnership Trust and East Cheshire Trust.
The Governing Body:
 Noted the position 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.
 Requested a detailed exception report on Dementia.
4.5.3

Mortality Report
For information.
The Governing Body:
 Noted the summary update on Mortality Measures at MCHFT.
 Noted the measures MCHFT have implemented, working with both
NHS South Cheshire CCG and NHS Vale Royal CCG, to reduce
mortality.

4.5.4

Quality and Safeguarding Strategy
A number of stakeholder events have been facilitated throughout the summer.
The aim of the events was to have a shared understanding of what excellent looks
like. Unfortunately patient representatives did not attend the first two events and
were asked for their feedback. The representatives requested their own event
and this will be arranged.
The 6Cs has adopted a seventh aspect – Culture. The Quality and Performance
Committee have supported and work will be undertaken to implement.
The Governing Body:
 Noted the outcome of the stakeholder engagement events and
supported the approach for continued engagement.

4.5.5

Sign Up to Safety
The report provides an update on participation in the ‘Sign up to Safety’ national
patient safety campaign. Workshops are being arranged for CCG staff and
stakeholders. A number of patient representatives will join the Quality Team to
undertake regular quality visits. HealthWatch now attend the Quality and
Performance Committee and are working jointly on the quality checks.
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The Governing Body:
 Noted the content of the report summarizing the position taken to
support the ‘Sign up to Safety’ national patient safety campaign.
 Approved the pledges proposed for the ‘Sign up to Safety’ campaign
with the amended to the continually learn section. Suggesting
‘delivery plan to ensure’ to be amended to ‘delivery plan to support’.
4.6.1

Finance Report
The Finance Report gives a financial position for 2014/15 as at month 5. It was
asked if the £1 million surplus would be returned to the CCG. The reply was there
was no guarantee and it was expected that there will be negotiations regarding
the surplus.
It was noted that there was an underspend from the Provider Board and a plea
that the funds be spent on patient care.
Further clarification was requested on current projects and programmes for
commissioning intentions undertaken by the CCG as this has financial
implications.
The Governing Body:
 Noted the CCG is reporting a target surplus of £2.2 million being
1.8% of resource. This assumes the full return of the surplus made
in 2013/14 of £3.083 million with £1 million being carried forward into
2015/16 via the increased control total.
 Noted the budgetary shortfall of £0.248 million (previously reported
£0.130 million) also the early year net forecast underspends of £1.001
million, resulting in a total potential excess over the control total of
£0.753 million, this effectively creating a general contingency and will
be held to manage risk.
 Noted that there is £0.285 of uncommitted resource held in the risk
reserve to manage the financial risks to the CCG in 2014/15.
 Noted the Acute and Community contract forecast over performance
of £0.467 million and the high risk of further movement.
 Noted that the CCG’s innovation fund (operating under the Alliance
Contract) is reporting that the provider board initiatives contained
within the fund are forecast to underspend by £0.246 million,
contribution to the CCG estimated contingency.
 Noted the CCG’s Planned Investments Schemes budget is reporting
a forecast under spend of £0.354 million, contributing to the CCG
estimated contingency.
 Noted that the focus on the Prescribing Budget and the reported
forecast underspend of £0.634 million, based on early data.

4.6.2

Continuing Healthcare Update
The Continuing Healthcare Update report detailed substantial changes. A verbal
summary was given as follows:
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In June 2014 CCGs across Cheshire and Wirral commissioned Integral Health
Solutions to undertake a Due Diligence Review of services prior to the transfer of
the services to the CCGs.
The report was received and detailed the CSU failing to deliver a comprehensive
CHC service as outlined in the SLA for 2014/15.
There is a lack of clinical leadership, significant workforce issues that impact on
quality of care and serious concerns around quality assurance.
There has been a formal requested transfer of staff to the CCG from 31 January
2015. NHS South Cheshire CCG will be the host CCG for HR purposes.
NHS Vale Royal CCG has sought confirmation from the CSU that they provide
ongoing assurance that a stabilized stated has been established that reduces any
clinical risk to patients. The CCG is yet to receive a response and is disappointed
as, due to the severity of the issue, expected a prompt reply.
The Governing Body:
 Noted the developments in the current actions in place with Cheshire
and Merseyside Commissioning Support Unit Continuing Health Care
Teams to improve CCG performance.
 Endorsed NHS South Cheshire CCG as “host” organization for the
shared service on behalf of NHS Vale Royal CCG.
4.7

Minutes of Statutory Meetings:
The Governing Body noted the following minutes:
Governance and Audit Meeting 24 June 2014
Joint Quality and Performance Committee 26 June 2014
Joint Quality and Performance Committee 31 July 2014
Clinical Commissioning Executive 14 August 2014

4.8

Any other Business
It was asked if there was a formal process to receive documentation from
HealthWatch. A meeting is being arranged between the CCG and HealthWatch to
formalize the relationship and processes.
Today is Older People’s Day. An international day created to recognise and
celebrate the achievements and contributions that older people make to our
society. People are encouraged to post, via Twitter, a self with an older person.
CCG members were encouraged to participate by sharing on CCG Twitter
throughout October. Upload the selfie to Twitter using the hashtag
#OlderPeoplesSelfie.

4.9

Date and time of next meeting
The next formal meeting of NHS Vale Royal CCG Governing Body will be held in
public at 2.00 pm on 3 December 2014 at Wyvern House, The Drumber,
Winsford.
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Report
Reporting Group: Governing Body
Report Title: Revised CCG Constitution V05 – SIGN OFF
Date/Time: 3 December 2014 at 2 pm
Author: Jo Vitta, Business Manager

Reporting Period: 2014-15
Governing Body Lead: Dr. Jonathan Griffiths

Purpose of Report

Agenda Item No.

To note the revisions made to the CCG Constitution, in preparation for
application being made to NHS England, and sign off the CCG Constitution
V05.

5.3.1

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


Personalise co-ordination of care



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations
The Governing Body are asked to:


Note that the Membership Assembly have reviewed the revised CCG Constitution and
agreed to the amendments – a completed signature list is presented in Appendix C of
the Constitution.



Accept the revisions to the CCG Constitution, as highlighted within the document and
signposted in the change log (both attached) and sign off the revised CCG Constitution
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V05.


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



Support the application being made to NHS England on 1st December 2014.

Action Required
Decision:
Approval Assurance
Yes
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
No
Yes

Resources
Issues outlined
No
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Report Title: Revised CCG Constitution V05 – SIGN OFF
1.0 Introduction – Amendments to the CCG Constitution
1.1. Every CCG must have a constitution. This is a key document for each clinical commissioning
group that sets out various matters including the arrangements that it has made to discharge
its functions and those of its governing body; its key processes for decision making, (including
arrangements for ensuring openness and transparency in the decision making of the clinical
commissioning group and its governing body) and arrangements for managing conflicts of
interest.
1.2. The constitution must comply with the particular requirements of the NHS Act 2006 as
amended by the Health and Social Care Act 2012.
1.3. Under section 14E, a CCG may apply to NHS England to vary its constitution (including doing
so by varying its area or its list of members). If NHS England grants the application, the
variation to the constitution will come into effect.
1.4. The application comes from the CCG, having been discussed and agreed with CCG member
practices and stakeholders (if required) at the point of submission of the application.
1.5. In light of the recent passing of a legislative reform order (LRO) through Parliament to enable
CCGs to form joint committee with other CCGs and NHS England, the window for constitutions
change applications has been extended, postponing the deadline for applications to 1st
December 2014.
1.6. The CCG has also ensured that the joint committee arrangements already in place are robust.
2.0 Application Process
2.1 In May 2013 NHS England issued ‘Procedures for clinical commissioning group constitution
change, merger or dissolution’ (Publications Gateway ref: 00128), which set out the procedures
in the circumstances where a CCG would want to apply to NHS England to make changes to its
constitution. Whilst there are two opportunities a year to apply, in June and November, the
window for constitutions change applications has been extended, in light of the recent passing
of a legislative reform order (LRO) through Parliament, postponing the deadline for applications
to 1st December 2014.The application includes: A copy of the revised CCG Constitution V05
Click here to read NHS Vale Royal CCG Constitution Version 5

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


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



A completed ‘impact assessment’ of the changes, which cover the factors required to
be considered by NHS England set out with the guidance (attached).
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2.3 The CCG has reviewed the guidance and its constitution and discussed revisions with the
Membership Assembly (a completed signature list is presented in Appendix C) and is now in a
position to make an application to NHS England through regional CCG Assurance and
Development Team, Regional Director of Operations and Delivery by Monday 1st December
2014. The CCG will also be sharing the revised Constitution with the area team’s Director of
Operations and Delivery before formally submitting the application.
2.4 NHS England will acknowledge all applications within two weeks of receipt and will notify the
CCG in writing of the outcome of its decision within 8 weeks.
3.0 CCG Constitution – Changes Log
3.1 The Constitution is being revised to take account of changes that have occurred since
established as a Statutory body. A summary of the changes being made to the CCG
Constitution is set out in the ‘Change Log’ (attached).
3.2 Some of the changes relate to changes to the CCG governance and decision making structure,
such as the CCG ‘Clinical Advisory Board’ (CAB) no longer exists and the CCG now has the
‘Clinical Commissioning Executive’ (CCE) and the ‘Standards of Business Conduct and
Managing of Conflicts of Interest’ has been updated in line with the CCGs revised ‘Conflicts of
Interest’ Policy.
4.0 Conclusion
4.1 NHS Vale Royal CCG has reviewed the CCG Constitution with the Membership Assembly and
will submit an application to NHS England by 1st December 2014 to approve any changes. A
summary of the changes being made to the CCG Constitution is set out in the ‘Change Log’
(attached).
5.0 Recommendation
5.1 The Governing Body asked to:


Note that the Membership Assembly have reviewed the revised CCG Constitution and
agreed to the amendments – a completed signature list is presented in Appendix C of
the Constitution.



Accept the revisions in the revised CCG Constitution, as highlighted within the document
and signposted in the change log (both attached) and sign off the revised CCG
Constitution V05.



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



Support the application being made to NHS England on 1st December.
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Constitution Amendments
Revised CCG Constitution – record of amendments
Date/Time 3rd December 2014

Version: 4

To: Governing Body
(please note, this record notes only material changes, not spelling errors and typos)

Page no

Paragraph no

Amendment

4

Community services added to list of partners

10
11

Foreword
Para 4
4.3 Strategic
Goals




First sentence removed
5 commissioning areas removed, 3 programme areas added

13

5.1.2



Commissioning Advisory Body changed to Clinical
Commissioning Executive throughout the document

15

5.2.1 g



Remove text (g)

16

5.2.2c



Changed from

‘[…] in our Commissioning Plan the steps that we will take to
embed […]’
To
‘[…] a Commissioning and Annual Report describing how we are
delivering against […]’
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6.1.1 final para

29

6.7.3eii

30

6.7.4

30

6.7.4f

31
31

6.7.5 d
6.8.1

Address details changed from the Barony … CW5 5QU to Barony
Court … CW5 5RD. This applies throughout.
Quality & Improvement Group replaced with Provider Clinical
Quality & patient Safety Review Meeting
Amended to reflect Clinical Commissioning Executive is a ‘joint’
group not ‘advisory’
Section removed and new wording added:
“approves or rejects business cases, within the agreed delegated
authority”
The Clinical Senate – Groups linked to the Senate
Inserted:
‘From 1st October 2014 onwards, CCGs will have the ability to form
a joint committee with:
One or more other CCGs to jointly exercise their functions;
NHS England so that the CCGs and NHS England can exercise
functions jointly.
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Minutes
Joint committees are a statutory mechanism, which give CCGs an
additional option for undertaking strategic decision making. CCGs
can still form “committees in common” or establish another
governance arrangement providing this is compliant with the
legislation. NHS England is not able to participate in “committees
in common”.
Vale Royal CCG remains accountable for meeting their statutory
duties, for instance in relation to quality, financial resources and
public participation (s.14Z2), and the CCG will need to ensure that
any collaborative commissioning relationships and governance
arrangements enable them to do so effectively.

34
39 & 40

7.2.1
7.11

39

7.11.1k

41-46

Section 8

47

9.10

Regardless of the governance arrangement SC and VR CCGs
adopts for strategic decision making, a significant determinant of
their effectiveness will be the development of strong collaborative
relationships between partners.’
Urgent Care Group and Planned Care Group removed.
This is split into two separate sections, one for Chief Finance
Officer and one for Director of Partnerships and Governance
Inserted CFO ‘…is the Governing Body lead for Local Health
Resilience Partnership’
Cross checked with revised Declarations of Interests Policy –
updated. Chief Finance Officer replaced with Accountable Officer
throughout
Insertion of paragraph following guidance from NHS
Commissioning Board- Publications Gateway ref: 00053.

Appendices
Appendices have been re-ordered as follows:
A - Definitions of Key Descriptions Used in this Constitution
B - List of Local Super Output Area
C - List of Member Practices
D - Standing Orders
E - Scheme of Reservation and Delegation
F - Prime Financial Policies
G - The Nolan Principles
H - The Seven Key Principles of the NHS Constitution
I - Various Terms of References
List of Local Super Output Areas Organisation Code Changed from
5NR to 02D

Appendix B
Appendix C
Appendix D
Appendix E

8.1
4.1

Inserted updated signature list of Member Practices - completed
‘PCT’ changed to ‘Clinical Commissioning Group’
Appendix E – Scheme of Reservation and Delegation.
Approval of the group’s annual report and annual accounts - matter
reserved to the Governing Body – changed from Membership
Council. Responsibility for recommendations - changed to
Governance & Audit Committee from Governing Body.
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Minutes
Appendix E
Appendix F

10.1
10.2
11

Value changed to ‘in excess of European Procurement Threshold’
Value changed to ‘below European Procurement Threshold’
Inserted ‘…ensure the CCG adheres to NHS England’s guidance in
the provision and management of their banking arrangements’
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NHS Vale Royal CCG
Constitution Changes – Checklist

Checklist
Reason why the variation is being sought.

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

Assurance that stakeholders have been
consulted if required.

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

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

Taken to Membership Assembly:
11th September 2014
8th October 2014
12th November 2014 – SIGN OFF (V05)
NHS South Cheshire CCG are aware of the
revised CCG Constitution.

Letter to be drafted, to include the points of the
Checklist to serve as the self-certification.

Support from the CCG external Auditors (Grant
Thornton) on the signing off process of Annual
Report and Accounts.
See attached sheet - below

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

CCG Self- Assessed
Impact Assessment
Yes



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



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













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

through the Membership Council for
discussion and agreement.

The CCG has not sought the views of the patients
and the public on the requested variations as
they will not impact upon or affected patients
and the public directly, or the healthcare services
they receive.
None previously
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Risk Management Update – November 2014
Date/Time: 3 December 2014 at 2 pm
Author: Lisa Carr
Performance & Risk Manager

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

Purpose of Report

Agenda Item No.

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

5.3.2

This report follows the guidance stemming from the NHS Audit Committee
Handbook 2014 published by the Healthcare Financial Management
Association (HFMA) in association with the Department of Health. It is a
mandatory requirement that NHS organisations have in place mechanisms for
the management of strategic and operational risks.
Contents of the report were presented to the Governance & Audit Committee
meetings on 25th November 2014.
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
To deliver good governance and ensure the CCG’s upholds compliance this report sets out the
work being made to ensure the management of potential risks are being mitigated through
consistent processes and internal controls.
Strategic Objectives


Personalise co-ordination of care



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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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Recommendations
The Governing Body is asked to:
 To note the contents of the Corporate Risk Register as at 18th November 2014 detailing a
total of 31 live risk entries of which 18 are rated 12 and above; and
 To note four new risks have been added, three risks have been de-escalated and one risk
has been retired; and
Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes/No
Yes/No

Resources
Issues outlined
Yes/No
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1.0 OVERVIEW / KEY SUMMARY POINTS
It is a mandatory requirement that NHS organisations have in place a mechanism for the management
of risk and are expected to have in place a framework that provides assurance about the stewardship
and management of major risks to organisational success and the delivery of improved, cost effective
services detailed in its Strategic Plan.
The Governing Body Assurance Framework defines those high level, long term risk triggers that may
jeopardise the strategic objectives being realised. This framework will be reviewed periodically
throughout the year and helps to inform the contents of the annual Governance Statement. Attached
is a copy of the dashboard providing the top 10 high level risks for this organisations.
The Corporate Risk Register provides a system to record medium/short term risks associated with
ongoing business activity during a reporting year associated with governance, clinical quality, financial,
operational, performance, customer needs. Each year risk entries from previous reporting period will
be reviewed and either retired or transferred to the renewed Corporate Risk Register.
The Programme Boards namely, Starting Well, Living Well and Ageing Well manage Risk Logs these
are monitored and updated on a monthly basis. Risks ranked 12 and above from these logs will be
escalated to the Corporate Risk Register and presented to the Governance & Audit Committee. Risk
Owners will be required to complete a ‘Risk Highlights Form’ as stated in the Risk Management Policy
as this will provide a comprehensive overview on the progress being made against the mitigating
actions identified.

As at 18 November there are a total of 29 corporate risks, 11 finance risks for SCCCG and 10 finance
risks for VRCCG. Below provides a summary indicating which risk entries are new, to be escalated,
de-escalated or retired. A dashboard has been developed to provide 'at a glance' an overview on all
corporate and finance risk entries together with Risk Highlight Forms from the Corporate Register
where a risk has been scored 12 and above.
Corporate Risk Register as @ 18 November 2014
Total Risk
Entries

Risks
b/f

Risk
Retired

Risk Score Deescalated

Corporate

29

11

CR2014-10

Finance : VR

10

3

10

Finance - SC

11

3

11

Total

45

17

CR2014-04
CR2014-07
CR2014-08

1

Risk Score
Escalated

Risk Entries
New

Total Live Risks

CR2014-25 to
29

27

7

44

27

5

10

15

20

25

4

4

8

12

16

20

Possible

3

3

6

9

12

15

8

10

G

Gross Risk

2

3

4

5

2

3

4

5

N

ID No.

Risk Descriptors

4

Jun-13

5

Aug-13 Commissioning Support Services - SLA Delivery

6

Aug-13 Personal Health Budgets

7

Aug-13 Patient Identifable Data - S251 (ASH)Status

Sep-13 ICT Security - Software Updates

8

Mar-11 Business Community Services - contract delivery

Oct-13

9

2

Mar-11 Continuing Health Care Services - safe care

3

1

Entry
Date

Mar-14 Conflict of Interest - code of practice

Clinical
Operational

10
11
12

NICE TA 236 - Acute Coronary Syndromes

Jan-14

Mar-14 Performance Management Reporting

13
14

Mar-14 Health & Safety measures

15

Jun-14

Transfer of CHC/Complex Care Service

16

Never Events @ MCHfT

Mar-14 Stroke Services

Jun-14

Safeguarding Referrals

17

Clinical /
Operational
Clinical /
Operational
Operational /
Financial

Mortality Rates - MCHfT Performance

Feb-14 Learning Disability

Jun-14

Category

Primary Care IT Funding

Technology /
Operational
Technology /
Financial
Clinical /
Political

High

25

20

16

Medium

15

12

10

N

9

5

G

G

N

G

N

N

G

N

4

3

2

1

16

Executive
Owner

Avoid

F Field

F Field
F Field
L Risk

10

Reduce

S Cooke

T

16

Reduce

L Risk

L Risk

T

9

Reduce

T Matthews

T Parker-Priest

T

10

Reduce

K Highfield

L Risk

T

9

Reduce

M Dickinson

Eliminate

R Smethurst

Reduce

J Burgess

9

Avoid

S Cooke

9

Eliminate

L Risk

L Risk

G
N
G
N

T
T

N
N

G

Risk
Owner

K Highfield

12

N

ACCOUNTABILITY

Avoid
Reduce
Eliminate
Transfer
Accept

Reduce

T

Financial /
Technology

CONTROL

12

8
Closed

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

T

9

Reduce

S Cooke

F Field
T Parker-Priest

T

10

Eliminate

L Risk

L Risk

12

Reduce

F Field

F Field

ReduceAccept

F Field

F Field

Eliminate

K Highfield

L Risk

T
G

17

T

N

Clinical

Total Risks Ranked 12>

T Matthews

G

N

27

Avoid

G
N

G

2

Total Live Risks

20

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

G

29

Total Closed Risks

T

Operational

G

Total No. of Risk Entries

T

N

G

T

Target Risk
Compl eted
Control s

F Field/T ParkerPriest

N

G

T
T

N

Very Low

T

G
N

G

6

T

Oct-14

Low

8

After
Control s

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

IMPACT / CONSEQUENCE

RISK TYPE

Net Risk

N
N

Before
Control s

G

1
1

Catastrophic

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

6

Severe

1

4

Moderate

Rare

2

Minor

2

Negligible

Below presents the risk entries for 2014-15, this summary provides
an updated position as at 18-11-14

Unlikely

G
G

Trending

5

Likely

Risk Rating

Almost Certain

LIKELIHOOD

DASHBOARD OVERVIEW
Corporate Risk Register 2014-15

T
N

6
16

Closed

28

20

Possible

3

3

6

9

12

15

Below presents the risk entries for 2014-15, this summary provides
an updated position as at 18-11-14

G
G

Unlikely

2

2

4

6

8

10

Rare

1

1

2

3

4

5

1

2

3

4

5

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

G

Gross Risk

N

G

ID No.
18

Jun-14

Better Care - Capacity of Partners

19

Jun-14

Professional Concerns - system/process

20

Jun-14

Designated Doctor supporting Safeguarding appointment
Project Management Approach/System
Methodology

24

Sep-14 Community Paediatrics - Waiting Times Breach

25

Budget Management Approach - system

Oct-14

Workforce Resourcing Starting Well Programme

26

Jul-14

Oct-14

Improving Access to Psychological Therapies (IAPT)

27

Local Health Economy Sustainable Workforce

Oct-14

Cared for Children New Private Providers

28

Jul-14

Oct-14

Information Governance Payroll Data Breach
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22

Jun-14

Risk Descriptors

23

21

Entry
Date

Oct-14

CCGs Restructuring Proposal

Category
Operational /
Political
Operational /
Clinical

High

25

20

16

Clinical
People / Change
Mgt
Clinical /
Performance
Clinical /
Performance
Governance /
Legal
Governance /
Legal /People

15

12

10

9

6

G

N

5

Very Low

4

T

G
N
G

T

N
G
N
G

G

N
G
N
G
N
G
N
G
N

G

N

T
N

T
T

Target Risk

Total No. of Risk Entries

Compl eted
Control s

T

Total Closed Risks

31
2

Total Live Risks

29

Total Risks Ranked 12>

19

Oct-14

Low

8

T

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

G
N

Operational
Operational /
Technology
People /
Political
Operational /
People

Medium

After
Control s

N

IMPACT / CONSEQUENCE

RISK TYPE

Net Risk

N
N

Before
Control s

T

3

2

1

Trending

25

16

Risk Rating

20

12

Catastrophic

15

8

Severe

10

4

Moderate

5

4

Minor

5

Likely

Negligible

Almost Certain

LIKELIHOOD

DASHBOARD OVERVIEW
Corporate Risk Register 2014-15

CONTROL

ACCOUNTABILITY
Risk
Owner

Executive
Owner

16

Avoid
Reduce
Eliminate
Transfer
Accept

Reduce

D Eden

D Eden

9

Reduce

S Cooke

F Field
T Parker-Priest

12

Reduce

F Field

F Field

12

Reduce

K Highfield

L Risk

12

Avoid

Fiona Field

Dr A Wilson

9

Reduce

A Whittingham

L Risk
L Risk

T

12

Reduce

Tracey
Matthews

T

12

Reduce

T Matthews

F Field
T Parker-Priest

T

12

Reduce

J Burgess

T Parker-Priest

T

12

Reduce

M McGrath

F Field

T

12

Reduce

J Burchell

S Whitehouse

T

12

Reduce

S Whitehouse

Dr A Wilson
Dr J Griffiths
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Risk Owner: Fiona Field

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-03-11
01-01-15

Gross
Net
Target

3
3
3

3
2
3

9
16
9

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

Negligible

RISK

CR 2014-01

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid




Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•

• Performance Report issued to Q&P Committee held 29-05-14
• Pan Cheshire work commenced to transfer CHC/Complex Care Service to CCG
hosted arrangements
• Jul-14 back logs in review for CHC/FNC patients now in escalation with CCG
Leads score rating from 3 x 2 = 6 to 4 x 4 = 16.
• CHC have devised action plan to mitigate the back logs of reviews.
• Trajectories agreed with CSU CHC team using additional nursing resource to
clear backlog by Jan 15.
• Performance report received by CCGs every month at contract meetings.

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

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

CHC team capacity issues, additional staffing being recruited currently skill shortage.
Pending merger changes to CSU
CHC/Complex Care teams to be transferred to CCG hosting arrangements for pan Cheshire & Wirral CCG's.
SCCCG & ECCCG to appoint temporary CHC LD specialist nurse to assess backlog of assessment over 12 month period.
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• Action Plan in place but not yet delivering improvements.
• Action plan trajectory beginning to show initial improvement(August 14)
• SC and VR agreed to permanent Band 6 nurse to increase staffing resource to reduce backlogs

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

Progress-to-Date

Assigned Lead

Due Date

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

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

FF/TPP

Dec 14

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

Due diligence report completed. Business case well on the
way to completion – financial case being prepared .
Business case complete. Formal notification to CSU now
been sent to inform of plan to transfer service from 1st feb
2015.

Integral Health
Solutions /
FF/TPP

Jan 15

3

4

5

RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Tracey Matthews

Link to Strategic Objective :

Domain

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

01-03-11
01-01-15

Gross
Net
Target

4
4
3

5
4
2

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

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

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15

Catastrophic

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

20
16
6

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

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

Negligible

RISK

CR 2014-02

RISK HIGHLIGHT REPORT

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•

•
•
•
•

Contract / Schedules Agreed
Monthly Contract Review Meetings TOR & Minutes
Quality & Performance Committee TOR & Minutes
Clinical Commissioning Executive TOR & Minutes
Project & Resource Plan (Starting Well)
Monthly Performance & Quality Performance Scorecards

Jul-14 reassigned risk to SCCCG Partnerships & Governance Director.
Starting Well Programme team received update on GP Audit Findings.
ECT weekly report relating to District nursing to GP practices
Starting Well Programme team received progress report and performance
information.
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GAPS IN ASSURANCE (What additional assurances should we seek?

• As @ Oct-14 no Clinical Project Manager co-ordinating the work in the CCGs as from 31/10/14 thereby reliant on the capacity of SDM, Quality & Contract Leads to
monitor business activity.
• Financial aspects of ECT require further exploration. South sector report/ impact of Public Health tenders for school nursing and health visiting which
expect to remove £6 million from the ECT contract if ECT unsuccessful in competitive tender. (New contracts to start September 2015)
• As @ Sept-14 ongoing operational and team issues highlighted within District Nursing Service in Crewe. Issues highlighted with Out of Hours Service and
provision of GPs. Current performance information including RaDaR identified as not fit for purpose across all service lines. Ongoing unacceptable vacancy rates
and staff sickness rates in district nursing across SC and VR CCG footprint. Unclear information flow relating to operational/ quality issues in Community services
MITGATING ACTIONS (What have we done/what more should we do?

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

2

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

3 Contract query issued relating to the District Nursing Service
4 Contract query to be raised relating to Out of Hours Service

Progress-to-Date

Assigned Lead

Due Date

All service descriptions for all service lines now completed

S Parke

Completed

No progress. Process and management of this tbc in terms
of the prioritisation and allocation of work

SParke

End
October 14

Sept-14 – Response provided. As a result of the Trust’s
response a detailed workforce plan has been requested
Sept-14 – Raised at September Contract Monitoring
Meeting

L Risk
S Evans
L Risk
S Evans
S Cooke
S Forrester
O’Neil

5

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

Sept-14 – Action plan received

6

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

No progress. Process and management of this tbc in
absence of CPM

S Parke

Combine action plans into single plan to be monitored through ECT
contract meeting

All actions plans and collated feedback from lead nurse 6
C’s template have been received

S Cooke
S Forrester
O’Neil
J Thorley

October 14
October 14
Completed
October 14

RECOMMENDATIONS

• To maintain risk entry and to recommend to escalate risk level from 12 to 16
• To create separate risk entries to add to Starting Well Risk Log reflecting operational service/ management issues separate from on-going risk relating to the
Trust’s financial position and economic sustainability longer-term.
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Risk Owner: Lynda Risk

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

14-08-13
01-01-15

Gross
Net
Target

5
4
3

4
3
3

20
12
9

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-03

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial



Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•

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

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

34

GAPS IN ASSURANCE (What additional assurances should we seek?

• As @ Jan-14 the scope of the section 251 support has not changed and only covers specific commissioning data flowing from the HSCIC and its Data Services For
Commissioning Regional Offices (DSCROs,) to commissioning organisations who have obtained Stage 1 Accredited Safe Haven (ASH) status.
• As @ Feb-14 the scope of the section 251 support has not changed from Jan 14 update.
• Aug-14 DoH conducted consultation on publication entitled “Protecting Patient Information”. Findings to be released in Oct-14. Future ASH Organisations to be
operational by Jan-15.
• Sep-14 - The Secretary of State for Health, after receiving advice from the Confidentiality Advisory Group (CAG), has approved NHS England's application for a
continuation of Section 251 support for the transfer of data from the Health and Social Care Information Centre (HSCIC) to commissioning organisation Accredited
Safe Havens (CAG 2-03(a)/2013) until October 2014. The scope of the section 251 support has not changed and only covers specific commissioning data flowing
from the HSCIC and its Data Services For Commissioning Regional Offices (DSCROs,) to commissioning organisations who have obtained Stage 1 Accredited Safe
Haven (ASH) status.

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

1 Application for CCGs to achieve ASH Status

Progress-to-Date

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

Assigned Lead

Lisa Carr /
Suzanne
Crutchley

Due Date

End
October
2014

2
3
4
5
RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Sue Cooke

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

14-06-13
01-01-15

Gross
Net
Target

4
3
3

4
3
3

16
9
9

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-04

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

• National Mortality Rate Summary Hospital Level Mortality Indicator (SHMI) data target is set at 1 and as at Nov-14 MCHfT is at 1.04 (as expected) a significant
reduction from Mar-14 which was 1.19 (higher than expected). This reduction can partly attributed to the counting of the short stay admissions.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•
•
•
•
•
•
•

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

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

•

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

1

Progress-to-Date

Assigned Lead

Due Date

Clinical Quality team as part of business as usual with monitor
performance of Mortality at the Provider Quality Meetings.

2

3

4

5
RECOMMENDATIONS

• To de-escalate the risk score from 16 due to the reduction made and the work being undertaken by MCHfT to improve the internal systems and counting
methodology to maintain a good outcome for patient experience. Recommend that the net score now reside at 10 and is monitored at an operational level to
assure sustainability over the next 12 months.
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Risk Owner: Lynda Risk

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

14-08-13
01-01-15

Gross
Net
Target

5
4
3

4
4
3

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

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

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15

Catastrophic

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

20
16
9

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

Negligible

RISK

CR 2014-05

RISK HIGHLIGHT REPORT

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial



Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•
•

•
•
•
•
•

Service Level Agreement with CSU
Executive Review Meeting TOR/Minutes
Assigned CSU Locality Lead
Business support meetings Minutes
Corporate Risk Register Entries
Internal Audit Review Findings 2014
Action plans developed for all areas of CSU delivery and being actively
monitored/delivered

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

GAPS IN ASSURANCE (What additional assurances should we seek?

• Need for robust performance metrics to demonstrate value added.
• Improvement in service capacity and capability relating to BI, CHC, HR, IFR
•
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MITGATING ACTIONS (What have we done/what more should we do?

1 Established work programmes with Integral Health and CSU

Progress-to-Date

Assigned Lead

Due Date

Action plans written and being monitored

2 Exec to Exec meeting held regularly for escalation

3

4

5
RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

06-09-13
01-01-15

Gross
Net
Target

5
3

4
3

20
9

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

10

Severe

20

LIKELIHOOD

Gross

5

Moderate

30

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

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

Negligible

RISK

CR 2014-07

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial



Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•

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

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

GAPS IN ASSURANCE (What additional assurances should we seek?

40

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

Progress-to-Date

1

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

CCG deployment of Windows 7 is now completed (End
August 2014), the GP rollout completed the last week of
October (Firdale) as planned and to cost expectations,
without further issues or escalations.

2

End of Project report with confirmation from all GP Practice Managers
work has been completed as required.

Sam Richards (CSU) is in the process of contacting all GP
surgeries.

Assigned Lead

Due Date

Sam Richard
CSU Project
Manager /
Kevin
Highfield

Completed

Sam Richards

End of
November
2014

3

4

5
RECOMMENDATIONS

• To maintain risk entry ,however recommend to de-escalate Net Score from 16 to 9 given controls in place. Envisage Risk to be closed by January 2015.
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Risk Owner: Mark Dickinson

Link to Strategic Objective :

Domain 6 – Organisation Effectiveness

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

28-10-13
01-03-15

Gross
Net
Target

4
3
4

4
3
2

16
9
8

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Nov -14

Absence of a clinical pathway at (MCHfT) that links to Tertiary (UHNS) Acute Trust Provider to facilitate compliance of NICE TA 236, Acute
Coronary Syndromes issued in October 2011. The expectation is that this intervention is made available to CCG residents within 3 months of
issue.

Negligible

RISK

CR 2014-08

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

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

• JMMC (18.12.13) issue discussed with MCHfT Cardiologist Dr Paul Mann (PM)
present. PM stated that Ticagrelor was on MCHfT formulary and available
should it be requested. However, on-going discussions within Cardiology
regarding its position in treatment and when it might be used. PM accepted
that the current ACS care pathway needed to be modified and suggested a
form of words.
• JMMC (15.1.14) informed that the MCHfT Cardiology department wished to
discuss the wording further on 17.1.14 and JMMC would be informed in due
course. Current status is on-formulary but current ACS pathway requires
amendment for clarity.
• May-14 issue raised at Q&P Committee. Committee were comfortable if the
drug was available in Pharmacy should a clinician wish to use it. MMT
requested to discuss with Stoke CCG their position regarding Ticagrelor NICE TA
and that of UHNS. MMT requested that the matter be raised formally as a
contracting matter. SC and VR are Associates to UHNS contract.
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• Sept-14 Stoke MMT confirmed that they expect Ticagrelor to be used in line with
NICE and unaware if the matter has been raised formally with UHNS as a
contracting matter. SC and VR are Associates to their contract.
• October JMMC. MCHfT Cardiologist Dr Gideon Paul discussed matter whilst
addressing ACS pathway and request for inclusion of separate drug Prasugrel
and agreed to bring back revised ACS pathway in 1-2 months.
GAPS IN ASSURANCE (What additional assurances should we seek?

• To see compliant pathway along with audit that demonstrated implementation.
• This does not mean that the drug should be used but that if a clinician feels that it is appropriate it is available and if it is not used there should be a documented
rationale why it was not clinically appropriate.
• It was agreed that (PM) would inform JMMC of the final wording prior to the next JMMC on 15.1.14. Note developments with JMMC and issue due to be raised at
SIG
• Dr Mark Dickinson (MD) has informed the Contracting teams covering both MCHfT and UHNS regarding this item on the risk register. MD has contacted Stoke
CCG regarding their local position.
• Matter raised again at October JMMC with Cardiology and Committee are awaiting amendment to ACS pathway within 2 months.
MITGATING ACTIONS (What have we done/what more should we do?

1

Progress-to-Date

Assigned Lead

Due Date

.

2
3
4
5
Recommendations

• As at Sept-2014 to de-escalate from 4x3=12 to 3x3=9
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Failure to achieve full compliance set out in the Transforming Care Guidance by June 2014, whereby Learning Disability patients are moved
into community based provision within local area

Link to Strategic Objective :

Domain 1 -

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-02-14
01-10-14
18-11-14

Gross
Net
Target

3
3
3

4
4
2

12
12
6

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

Risk Owner: Julia Burgess

Negligible

RISK

CR 2014-10

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type
Political/Legal

Tick 



Clinical
Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•
•

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

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

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

Progress-to-Date

Assigned Lead

Due Date

1

2

3

4

5

6
RECOMMENDATIONS

• To retire risk entry as the timeline for full compliance has expired. No adverse consequence or penalty has been incurred. Consistent with the performance of
other CCGs. Best practice is being upheld in line with guidance.
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Risk Owner: Fiona Field

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

Link to Strategic Objective :

Domain 5 - Organisational Effectiveness

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15-07-14
01-12-14

Gross
Net
Target

5
3
4

3
4
2

15
12
8

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

Negligible

RISK

CR 2014-15

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

• Memorandum of Understanding signed by pan Cheshire & Wirral CCGs to
transfer services to CCG hosted arrangements.
• Notification of Intent issued to C&W CSU
• Pan Cheshire & Wirral Steering Group – Terms of Reference & Minutes
• Independent Company commissioned to support Project Management
• Project Sponsor and Project Manager appointed
• HR consultation briefings with staff and respective Trade Unions
• ACAS TUPE Guidance
• Project Plan, Action Plan and weekly Highlight Reporting
• Monthly Steering Group ToR & Minutes
• Additional member of staff employed to clear backlogs of reviews
• Formal notification to CSU now served re transfer date.
• Formal working groups pan Cheshire now established to deliver tasks with
timescales ie TUPE transfer/stranded costs and finances/service re design
• Steering group being established as a “Committee in Common” to increase

• Project fortnightly meetings established between CCGs & CSU
• Weekly progress reports through the Pan Cheshire & Wirral Steering Group
• Ops Risk Meeting 8 July to review the paper the CSU have produced and to
better understand the issues and how these can be resolved
• CSU HR leading TUPE arrangements and exit plan
• Monthly contract meeting monitoring progress on additional staffing to clear
backlog
• Teleconference Meeting on 01-09-14 sought approval from CCG Partner for
‘IHS’ to develop a Business Case for formal approval by respective Governing
Bodies by Nov-Dec 2014.
• Formal consultation with staff now progressed in November
• Weekly teleconferences between 5 CCGS working well alongside monthly
Steering group and various task groups established to deliver to timescales.
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governance clarity across 5 CCGs.
• Business case been to Governing Bodies (5 CCGS) for transfer.

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

whether the SCCCG to acquire Accredited Save Haven (ASH) to process patient identifiable data.
Ascertain copy of the CSU’s current Business Continuity Plan
Lack of Competitor Analysis and Horizon Scanning reviewed together with other options of the existing service provision and quality/safety of care to users.
Still need to define the Governance & Accountability model following transfer of services and legal advice to be sought as part of project plan deliverables.
MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

1

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

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

FF/TPP

Jan 15

2

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

Action plan in place plus completed due diligence report in
place

FF/TPP

Jan 15

3

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

Due diligence report completed and business case
complete.

FF/TPP/Integral
Solutions

Oct 14

4

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

Responses have been returned and uploaded to the
project risk log action completed but needs continual
updating

H Heywood

Jan-15

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

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

H Heywood

Oct-14

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

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

IHS + N Ryder
(CSU)

Nov-14

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

Steering Group made request on 12-08-14 and awaiting
returns.
Work of task group is currently identifying additional
resources needed for service to transfer safely

CSU + IHS

Nov-14

RECOMMENDATIONS

• To maintain risk on register
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 1

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-02-14
31-03-15

Gross
Net
Target

5
4
3

3
3
2

15
12
6

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

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

Negligible

RISK

CR 2014-17

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type
Political/Legal

Tick 



Clinical
Financial



Technology



Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•

• Contracts with MCHFT will be resigned to include novated costs
• Deployment of Latest Docman version to cost transfer to central funding
• Replacement of Community Network solution with new MPLS

NHS England Transitional Funding Application
Finance Reporting Detailing cost models
Governing Body - Terms of Reference / Minutes
Review of current service contracts costs

GAPS IN ASSURANCE (What additional assurances should we seek?

• NHS England confirmation on funding applications expected June 2014.
• Governance model required for CCG Primary Care IT budget payments to CSU.
• CSU to develop new technical network solutions to drive down costs to reduce predicted funding gap. Mitigating actions and progress status defined overleaf:
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MITGATING ACTIONS (What have we done/what more should we do?

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

Reduction of the highest support cost for Primary Care, this is
3 currently the COIN infrastructure that provides all data lines to GP
Practices for network, telephony via N3 contracted links with BT.

Progress-to-Date

Steve Evans has issued formal letter proposal to MCHFT
around contract novation, awaiting formal responses and
follow actions as required.
The Northwest CSU are current planning deployment
schedule for SC&VR GP rollout of Version 75k. Whilst this
action will enable us to receive pro rata returns there is
currently an uncertainty on how we access these refunds.
This was escalated to Janet King in NHSE at the end of
October, awaiting formal response.
Following discussions with NHSE, the Area Team and the
CSU to look at new technical Capital funding a business
case for the sum of Circa 200k had been drafted by the
CSU. This would enable migration to the new MPLS
network solution already in place with Greater Manchester
CSU via a BT contract and would bring revenue savings of
approximately 32k in year one, then 222k for the following
years against current costs. This would help mitigate the
need for the majority of transitional funding due to finish
after 15/16. Business case to be redrafted by CSU following
CCG feedback; submission to NHSE by end of November
2014.

Assigned Lead

Kevin Highfield

Due Date

Mar
2015

Kevin Highfield

Mar
2015

Kevin Highfield

Mar
2015

RECOMMENDATION

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

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

Link to Strategic Objective :

Domain 4 - Treat & Care in Safe Environment

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

16-06-14
01-01-15

Gross
Net
Target

3
3
2

4
4
3

12
12
6

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Sep-14

Negligible

RISK

CR 2014-20

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•

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

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

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

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

1

We have advertised nationally twice.

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

3

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

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

Progress-to-Date

NO interest shown to national adverts

Assigned Lead

Due Date

F Field

Dec 14

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

F Field

Dec 14

Agreement in principle from all parties.

F Field

Dec 14

Member of staff covering the East of the LSCB patch

5

6

RECOMMENDATIONS

• To maintain risk entry
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Risk Owner: Kevin Highfield

Link to Strategic Objective :

Domain 6 – Organisation Effectiveness

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-06-14
01-05-15

Gross
Net
Target

4
3
4

4
4
2

16
12
8

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

10

Severe

LIKELIHOOD

Gross

5

Moderate

20
15
10
5
0

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

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

Negligible

RISK

CR 2014-21

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial
Technology
Performance



Risk Definition and Rationale for Score

• As part of the Authorisation Assessment during 2012-13 the findings highlighted the need for the CCGs to introduce a mechanism that would support the
management of commissioning programmes/projects. Management Response indicated that work being undertaken to rectify position.
• A Task & Finish group was established in Quarter 4 to review and test systems. Following local partners who had invested in VERTO the CCGs procured the
system. Resource capacity adversely affected the configuration of the system and the need to evaluate the skills gaps and enrol on project management training.
• Delay in further progress due to new project manager being reallocated to Community services project until end October 2014.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•
•

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

NHS England Authorisation Findings 2012-13
TMI Systems Licence Agreement for VERTO
ILX training course for Prince2 Foundation/Practitioners
Job Description for Project Manager
Project Sponsor Chief Finance Officer
Internal Audit Plan 2014-15 reviewing Programme Management in Qtr 4
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GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

Project plan to be completed and signed off with all CCGs
Consultation with Stakeholders
Internal Audit (MIAA) conducting fieldwork intro Programme Management arrangements in Qtr 4 2014-15
Mitigating actions and progress status defined overleaf:
MITGATING ACTIONS (What have we done/what more should we do?

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

Following appointment of Project Manager they were reassigned to
2 oversee Community Services Project. The VERTO project has again
been deferred.
Internal Audit (MIAA) conducting fieldwork during Oct-Nov 2014 on
3 the Programme/Project management arrangements, reviewing
current paper based systems & controls.

Progress-to-Date

Initial meeting with TMI and new project lead to baseline
current system took place 12/08/14. TMI confirmed
expected new software release bringing required
enhancements had being delayed until end of Q4. Further
progress meeting was planned for 25/09/14 but due to
reallocated of project manager to community services
project until end October this is to be replanned.
An external advert was placed ion NHS jobs to provide a
replacement for the Project role. Interviews scheduled on
11-11-14 for seven applicants. No payment made in –year
for VERTO service although still retained budget allocation.

Assigned Lead

K Highfield
S Parke

K Highfield
L Elliott

Due Date

2015

2015

Dec2014

4

5

6
RECOMMENDATIONS

• Maintain on risk register.
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Risk Owner: Fiona Field

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

Link to Strategic Objective :

Domain

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

01-06-14
01-06-15
01-06-16

Gross
Net
Target

3
3
3

4
4
3

12
12
9

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

LIKELIHOOD

Gross

10

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

Negligible

RISK

CR 2014-22

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•

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

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

GAPS IN ASSURANCE (What additional assurances should we seek?

• Data collection and analysis by NHS England regarding Primary Care Support on GP workforce numbers is not available and no plan in place to collection/collate.
• No comprehensive data held by NHS England with regard GP workforce retirement age
• Mitigating actions and progress status defined overleaf:
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MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Due Date

AW

Liz Thomas, workforce transformation lead for Health Education
1 England (North West) visited the CCG Jun-14 to outline the workforce
survey being proposed by HEE North West.

June 14

The primary care team are preparing the communications rolling out
across South Cheshire and Vale Royal to explain issues of planning
2
workforce across the health economy rather than each individual
practice working in isolation

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

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

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

4

Assigned Lead

AB
Dec 14
Federations
Mar 15

GP Work force
planning .msg

5

RECOMMENDATIONS

• To maintain risk entry
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RISK

CR 2014-24

RISK HIGHLIGHT REPORT

Risk Owner: Tracey Matthews

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

Link to Strategic Objective :

Domain

Risk Rating:

Risk Control / Type :

Open Date
Target Date
Closure Date

01-9-14
01-03-15

Gross
Net
Target

4
4
3

4
3
2

16
12
6

20

25

Likely 4

4

8

12

16

20

Tick 

Control
Avoid
Reduce

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Transfer

Rare 1

1

2

3

4

5

1

2

3

4

5

Accept
Risk Type

Catastrophic

Likelihood x Impact = Score

15

Severe

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

Target

10

Moderate

LIKELIHOOD

Net

5

Minor

Gross

Almost Certain 5

Negligible

20
15
10
5
0
Apr

Updated Nov-14

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

IMPACT / CONSEQUENCE



Eliminate

Tick 

Political/Legal
Clinical



Financial
Technology
Performance



Risk Definition and Rationale for Score

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

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

•
•
•
•
•
•

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

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

GAPS IN ASSURANCE (What additional assurances should we seek?

• October 14- Performance information still not received from MCHFT. Contract query received with inadequate information provided.
Recruitment
strategy identified on MCHFT action plan is considered inadequate
• Awaiting receipt of the Community Paediatrics Performance dashboard (request made April 14)
• Awaiting receipt of Community Paediatrics Service action plan supporting Quality visit report findings with milestones defined in respect of waiting times;
recruiting to vacant posts; effective use of current staff skills- i.e. ADHD nurses
• Service to promote current referral pathway and criteria with GP’s
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MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

19th
November
14

Quality visit and action plan: need to ensure effective monitoring and
1
reporting systems on the action plan progress

Action plan received has been judged as inadequate to
achieve improvements in quality and performance.
Meeting arranged with MCHFT community paediatrics
team to change and improve actions

Tracey
Matthews

2 Escalation to Contracts meeting- contract query to be raised

Response from contract query received and information
provided is inadequate or incomplete

Lynda Risk /
S Evans

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

Evelyn Loke

4

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

5

RECOMMENDATIONS

• New Corporate Risk entry stemming from Starting Well Risk Log.
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RISK

CR 2014-25

RISK HIGHLIGHT REPORT

Risk Owner: Tracey Matthews

Failure to identify adequate levels of workforce resources with the necessary skill set within the Starting Well team to deliver
transformational change and systems management.

Link to Strategic Objective :

Domain 6 -

Risk Rating:

Risk Control / Type :

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

15/09/14

Gross
Net
Target

4
4
3

3
3
2

12
12
6

20

25

Likely 4

4

8

12

16

20

Tick 

Control
Avoid
Reduce

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Transfer

Rare 1

1

2

3

4

5

1

2

3

4

5

Accept
Risk Type

Catastrophic

Target

15

Severe

LIKELIHOOD

Net

5

10

Moderate

10

5

Minor

Gross

Almost Certain 5

Negligible

15

Apr

Updated Nov-14

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



Eliminate

Tick 

Political/Legal



Clinical




Financial
Technology

IMPACT / CONSEQUENCE

Performance



Risk Definition and Rationale for Score

• Temporary employment contract for Clinical Project Manager (CPM) leading Community Services project scheduled to finish 31-10-14. No decision made to
renew employment contract for CPM resource within 2014-15 to continue the work.
• Operational / systems management workload relating to ECT is impacting significantly on the delivery of the community services project transformational agenda
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•
•

• Project Highlights report presented to CCE to provide clarity on milestones
and the future risks on the delivery of the programme.

Clinical Executive Commissioning – ToR & Minutes
Corporate Prioritisation Tool - Transitional Change & System Management
CCG Strategic & Operational Plans
Starting Well Work Plan - Systems management and commissioning intentions
Starting Well Matrix Plan – Key supporting business teams
Senior Management Team – ToR & Minutes

GAPS IN ASSURANCE (What additional assurances should we seek?

•
•
•
•

CCG workforce plan including use of skills audit across programme teams to effectively deploy staff
Successor planning for key programmes of work
Internal delivery plan for transformational change relating to Connecting Care
Prioritisation approach across Programme teams and portfolios
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MITGATING ACTIONS (What have we done/what more should we do?

Progress-to-Date

Assigned Lead

Due Date

1

Raise at senior management team meeting in relation to the delivery
of priority areas of work to represent to CCE for decision.

T Matthews

Oct-14

2

Identification of priority actions that require co-ordinating or
progressing to be identified (contract management).

T Matthews

Oct-14

3

4

5

RECOMMENDATIONS

• Maintain on Corporate Risk Register.
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Failure of commissioned provider to deliver the ‘Improving Access to Psychological Therapies (IAPT) target in accordance with the NHS
Operating Framework that improves access evidence-based service for people with depression and/or anxiety disorders to recovery.

Link to Strategic Objective :

Domain 1 -

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

23-10-14
01-02-15

Gross
Net
Target

4
4
2

3
3
3

12
12
6

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Nov-14

Risk Owner: Julia Burgess

Negligible

RISK

CR 2014-26

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial
Technology
Performance



Risk Definition and Rationale for Score

• NHS Operating Framework Target introduced in 2008 national target 15% of estimated population. Quarter 1 target of 4.1% was not achieved at 2.8% VRCCG &
2.7% SCCCG. Recovery rate for people moving to recovery is set at 50% by March 2015 activity at 29% VRCCG & 33.9% SCCCG.
• NHS England Assurance Quarter 1 Visit has identified this performance measure as an area for continued monitoring at regional and national level.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•
•
•

• CWP response to ‘Contract Query’ highlighted data collection & recording
issues following the introduction of the self-referral system for
mild/moderate mental health problems from the previous GP Referral system
• CWP Clinical & Managerial teams have developed mitigating action plan.
• CCG has secured involvement of the national intensive support team for IAPT
to undertake detailed analysis on case types as possible factor.
• Assurance report provided to the joint Q&P meeting on 23-10-14 on recovery
plan details
• Target still under scrutiny and is improving. Business Intelligence team
assisting with understanding variations in reported targets for Quarter 2.

NHS Standard Contract with Cheshire & Wirral Partnerships NHS FT
Monthly Contract meetings – TOR and Minutes
Monthly Provider Mental Health Performance Dashboard
Monthly CCG NHS Targets Performance Report & Exception Updates
Joint Quality & performance Committee – TOR / Minutes / Reports
Contract Query issued in April & Oct 2014
National Intensive Support Team - TOR & Minutes
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GAPS IN ASSURANCE (What additional assurances should we seek?

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

Q&P meeting of 23-10-14 tasked Quality team to liaise with CWP to
1
schedule a Clinical Quality Audit during November 2014.

2

National intensive support team for IAPT to undertake detailed
analysis of Service

Progress-to-Date

Following the meeting it was agreed that this clinical audit
would be a duplication of the National Team Review (see
below) therefore outcomes of this review would be
awaited before local action considered.
The national team have requested extensive information
from the provider which will be considered in-depth during
a 5 day panel review, from which feedback will be provided
to commissioners and the provider.

Assigned Lead

S Cooke
J Gravestock

Due Date

Nov-14

3

4

5

6
RECOMMENDATIONS

• To maintain on risk register
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Failure of public sector collaborative partnerships to ensure systems are in place to notify the health Looked After Children’s team of new
residential homes for Children within the local area.

Link to Strategic Objective :

Domain 1 -

Target
Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

23-10-14
01-02-15

Gross
Net
Target

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

10

5

Moderate

Gross

Risk Control / Type :

Almost Certain 5

Minor

15

LIKELIHOOD

Risk Rating:

Apr

Updated Oct-14

Risk Owner: Moira McGrath

Negligible

RISK

CR 2014-27

RISK HIGHLIGHT REPORT

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

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal
Clinical
Financial
Technology
Performance



Risk Definition and Rationale for Score

• Ofsted authorises private providers to set up residential children’s homes within the local authority area. They notify the Local Authority of the new authorised
centres, the local authority will then inform the local health economy through the Looked After Children’s team.
CONTROLS (What are we currently doing about the risk?)

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

• Joint Quality & performance Committee – TOR / Minutes / Reports
• Designated Nurse for Looked After Children Job Description
• Co-located Looked After Children Team ToRs/Minutes
•

• Exception Reports will be provided by the Designated Nurse for Looked After
Children to the Quality & Performance Committee.

GAPS IN ASSURANCE (What additional assurances should we seek?

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

Progress-to-Date

Assigned Lead

Due Date

1

2

3

4

5

6
RECOMMENDATIONS

• To maintain on risk register

63

Risk Owner: James Burchell

Link to Strategic Objective :

Domain 5 – Organisational Effectiveness

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

22-10-14
01-12-14

Gross
Net
Target

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

15

3
3
2

4
4
3

12
12
6

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

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Oct-14

Failure to ensure commissioned provider of payroll services has adopted Information Governance protocols relating to data flow management
of personal records due to incident whereby possible breach as Data Controller which could incur fine with Information Commissioner Office.

Negligible

RISK

CR 2014-28

RISK HIGHLIGHT REPORT

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type
Political/Legal

Tick 



Clinical
Financial



Technology
Performance

Risk Definition and Rationale for Score

• Chief Executive notified staff on 23-10-14 of a confidential breach relating to personal data held by our Payroll Provider failing to anonymize the information in
response to the FOI request being co-ordinated via the CSU. The information flow was issued electronically to another security NHS web address.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•
•

• CCG has requested an investigation to be undertaken by St Helens &
Knowsley Hospitals in order to clarify the incident and determine if this
breach should be registered with the Information Commissioners Office.

Information Governance Toolkit Attainment Level 2
Registration with Information Commissioner Office
Information Governance Mandatory Training Attainment
Freedom of Information Response guidance.
NHS Net Secure web address for data flow management.

GAPS IN ASSURANCE (What additional assurances should we seek?

• Awaiting investigation findings from St Helens & Knowsley Hospitals relating to payroll data flow breach.
• Ascertaining clarification from CSU Senior Information Governance Manager on the process to record breach with Information Commissioners Office
•
•
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MITGATING ACTIONS (What have we done/what more should we do?

1

Progress-to-Date

RE Corporate Risk
Entry - Information Go

Assigned Lead

Due Date

RE Corporate Risk
Entry - Information Go

2
3
4
5
RECOMMENDATIONS

• To maintain risk entry

65

Risk Owner: Simon Whitehouse

Link to Strategic Objective :

Domain 5 – Organisational Effectiveness

Target

Likelihood x Impact = Score

Open Date
Target Date
Closure Date

22-10-14
01-12-14

Gross
Net
Target

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Reduce

Unlikely 2

2

4

6

8

10

Eliminate

Rare 1

Mar

Feb

Jan

Dec

Nov

Oct

Sep

Aug

Jul

Jun

May

0

15

3
3
2

5
4
3

15
12
6

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

1

2

3

4

5

1

2

3

4

5

Catastrophic

Net

5

10

Severe

10

LIKELIHOOD

Gross

5

Moderate

15

Risk Control / Type :

Almost Certain 5

Minor

Risk Rating:

Apr

Updated Oct-14

Failure to attain clinical and political support for the proposed reconfiguration of the existing management structure of both NHS South
Cheshire CCG & NHS Vale Royal CCG with a view to amalgamation supporting delivery of sustainability (both delivery capacity and
financial).

Negligible

RISK

CR 2014-29

RISK HIGHLIGHT REPORT

IMPACT / CONSEQUENCE

Tick 

Control
Avoid



Transfer
Accept
Risk Type

Tick 

Political/Legal



Clinical
Financial



Technology
Performance

Risk Definition and Rationale for Score

• DoH and NHS England guidance published on proposed merger of statutory committees. Focus on the reduction of costs in terms of the production and
publications Annual Accounts, External and Internal Audits.
• A need to focus on both the transformational and systems management agenda which will impact on organisational structure of the CCG to deliver.
• Executive team currently exploring ways of delivering organisational change.
CONTROLS (What are we currently doing about the risk?)

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

•
•
•
•

• NHS SCCCG Membership Council and Governing Body briefing held in Oct-14.
• NHS VRCCG Membership Assembly & Governing Body briefing held in Oct-14

NHS SCCCG & NHS VRCCG Constitutions
NHS England Area Team – ToRs & Minutes
Membership Council/Assembly – ToRs & Minutes
Chief Executive Friday Briefs

GAPS IN ASSURANCE (What additional assurances should we seek?

• Awaiting the production of an Options Appraisal to be presented to Governing Body and Membership by December 2014
• CSU HR to support CCG with the adoption of a ‘Management of Change Policy, in interim period will need to adopt legacy document from CECPCT.
• Final decision will be made by both GBs on the basis of direction from the respective membership Practices
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MITGATING ACTIONS (What have we done/what more should we do?

1

Jenny Williams, CSU HR to present update on position relating to
‘Change Management’ Policy to Senior Management Team.

2

Contact to be made with Staff Side Union representative during any
required consultation activity with staff due to (T&C) changes.

Progress-to-Date

Meeting held on 27-10-14

Assigned Lead

Due Date

J Williams

3
4
5
RECOMMENDATIONS

• To maintain risk entry
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Finance Risk Register 2014-15
10

15

20

25

Likely 4

4

8

12

16

20

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Rare 1

1

2

3

4

5

1

2

3

4

5
Catastrophic

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

5

Severe

LIKELIHOOD

Objective : Everyone Counts 5 Domains &
Organisation Effectiveness

Almost Certain 5

Moderate

Date Sep-14

Likelihood x
Impact = Score
Very Low
Low
Medium
High

Negligible

Critical Success Factor

Minor

Control Types
Avoid

Political / Legal

Clinical Lead

Reduce

Clinical / Social

Executive Lead

Simon Whitehouse / Lynda Risk

Eliminate

Financial

SIRO Lead

Fiona Field / Tracy Parker-Priest

Transfer

Operational

Caldicott

Judith Thorley / Dr Nicola Bishop

Accept

Customer Need

Lisa Carr

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

Updated

Risk

Impact

Gaps In Controls or Assurance

3 4 12

* Other issues will be
communicated/notified to the CCG on an
individual basis. The planning assumption
is that resource is equal to expenditure.
There is a risk that Resource allocated is
insufficient to cover required expenditure.

Nov-14

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service, however non
recurrent transitional funding has now been
received for 2014/15. Funding for Primary
Care Schemes has been settled for 2014/15.
* Discussions are held as required between
Other issues will be communicated/notified
the CCG and the NHS England to resolve/
to the CCG on an individual basis. Nhs
settle allocations issues
property services; the value is being
challenged. National risk pool; guidance has
been received and Quality premium has
been notified but not yet received. The
planning assumption is that resource is
equal to expenditure.

Likelihood

Risk Level

Risk

6

Management Assurance / Actions

3 2

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

Nov-14

2

Controls In Place

Medium

3

4 12

Current

Low

3

Impact

Likelihood

Risk Owner

Sue Lowe
Sue Lowe

Entry Date

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

Risk Type

Financial

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

Financial

Ref No.
SC 2014 - 1
SC 2014 - 2

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

Risk Manager

Dr Andrew Wilson / Dr Jonathan Griffiths

IMPACT / CONSEQUENCE

Initial Score

Potential Risk

Strategic Risk Ownership

Risk Types

6

68

3

6

9

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

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

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

Nov-14

4 4 16

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

3 2

6

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

9

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

3 3

Nov-14

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

9

Nov-14

2

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

3 3

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

Nov-14

3

4 16

Medium

3

9

High

4

3

Low

3

* Specialised Commissioning, although
operated by the Area Team (NHS England)
continues to cause risks to the CCG. These
* Discussions continue between the CCG and risks may be further baseline/new rules that
may require adjustment to the CCGs
the NHS England to resolve the issues in
Resource, planning assumes that any such
relation to Specialised Commissioning
adjustments will be cost neutral. No further
adjustments are expected in the current
year.

Medium

Sue Lowe
Sue Lowe
Sue Lowe
Sue Lowe

01/04/14

Financial
Financial

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

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

Financial

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

Financial

SC 2014 - 3
SC 2014 - 5

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

SC 2014 - 6

SC 2014 - 4

Failure to manage the financial impact
for NHS SCCCG relating to Specialised
Commissioning of Value = £0-2m,
although operated by the Area Team
(NHS England) risks may be further
baseline/new rules that may require
adjustment to the CCGs Resource.
The impact of overperformance may
impact in other areas of the CCG i.e.
return of prior year surpluses.
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3

6

9

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

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

* Dialogue with East Cheshire Council via
the Joint Committee, will continue to
* There were Invoices under dispute with
establish and discuss the new arrangements
the council that related to the Pooled
into 2015/16. Settlement for 2013/14 has
arrangement in 2013/14 and CHC
now been reached. However some Clients
assessments of clients that were part of the
that were part of the Pool are now requiring
Pool in previous years. 2013/14 issues have
CHC assessment, financial risk therefore
now been settled. The CCG will 'ring fence'
remains for 2014/15. By November it is
its existing related budgets to ensure that
expected that the first list of assessments
stability across partners is observed during
will have been completed, with the second
the transitional period in 2014/15, whilst
list being complete by January, this will the
clients from the pool are assessed for CHC.
allow the CCG to measure the full financial
impact.

3 3

2 3

3 3

9

6

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

9

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

Nov-14

Medium

* There were no known claims against the
CCG in 2013/14. In 2014/15 the CCG will be
required to contribute to the National risk
pool for the Legacy PCT claims, in addition
to providing for new claims against the CCG.
New claims against the CCG are accounting
for on a monthly basis.

* The time line for the settlement of the
legacy claims will be driven by the legal
process. Guidance has now been issued,
legacy provisions were accounted for by
NHS England in 2013/14; The National risk
Pool will operate in 2014/15. guidance
indicating that the national risk pool will
continue for at least two futher years.
New claims against the CCG are accounting
for on a monthly basis.

Nov-14

3

3

9

* The financial risks of Personal Health
Budgets will need to be managed. The
oustanding assessements(including learning
disability assessments from Cheshire East
Council) will be worked through by the CSU
over the coming months and monitored
against budgets. For claims; guidance has
now been issued, indicating that the national
risk pool will continue for at least two futher
years.

Nov-14

2

3

Low

3

Medium

Sue Lowe

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

Sue Lowe
Sue Lowe

Financial
Financial

01/04/14

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

Financial

SC 2014 - 7
SC 2014 - 8

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

SC 2014 - 9

Failure to manage the financial impact
for NHS SCCCG relating to Continuing
Health Care (CHC) backlog of
applications, including Learning
Disability applications , Personal
Health budgets and past claims
against the CCG of Value = £0-2m.
Any successful claims made against
the CCG after 1.4.13 will need to be
funded by CCG resources. National
discussions continue with regard to
the PCT legacy claims and the
statutory ownership of those claims,
the CCG will be required to contribute
to a National risk share arrangement
in relation to those old claims.
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Nov-14

4 12

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

3 4 12

* Dialogue with NHS England has taken
place to secure the return of the surplus in
2014/15 to support the target surplus of
0.5% and other issues. Financial plans have
been submitted including the return of the
notified surplus in 2014/15.

3 4 12

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

Nov-14

3

4 12

Medium

3

* Dialogue with NHS England is taking place
to secure the return of the surplus in
2014/15 to support the target surplus of
0.5% and other issues. Financial plans have
been submitted included the full return of
* Dialogue with NHS England is taking place
this surplus in 2014/15. The final return of
to secure the return of the forecast surplus
the surplus is £0.048million short of the
in 2013/14 into 14/15.
surplus in the published accounts for
2013/14. NHS England will not be returning
this shortfall. However CCG Plans have been
accepted and the CCG is monitored against
Plan on a monthly basis.

Medium

Sue Lowe
Sue Lowe

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

Financial

SC 2014 - 11

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

Financial

SC 2014 - 10

Failure to manage the financial impact
for NHS SCCCG relating to Forecast
surplus and control total as the
surplus for 2013/14 will not be
returned in full in 2014/15, the return
of the surplus may be delayed until
2015/16, or not returned at all. The
CCG plans included has no reserves in
2014/15 to cover risk. This is a high
risk and will need to be monitored
closely.
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Finance Risk Register 2014-15
10

15
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25

Likely 4

4

8

12
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20

Possible 3

3

6

9

12

15

Unlikely 2

2

4

6

8

10

Rare 1

1

2

3

4

5

1

2

3

4

5
Catastrophic

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

5

Severe

LIKELIHOOD

Objective : Everyone Counts 5 Domains &
Organisation Effectiveness

Almost Certain 5

Moderate

Date Sep-14

Likelihood x
Impact = Score
Very Low
Low
Medium
High

Negligible

Critical Success Factor

Minor

Control Types
Avoid

Political / Legal

Clinical Lead

Reduce

Clinical / Social

Executive Lead

Simon Whitehouse / Lynda Risk

Eliminate

Financial

SIRO Lead

Fiona Field / Tracy Parker-Priest

Transfer

Operational

Caldicott

Judith Thorley / Dr Nicola Bishop

Accept

Customer Need

Lisa Carr

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

Updated

Risk

Impact

Likelihood

Risk Level

* Communication has been sent on Primary
Care IT, indications are that this will be less
than the value current service, however non
recurrent transitional funding has now been
received for 2014/15. Funding for Primary
Care Schemes has been settled for 2014/15.
* Discussions are held as required between
Other issues will be communicated/notified
the CCG and the NHS England to resolve/
to the CCG on an individual basis. NHS
settle allocations issues
property services values are being
challenged, the CCG will be required to
contribute to the National risk pool and the
Quality premium has been notified, but not
yet received. The planning assumption is
that resource is equal to expenditure.

Gaps In Controls or Assurance

3 4 12

* Other issues will be
communicated/notified to the CCG on an
individual basis. The planning assumption
is that resource is equal to expenditure.
There is a risk that Resource allocated is
insufficient to cover required expenditure.

Nov-14

6

Management Assurance / Actions

3 2

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

Nov-14

2

Controls In Place

Medium

Risk

4 12

Current

Low

3

Impact

Likelihood

Risk Owner

Sue Lowe
Sue Lowe

Entry Date

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

Risk Type

Financial

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

3

Financial

Ref No.
VR 2014 - 01
VR 2014 - 02

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

Risk Manager

Dr Andrew Wilson / Dr Jonathan Griffiths

IMPACT / CONSEQUENCE

Initial Score

Potential Risk

Strategic Risk Ownership

Risk Types

6

72

2

6

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

Nov-14

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

9

4 4 16

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

Nov-14

4 16

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

3 3

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

3 2

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

Nov-14

3

9

Medium

4

3

High

3

* Specialised Commissioning, although
operated by the Area Team (NHS England)
continues to cause risks to the CCG. These
* Discussions continue to be held between
risks may be further baseline/new rules that
the CCG and the NHS England to resolve the
may require adjustment to the CCGs
issues in relation to Specialised
Resource, planning assumes that any such
Commissioning.
adjustments will be cost neutral. No further
adjustments are expected in the current
year.

Low

Sue Lowe
Sue Lowe
Sue Lowe

Financial

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

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

Financial

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

Financial

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

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

6

73

3

9

6

* The financial risks of Personal Health
Budgets will need to be managed. The
outstanding assessments(including any
learning disability assessments from
Cheshire West & Chester) will be worked
through by the CSU over
the coming months, and monitored against
budgets. For claims; guidance has now been
issued for the old PCT claims,contributions
to the National risk Pool will operate in
2014/15, and contributions to the National
Risk Pool are expected to continue for at
least a further two years.

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

* There were no known claims against the
CCG in 2013/14. In 2014/15 the CCG will be
required to contribute to the National risk
pool for the Legacy PCT claims, in addition
to providing for new claims against the CCG.
New claims against the CCG are accounting
for on a monthly basis.

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

3 3

3 3

2 3

9

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

9

* The time line for the settlement of the
legacy claims will be driven by the legal
process. Guidance was issued in 2013/14
that indicated the legacy provisions would
be accounted for by NHS England in
2013/14; For claims; guidance has now
been issued for the settlement of the old
PCT claims; contributions to the National
risk Pool will operate in 2014/15, and
contributions to the National Risk Pool are
expected to continue for at least a further
two years.

6

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

Nov-14

Medium

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

Nov-14

2

3

9

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

Nov-14

3

3

Medium

3

Low

Sue Lowe
Sue Lowe
Sue Lowe

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

Financial

VR 2014 - 08

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

Financial

VR 2014 - 07

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

Financial

VR 2014 - 06

Failure to manage the financial impact
for NHS VRCCG relating to Quality
Innovation, Productivity &
Prevention (QIPP) of Value = £0-1m.
The CCG has approved the Quality,
Innovation, Productivity and
Prevention Plan, embedded in the
CCG budgets in 2014/15 and included
in the CCG Plans for 2014/15.
The CCG will need to be ready to
introduce further QIPP schemes as
required to ensure it delivers its
financial Targets.
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Nov-14

4 12

* Planning meetings are progressing with
West Cheshire Council, and strategic
* Planning meetings are progressing with
meetings are taking place with providers
West Cheshire Council, and strategic
meetings are taking place with providers and and partners. Better Care Funds for 2015/16
have be integrated into the 5 year Plans,
partners, including the innovation fund
(included in the budgets for 2014/15) to be and monitored via the CCG and Health &
Well Being Board. The Revised Better Care
used by the Provider Board for
Fund was submitted on 19th September and
transformation change.
has now been 'approved with support'

3 4 12

* Dialogue with NHS England is taking
place to secure the return of the increased
surplus in 2014/15/ and or 2015/16 to
support the target surplus and other
issues. Financial plans have been
submitted included the return of this
surplus across two years.Although no
formal approval has been received; the
CCG have been accepted by NHS England
and are CCG reports monthly against Plan

3 4 12

* Planning meetings are progressing with
West Cheshire Council, and strategic
meetings are taking place with providers
and partners. Better Care Funds for
2015/16 have be integrated into the 5 year
Plans, and monitored via the CCG and
Health & Well Being Board.The Revised
Better Care Fund was submitted on 19th
September and has now been 'approved
with support'

Nov-14

3

4 12

Medium

3

* Dialogue with NHS England is taking place
to secure the return of the increased surplus
in 2014/15 / 2015/16 to support the target
surplus of 1% and other issues. Financial
* Dialogue with NHS England is taking place
plans have been submitted included the
to secure the return of the forecast surplus
return of this surplus across two years.
in 2013/14 into 14/15 and 15/16.
Although no formal approval has been
received; the CCG have been accepted by
NHS England and are CCG reports monthly
against Plan.

Medium

Sue Lowe
Sue Lowe

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

Financial

VR 2014 - 10

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

Financial

VR 2014 - 09

Failure to manage the financial impact
for NHS VRCCG relating to Forecast
surplus and control total as the
surplus for 2013/14 will not be
returned in full in 2014/15, the return
of the surplus may be delayed until
2015/16, or not returned at all. The
CCG plans included has no reserves in
2014/15 to cover risk. This is a high
risk and will need to be monitored
closely.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Chief Officer Report
Date/Time: 3 December 2014 at 2 pm
Author: Jo Vitta, Business Manager

Reporting Period: 2014-15
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.

5.4.1

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 South Cheshire 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



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations
1. Governing Body are asked to note the contents of the paper
2. Agree to delegate the responsibility for decisions required regarding the Procedures of
Limited Clinical Value to the Clinical Commissioning Executive
Action Required
Decision:
Approval Assurance
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: NHS Vale Royal CCG Governing Body
1.0 Introduction
1.1 This report provides an overview of important Clinical Commissioning Group business that is
not detailed elsewhere in the agenda.
2.0 The NHS Five Year Forward View & Refresh of the CCG 2 Year Operational Plan
2.1 The NHS Five Year Forward View was published on 23 October 2014 and sets out a vision for
the future of the NHS (click here to see NHS Five Year Forward View) . It has been developed
by the partner organisations that deliver and oversee health and care services including NHS
England, Public Health England, Monitor, Health Education England, the Care Quality
Commission and the NHS Trust Development Authority. Patient groups, clinicians and
independent experts have also provided their advice to create a collective view of how the
health service needs to change over the next five years if it is to close the widening gaps in the
health of the population, quality of care and the funding of services.
2.2 The purpose of the Five Year Forward View is to articulate why change is needed, what that
change might look like and how it can be achieved. It describes various models of care which
could be provided in the future, defining the actions required at local and national level to
support delivery. It covers areas such as disease prevention; new, flexible models of service
delivery tailored to local populations and needs; integration between services; and consistent
leadership across the health and care system.
2.3 The Five Year Forward View starts the move towards a different NHS, recognising the
challenges and outlining potential solutions to the big questions facing health and care services
in England. It defines the framework for further detailed planning about how the NHS needs to
evolve over the next five years. The Executive Summary provides a good overview of the main
areas and can be read by clicking on the link - NHS Five Year Forward View - Executive
Summary
2.4 In line with the CCGs planning cycle, the teams have already begun the process of refreshing
the 2 Year Operational Plans. Within the framework of the Connecting Care Strategy and now
the NHS Five Year View the CCG has a clear direction of travel within which to refresh its plans.
In addition the national planning guidance is expected in December 2014, which will help inform
our priorities for the next year(s) and set out the planning assumptions for the coming year.
This will need to take into account the vision of the Five Year View as well as reflecting the
CCGs Connecting Care Strategy.
2.5 The following draft timetable for this year’s planning guidance has been shared as follows:
Task:
Guidance to be issued:
 Planning Guidance & Templates
 Arbitration Guidance
 Tariff Published
First submission of plans
Contracts signed
NHS England assessments

Deadline:
December 2014
13 February 2015
27 February 2015
6 March 2015
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Refresh of plan post contract sign off
Reconciliation process with NHS TDA and Monitor
Plans approved by Boards
Submission of final 2 year operational plans
Triangulation with Monitor and TDA
Stock take and moderation

13 March 2015
From 6 March 2015
31 March 2015
Either 2 or 7 April 2015
17 April 2015
20 April 2015

3.0 CCG Assurance Annual Assessment 2013-14
3.1 The Quarter 4 CCG Assurance process is important due to it being the Annual Review. There
is a requirement for NHS England to fulfill its obligations in delivering the two mandatory
elements of the annual process: feedback on NHS Constitution Standards; and the CCG
Statutory Duties. The assessment is based both on the CCG submission prior to the Annual
Review Meeting and the discussion from the Assurance Meeting itself.
3.2 Following the CCGs Annual Review with the Area (5th June 2014), they recommended that
NHS Vale Royal CCG were signed off as ‘assured’. The Annual Review was set in the context
of the sound performance of the CCG at Checkpoints 1 and 2, where the Area Team gave
ratings of: Assured; and Assured. At Quarter 3, the Area Team gave a rating of ‘Assured’.
3.3 The Area Teams ‘assured’ was provisional and subject to both regional and national
moderation processes before being laid before the NHS England Assurance and Authorisation
Committee for final determination.
3.4 Following the regional and national moderation process, NHS England Assurance and
Authorisation Committee have determine that for the Annual CCG Assurance Assessment
NHS Vale Royal CCG remains ‘assured’ for 2013-14.
Table Showing Annual Output Assurance Assessment
For the Period 30 September 2013, the CCG Assurance assessment was made using the interim
2013-14 CCG Assurance Framework

1
2

3
4

5

Domain
Are local people getting
good quality care?
Are patient rights under the
NHS Constitution being
promoted?
Are health outcomes
improving for local people?
Are CCGs delivering
services within their
financial plans?
Are conditions of CCG
authorisation being
addressed and removed
(where relevant)?

Overall Assurance Level

NHS Vale Royal CCG
Interim CCG Assurance Framework
Checkpoint 1
Support
Checkpoint 2

Support

Amber-green

N/A

Amber-green

N/A

Green

N/A

Green

N/A

Amber-red

N/A

Red

N/A

Amber-red

N/A

Amber-green

N/A

Fully
Authorised

N/A

Fully
Authorised

N/A

Assured with
limited
concerns

N/A

Assured

N/A
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For the Period 1 October 2013 to 31 March 2014, the CCG Assurance assessment was made
using the Final 2013-14 CCG Assurance Framework:

Domain
Are local people getting
good quality care?
2 Are patient rights under the
NHS Constitution being
promoted?
3 Are health outcomes
improving for local people?
4 Are CCGs delivering
services within their
financial plans?
5 Are conditions of CCG
authorisation being
addressed and removed
(where relevant)?
Overall Assurance Level
1

NHS Vale Royal CCG
Interim CCG Assurance Framework
Quarter 3
Support

Quarter 4

Assured

Assured

Assured

Assured

Assured

Assured with
support

Assured

Assured

Assured

Assured

Assured

Assured

Support

4.0 Quality Premium Award 2013-14
4.1

The ‘quality premium’ is intended to reward CCGs for improvements in the quality of the
services that they commission and for associated improvements in health outcomes and
reducing inequalities in 2013-14. The payment is being made in 2014-15 and is nonrecurrent.
Assessment of the four national quality premium measures has been carried out by the
national support center. They are:
 Reducing potential years of lives lost through amenable mortality (12.5% QP)
 Reducing avoidable emergency admissions (25% QP)
 Ensuring the roll-out of the Friends and Family Test and improving patient experience of
hospital services (12.5% QP)
 Preventing healthcare associated infections (12.5% QP)

4.2

Assessment of the CCGs position with respect to the three local measures has been carried
out jointly by the CCG and the Area Team. The CCG completed a template setting out:
 The planned level of improvement for each local measure
 The position at the end of 2013-14
 The data sources used to measure improvement

4.3

NHS VR CCG three local quality measures for 2013-14:
 Under 75 mortality rate from cancer (12.5% QP)
 Proportion of people feeling supported to manage their condition (12.5% QP)
 Emergency admissions within 30 days of discharge from hospital (12.5% QP)

4.4

In addition the quality premium would not be paid if the certain financial and quality
requirements were not met by the CCG, these included:
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The CCG manages within its total resource envelope for 2013-14 and;
does not exceed the agreed level of surplus drawdown

4.5

The total payment for a CCG (based on its performance against the four national measures
and the three local measures) will be reduced if its providers do not meet the NHS
Constitution rights or pledges for patients in relation to:
 Maximum 18-week waits from referral to treatment
 Maximum four-hour waits in A&E departments
 Maximum 62-day waits from urgent GP referral to first definitive treatment for cancer
 Maximum 8-minute responses for Category A red 1 ambulance calls.

4.6

Below is a summary of the initial draft quality premium reward available to the CCG and the
CCG achievements across all the quality premium measures. Note: 0= not achieved and 1=
achieved
Quality Premium
Reward Available
£487,800

NHS VRCCG

Quality Premium
Reward Achieved
(based on initial draft)
£304,900

% QP Achieved

62.51%

Domain 1 – PYLL amenable
Baseline
2012
2,573

NHS Vale Royal CCG

Achievement
2013
1,844

Change
2012-2013 %
-28.3%

Achieved?
-3.20%
1

Domain 2 & 3 – Avoidable Emergency Admissions
Baseline
2012/13
1,833.0

NHS Vale Royal CCG

Achievement
2013/14
2,401.8

Change
2012-2013 %
31.0%

Achieved?
0
0

The CCG have reviewed the data for the ‘avoidable emergency admissions’ on the basis that the
figures used by the national team did not taken into account a fundamental and significant coding
change that took place in 2014/15 that was backdated and corrected through into 2013/14.
However on reviewing the data, the CCG has determined that in fact the ‘avoidable emergency
admission’ figures for Vale Royal have not reduced enough to achieve the quality premium
award
Domain 4 – Friends and Family Test

VR
CCG

APC
Baseline

APC
Achievement

Change

Achieved?

A&E
Basel
ine

A&E
Achievement

Change

Achieved
?

2013/14
Q1

2014/15
Q1

0

2013
/14
Q1

2014/15
Q1

2013/14
Q1 to
2014/15

0

Maternity
Rollout

3

72.90

75.60

2013-14
Q1 to
2014/15
Q1
2.7

1

62.5
0

67.30

4.8

1

1

1

Over
all

80

Domain 5 – MRSA and CDIF
MRSA
2013/14
5

NHS Vale Royal CCG

CDIF
2013/14
20

CDIF Target
2013-2014
19

Achieved
0

The national threshold for this measure is that the CCG must have no cases of MRSA (zero
tolerance) AND C.Diff cases at or below defined thresholds for the CCG. NHS Vale Royal CCG
did not achieve the target for CDiff (target 19 actual 20) and had 5 cases of MRSA – so did not
achieved the threshold.
LOCAL MEASURES:
Local Measures
Local 1
Achieved?
1

NHS Vale Royal CCG

Local 2
Achieved?
1

Local 3
Achieved?
1

NHS CONSTITUTION & FINANCIAL ADJUSTMENTS:
Constitution & Financial Adjustments

NHS Vale Royal CCG

Financial
100%

RTT
25%

A&E
25%

Cancer
25%

Ambulance
25%

0

0

0

0

0

Total
adjustment
0%

5.0 Primary Care Co-Commissioning
5.1 In previous Chief Executive Officer reports the Governing Body has been updated on the
discussions relating to the co-commissioning of primary care. The CCG are currently reviewing
the guidance (Click here to read the full publication) and how best to respond. Consultation
with our member practices has already progressed and a Task and Finish Group is being set
up to review the detail and agree an action plan going forward. There is a more detailed paper
on the main agenda.
6.0 Procedures of Limited Clinical Value
6.1 The Policies of Limited Clinical Value were discussed at the September Clinical
Commissioning Executive (CCE) where a request was made for further financial
analysis. Further financial analysis was undertaken for IVF but it was confirmed that accurate
financial information could not be undertaken regarding the varicose vein surgery as numbers
for requests had not been monitored.
6.2 At the October CCE a discussion took place and it was agreed to sign of the IVF, Continuous
Glucose Monitoring and the Erectile Penile Implants. However the group agreed that further
work needed to be undertaken in relation to the varicose veins work. Communications have
been taking place regarding the varicose veins project as each CCG has agreed the same
stance. It is hoped that this review will be undertaken in the near future. Below states the
agreed position for both NHS South Cheshire and NHS Vale Royal CCGs:
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i.

IVF:

ii.

Varicose Veins – It was agreed at this stage that the CCG would not be implementing the
revised NICE guidance on the proviso that work is undertaken to examine what services
will need to be commissioned in the future and a financial analysis of the impact this
would have on the CCGs.

iii.

Continuous Glucose Monitoring – it was agreed that continuous glucose monitoring meters
would be commissioned for a small cohort of patients who meet the following criteria:
 Type I diabetes
AND currently on a sensor augmented continuous subcutaneous insulin pump in
strict accordance with NICE appraisal TAG 151
AND HbA1c ≥ 8.5%
 OR experiencing severe hypoglycaemic attacks which require intervention by a carer
AND selected to use an approved sensor augmented pump system of high
specification with a low Mean Absolute Relative Difference (MARD) value
AND managed by a recognised centre of excellence in diabetes (currently using a
minimum of 20 continuous infusion pumps per annum).

iv.

Erectile Penile Implants – It was agreed that erectile penile implants would be assigned a
low priority for funding. However further consideration should be given to patients in
extreme circumstances who have failed to respond to the British Society of Sexual
Medicine guidelines first and second line recommended treatments. It was agreed that
this line of treatment would be commissioned through a specialist centre.

 It was agreed to extend the age range for patients requiring IVF to 42 years
 It was agreed to commission up to 3 cycles of IVF.

6.3 A letter stating the agreed stance of the CCG and minutes of the Clinical Commissioning
Executive meeting have now been sent to the Commissioning Support Unit.
7.0 Development of a New Sexual Health Service Across the Borough
7.1 Strategic Commissioning has a responsibility for the commissioning and monitoring of sexual
health services across the Borough. This service was inherited, and is currently delivered by
different providers, therefore creating challenges regarding the consistency and equity of
services.
7.2 The Public Health Team at Cheshire West and Chester Council have designed and developed
new proposals to replace this previous service under a consistent single provider to address
any current disparities, and to ensure access to high quality consistent services across
Cheshire West and Chester.
7.3 Overview of Services
7.3.1

The council is working very closely with its partner agencies within the NHS to
provide a comprehensive integrated sexual health service which includes the
delivery of both Genitourinary Medicine (GUM) and Contraceptive and Sexual Health
(CASH).

7.3.2

The selection of the new provider was undertaken by a panel which included the
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council’s Public Health staff as well as representatives from NHS England and a GP
with a special interest in sexual health services. This breadth of professional
experience and expertise will help to ensure that the services deliver high-quality
outcomes for local residents.
7.4 Progress and next steps
7.4.1

Extensive consultation and soft market testing was held to define the service and
gain feedback from potential bidders and providers elsewhere. This process has
informed the development of a new service specification which aims to deliver a
high-quality, equitable, safe and appropriate service that provides both advice and
treatment to meet the needs of adults and young people across the Borough.

7.4.2

It has been confirmed that the provider of the new service is East Cheshire NHS
Trust. They will be delivering the service in partnership with Body Positive Cheshire
and North Wales.

7.4.3

The council, partners and the new provider will work together and with all parties to
ensure that there is a managed seamless transition. The new service will commence
from 1 February 2015.

8.0 Potential Merger of the CCG
8.1 The Governing Body are aware of the recent discussions with regards to exploring the option
of a potential merger with NHS South Cheshire CCG. The Governing Body have discussed
this informally and have made a recommendation to the Membership Assembly with regards to
progressing these discussions. This has now been considered on two occasions by the
Membership Assembly of the CCG and the membership have voted that this work should
continue to progress subject to agreement with NHS South Cheshire CCG (8 in favour and 4
abstaining).
8.2 Clearly there is significant work to do but the Membership view was that any potential
organisational change should not detract from delivery of the commissioning agenda.
8.3 The Governing Body are asked to support the proposal and agree to a joint letter be written to
NHS England (subject to NHS South Cheshire CCG agreement) formally requesting clarity on
next steps.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: NHS Vale Royal Clinical Commissioning Group Children in Care
Annual Report 2013 - 2014
Date/Time:3 December 2014 at 2pm
Author: Berenice Astbury
Designated Nurse Children in Care

Reporting Period: 2013-14
Governing Body Lead: Tracy Parker-Priest Director
of Partnerships and Governance

Purpose of Report

Agenda Item No.

The purpose of this report is to inform NHS Vale Royal Clinical Commissioning 5.4.2
Group Governing Body on the services provided for and work with Looked
After Children in line with duties and responsibilities outlined in the Statutory
Guidance on Promoting the Health and Well-being of Looked After Children
(2009)1. The report includes information on the services provided to Looked
After Children, including achievements and evidence of improved outcomes for
children and young people during 2013-2014. The report will also identify gaps
in statutory responsibilities that represent a risk to the organisation. In line with
the wishes of our children looked after by Cheshire West and Chester Local
Authority they will be referred to as ‘Children in Care’ throughout this report.

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
This report is to provide assurance that the Clinical Commissioning Group is working collaboratively
with the local authority, commissioning effective services and delivering high quality services
through provider organisations and individuals, providing coordinated care for each child and young
person in care and their carers. Any exceptions or issues identified in the report will be reported to
the Governing Body by the Director of Partnerships and Governance.
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
1

Statutory Guidance on Promoting the Health and Well-being of Looked After Children (2009)
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Recommendations
The Governing Body are asked to:
Note the contents of this report and accept assurances that NHS Vale Royal Clinical
Commissioning Group is meeting its statutory responsibilities in relation to children in care and is
working to achieve those responsibilities identified in the report as not yet achieved.

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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Report Title: NHS Vale Royal Clinical Commissioning Group Children in Care
Annual Report 2013 - 2014
1.0 Introduction
1.1 This report is produced for NHS Vale Royal CCG in response to the Department of Health
publication Statutory Guidance on Promoting the Health and Well-being of Looked after
Children (2009)2. The guidance requires a report on the service and the progress achieved in
promoting the health and wellbeing of our local population of children in care. The report covers
the period 01 April 2013 - 31 March 2014 and also outlines the progress of current work being
undertaken in response to the Care Quality Commission Review of Health Services for Children
Looked After and Safeguarding in Cheshire West and Chester (2014)3.
1.2 The report outlines the CCG’s commitment to Vale Royal children in care placed both in and
outside the CCG footprint and demonstrates how the CCG carries out its statutory
responsibilities. The report will inform the Governing Body and partners of the work that is
being undertaken to reduce health inequalities, improve health outcomes for children in care in
Vale Royal and identify challenges that health services for Children in Care face in achieving
this work.
2.0 Background – The National Picture
2.1 ‘Looked after child’ is a generic term introduced in the Children Act 19894 to describe children
and young people subject to Care Orders or Placement Orders (placed in the care of the local
authority by order of the court) and children accommodated under section 20 (Voluntary) of the
Children Act 1989. As previously mentioned in this report ‘looked after children’ and young
people will be referred to throughout the report as ‘children in care’.
2.2 Under the Children Act 20045 amended legislation CCGs have a duty to comply with requests
from the local authority to help them provide support and services to children in need. For this
duty to be discharged effectively NHS commissioners must make sure that they commission
effective services for children in care. These statutory responsibilities have been the
responsibility of NHS Vale Royal CCG since 01 April 2013.
2.3 In order to meet the health needs of children in care, NHS Vale Royal CCG must ensure that:
 Effective health services are commissioned.
 Excellent health care is delivered by the provider organisations.
 Children in care are able to access universal and targeted health services in the area that
they live in.
 Individual health practitioners are supported in their skills and competencies to deliver
effective and coordinated care for each child, young person and carer.
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https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/276500/promoting_health_of_looked_after_children.pdf

3https://www.cqc.org.uk/sites/default/files/documents/20140227_clas_cheshire_west_and_chester_final_report.pdf
4

http://webarchive.nationalarchives.gov.uk/20130401151715/http://www.education.gov.uk/publications/eOrderingDownload/DCSF-001852010.pdf
5
http://www.legislation.gov.uk/ukpga/2004/31/contents
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2.4 The following legislation and statutory guidance underpins the services and responsibilities to
children in care commissioned and provided by NHS organisations:
Legal Framework
Children Act 19896
Children (Leaving Care)Act (2000)7
Children and young person’s Act (2004)8





Regulations and Guidance
 Statutory Guidance on Promoting the Health and Well-being of Looked After Children
(2009)9
 Care Planning, Placement and Case Review Regulations and Guidance (2010)10
 Planning Transitions to Adulthood for Care- Leavers Regulations and Guidance (2010)11
 Promoting the quality of life of looked after children and young people (NICE, 2010)12
 Quality standard for the health and wellbeing of looked-after children and young people
(NICE 2013)13
 Working Together (2013)14
2.5 At the end of March 2013, there were 68,110 looked after children in England. This is an
increase of 2 percent compared to 31st March 2012 and an increase of 12 percent compared to
31st March 2009. 3,980 looked after children were adopted during the year ending 31st March
2013, an increase of 15 percent from 2012 and an increase of 20 percent from 2009. This is
the highest figure since the start of the current data collection in 199215. This is primarily due to
an increase in focus on adoption and reducing the delays to permanence, An action plan for
adoption: Tackling Delay (Department for Education 2013)16.
2.6 The health and wellbeing of children in care is influenced by nearly all aspects of their lives and
the care that they receive. Experience in early life may have long term consequences for
health and social development. Some children may have positive experiences in the care
system, achieve good emotional and physical health, and do well in their education and go on
to have good jobs and careers. However, children in care are more likely to experience poor
health and poor educational and social outcomes after leaving care. About 60% of children in
care are reported to have poor emotional and or mental health17.
2.7 Children in care should expect to have the same opportunities and life chances as other
children including being healthy and keeping safe. In order to be effective in meeting the needs
of children in care, reducing inequalities and improving their health, helping them to move
successfully towards adulthood the provision of care must be carefully considered. It needs to
6http://webarchive.nationalarchives.gov.uk/20130401151715/http://www.education.gov.uk/publications/eOrderingDownload/DCSF-00185-

2010.pdf
7 http://www.legislation.gov.uk/ukpga/2000/35/contents
8

http://www.legislation.gov.uk/ukpga/2008/23/contents
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/276500/promoting_health_of_looked_after_children.pdf
http://webarchive.nationalarchives.gov.uk/20131027134109/http://www.education.gov.uk/childrenandyoungpeople/families/childrenincare/r
egs/a0065502/care-planning
11
https://www.princes-trust.org.uk/pdf/PS_The%20Children%20Act_Nov2012a.pdf
12
http://www.fosteringhandbook.com/brent/user_controlled_lcms_area/uploaded_files/NICE%20Guidance%20for%20Looked%20After%20C
hildren.pdf
13
http://www.nice.org.uk/Guidance/QS31
14
https://www.gov.uk/government/publications/working-together-to-safeguard-children
15
https://www.gov.uk/government/collections/statistics-looked-after-children
16
https://www.gov.uk/government/publications/an-action-plan-for-adoption-tackling-delay
9
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be a result of a clear understanding of the needs of our local children in care and the
challenges that this creates. This can only be achieved through effective collaborative working
across the local health and social care economy.
3.0 Roles and Responsibilities of the NHS
3.1 The NHS has a key role in ensuring the timely and effective delivery of health services to
children in care. The support and contribution of the NHS is crucial to ensuring that local
authorities fulfil all the responsibilities of corporate parenting in order to strive for children in
care to achieve the same optimal outcomes that any good parent would want for their child.
3.2 Under the Children Act (1989) and further strengthened by the Children Act (2004), CCGs have
a duty to comply with requests from the local authority to help them provide the support and
services that children in care need.
4.0 Role and Responsibilities of Clinical commissioning Groups
4.1 As commissioners of health services for children in care the CCG must satisfy itself that;
 Appropriate health services are in place to meet the health needs of children in care.
 The Children’s Trust arrangements are focused on health services which meet the needs of
children in care locally.
 Health services for local children in care are informed by their views.
 Systems are in place to ensure that services for children in care who are placed out of area
are consistent with the guidance Who pays? Determining responsibility for payments to
providers. Rules and guidance for clinical commissioning groups (December, 2013)17.
 Robust arrangements are in place to ensure that where a child is placed outside the
responsible local authority footprint continuity of the health assessment process is in place.
 A Designated Doctor and Nurse are in place to provide expertise and strategic clinical
leadership to the CCG Commissioners and the local authority.
 There is a named public health professional with responsibility for children in care.
 There is effective strategic co-ordination between health bodies which should include clinical
heath public health and child and adolescent mental health services in order to promote a
social model of health.
 Data sets are agreed locally, collected and reviewed annually.
 CCGs together with the local authority should monitor and review services against agreed
targets thereby ensuring that a robust service is in place.
4.2 The Designated Doctor and Nurse role is to assist the CCG in fulfilling their responsibilities as
the commissioner of services to improve the health of children in care.
4.3 NHS Vale Royal CCG has secured a Designated Nurse post of 0.2 whole time equivalent which
equates to one day a week. The current Designated Nurse was appointed in November 2013.
4.4 The CCG have a duty to commission a Designated Doctor from a provider Trust. For the
17

http://www.england.nhs.uk/wp-content/uploads/2014/05/who-pays.pdf
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period of this report the provider Trust has been unable to recruit a Designated Doctor. This
continues to be a risk to the CCG. In order to mitigate the risk the CCG plan to recruit additional
nursing hours to assist the CCG in their responsibilities as commissioners for children in care
whilst continuing to support the local process to recruit a Designated Doctor.
5.0 The Local Picture
5.1 As of 31st March 2013 there were 385 children in care in Cheshire West and Chester. Children
in care are categorised according to the legal status under which they have been placed. At 31st
March 2013, 45% (n=278) of children in care in Cheshire West and Chester had a full care
order which is slightly higher than the national figure of 42%. The next largest category was
Interim Care Order which was 24% (n=148), this is higher than the national figure of 17%. 18%
of children in care were accommodated (n=111) which was lower than the national figure of
27%. Finally 10% had a placement order (n=62) which was lower than the national figure of
14%.
5.2 Two thirds of the children in care 68%, (n=417) were in care because of abuse or neglect which
was higher than the national figure of 56%. The next biggest categories were family
dysfunction 16%, (n=96) and families in acute stress 11%, (n-67). These figures compare
favourably with the overall figures in England.

5.3 The numbers of Vale Royal children in care has been increasing month on month during the
period of time covered by this report. As of 31st March 2014 there were 169 Vale Royal children
in care in comparison to 145 children in care on 31st March 2013.
5.4 Over half of Vale Royal children in care are placed out of Vale Royal on the 31st March 2014
(82 children in care placed in Vale Royal compared to 87 placed out of Vale Royal). As
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previously stated all children in care should expect to have the same opportunities as other
children and young people. The Care Quality Commission Review18 found that children placed
out of area were experiencing the same level of health care as those placed in area. In order to
promote the health and wellbeing of Vale Royal children in care who are placed outside
Cheshire West, guidance for health professionals outside Cheshire West and Chester will be
developed and the Designated Nurse will request approval by NHS Vale Royal Clinical CCG
Quality and Performance Group during the forthcoming year.
6.0 Children in Care CENSUS (SSDA 903)
6.1 All local authorities in England are required to provide data to the Department for Education on
the following key performance indicators, immunisations, dental checks, annual health
assessments and health surveillance checks for all children who have been in care for 12
months on 31st March. National health outcome statistics are available in the annual national
statistical release.
Table 1.0 Health outcome data for Cheshire West and Chester children in care in comparison with the
national data as of 31st March 2013.

Processing Year

2013
Cohort
CW&C %
2011/12
England average
2011/12
Statistical
neighbour
average
CW&C relative
performance

Number of
children with
health
surveillance
checks up to
date

Number of
children
immunisation’s
up to date

Number of
children their
teeth checked by
a dentist

Number of children
who have had their
annual health
assessment

30
44
68%

228
264
86%

237
264
90%

252
264
95%

80%

83%

82%

86%

79%

81%

73%

78%

Below English
average
Below statistical
neighbour
average

Above English
average
Above statistical
neighbour
average

Above English
average
Above statistical
neighbour
average

Above English
average
Above statistical
neighbour average

7.0 The Care Quality Commission Review
7.1 As previously stated in this report a review of services for children looked after and
safeguarding in Cheshire West and Chester was undertaken by the Care Quality Commission
in January 2014. Following the review the health improvement plan for NHS Vale Royal CCG,
18

https://www.cqc.org.uk/sites/default/files/documents/20140227_clas_cheshire_west_and_chester_final_report.pdf
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NHS West Cheshire CCG and the four provider organisations was agreed. The health
improvement plan (Table 2.0) sets out a number of actions for the CCG. The health
improvement plan is RAG rated and progress is updated on a quarterly basis by the Designated
Nurses for Safeguarding and Children in Care. The Designated Nurse for Children in Care will
provide assurance to the CCG that progress continues to be made with the actions identified in
the health improvement plan and raise as a risk any unacceptable delays to progress.
Table 2.0 Health Improvement Plan Actions
NHS Vale Royal CCG
should:-

Outcome

Action

Progress

1.1 Further expand the
capacity of
designated
professionals to
ensure they meet
intercollegiate
requirements and
enable timely and
comprehensive
assessments of children
in care coming into care
or being placed for
adoption.

The designated
professional’s capacity
will enable them to
meet intercollegiate
requirements for the
post. Timely
comprehensive
assessments will be
completed for the
children coming into
care and for those
placed for adoption.

1.Uplift the
capacity of the
Designated
Nurse
2. The acute trust
to recruit the
Designated
Doctor.

1.2 Actively support the
development of a clear
shared strategy for
addressing the diverse
health and wellbeing
needs of local children,
including children in
care and care leavers.

A care leaver’s strategy
will be developed in
partnership with the
local authority. Areas
for health development
will be informed by a
robust integrated
strategic needs
assessment which
includes information on
the health needs of
children in care, care
leavers and other
vulnerable groups of
children. The health
needs of children in
care and care leavers
will be informed by the
health assessment
data collection tool
(Part D).

2.2 Strengthen
performance
management and
reporting arrangements
to enable a clear focus
on the impact and
outcomes of work in

The performance
reporting arrangements
will demonstrate the
impact and outcome of
services provided to
vulnerable groups.

1. The
Designated
Nurse will work in
partnership with
the local authority
and Children in
Care Council to
ensure the health
needs of care
leavers is
included in the
care leavers
strategy.
2. Health data
from the health
assessments for
children in care is
collected and will
inform the
integrated
strategic needs
assessment.
(Part D).
1. NHS Vale
Royal CCG will
review the
performance
reporting
arrangements
and include

1. The capacity of
the Designated
Nurse has been
uplifted to one full
day a week. The
acute trust has been
unable to recruit to
the Designated
Doctor post.
2. The Designated
Nurse will work for a
further day a week
until this post has
been filled.
The Designated
Nurse is working with
senior managers for
children’s social care
to ensure that the
health of children in
care is included in
the leaving care
strategy in line with
the key principles of
the national leaving
care strategy (2013).

Work is taking place
by the Designated
Nurse and the senior
manager for the
independent
reviewing officers to
progress this action

Achieve
ment
date
31.08.14

30.09.14

30.09.14
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meeting the needs of
vulnerable groups
including young people
in care , care leavers
and others in
communities where
health inequalities is of
a concern.

2.7 Strengthen the
focus and engagement
of GP’s in addressing
the health care needs of
children who are in care
and care leavers.

All GP’s will be aware
of their role to support
children in care and
care leavers and will
provide information to
inform review health
assessments leading to
a holistic health
assessment and
improved health
outcomes.

4.3 Further develop
initial health
assessments and care
plans for children in
care to ensure they
provide a holistic
overview of children
and young people’s
needs across the age
range and provide a
tighter system
monitoring outcomes
and on-going risk.

Health assessments
will provide a holistic
overview of the
children and young
people’s health needs
to ensure on-going risk
is identified and
managed.

outcome focused
information, with
particular focus
on the needs of
vulnerable
groups including
children in care
and care leavers.
2. The
Designated
Nurse will work
with the
independent
reviewing officers
and the senior
managers for
children in care to
review the
children in care
practice
standards to
ensure that
health is
included.
1. Level 3 training
for GP’s will
include a focused
session on the
health of children
in care.
2. Quarterly
audits of initial
health
assessments will
be undertaken
and submitted to
the CCG.
3. A briefing
paper will be
circulated to GP’s
outlining the key
areas of
development for
children in care.
1. Community
paediatrician
training will focus
on smarter care
planning with a
strong focus on
children’s risk
and risk
management.
2. The
Designated
Nurse has
revised the

1. The first session
took place on
16.07.14.
2. The first quarterly
audit has been
submitted
3. A briefing paper
has been circulated
to GP’s.

1.16.07.1
4
2.31.07.1
4
3.
31.05.14

1. A planned training
session for
community
paediatricians has
been arranged.
2. Revised training
for school nurses
and health visitors
has been planned.
Supervision has
taken place for all
school nurses and
health visitors.

1.
31.11.14
2.
31.12.14
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5.1 Ensure the work of
the specialist children in
care nurses is quality
assured.
23 Actions to be taken
to strengthen adoption
medical advisor
arrangements and put
in place an agreed
assessment pathway to
respond to increased
numbers of the children
looked after waiting for
adoption

All young people,
including those with
high needs have
holistic health action
plans that are
monitored for progress.
Robust arrangements
are in place to meet the
needs of children
looked after waiting for
adoption.

training and
supervision
model for health
professionals to
include a
stronger focus on
the use of the
strengths and
difficulties
questionnaire
and a child’s risk
and managing
and monitoring
risk.
Assurance that
all health
assessment are
quality assured.
The adoption
medical
assessment
pathway is
completed and
disseminated
across health and
social care in
Cheshire West
and Chester

This data is to be
provided in the
monthly performance
data provided by the
acute trust.

30.09.14

This action has been
completed.

01.07.14

8.0 Working together to promote the health and wellbeing of Vale Royal Children in Care
8.1 All children in care are required to have regular health assessments to ensure their health
needs are being met and they are not missing out on routine preventative health care such as
immunisations. These health assessments are an opportunity to identify unmet health needs
and actively promote health in its widest sense.
8.2 Health assessments and Care Plans are now routinely quality assured and areas where the
required standards are not met are clearly identified and the health assessment is returned to
the health practitioner for improvement. Up until 31st March 2014 100% of health assessments
have been quality assured and have met the required standard. Part C of the initial Health
Assessments (health recommendations and summary), are now routinely typed and a copy is
sent electronically to the child’s GP.
8.3 The Care Quality Commission Review19 found that the role of GPs in supporting Children in
Care and Care Leavers was adequate overall but would benefit from further development.
Whilst GPs were provided with copies of children’s health assessments and plans, they were
not being asked to give their opinion of the child’s health in advance of the health assessment
and it was not sufficiently clear to them what areas within the child health care plan they
needed to follow up. Given that many of the records continue to be handwritten and some are
poorly presented, this does not give these health records the status and profile they need. In
response to recommendation 2.7 of the review report GPs will routinely be asked for
19

https://www.cqc.org.uk/sites/default/files/documents/20140227_clas_cheshire_west_and_chester_final_report.pdf
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information in respect of the child before their Initial Health Assessment. This should provide
the paediatricians with more in depth information about the health of the child and add to the
quality of their health assessments.
8.4 In November 2013 East Cheshire NHS Trust appointed additional nurse specialist capacity and
this is helping to raise the quality of health care planning and reduce delays formerly
experienced in Initial or Review Health Assessments taking place. The nurse specialist for 16+
young people in care has provided additional skill and expertise for older young people who
have traditionally been disenfranchised with health and are less likely to comply with the health
assessment process. The nurse specialist has been successful in engaging with hard to reach
young people and as a result improved health outcomes for this group and an increase in the
uptake of health assessments for the 16 and 17 year olds has been projected for the oncoming
year.
8.5 Tables 2.1 and 2.2 show the health assessment data for Vale Royal children from 1st April 2013
- 31st March 2014 and for the first quarter of the year 1st April 2014 - 31st March 2015. This data
has been collected by the provider Trust and shows the numbers and percentages of children
in care who have had their health assessments completed within statutory time scales. It is not
comparable with the local authority data which measures the number of children who have had
their annual health assessment in the last 12 months. Nor is it comparable with the national
data which shows the percentage of children who have been in care for 12 months on the 31st
March 2013 who have had a health assessment. However this data does demonstrate that the
numbers of Vale Royal children in care who have had their health assessments and therefore
their health needs identified within statutory timescales is unacceptably low and therefore
remains a risk to the CCG. During the period that this data was collected the following actions
have taken place to mitigate the problem:




The capacity of the children in care health team as previously mentioned has been uplifted.
The capacity of the school nursing team will now be reviewed through the re tendering
process for the Health and Wellbeing Offer for 5 - 19 years in Cheshire West.
The capacity and frequent change of social workers within the children in care and children
in need teams has created delays in requests for health assessments being initiated by the
children’s social workers despite the escalation process. Consequently the escalation
process will be reviewed with senior managers in children’s social care during the
oncoming year.

The Designated Nurse will follow these issues up with senior managers for children’s social
care and the provider Trust. A comparison between the full years with the first quarter of next
year does show an improving trend. The Designated Nurse will continue to monitor this trend
through scrutiny of the acute Trust monthly performance data throughout the coming year and
report progress to the CCG.
8.6 Tables 2.3 and 2.4 show data for immunisation rates and dental checks for Vale Royal children
in care. This shows that the percentages of children who are up to date with their
immunisations and dental checks has improved significantly for the children by the time they
have their review health assessment and therefore suggests that health needs identified at the
child’s initial health assessment have been met by the time their health is reviewed at the
review health assessment.
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Table 2.1 Review Health Assessments Vale Royal children in care
Criteria

Review Health
Assessments
April 2013March 2014
Review Health
Assessments
Quarter 1
2014/2015

Number
received
(a)

Number not
completed*
(b)
17

Number
comple
ted
(a-b)
125

Number
completed
within
timescale
60

142

44

7

37

21

%

48%

Number
completed
out of
timescale
65

%

52%

56%

16

43%

%

34%

33%

*The reasons for the non- completion of health assessments received were:
child no longer in care, child declined, child death.
Table 2.2 Initial Health Assessments Vale Royal children in care
Criteria

No of Initial
Health
Assessments
April 2013March 2014
No of Initial
Health
Assessments
Quarter 1
2014/2015

Number
received
(a)

Number not
completed*
(b)
4

Number
comple
ted
(a-b)
56

Number
completed
within
timescale
37

60

25

%

66%

Number
completed
out of
timescale
19

1

24

16

66%

8

*The reasons for the non- completion of health assessments received were:
child no longer in care, child declined
Table 2.3 Registered with a Dentist
Criteria

Yes

%

No

%
23%

No
Data
4

Initial Health Assessment
(n-56)
Review Health Assessment
(n-125)

39

70%

13

103

82%

1

%
7%

1%

21

17%
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Table 2.4 Immunisations up to date
Criteria

Yes

%

No

%
13%

No
Data
7

Initial Health Assessment
(n-56)
Review Health Assessment
(n125)

42

75%

7

110

88%

8

%
13%

6%

7

6%

8.7 The Care Quality Commission review of looked after children’s health services recommended
that the nationally validated tool for screening for emotional and behavioural difficulties
(Strengths and Difficulties Questionnaire, SDQ) needs to be made better use of and followed
up as part of strengthening the analysis of emotional health and wellbeing during the health
assessments and monitoring children’s progress in care. In the year 2012-13 a nurse led
pathway was developed for the completion of the SDQ. This has been embedded into the
health assessment process during 2013-14 leading to improved earlier identification of
emotional or behavioural difficulties for children in care. Further work is being undertaken to
ensure good practice.
During the oncoming year a clear and robust pathway is being developed with the local
authority for this information to be uploaded onto the children’s social care electronic record.
Clarification has been sought regarding the referral pathway to Caring to Care service for
children in care with a high SDQ score so that a robust pathway can be disseminated to the
health and social care practitioners working with children in care. This will ensure that early
identification of emotional health problems will be followed up by prompt and appropriate
intervention in order to improve the emotional health of our children in care.
8.8 The Independent Reviewing Officer’s (IRO) annual report in August 2013 recognised and
valued the expertise, accessibility and enthusiasm of the specialist nurses for children in care
which has enabled tighter tracking of health concerns raised through statutory reviews. The
report also highlighted a few areas for further improvement including ensuring health reports
are up to date and submitted in good time for consideration by the IRO prior to the child’s
statutory review meeting.
However the provision of health update reports to the independent reviewing officers remains
unacceptably low (19% for the first quarter 2014). This has presented challenge for the
Designated Nurse, children’s social care and health practitioners. During the oncoming year
work will be undertaken to understand the challenges and agree a robust process in order to
ensure that this important information is available at the statutory review and assurance can be
given that the health of our children in care is being promoted and their health outcomes
improving.
8.9

East Cheshire NHS Trust has introduced a reflective model of clinical case supervision for
children in care for all health visitors, school nurses and family nurse practitioners in January
2014. It is anticipated that the impact on performance will be demonstrated through an
increase in the provision of health update reports for the Statutory Review and smarter health
plans for our children in care. East Cheshire NHS Trust has revised the supervision policy in
line with the looked after children: knowledge skills and competencies of health care staff
(May 2012), Working Together (2013) and Statutory Guidance for Promoting the Health and
Well-being of Looked After Children (2009).
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8.10 This year the nurse specialists for children in care took part in the planning and delivery of
multi-agency and single agency training around the health of children in care. Training has
been delivered to health professionals, social care professionals and foster carers. A total
number of 67 school nurses, health visitors and other health professionals have been trained.
It has not been possible to provide numbers of other professionals who have been trained this
year as the training was multi agency. The nurse specialists also took part in the multi-agency
training delivered by the Independent Reviewing Officers which focused heavily on children’s
lived experiences of being in care. Children and young people in care also took part in this
training.
8.11 In response to a recommendation from the Care Quality Commission Review regarding
developing the GP’s role in promoting the health of children in care, the Designated Nurse and
Doctor for Safeguarding, Named GP for Safeguarding and the Designated Nurse for Children
in Care have included specific training around children in care in the Level 3 Safeguarding GP
training program for the oncoming year.

9.0 Care Leavers
9.1 During the Care Quality Commission Review inspectors commented on seeing good outcomes
from the support provided to young people in care and care leavers. Examples of positive joint
working by the nurse specialists with young people over the age of 16 years and foster carers
in helping them prepare for independence was also recognised, but the review inspectors
recommended that a stronger focus was needed on the mental health and emotional health of
young people preparing to leave or who had just left care.
9.2 The inspectors recommended that further development was required to improve targeted
support for those with ongoing risks to their health and better analysis of an individual’s needs
and to equip them with the skills to address future health concerns after leaving care. The
Designated Nurse will work in partnership with the Local Authority to develop a Leaving Care
Strategy for children in care and young people planning to leave care in Cheshire West and
Chester. As previously mentioned in this report the nurse specialist for 16+ children in care and
care leavers took up her post in November 2013. Improvements in the health outcomes for our
older young people have already been made. An example of this is illustrated by the work that
the nurse specialist completed with a young person who required the support of sexual health
Services because she had made lifestyle choices that had put her sexual health at risk. The
young person had previously disengaged with sexual health services however by using her
specialist knowledge and skills and persistence the nurse specialist supported the young
person to access local sexual health services and comply with the treatment that she required.
It is also anticipated that the outcome of the work that the nurse specialist has undertaken will
be reflected in the monthly performance data provided by the acute trust for the number of 16+
young people who have an up to date health plan during the oncoming year.
9.3 Young people 14 years and older continue to be provided with a ‘Me and My Health Guide’.
The guide has been developed in partnership with the Cheshire West and Chester Children in
Care Council and we are now in the third and fourth year of providing the guide to all young
people in care during their annual health assessment.
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10.0

Achievements

10.1 In 2013 NHS Vale Royal CCG together with NHS Eastern Cheshire CCG and NHS South
Cheshire CCG commissioned a significant increase to the children in care health service in
respect of Nursing, Medical and administrative support. A new post for a Children in Care
practitioner to work primarily with 16+ young people was recruited to cover the three CCG
areas.
10.2 The uplift in nurse specialist capacity has enabled the nurse specialists for Vale Royal to
introduce a reflective model of clinical case supervision for children in care for all health
visitors, school nurses and family nurse practitioners. East Cheshire NHS Trust has revised
the supervision policy in line with national guidance.
10.3 Access to the children’s electronic social care record by the Children in Care nurses and
administrative staff has recently been achieved and the team now has access to the records
from their health bases by using local authority laptops. Completed health assessments are
now uploaded directly onto the children’s social care record by the children in care health
team.
10.4 A nurse led pathway was developed for the completion of the strengths and difficulties
Questionnaire (emotional and behavioural screening tool) in 2012-13. This process has been
embedded into the health assessment process leading to improved earlier identification of
emotional or behavioural difficulties for children in care. However the Designated Nurse is
working with children’s social care and the tier 2 emotional and behavioural health team for
children in care (Caring to Care) to develop a clear and robust pathway for this information to
be uploaded onto the children’s social care electronic record.
10.5 All completed health assessments are quality assured using the Quality Assurance tool which
has been devised from the statutory guidance, National tariff payment system (2013) 20 .
Where a health assessment does not meet the required standard the health assessment will
be returned to the health assessor with a check list which indicates outstanding areas for
completion/amendment. A copy of the check list will be sent to the Designated Nurse for
Children in Care. The check list will be reviewed by the Designated Nurse
to
support
payment against agreed quality standards (DH, 2013).
10.6

There continues to be improved notification of children new into care and children who have
changed placements from children’s social care to the children in care health team. Work is
currently being undertaken by the Designated Nurses, Nurse Specialists and Children’s
Social Care to improve our knowledge of children in care placed in Cheshire West and
Chester by other areas.

10.7

The Designated Nurses for Safeguarding and Children in Care have been working with
Children’s Social Care and public health to develop a health data collection tool (Part D) in
order to contribute information about the health of children in care to the integrated strategic
needs assessment from information obtained at the children’s health assessments using a
health data collection tool (part D). This work will be progressed during the oncoming year.

10.8

In the autumn of 2013 a decision was made by the Cheshire West and Chester LSCB to
disband the Cheshire West and Chester Healthy Care Partnership Group and form a sub

20

https://www.gov.uk/government/publications/national-tariff-payment-system-2014-to-2015
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group of the LSCB for Children in Care and Care Leavers as a more appropriate and
effective means to take forward the health agenda for children in care. Membership of the
group is multi agency and both strategic and operational. The Designated Nurses for
Children in Care and Safeguarding are members of the group and will continue to keep the
CCG informed of the strategic vision for children in care and any risks that are raised by this
group.

11.0

Summary- building on improvements in 2014-15

 As previously discussed uplift by the provider Trust to the specialist health care team for
children in care is starting to show an improvement in the health outcomes for children in care
which is evidenced by the monthly performance data on the Trust dashboard. During the
oncoming year the Designated Nurse will continue work with the local authority and health
providers to build on this improvement. The dashboards will be monitored for any gaps or
downward trends and assurance requested from the provider Trust that improvements are
being sustained. Quarterly audits of Initial and review Health Assessments will be undertaken
by the providers and scrutinised by the Designated Nurse to gain assurance that the quality of
the health assessments is a high standard, and ensure that there is a clear focus on emotional
health and analysis and monitoring of ongoing risk.
 The Designated Nurse has been invited to become a member of the Caring to Care (emotional
and behavioural health service for children in care) steering board. By working at a strategic
level with members of the board the Designated Nurse will continue to promote the agenda for
the emotional health and well-being of children in care.
 The health and well-being of our children in care who are placed in other local authorities will
remain a high priority. Ensuring that children in care experience a seamless transfer of health
services if they are placed outside the CCG footprint is paramount. As such the Designated
Nurse will continue to work with the Designated Nurses and commissioners for all the CCG’S
within the area team footprint and NHS England to develop robust commissioning pathways
for primary and secondary health services for children in care which is underpinned by the
national guidance.
 As a member of the LSCB children in care sub-group the Designated will continue to give
assurance to the LSCB that the health and well-being of children in care is promoted through
the scrutiny of health outcome data and that any gaps in service delivery or downward trends
which could potentially create a risk to the health of children in care are followed up.
 The Designated Nurse will collaborate with the local authority and partner agencies to ensure
that the importance of promoting the health of care leavers and equipping them with the skills
and knowledge to take responsibility for their own health is clearly reflected in the care leaver’s
strategy.
 The Designated Nurse will continue to work with children and young people in care and the
local authority to develop a health passport which meets the needs of the children and young
people, is accessible and is available in a format that the children and young people want and
will use.
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Reporting Group: Vale Royal Governing Body
Report Title: SRG 2014-15 Winter Investment Update
Date/Time: 3 December 2014 at 2 pm
Author: Sue Milne/Linda Banner-Perry

Reporting Period: Quarter 3
Governing Body Lead: Tracy Parker-Priest

Purpose of Report

Agenda Item No.

To provide Governing Body members with an update on investment of SRG
non recurrent winter pressures funding received from NHS England for 201415.

5.4.3

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
The investment of non-recurrent winter funding improves patient experience by enhancing access
to appropriate services during the winter months of November 2014 – March 2015.
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



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations

The Governing Body are asked to:
i)
Note the contents of the report.
ii)
Consider whether a progress report should be presented to the group in January
or April 2015.
Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: SRG 2014-15 Winter Investment Update
1.0 Introduction

1.1

In June 2014 NHS England notified CCG’s about the availability and allocation of
2014-15 SRG non recurrent winter pressures funding. NHS Vale Royal CCG was
allocated £636,496 and NHS South Cheshire CCG was allocated and £1,077,705
making total initial investment in the local health and social care economy of £1.7m.

1.2

In October 2014 NHS Vale Royal CCG received a report from the Urgent and
Planned Care Team providing information on how this funding had been invested
locally to address health and social care system pressures and deliver the 4 hour
A&E standard.

1.3

The 4 hour A&E standard is part of the NHS Constitution and is considered a crucial
indicator of overall success in the delivery of high quality health services to NHS
patients. To support delivery of this standard, NHS England, Monitor and the NHS
Trust Development Authority secured additional non recurrent investment. CCG’s
were asked to provide NHS England with a list of the unsuccessful applications that
would have been supported if more funding had been allocated in July.

1.4

Late in October 2014 NHS Vale Royal CCG received notification of this second
round of SRG non recurrent winter pressures funding. On this occasion, £1,231,773
was allocated to NHS South Cheshire CCG (Central Cheshire) as Lead
Commissioner of services with the NHS Mid Cheshire Foundation Trust based upon
the submitted list of unsuccessful applications. This made the total investment
available to the local health and social care economy of £2.9m.

1.5

In addition to this second round of funding, NHS Vale Royal CCG received
notification from NHS England in November there may be a further opportunity to
access specific mental health winter pressures funding. NHS Vale Royal CCG
submitted two applications valuing £193,858, one for increased consultant
psychiatrist and community liaison practitioners and another for a YMCA linked A&E
hospital discharge service.

1.6

On the 13th November NHS England confirm that £143,000 had been allocated to
the CCG. This funding was considered at the November Resilience Group meeting
were it was agreed that £123,000 be utilised to support the consultant psychiatrist
and community liaison practitioners application and £20,000 be utilised to support
the YMCA linked A&E hospital discharge service.

2.0 Allocation of Round Funding

2.1

Members of the Resilience Group were informed of the possibility of further funding
at the October meeting and agreed that £200,000 would be top sliced for particular
investment within Primary Care; as this area had been recently identified as a
significant risk to the local economy at a SRG Risk Assessment Workshop.

2.2

As mentioned above, £1,231,773 was allocated for investment into the local health
and social care economy in the second round of 2014-15 SRG non recurrent winter
pressures funding at the end of October and came with the following caveats:
 Local investment decisions required agreement of the System Resilience Group
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2.3

and Chief Executive Officer of NHS Mid Cheshire Foundation Trust along with
commitment to deliver the 95% A&E 4 hour standard to March 2015
£541,365 was to be invested with the Trust
£690,408 was to be invested within the community

An extraordinary Resilience Group meeting was held on the 4th November, to
allocate the second round of funding. This meeting was split into three parts
considering applications:
 From NHS Mid Cheshire Foundation Trust
 From Primary Care GP Federations/Alliances
 Legacy Applications unsuccessful in the first round

2.4
Trust Investment
2.4.1 At the October Resilience Group meeting NHS Mid Cheshire Foundation Trust had
gained approval to instigate the successful round one applications (Increased ED
staffing; PAA development; Increased emergency surgery bed capacity) earlier than
the planned implementation of December, due to the current significant pressure in
the system.
2.4.2 A new start date of October was agreed utilising £316,324 of the £541,365. The
following applications were agreed against the remaining £225,041:
 036 – Weekend phlebotomy
 038 – Short stay ward
 040 – ST3 Dr at weekends
2.5
Primary Care GP Federations Investment
2.5.1 Six applications had been received from GP Federations for consideration against
the £200,000 top sliced for particular investment with GP Practices, totaling
£439,895. Of these applications the following three were supported:
 200 – Under 5 yr drop-in
 201 – GP early intervention
 205 – Overflow telephony access
2.5.2 The GP Alliances’ were asked to undertake further work on application 201 – GP
early intervention to address the following:
 Costing required aligning with previously supported applications
 Increased capacity was to be daily rather than Monday, Wednesday and Friday
 Increased capacity across the majority of NHS Vale Royal CCG and NHS South
Cheshire CCG member practices rather than the proposed 19
 Additional reception/admin support to be captured
2.5.3 The GP Federation were asked to review the costings in relation to application 205 –
Overflow telephony access to ensure any costs relating to NHS Cheshire ICT
support were incorporated into the application.
2.5.4 On this basis, the primary care applications were approved and it is anticipated that
around £350,000 will be allocated to support pressures in primary care.
2.6 Legacy Applications Investment
2.6.1 Nine legacy applications from a range of partners totaling £951,674 and two new
applications 300 – Transforming complex discharge and 301 – NWAS green car
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scheme were considered against remaining investment: The following applications
were supported:
 044 – CCG Community pharmacies emergency supplies
 060 – CEC Spot purchase beds
 048 – CWaC Spot purchase beds
 049 – CWaC Leftwich Green EMI beds
 301 – NWAS Green car scheme
2.6.2 It was agreed that a small contingency pot of around £139,000 remain for the
provision of additional spot purchase beds between January and March 2015, if
required by pressures in the system.
3.0 2014-15 Funded Applications

3.1

Table One below clearly illustrates all the applications that have been successful in
obtaining 2014-15 SRG non recurrent winter pressures funding along with their
relevant start date.

Table One – Supported Applications
App No Initiative Title
001
Consortium - Healthy Living SPOA
004
BRC - A&E Supported Discharge
019
ECT - OOH Inhours Additional GP
020
ECT - OOH Additional weekend cover
025
ECT & MCHfT - Enhanced Therapy
Provision
042
MCHfT - UCC Weekend Opening
039
MCHfT - PAA Development
041
MCHfT - Increased emergency general
surgery bed capacity
037
MCHfT - Increased ED Staffing
036
MCHfT - Weekend Phlebotomy
038
MCHfT - Short Stay Ward
040
MCHfT - ST3 Dr at Weekends
005
CEC - Rapid Care Service
101
CEC Additional Social Work Support
102
CEC Step up/down beds
051
CWaC - Rapid Care Service
100
CWaC - Additional Social Work Cover
049
CWaC Leftwich Green EMI Beds
301
NWAS - Green Care Scheme
044
CCG - Community Pharmacies
Emergency Supplies
201
GP Alliances - GP Early Intervention
200
205
400

GP Alliances - Under 5 Drop-in
GP Federation - Overflow Telephony
Access
CWP - Consultant psychiatrist and
community liaison practitioners

Start Date
01/11/2014
01/11/2014
01/11/2014
01/11/2014
01/11/2014

Amount Awarded
£40,000
£45,000
£144,835
£59,977
£214,000

01/11/2014
01/10/2014
01/10/2014

£59,136
£463,000
£158,000

01/10/2014
01/11/2014
01/01/2015
01/11/2014
01/12/2014
01/11/2014
01/11/2014
06/10/2014
12/11/2014
tbc
tbc
tbc

£207,000
£9,000
£194,000
£23,000
£93,000
£88,140
£208,948
£62,000
£205,600
£116,000
£36,198
£30,000

01/12/2014

£158,500
To be finalised
£39,675
£31,470
To be finalised
£123,000

01/12/2014
tbc
tbc
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401

YMCA – Linked A&E Hospital Discharge
TOTAL ALLOCATED

tbc

(with £120,355 anticipated additional primary
care spend)

£20,000
£2,948,564

3.2

The contingency fund is slightly higher than first anticipated as NHS East Cheshire
Trust has recently notified the Resilience Group that application 057 – Sub cut fluids
and District Nurse training is unable to be delivered due to clinical accountability and
recruitment issues. This means that the £86,764 allocated to this application has
returned to the Resilience Group contingency fund.

3.3

Table Two below illustrates the impact this second round of funding has had on the
different sectors within the local health social care economy. Investment in primary
care has increased to 20% and secondary care has increased to 35%, whilst social
care, community care and third sector investment has decreased.
Table Two – Investment Breakdown
Sector
Amount
2013 -14
Primary Care
£132,000
(10%)
Secondary Care
£696,000
(54%)
Community Care
£123,000
(10%)
NWAS
Nil
Social Care
Third Sector

£284,000
(22%)
£56,000
(4%)

2014 - 15 First
Round One
£263,948
(12%)
£511,676
(33%)
£300,764
(18%)
Nil
£552,813
(32%)
£85,000
(5%)

2014 - 15 Both
Rounds
£613,948
(20%)
£1,054,000
(35%)
£344,764
(15%)
£36,198
(1%)
£773,688
(26%)
£105,000
(3%)

4.0 Delivery of the 4 hour A&E standard

4.1

All this additional funding together with the System Resilience and Capacity plan is
aimed at securing consistent delivery of the maximum 4 hour wait in A&E in at least
95% of cases throughout winter and to March 2015.

4.2

NHS England stringently monitors delivery of this 4 hour standard through a range of
mechanisms including weekly reports, weekly teleconference calls and submission
of bi-weekly target delivery trajectories. At a local level the 4 hour standard is
monitored on a monthly basis, operationally through the Operational Resilience
Group and strategically through the System Resilience Group.

4.3

Table Three overleaf illustrates that NHS Mid Cheshire Foundation Trust failed the 4
hour A&E standard for October, delivering just 92.52%.
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Table Three – 4 hour A&E standard trajectory
Q3 and Q4 2014/15 Trajectory
Oct

92.52
%

Nov

97.50
%

Dec

95.94
%

Jan

95.11
%

Feb

96.06
%

Mar

95.93
%

4.4

This early pressure led to the virtual winter desk opening early on the 23rd October
rather than the usual 3rd November. Speedy implementation of the supported
applications is essential if the projected trajectory submitted to NHS England on the
12th November (Quarter 3 95.06% and Quarter 4 95.68%) is to be achieved.

4.5

To monitor pressures in the health and social care economy system, Resilience
Group members have developed last year’s winter pressures reporting mechanism,
into a robust dataset called ‘Star on the Bar’, where a system wide status is
allocated daily as Red, Amber, Yellow. Green. The nominated winter desk officer
notifies all Resilience Group members when the status rises and falls from Amber.

5.0 Performance Monitoring

5.1

The impact of the supported applications will be monitored at a local and national
level. NHS England are monitoring one Key performance indicator and budgetary
spend for each application on a monthly basis through unify NHS England Money
Tracker submissions made by the 15th of each month.

5.2

Locally a Performance Management Framework (PMF) has been introduced,
requiring budgetary spend and activity levels to be approved through the
Operational Resilience Group. Lead Officers submit highlight reports on the 7 th
working day of the month to NHS Vale Royal CCG. This information is used to
produce an update report which is considered at the monthly Operational Resilience
Group meeting with issues and concerns being forwarded to the System Resilience
Group for resolution.

5.3

The System Resilience Group monitors delivery of the 4 hour A&E standard and has
responsibility for ensuring this additional funding is utilised effectively in delivery the
standard. The group can request the return of unspent funding for reinvestment
where system pressures continue.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: System Resilience Group (SRG) update 2014-15
Date/Time: 3 December 2014 at 2 pm
Author: Sue Milne
Service Delivery Manager

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

Purpose of Report

Agenda Item No.

The purpose of the report is to inform NHS Vale Royal Governing Body
members of mandated changes being made to the management of Urgent
(Non-elective) and Planned (Elective) Care, as outlined in the Operation
Resilience and Capacity (ORC) Planning guidance for 2014/2015.

5.4.4

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
The introduction of the System Resilience Group (SRG) across Planned and Unplanned Care will
improve patient experience by supporting partnership working that will improve and enhance
access to appropriate services and support the delivery io integrated working across the health
economy.
Strategic Objectives

Our Vision

Personalise co-ordination of care

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



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



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:
1. Acknowledge the key areas of responsibility of the System Resilience Group (SRG).
2. Support the Connecting Care Baord (CCB) in taking on the delegated authority of the SRG and
the use of any associated non-recurrent funding to support the local system in line with the
national guidance.
3. Support the Urgent Care Working Group (UCWG) in taking the role of an Operational Resilience
Group (ORG) in order to support the SRG in delivering against its responsibilities.
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Action Required
Decision:
Approval Assurance
Yes

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined
Yes

Resources
Issues outlined
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Report Title: System Resilience Group (SRG) update 2014-15

1.0 Introduction
This Operation Resilience and Capacity (ORC) Planning guidance for 2014/2015 stipulates that
CCGs must set up System Resilience Groups (SRGs) to manage both Urgent Care and Planned
Care activity and expenditure. These groups are to replace the Urgent Care Working Groups
(UCWGs) that were introduced in 2013/2014. The document supports a cohesive approach to
service delivery for the population of South Cheshire & Vale Royal together, thus providing the
strategic direction to manage risks and issues which may have an impact on more than one
individual organisation.
Locally South Cheshire and Vale Royal CCGs have worked together to set up the SRG around the
local acute trust; Mid Cheshire Hospital’s NHS Foundation Trust (MCHFT), community services
delivered by East Cheshire NHS Trust (ECT), Cheshire and Wiral Partnership Mental Health Trust
(CWP), Cheshire East Council (CEC) and Cheshire West and Chester Council (CWAC).
2.0 Local Context
The Urgent Care Working Group (UCWG) continued to meet monthly in 2014/2015 after the
publication of the new guidance, with additional attendees to support the remit of the SRG and the
planned care agenda.
The UCWG identified that the requirements of the nationally mandated SRGs and the remit of our
local Connecting Care Strategy presents partners with significant duplication of effort. In order to
reduce the impact of this duplication on the local system, the Connecting Care Board (CCB) agreed
on the 5th of November to take on the role and responsibility of the SRG.
At the same meeting the CCB supported the proposal that the existing UCWG should become an
Operational Resilience Group (ORG) reporting into the SRG in support of operational system
management.
3.0 Proposed Responsibilities
This section summarises the purpose, membership and responsibility of the SRG, identifies the key
priorities that the Connecting Care Board would be responsible for and the operational priorities that
would be best delivered through the ORG.
System Resilience Group Responsibilities:
SRGs are the forum where all the partners across the health and social care system come together
to undertake the regular planning of service delivery. The group ensures that robust and resourced
plans are in place to ensure service delivery. SRGs oversee the coordination and integration of
services to support the delivery of effective, high quality accessible services, which are good value
for taxpayers.
Table 1: Key areas that the SRG will be required to deliver against:
Responsibility
of SRG

Role of CCB

Mechanism to discharge
duties

Frequency

Build on existing
strong
relationships
between all
members of the

 Act as the main
advocate amongst all
stakeholders for cross
partnership working.
 Review and recommend

Members of the CCB will be
required, through their
organisations, to develop
mechanisms to:
 Improve and spread

Monthly.
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local health and
social care
system.

amendments to existing
collaborative
arrangements.
 Seek out and use
opportunities where
resilience programmes
can add value in all
areas / sectors.

knowledge and skills
throughout the whole system.
 Agree and develop local
standards and protocols to
underpin audit and training.
 Develop and share
infrastructure, e.g. data
metrics and policy
documentation.

Ensure cross
Partner
interdependences
are accounted for
in all work
programmes.

 Facilitate open access
with guidelines, and
eliminate unnecessary
gate-keeping.

Members of the CCB will be
required, through their
organisations, to develop
mechanisms to:
 Communicate with local
children’s networks and
specialist clinical networks to
understand local needs.
 Ensure that emergency care
is considered by local mental
health implementation teams.
 Promote better self-care
support for patients and case
management techniques for
those with more complex
conditions.
 Planning for care home
residents: prepare joint
mapping requirements and
calculating the appropriate
occupancy to make sure beds
are available at short notice.

Monthly

Development of
the ORC Plan

Ensure that the ORC plan is
developed to enable the
system to deliver:
 Effective alternatives to
those patients who
present at A&E and who
could be seen by a GP.
 Effective management
of referrals ; to ensure
that all referrals are
appropriate and reflect
best practice
 Effective discharge
planning: to enable
organisations to see and
understand the flow of
patients through beds
and emergency care
services in all
organisations within the
SRG
 Avoidance of
inappropriate delays in
see and treat and
subsequent discharge in
A&E
 To develop area-wide

Member organisations of the
CCB will be required, through
their organisations and
partnership working, to provide
resilient and effective NonElective Care and Elective Care
priorities, as captured in the ORC
Plan. These will include, but are
not restricted to:

Monthly
updates
from the
ORG as at
the CCB
meeting

 Services in line with national
targets and the NHS
Constitution.
 Better and more accurate
capacity modelling and
scenario planning across the
system.
 more responsive and patientcentred delivery seven days a
week
 the implementation of a
referral to treatment (RTT)
training programme for all
appropriate staff across
organisations
 Agree a monitoring process
that will enable the CCB to
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capacity management
systems for Ambulance
Services that regulate
flows between hospitals
and referrals between
ambulance trusts and
other providers

know that supporting KPIs (eg
4 hr target, DToC, LoS,
medical outliers, size of
waiting lists, clearance time,
weekly activity to meet
demand, RoTT rate, etc) are
being effectively delivered.
The CCB will be required to
provide assurance at Board level
on implementation and delivery
of the ORC Plan.

Delivery of the
Operation
Resilience and
Capacity (ORC)
Plan

Agree and sign off the final
ORC plan for submission to
NHSE
 Sign off the Action Plan
to deliver against the
ORC Plan.
 Agree and sign off the
allocation of nonelective, non-recurrent
funding to support the
winter period and
elective, non-recurrent
funding to support the
delivery of 18 weeks
against the ORC Plan
 Agree and sign off the
relevant and specific
KPIs for each scheme.
 Use of the Non-elective
70 per cent marginal
tariff for funding of
initiatives to support the
Urgent Care System
(not available in our area
for 2014/2015).

Ensure ORG is clear on timeline
and processes for developing the
Annual ORG Plan for sign of by
the CCB
 Ensure plans contribute to
maintaining or improving
financial performance (e.g.
QIPP Plans).
 Are able to link Better Care
Fund (BCF) principles in with
the wider planning agenda
and ORC Plan
 Submit plans that include
robust and flexible
preparations for the
unpredictability of flu.

Monthly
updates
against the
action plan
from the
ORG as at
the CCB
meeting

Table 2: Key areas that the ORG will be required to deliver against:
Responsibility of
ORG

Role of ORG

Mechanism to discharge
duties

Frequency

Build on existing
strong
relationships
between all
members of the
local health and
social care
system.

Members of the ORG should
continue to develop
relationships to support cross
organisational working that will
improve and spread
knowledge and skills
throughout the whole system.

The ORG will be required to
update the SRG on the
progress of these
developments, this will
include, but is not restricted
to:
 Developing and sharing
infrastructure, e.g. data
metrics and policy
documentation for
approval by the SRG
 Agreeing and developing
local standards and

Monthly
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protocols to underpin
audit and training for
approval by the SRG
Ensure cross
Partner
interdependences
are accounted for
in all work
programmes.

Through the development of a
robust ORC Plan, that
includes candid, open and
transparent representation of
all organisations’ work
programmes, the ORG will be
able to link pieces of work that
are mutually reliant on each
other and ensure effective
cross partnership
communication and working.

Development of
the ORC Plan

The Plan must be developed
between June and September
and approved by the SRG, it
should:
include as a minimum:
 Local Governance
Arrangements
 Assessment of Local Need
 Overview of local Health
Needs
 Drivers of Local Pressure
 Link to the Better Care
Fund
 Independent Analytical
Review of previous year
 Patient Experience
 Pathway Design and redesign
 Outcomes, measures and
KPIs


Member organisations of the
ORG will be required to
contribute to the
development of the ORC
Plan and ensure that
priorities take into account
the relevant
interdependencies.

All organisations must be
represented at the
appropriate level at the
monthly ORG meeting
 Members of the ORG will
be responsible for their
organisations
contributions to the ORC
Plan
 The CCG will facilitate the
development of the ORC
Plan
 Representatives from the
ORG will attend the
regular monthly meetings
 Updates on progress will
be taken to the CCB
meeting monthly during
the period of development
(between June and
September)

Monthly

Monthly

address the following:
 Acute Services System
Pressures
 Mental Health System
Pressures
 Community Services
System Pressures
 Ambulance Services
Pressures
 Primary Care System
Pressures
 Social Care System
pressures
 Seven Day Working
and articulate the use of:
 Non Elective Resilience
Funding
 Planning
 Elective 18 Week RTT
Resilience Funding
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Delivery of the
Operation
Resilience and
Capacity (ORC)
Plan

Delivery of the plans will
require the ORG to facilitate
work across the local health
and social care economy, this
will include, but is not
restricted to:
 Implement and lead clear
and robust action plan and
performance management
arrangements
 Actively monitor supporting
KPIs
 Support the provision of
additional urgent care
capacity for primary care
 Support seven day working
arrangements
 Expand, adapt and improve
established pathways
within Emergency
Departments
 Deliver a reduction in
permanent admissions of
older people to residential
and nursing care homes
 Utilise patient risk
stratification tools, with an
aim to gaining a better
understanding of the needs
of the 2-5 per cent of
highest risk patients within
their local population
 Drive a review of patient
access policy, and
supporting operating
procedures.
 review local application of
referral to treatment (RTT)
rules against the national
guidance and ensure the
implementation of a
training programme for all
appropriate staff across
organisations as necessary
 Review annual analysis of
capacity and demand at
sub specialty level and
ensure that activity is
maintained at a level where
waiting lists remain stable
 Ensure accurate and
robust RTT data quality
through regular audits

Once the ORC Plan is
completed the member
organisations are required to
support the delivery of plan
through the CCB and
implement the plan through
the ORG.

Monthly
updates to
the CCB
meeting.

 Action Plan to be
developed by the ORG
with clear requirements
and responsibilities that
will be reviewed monthly
by the ORG and SRG
 ORG members will be
required to organise
resource from their own
organisations to allow the
ORC Plan to be delivered,
either through Task and
Finish Groups, or through
processes within their own
organisations.
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4.0 SRG Membership and Roles
CCGs have been nationally mandated to set up SRGs, which must include senior executive and
clinical representation of all local partners. They must ensure Operational Resilience and Capacity
Plans are developed, agreed, implemented, managed and monitored across the local health and
social care system.
Membership of the SRG is consistent with that of the membership identified in the terms of
reference for the Connecting Care Board and can be summarised as:
−
−
−
−
−
−
−
−
−
−
−
−
−
−
−
−
−

Chair of the NHS South Cheshire CCG Governing Body.
Chair of the NHS Vale Royal CCG Governing Body.
NHS South Cheshire CCG & NHS Vale Royal CCG Chief Officer.
NHS SCCCG & NHS VRCCG nominated GP Members
NHS Mid Cheshire Hospitals Foundation Trust CEO
NHS Mid Cheshire Hospitals Foundation Trust Medical Director
NHS East Cheshire Trust Chief Executive
NHS East Cheshire Trust Medical Director.
NHS Cheshire & Wirral Partnership Foundation Trust Chief Executive
NHS Cheshire & Wirral Partnership Foundation Trust Medical Director.
Cheshire East Council Director of Adults and Children Services.
Cheshire West & Chester Council Director of Adults Services.
NHS National Commissioning Board Representative (VSM Level).
GP Federations.
North West Ambulance Service Executive.
Public/service user representation.
Third sector representation

The Chair of an SRG has been agreed to be Dr Jonathan Griffiths, Chair, NHS Vale Royal Clinical
Commissioning Group.
5.0 Recommendations
The Governing Body are asked to:
i.
ii.

Acknowledge the key areas of responsibility of the System Resilience Group (SRG).
Support the Connecting Care Board (CCB) in taking on the delegated authority of the SRG and
the use of any associated non-recurrent funding to support the local system in line with the
national guidance.
iii. Support the Urgent Care Working Group (UCWG) in taking the role of an Operational
Resilience Group (ORG) in order to support the SRG in delivering against its responsibilities.
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Report
Reporting Group: NHS Vale Royal CCG Formal Governing Body
Report Title: Commissioning of Community Services
Date/Time: 3 December 2014 2:00pm
Author: Tracey Matthews
Job Title: Service Delivery Manager

Reporting Period: 2014-2015
Governing Body Lead: Simon Whitehouse
Job Title: Chief Executive Officer

Purpose of Report

Agenda Item No.

To provide Governing Body with an update on the Community Services project
and an outline of key priorities to take forward

5.4.7

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
Community Services are a fundamental building block in the delivery of care to support the local
population. The commissioning of high quality community services supports the delivery of the
CCG’s strategic objectives in terms of improving the patients experience and supporting the
personalisation of care.
Strategic Objectives


Personalise co-ordination of care



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations
Governing Body are asked to note:
1. The progress to date of the community services project
2. The specific assurance concerns relating to the delivery of the East Cheshire Trust
contract in terms of quality and performance
Governing Body are asked to approve:
1. The next steps regarding the existing contract management and that the Quality and
Performance Committee are asked to take responsibility for this area.
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2. The recommendation that the resourcing and planning decisions regarding the
progression of the transformational redesign work are taken through the Clinical
Commissioning Executive
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: Commissioning of Community Services
1.0

Context

1.1

The scope of the community services project was originally to re-commission the contract
(The Transforming Community Services contract that was put in place by CECPCT and
moved community services provision from the PCT to East Cheshire NHS Trust came to an
end in 2013/14) and scope options to consider the future model of provision. It was agreed
at an early point that the community services contract should be rolled over and continued
in its current form and the Governing Body subsequently approved this.

1.2

The main work fell under 2 broad headings :
1.2.1 current contractual service delivery in line with the contract specifications and
baseline
1.2.2 a shift towards outcomes based commissioning to support the transformation
agenda and the delivery of the Connecting Care Strategy through community
services

1.3

Through the contract negotiations for 2014/15, the CCG took the decision to develop a
collaborative contract supported by an agreed Memorandum of Understanding between all
local providers to progress an approach that focused on provider collaboration to deliver
system change to the local health system.

1.4

As a consequence of this development, in conjunction with significant performance issues
with regards to community service delivery (notably district nursing) and concerns around a
radical management re-structure within East Cheshire NHS Trust, the Clinical
Commissioning Executive approved a revised mandate in March 2014.

1.5

In addition the Governing Body will be aware that East Cheshire is a challenged health
economy in which East Cheshire NHS Trust is the main provider of both acute and
community services. The delivery of community services for NHS South Cheshire CCG and
NHS Vale Royal CCG is provided with this as the background.

1.6

Three out of the six elements of the proposed mandate were focused on contract and
performance management tasks to ensure the delivery of the contract. (see Appendix 1 for
the approved mandate activities).

2.0

Work to Date : Contract management and Performance

2.1

The key contract management and performance task has been to establish a baseline of
the quality standards, staffing establishment and alignment to contract cost.

2.2

The work undertaken has involved a review of all service specifications and collated service
descriptions with allocated staff (wte) and service line budgets relating to each Clinical
Commissioning Group. It is important to note that the complete set of information including
the financial elements was only received at the end of October 2014. The service
specifications were received at the end of October 2014. The financial information from the
Trust was received in the middle of November 2014. Consequently limited analysis of this
information has been undertaken at the time of writing this report. This information had been
requested over several months from the main provider.
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2.3

The key quality assurance task has been to establish assurance on the effective delivery of
safe, high quality community services to patients. The District and Community Nursing
service has been subject to close scrutiny as a result of clinical concerns raised by our
member practices. In May 2014 a quality review on District Nursing was undertaken by the
CCGs Quality Team. Feedback from this was provided to East Cheshire NHS Trust to help
drive the development and delivery of an action plan for improvement. Further work has
also been undertaken in primary care to establish a clearer picture around current service
provision and any impacts on both staff and patients as a result of service structure and
relocation changes. The Governing Body need to be aware that there remains concern in
relation to core service delivery.

2.4

As detailed progress has been relatively slow in establishing the basics for the management
of this contract and in collating all the relevant information relating to the baseline of
services. However, service delivery issues in one area (community nursing) have
highlighted key lines of enquiry that have inevitably diverted from the planning work to
transform services and raised concerns on the overall contract delivery. The capacity of the
CCGs team has been stretched and has made the contractual delivery its main focus of
work.

2.5

Contract and performance management has been strengthened over the course of the year.
The CCGs have used formal contract mechanisms to collate detailed and transparent
information from East Cheshire NHS Trust in relation to individual services and to track
performance against the contract. This has been a time consuming process.

2.6

The revised District Nursing specification has received initial clinical appraisal and
amendment and is in draft format in preparation for inclusion in the 2015/16 contract.

3.0

Work to date – Transformation

3.1

The focus of the revised mandate in March 2014 was on contract and performance
management in order to ensure safe, high quality and effective services.

3.2

The work tasks relating more closely to the transformational aims that were realistically
achievable in this context were:

3.3

3.2.1

The development of an engagement plan.

3.2.2

The development of Quality Markers.

3.2.3

Initial development of outcome measures relating to the principles of delivery
outlined in the Connecting care strategy and a scoping of how ‘lotting’ services –
grouping required services within a ‘lot’, for example, children’s and young people’s
services, frail elderly could help in describing future accountable care systems and
contribute to the overall transformation agenda in Connecting Care.

In its existing form, and with the existing mandate, the ‘Community services project’ does
not sit as a programme of work managed functionally as a programme within the internal
structure of the CCGs. At present the work resides within Starting Well and this team have
not been able to progress the work as hoped due to the scale. Additional capacity was
identified, and has been provided, but this was for a fixed term period that has now ended.
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3.4

It is recognised that the failure to deliver the transformational change agenda as expected
should have been escalated at an earlier point in the financial year.

3.5

Consequently there are limitations in the current structure being the vehicle to deliver
transformational change in services provided outside of hospital. With reference to the
Connecting Care commissioning cycle, the work this year has been to understand (and
manage) the existing offer- progression to transformation in this cycle requires a provider/
commissioner collaborative approach to move forward.

3.6

The community services steering group has noted, in consideration of research evidence
around transformation and system change, that the principle factors influencing the success
of transformational change are the culture and leadership within an organisation and the
importance that those changes are led by frontline staff, supported by management. Within
the known context of recent organisational change within community services this remains a
potential barrier to achieving the required pace of change. Additionally, the mechanism as
to how the CCG influences and supports these important aspects, has not been made
explicit and would warrant further discussion.

3.7

The CCG made a commitment in early 2014 to develop a collaborative contract under a
MOU with providers in order to lever a partnership approach to meeting the key challenges
within the local health economy and to establish a foundation from which to work to develop
a more open and transparent approach to contracting and co-operative service delivery
across the system.

3.8

The future for how this contract develops, works and the commissioner relationship with
respect to the Provider Board needs to be considered in respect of levering the changes
required as part of Connecting care delivery, and indeed the transformation of community
services which contribute in a significant way to the overall strategy.

4.0

Summary of current key concerns and risks

4.1

It is clear that the contract cannot yet offer the CCG Governing Body the assurance it
requires. This is reflected in the CCG Corporate Risk log.

4.2

The current indication is of management and operational issues in the service requiring
continuing investigation and assurance, details of which are:
4.2.1

Existing performance reporting measures have been identified as insufficient to
adequately provide assurance on the quality and performance of community
services, with only minimum data sets being provided by East Cheshire NHS Trust.

4.2.2 Current performance information reports including RaDaR report identified as not fit
for purpose.
4.2.3 Ongoing unacceptable vacancy rates and staff sickness rates in District Nursing
across the CCG.
4.2.4 Ongoing operational and team location and delivery issues highlighted with the
District Nursing Service.
4.2.5 A more recent concern relating to the Out of Hours service in terms of adequate
medical staffing was raised with the Commissioners. A formal request has been
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made to East Cheshire NHS Trust for this to be recorded as a ‘serious untoward
incident’.
4.3

The quality review undertaken in May was focused on a specific service line and it is
important to acknowledge that there may or may not be issues relating to other service lines
within this contract that have not yet come to light. This is particularly important to note as
the performance reporting is not yet providing the required assurance.

4.4

The proposed Cost Improvement Programme, as detailed by East Cheshire NHS Trust,
appears to allocate the same level of savings across the community services as it does the
Acute part of the organisation. Whilst the CCG is cognisant of the need to drive efficiency
this approach being adopted would appear to be contrary to the 5 year Connecting Care
Strategy that has been agreed by all partners, including East Cheshire NHS Trust.

5.0

Recommendations

5.1

The Governing Body is asked to :
5.1.1 Approve the continued clinical appraisal of current specifications as received from
East Cheshire NHS Trust and amend where required for inclusion in 15/16 contract.
These specifications should support the development and visible improvement in
regards to community services delivery. For example, reflect a move away from
teams for specialist disease areas and towards integrated health and social care
teams that support the service user as a whole person.
5.1.2 Clarify the required performance reporting / use of EMIS and an agreed minimum
community dataset.
5.1.3 Continue work on Quality Markers and key performance indicators to support
contract delivery.
5.1.4 Support a further review aligned with the original BDO service review report to
provide more up to date information. The original BDO report detailed the split of the
East Cheshire NHS Trust contract between the commissioners from the old Central
and Eastern Cheshire PCT. This review should be an independent economic review
but will need engagement from all stakeholders to ensure value for money is being
provided across the health economy.
5.1.5 Scope potential of joint working with NHS Eastern Cheshire CCG to influence the
future transformational service specifications that reflect the aspirations of
Connecting Care in terms of whole system change and a focus on a variety of
services, including those currently identified within the ECT contract, re-configuring
in teams around the patient.
5.1.6 Re-frame the work relating to community services and the East Cheshire Trust
contract to ensure that the work is clearly defined. This would identify what is
required to progress both the contract and performance management imperatives
and the wider transformational elements.
5.1.7 Support that the wider transformational elements be described as components within
an overall CCG programme of commissioning a transformed system, including
explicitly describing the key points within that commissioning cycle, where provider
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or commissioner leads a process, including the relationship with the Provider Board
and the contractual and payment mechanisms that can be developed to support
cross-organisational change.
5.1.8 Ensure that the roles and skills required for all of the above are defined and capacity
is allocated appropriately, including the essential clinical input and clinical
leadership.
5.1.9 Note that a paper proposing a change to the approach to managing the systems
management and transformations work streams of the CCG was presented to the
Clinical Commissioning Executive on 9th October 2014. This paper received
support to progress to the development of a draft of a Programme Management
Office (a single, central support structure, designed to provide assistance to change
and delivery initiatives within an organisation).
5.1.10 Confirm that the PMO would coordinate, direct and oversee the implementation of a
set of related projects and activities in order to deliver outcomes and benefits related
to the CCG’s strategic objectives. This would support the required pace of change
on progression of work relating to the existing community health services within a
redesigned system and support the delay of the Connecting Care Strategy.
5.1.11 Confirm that the Clinical Commissioning Executive is delegated responsibility to
drive forward the future approach towards outcomes based commissioning of
community services along with making any recommendations in relation to future
commissioning arrangements.
5.1.12 Confirm that the Quality and Performance Committee is delegated responsibility to
hold the current provider to account for the delivery of the current contract.
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The Mandate
The CCG intention is to redesign Community Services and to deliver a radically
different provision. The purpose of this report is to confirm the mandate of work
relating to the East Cheshire Trust contract which has been agreed by the Clinical
Commissioning Executive and is for noting within the Programme Board.
4.1.1.

4.1.2

4.1.3

4.1.4/5/6

4.1.7

4.1.8

Work with the contracts team to achieve a
full and complete understanding of the
current services, including establishing
workforce baselines (WTE, grades) and
related spend for ECT and CWP.
To identify existing operational risks and
issues that are impacting on current service
provisions within the contracts and embed
related work of the contracts team within
the scope of the programme of work.
To focus on quality and safety aspects of the
existing provision, establishing a series of
activities to understand and strengthen the
quality and safety agenda within community
services, e.g. quality visits/reviews/SDIPS/
dashboard/contract queries.
Work with the Provider Board to oversee
and progress the delivery of key projects
such as neighbourhood teams/extended
practice teams, as a first priority.
Draw up the initial communications plan to
include patient and public engagement and
clinical consultation with the existing
providers. This will begin the work to
develop the outcomes which should reflect
patient, clinical, managerial and service
benefits.
Development of a programme plan which
clearly identifies the projects and work
streams which sit within this that will deliver
the transformation under the Connecting
Care Strategy, including the related
governance framework.
Organisational and team working to develop
a roles and responsibilities summary which
clearly identifies core responsibilities for the
management of the work with reference to
the Connecting Care Board, provider Board
and the Community Services Steering Group.
Approval that the Community Services
project combines a number of other projects
as a transformational programme which is
the delivery mechanism of Connecting Care.

Approved

Approved

Approved

Merged and Approved

Not approved

Approved
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Stage Plan 1: Community Services 3 month timescale (revised)
Prepared by: Sharon J Parke Clinical Projects Manager

<33%
<33 - 67%
<67-100%

Work-Streams
SE/KWoolley

Contracts to conduct a further piece of work to examine:

SE/KWoolley

1. Month 12 2013/14 budget establishment and actual WTE by band, service and CCG

16/06/14

SE/KWoolley

2. 2014/15 budget establishment and and actual WTE by band, service and CCG

16/06/14

SE/KWoolley

3. Month 2 2014/15 budget establishment and actual WTE by band, service and CCG

16/06/14

SE/KWoolley

4. 2014/15 manpower plan for community services

16/06/14

SH

Prepare the draft service specification for circulating to relevant staff for comments to shape the document

21/07/14

Strg Grp/ECT

Discuss the agreed service specification at ECT meeting and agree a timescale

14/08/14

Strg grp/CPM

Guidance from Steering Group as to how the agreed specification is delivered to the Provider ECT

14/08/14

SE/SH

Agree priority specifications for completion by ECT

SH

31/10/14 Contracts
31/10/14 Contracts

0%

31/10/14 Contracts
31/10/14 Contracts

0%

0%
0%

20/8/14 SH
22/8/14 ECT

100%
100%

c

14/08/14

22/8/14 Strg Grp
22/8/14 SE/SH

100%

c

Meet with J Langley to begin to plan the work and collate Team Lead names

18/08/14

22/8/14 SH

100%

c

SH/JL/AM

Agree the individuals to attach to specific service lines

22/08/14

100%

c

SH/Contracts/KW

Forward current CCG's Specs for ECT to conduct comparison for priority work

22/08/14

100%

c

TM

Forward an exemplar specification to ECT

18/08/14

4/9/14 SH/Contracts/KW
22/8/14 TM

100%

c

SH/JL/AM

Agree the timeframe for draft priority specifications to be received by CCG's

10/08/14

100%

c

SP/AM

Conference calls to progress and monitor the priority work

04/09/14

4/9/14 SH/AM
19/9/14 SP/AM

100%

c

SP/AM

Receipt of draft priority specifications in NHS VR&SCCCG's

22/09/14

100%

c

SP/Clinicians/QT

To forward priority specifications to clinicians and quality overview

22/09/14

26/9/14 SP/AM
26/9/14 SP

100%

c

SP/AM

Agree a date for delivery of the outstanding specifications

04/09/14

100%

c

SP/Clinicians/QT

To retrieve comments back from Clinicians and QT for return to ECT for confirmation

20/09/14

15/9/14 SP/AM
27/9/14 SP/Clinicians/QT

100%

c

SP/AM

To receive the final submission of the priority specifications

26/09/14

100%

c

SP/AM

To coordinate with Contracts to forward the outstanding original specifications to ECT Team Leads to revise

04/09/14

1/10/14 SP/AM
26/9/14 SP/AM

100%

c

SP/AM

To agree the timeframe for delivery of the outstanding draft specifications for overview within the CCG's

04/09/14

100%

c

SP/AM/Team Leads

Conference calls to progress and monitor the outstanding work

26/09/14

22/9/14 SP/AM
17/10/14 SP/AM/Tm Lds

100%

c

SP/AM/Team Leads

Receipt of draft outstanding specifications in NHS VR&SCCCG's

20/10/14

100%

c

SP/Clinicians/QT

To forward outstanding specifications for clinicians and quality overview

20/10/14

24/10/14 SP/AM/Tm Lds
27/10/14 SP/Clinicians/QT

SE/Contracts

Contracts to complete the specifications adding finance data

30/09/14

SE/Contracts

Contracts to conduct analysis to triangulate BDO, original specification against revised one

30/09/14

27/10/14 SE/Contracts
27/10/14 SE/Contracts

SE/Quality

To include performance reporting/clinical input

30/09/14

27/10/14 SE/Quality

4/9/14

100%

c
c

c

0%
20%
0%
0%

122

24/11/14

17/11/14

10/11/14

03/11/14

27/10/14

20/10/14

13/10/14

06/10/14

29/09/14

22/09/14

15/09/14

08/09/14

01/09/14

25/08/14

18/08/14

11/08/14

04/08/14

28/07/14

21/07/14

14/07/14

Dependency

07/07/14

Contributors

30/06/14

End
Date

23/06/14

Start Date

16/06/14

Task

Complete

Owner/
Actionee

************** * *
%
Complete
RAG
Status

Overdue

24/09/14

09/06/14

Key:
Red
Amber
Green

Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Executive Nurse update
Date/Time: 3 December 2014 at 2 pm
Author: Judi Thorley

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

Purpose of Report

Agenda Item No.

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

5.4.6

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 in professional practice and
quality improvements across primary, community and secondary care.
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



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations
Governing Body are asked to note the contents of this paper.
Action Required
Decision:
Approval Assurance

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined

Resources
Issues outlined
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Report Title: Executive Nurse update
1.0 Introduction
This report provides an update of key activities, information and events relevant to professional
practice, nursing leadership and the delivery of 6 Cs including developments in professional
practice and quality improvements across primary, community and secondary care.
2.0 Connecting Care ‘Expert Reference Group’
2.1 Following support from the Connecting Care Board for the proposal to develop an ‘Expert
Reference Group’ as a mechanism to offer skills and expertise of frontline staff from both health
and social care staff to the board, a date has now been identified in January to bring together
representatives. The group will be tasked with drafting Terms of Reference (ToR). The approach
outlined in the paper is one of co-production; working together with all stakeholders including
patients, public and carers. The Connecting Care Board asked that when drafting the ToR
consideration is given to how best to truly empower patients, the public and carers therefore this will
be a key part of the discussion. A further update will be brought to the February 2015 meeting.
3.0 Practice Nurse Membership Assembly
3.1 Re-validation and portfolio development- The National Nursing and Midwifery Council are
changing the governance and process for continued registration. From next year all nurses are
going to be required to undertake robust re-validation similar to the process currently in place for
doctors. The PN Membership Assembly had a session about this with Regional RCN representative
this month and further sessions are planned using Protected Learning Time sessions.
3.2 A date has been agreed for early in the new year for nurses to undergo a short one day training
to be able to take first year, first placement students. Some of the nurses are interested in
becoming a full mentor, for which there is either accreditation of prior learning or funding to
undertake a 15 week course.
3.3 Work is underway with Health Education North West to understand the local practice nurse
workforce to inform future planning and development.
4.0 6 Cs
4.1 Draft quality framework to support quality visits using the 6 Cs plus 1-culture will be piloted over
the next 2 months.
4.2 As part of 6 Cs action week focused on safeguarding the safeguarding nurses hosted a ‘webex’
to share with colleagues across the country the assurance framework which they have developed
to incorporate the 6 Cs.
5.0 Macmillan Practice Nurse Cancer Care course
5.1There have been two cohorts of the above course and the feedback has been exceptional. Due
to the success and feedback a further course will be running next year.
5.2 One of the outcomes from the courses is the development of a Standard Operating Procedure
for PNs to refer patients for chest x-ray (all nurses are required to attend annual IRMER training,
accessed through Mid Cheshire Foundation Trust).
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5.3 As a direct result of undertaking the course there are several case studies where PNs have
initiated interventions following patient contacts which have led to early diagnosis and intervention;
for example:
 COPD review leading to request for lung X-ray and subsequent diagnosis of lung cancer
 Diagnosed spinal cord compression
 Consultation for repeated UTI’s, diagnosis of kidney cancer.
6.0 Community Nursing Services
6.1 The Key themes identified under the 6Cs from the quality review of district nursing service were:









Care- DNs expressed concern that current pressures impact on their capacity to provide
holistic care leading to a task driven/focused service.
Compassion- reduced opportunity for reflection and supervision. Acceptable level of care
achieved by staff working extra hours.
Competence- Statutory and Mandatory training whilst available this is not always accessible
and due to staffing challenges teams cannot be flexible to attend. Opportunity
acknowledged to use technology but systems and process to use tools such as iPad’s
needs to be improved.
Communication- Communication within teams and with GP practices reported to be good
although not always easy to access GPs. Significant concern relating to duplication of
documentation. Communication from ECT senior management and staff on the ground was
identified as an area for improvement.
Courage- DNs felt able to speak up within their team and wider multi-disciplinary team but
needs to improve with Senior Management.
Commitment- DNs feel valued within their immediate team and largely within the structure
but welcome the opportunity to contribute to developing and agreeing the way forward.
Andy Wilson and Judi Thorley met with Kath Senior to discuss the key themes and
recommendations which were also discussed at the quality and contract meeting. ECT have
incorporated actions to respond to these key themes as part of their community services
action plan. Progress will be monitored via the Quality and Contract meeting. Some actions
need to be considered/approached jointly with Practice Nurse’s (e.g. opportunities for joint
training, pragmatic approaches to communication and input into the Practice Nurse
Membership Council), these will be actioned through the Practice Nurse Membership
Council.

6.2 Fortnightly calls continue with Kath Senior to support continued focus and assurance.
7.0 Mortality
7.1 The quality team continues to work closely with MCHfT on the Integrated Governance mortality
action plan, developed following the AQUA review of mortality. The action plan is monitored
monthly by the Trust Mortality Reduction Group and the Clinical Quality & Patient Safety Review
Group, the action plan is on track for completion within the timescales.
7.2 The latest SHMI score published for the period April 2013 to March 2014 is 1.037 which is a
significant improvement with MCHfT moving towards the centre of the comparator group and within
expected tolerance range.
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7.3 Terry Savage, Lay Member NHS Vale Royal Governing Body and I went along to the weekly
case note audit at MCHfT for a second time on 14th November. Sitting in with the eight clinicians
and 2 clinical coders it was evident that the process and learning is embedded and owned in the
way of working for clinicians within the divisions. The groups now have access to review X-rays if
required. There has been one case that Paul Dodds as Medical Director has sought a second
opinion on the deep dive review due to differences of opinion. The case not audits have identified
some areas of primary and community care such as end of life planning which will benefit from a
joined up approach to review, an approach to this is being discussed/agreed with the Primary Care
Quality Development Group and MCHfT.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Co-Commissioning of Primary Care
Date/Time: 3 December 2014 at 2 pm
Author: Amanda Best
Service Delivery Manager

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

Purpose of Report

Agenda Item No.

This paper provides an update to the Governing Body on the options for NHS
Vale Royal Clinical Commissioning Group (CCG) with regards to proposals for
co-commissioning of Primary Medical Care Services for 2015/16 and 2016/17.
Summary of key points:
The CCG has been requested by NHS England to submit an expression of
interest towards commissioning Primary Medical Care Services.
CCGs are required to provide an indication to NHS England by January 2015
as to the preferred option of co-commissioning of Primary Medical Care
Services it wishes to proceed with for 2015/16.
Expressions of interest for Joint Commissioning arrangements are required by
30th January 2015.
Expressions of interest for Delegated Authority are required by NHS England
by 9th January 2015.

5.4.5

State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives

Strategic Objectives


Personalise co-ordination of care



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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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Recommendations
The Governing Body is asked to:i)
ii)
iii)
iv)
v)
vi)

Note the content of the Report
Consider the model options for co-commissioning of Primary Medical Care Services
Note and consider the opportunities and risks identified within the report
Note the additional guidance around conflict of interest due in December 2014
Note the additional detail with regards to Primary Medical care budget by CCG area for
2015/16
Support a recommendation for delegated decision making to the Clinical Commissioning
Executive (CCE).

Action Required
Decision:
Approval Assurance
x
x

Equality:
Impact Assessed

Communication:
Risks
Disclose on website Issues outlined
x

Resources
Issues outlined
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Report Title: Co-Commissioning of Primary Medical Care Services
1.0 Executive Summary
NHS Vale Royal Clinical Commissioning Group (CCG) has recently been in receipt of further
detailed guidance in relation to the co-commissioning of Primary Medical Care services from April
2015.
CCGs have been requested, by NHS England to indicate their preferred option for cocommissioning by January 2015.
The three models for which CCGs are tasked to consider are;
 Model A: greater involvement in Primary Care decision making
 Model B: Joint commissioning arrangements
 Model C: delegated commissioning arrangements
This paper provides additional information around each of the proposed models of cocommissioning which will help to inform the GP Practice Membership, Clinical Commissioning
Executive and the Governing Body as to the preferred model to be adopted.
The CCG has consulted with member practices on the options for co-commissioning and presented
discussion papers to the Clinical Commissioning Executive.
Indicative preferences have been expressed at recent CCG Membership Council, with practices
supporting Option C – Delegated Authority.
Pending confirmation and ratification of the model option for co commissioning that the CCG
recommends, the CCG will duly submit the required information to NHS England by the following
dates:
 Delegated Authority – 9th January 2015
 Joint Commissioning – 30th January 2015
The current request for CCGs to submit an expression of interest in co-commissioning has initially
been limited to Primary Medical Care services, and excludes dentistry, optometry and community
pharmacy services.
2.0 Introduction
Co-Commissioning is considered an essential step towards expanding and strengthening Primary
Medical Care Services. It is recognized that CCGs have a strengthened opportunity towards
harnessing clinical insight and energy to drive changes in their local health systems that have not
been achievable before now, and that it provides further opportunity to unlock the full potential of
CCGs to meet their statutory duty to help improve the quality of general practice for patients.
Co-Commissioning is seen as:


Establishing shared priorities and enhancements for primary care to address health
inequalities across NHS Vale Royal.
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Promote greater Integration of health and care services



Shape investment to increase primary care capacity



Designing and negotiating contracts to better meet local care system, patient needs as well
as enhancing clinical engagement in primary care contracting



Managing contractual delivery, improving performance



Strengthening the quality improvement agenda, ensuring needs are locally defined rather
than nationally, galvanising membership engagement



Greater consistency between outcome measures and incentives used in primary care
services and wider out-of-hospital services



Improve the quality markers around patient experience, satisfaction and access through
enhanced local provision and reduced unwarranted variation in care



A more collaborative approach to designing local solutions for workforce, premises and IM&T
challenges.

NHS England will support CCGs to move towards co-commissioning arrangements where they can
demonstrate that they have the appropriate levels of financial control and meets all statutory and
business planning requirements
NHS England will not support CCGs in a move towards co-commissioning arrangements where a
CCG has serious governance issues or is in a state akin to special measures
3.0 Background
In May 2014, NHS England invited CCGs to come forward with expressions of interest to take on
an increased role in the commissioning of primary care services. The intention was to empower and
enable CCGs to improve primary care services locally for the benefit of patients and local
communities.
CCGs were required to submit expressions of interest to NHS England by 20th June 2014
NHS England proposed a spectrum of potential model forms for which CCGs could assume under
co-commissioning responsibilities:


Greater CCG involvement in influencing commissioning decisions made by NHS England
Area Teams



Joint commissioning arrangements, where by 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.
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NHS Vale Royal CCG submitted an expression of interest to the Head of Primary Care at NHS
England Cheshire, Warrington and Wirral area team, following the agreed mandate from the
respective Governing Bodies to develop a model for co-commissioning
Further correspondence received by NHS England on the 27th June 2014 and subsequently on 1st
September 2014 provided supplementary information on co-commissioning, including notification of
the establishment of a National Primary Care oversight group to further develop the cocommissioning agenda.
CCGs received further correspondence on the 10th November 2014, which presented the final
guidance around co-commissioning. The document, entitled “Next Steps towards primary care cocommissioning” provides greater detail to CCGs with regards the models of co commissioning, the
steps required to submit the preferred approach and details around conflicts of interest. This
document was supported by a suite of accompanying information providing tools and resource
guidance to aid the CCGs proforma submissions namely:
 Submission proforma for joint commissioning or delegated commissioning
 Model working for amendments to the CCG constitution
 Model terms of reference for joint commissioning arrangements and delegated commissioning
arrangements
4.0 Options for CCGs towards Co-Commissioning Primary Medical Care Services
For the purpose of considering co commissioning arrangements, a number of specialties are
deemed to be out of scope. These include commissioning of primary dental care, primary optometry
and community pharmacy, which will remain within the remit of NHS England.
Certain aspects of Primary Medical Care services will also remain within the control and remit of
NHS England following clear feedback that it would not be appropriate for CCGs to assume
responsibility on certain specific pseudo-employer responsibilities.
Whilst CCGs must assist and support NHS England in discharging it’s duty under section 13E of
the NHS Act 2006 (as amended by the Health and Social Care Act 21012) so far as relating to
securing continuous improvement in the quality of Primary Medical services, it has been agreed
that NHS England will retain the following responsibilities regardless of what model option is chosen
by a CCG;
 Functions relating to individual GP performance management (medical performers list for GPs,
appraisal and revalidation)
 The administration of payments and list management
 Setting the terms of General Medical Services (GMS) contracts – and any nationally determined
elements of Primary Medical Services (PMS) and Additional Primary Medical Services (APMS)
contracts. These terms will continue to be set out in the joint committees.
 For the avoidance of doubt, CCGs will be required to adopt the findings of the national PMS and
Minimum Practice Income Guarantee (MPIG) reviews, and any locally agreed schemes will
need to reflect the changes agreed as part of the review.
With the freedoms of co-commissioning arises the need for mitigation of the potential risks of

131

inconsistency of approach in areas where national consistency is clearly desirable. There is already
an ability to set out core national requirements in GMS, PMS and APMS contracts through
regulation. In line with this, NHS England reserves the right to set national standing rules as
needed, to be reviewed annually. NHS England will work with CCGs to agree rules for areas such
as the collection of data for national data sets and IT intra-operability. The standing rules would
become part of a binding agreement underpinning the delegation of functions and budgets from
NHS England to CCGs.
Consistent with the NHS Five Year Forward View and working with CCGs, NHS England reserves
the right to establish new national approaches and rules on expanding primary care provision – for
example to tackle health inequalities. This applies to joint and delegated arrangements.
The following options and levels of co-commissioning are afforded to CCGs for consideration for
2015/16 and 2016/17.
Table of options for Co-Commissioning Responsibilities
Option A: Greater Involvement in Advisory role for the planning of wider Primary Care
Primary Care decision making
services (not medical)
 Assessing needs
Aims
to
deliver
greater
CCG
 Co-designing services/models
involvement
in
influencing
 Developing strategic direction for services
commissioning decisions made by NHS
 Liaison with other service partners
England area teams; this requires no
formal governance process and Area
Advisory role for strategic planning of General
Teams will be expected to put the
Practice
appropriate arrangements in place.
 With HEE of workforce
 Premises,
including
Prioritisation
of
investment via joint SYB wide governance
This option does not change the
arrangements
existing relationship and responsibilities
 Reducing unacceptable variation in quality of
of the CCG. Furthermore, there are no
provision
requirements for the CCG to enter into
 The CCG would have the opportunity to
new governance arrangements and it is
invest in Primary Medical Care services in
unlikely that CCGs will encounter
line with current arrangements.
increased conflicts of interest.
Category B: Joint Commissioning Jointly designing, reviewing and making contract
Arrangements
decisions:
 GMS/PMS/APMS contracts
Joint commissioning arrangements;
 Jointly deciding appropriate arrangements for
requires
appropriate
governance
practice splits/mergers/replacements
arrangements and the creation of a
 Joint decisions and setting priorities for
“Committee in Common” across NHS
discretionary spend on premises and how to
England and the CCG(s).
increase workforce capacity

Joint approach to decisions on reinvestment
NHS England’s scheme of delegation is
of any released primary care medical spend,
being reviewed and will be revised as
based on agreed strategic place based
appropriate to enable to formation of
strategy
joint committees between NHS England
 Jointly reviewing practice contracts and
and CCGs.
deciding strategic direction and scope
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Funding under this option will remain on
the NHS England financial ledger, and
NHS England will remain party to all
decision making.







Jointly managing enhanced services not
delegated to the CCG
Working collectively together on Primary Care
Education & Training
Joint decision making in establishment of new
GP practices, and approving practice mergers
Joint decision making on “discretionary
payments”
Pooling of funding for investment in primary
medical care services.

Category
C:
delegated Offers an opportunity for CCGs to assume full
commissioning arrangements:
responsibility for commissioning general practice
services. However, legally, NHS England retains the
Requires a comprehensive assurance residual liability for the performance of primary
process to satisfy NHS England that the medical care commissioning.
CCG(s) has the capacity and capability
to undertake this additional role, that A standardised model of delegated commissioning
the evidence of expected benefits to responsibilities has been agreed and includes;
patients is clear, and that CCG
governance arrangements, particularly
 GMS, PMS, APMS contracts
in relation to conflict of interest, are
 Newly designed enhanced services (“Local
robust.
An
assurance
process,
Enhanced Services” (LES) and “Directed
coordinated and managed in line with
Enhanced Services” (DES))
the broader CCG assurance process
 Design of local incentive schemes as an
will be developed by NHSE.
alternative to the Quality and Outcomes
Framework (QOF)
 Ability to establish new GP practices in an
area.
 Approving practice mergers
 Making decisions on discretionary payments
(e.g. returner / retainer schemes)
 Pooling of funding for investment in primary
medical care services.
5.0 Approval Process
CCGs are required to consider the options for co-commissioning of primary Medical Care services,
indicating to NHS England their preference to move forward.
If the CCG considers joint commissioning arrangements as its preferred model option for
2015/16, the proforma will required by NHS England by 30th January 2015.
If the CCG considers Delegated responsibilities as the preferred option for co commissioning, the
proforma will need to be submitted to NHS England by 9th January 2015.
It is anticipated that many CCGs intend to enter into joint commissioning arrangements for 2015/16
as a test bed for how the agenda may develop before deciding to take on delegated responsibilities
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from 2016/17.
The ongoing assurance of Primary Care co-commissioning arrangements would be managed as
part of the wider CCG quarterly assurance process, adapted accordingly to the commissioning
function that the CCG assumes.
Should the CCG wish to assume a joint commissioning arrangement, agreement and formation of a
joint committee structure will be required to provide a robust and necessary
assurance framework.
A joint committee structure is the recommended governance structure for joint commissioning
arrangements, allowing more efficient and effective of coordinated approach.
It is a single committee to which multiple bodies delegate decision making on specific issues.
Regional moderation panels for joint commissioning will be convened by early February 2015.
Arrangements to be implemented from 1st April 2015.
Regional moderation panels for Delegated Authority will be convened on 15th and 16th January
2015, with recommendations made to a new NHS England committee in late January. Anticipated
committee sign off for delegated proposals in February 2015 for implementation from 1st April
2015.
6.0 Risks
Key risks in assuming a wider role and responsibility in the commissioning of Primary Medical Care
services will be the capacity and capability demands on the CCG to meet the additional
responsibilities.
Under Joint and delegated commissioning arrangements there will be no direct transfer of
dedicated staff resources from NHS England area teams. Furthermore, there is no possibility of
deployment of additional administrative resources due to running cost restraints.
This is further set against a national requirement to reduce the CCG running costs by 10% for
2015/16
The CCG has a strengthen in Primary Care experience for commissioning general medical
services, however concern remains at a national level to the reduction in NHS England area team
primary care resource and wider pool of experienced personnel that will be required.
It is assumed that by 30th November, NHS England will have published baseline (2014/15) recurrent
allocation by CCG and the split by practices to further inform the decision making process.
7.0 Next Steps
NHS Vale Royal CCG has started a consultation with member practices with an indicative approval
of preferred options expressed.
The CCG has convened a joint NHS South Cheshire CCG and NHS Vale Royal CCG Task and
Finish Group for Co-commissioning that will steer the develop and decision making process of the
project.
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The CCG has commissioned and engaged with the Advancing Quality Alliance (AQuA) to support
the development of a primary care quality framework that lends consideration towards the cocommissioning agenda.
The Cheshire, Warrington and Wirral Primary Care Operational Group convene on Tuesday 25th
November 2014. This group will provide a forum for Primary Care leads of the local CCGs and NHS
England area team to collaborate on the implementation of the co-commissioning agenda.
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: NHS Performance Targets – September 2014
Date/Time: 3 December 2014 at 2 pm
Author: Lisa Carr
Performance & Risk Manager

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

Purpose of Report

Agenda Item No.

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

5.5.1

This report follows the guidance stemming from the ‘Everyone Counts Planning
for Patients 2014-15’ together with a supplementary supporting planning
document published in December 2013. With particular focus on NHS
Constitution and NHS Outcomes Framework performance measures presented
in a scorecard held in Appendix 1.
By exception, summaries are provided on the adverse issues and the agreed
action plans jointly in development between commissioner and provider which
will be monitored at the respective project and contract meetings (Appendix 2).
State how this paper links to the NHS Vale Royal CCG Vision and Strategic Objectives
This report outlines a performance management framework that will monitor the decisions and
actions administered by commissioner and provider to achieve benefit realisation for healthcare
provision for our population.
Strategic Objectives


Personalise co-ordination of care



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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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Recommendations
The Governing Body is asked to:


To note the performance activity of the validated headline NHS Performance Target
measures for the period ending September 2014.



To note the mitigating actions to resolve the adverse performance activity as indicated in the
exception reports.



To note that the Joint Quality & Performance Committee reviewed the NHS Performance
Targets for September 2014 at its meeting held on 27th November 2014.

Action Required
Decision:
Approval Assurance
No
Yes

Equality:
Impact Assessed
No

Communication:
Risks
Disclose on website Issues outlined
Yes/No
Yes/No

Resources
Issues outlined
Yes/No
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2014-15

Prevent
Premature
Dying

Enhance
quality of
Life
Long Term
Conditions

Objectives

Strategic

Help recovery
from ill health
/ injury

Ensure
positive
patient
experience

Treat & Care
in safe
environment

Everyone

Good
Governance &
Value for
Money

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

Counts

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

Produced by : Performance & Risk Manager
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1.0 OVERVIEW / KEY SUMMARY POINTS
This paper provides the Joint Quality & Performance Committee with a summary report on the key
NHS performance measures for the Clinical Commissioning Group and the performance activity
attributed by our main acute provider Mid Cheshire Hospitals Foundation Trust (MCHfT) for the period
ending September 2014.
This report follows the guidance stemming from the ‘Everyone Counts Planning for Patients 2014-15
together with a supplementary supporting planning document published in December 2013.
Appendix 1 presents the scorecard of all indicators from the NHS Constitution and NHS Outcomes
Framework applicable to Commissioners. The validated statistics have been extracted from various
data warehouses and quality checked by the Business Intelligence team of Cheshire & Merseyside
Commissioning Support Unit. A RAG rating has been applied to each indicator using the tolerances
set nationally. A local rating has been set where national thresholds have not been determined.
Appendix 2 presents Exception report updates against those performance indicators (PIs) which did
not achieve target for the reporting period. Commentary has been sought from the CCG's designated
PI owner outlining the issues and corrective actions to mitigate against future breaches resulting in
contractual penalities.
For the reporting period ending September 2014 the performance measure that did not met the set
target are as follows:
A&E 4 hour waits
31 day cancer subsequent radiotherapy
Ambulance Red 1 and 2
RTT 52 weeks admitted
Ambulance handover delays of 30 and 60 minutes
First OP attendances
Subsequent OP attendances
GP written referrals
First OP following GP referral
TIA within 24 hours
Additionally:
IAPT (access and recovery) and maternal smoking at delivery breached in quarter 2
MRSA and Cdifficile breached year to date.
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Commissioner : NHS Vale Royal CCG

EVERYONE COUNTS : Planning for Patients 2014-15
COMMITMENTS & TARGETS
Thematic

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

Other Challenge Areas

Access to emergency
Services

Patient Experience

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

STATUS @ A GLANCE
Target

Quarter 2

Quarter 3

Quarter 4

1,565

1,799

3,364

19.0%

16.9%

18.0%

YTD

Trend

90.0%
0

Diagnostic Waits
Tests waiting no more than 6 weeks

99.0%

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

85.0%

Stroke
90% of time on stroke unit

80.0%

Reducing Health Care Acquired Infections
MRSA

0

Reducing Health Care Acquired Infections
C Diff

YTD

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

95.0%

Ambulance
Calls response to within 8 minutes (Red 1)

75.0%

Delayed Transfers of Care (MCHfT)

Quarter 1

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

Page 3
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APPENDIX 1 – NHS Vale Royal CCG

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

Reporting Period

92%

EB_4

Diagnostic Waits - 6 week waits

99%

EB_5

A&E Waiting Times - 4hrs Waits

95%

EB_6

Cancer 2 Week Wait - All cancer two week wait

93%

EB_7

Cancer 2 Week Wait - Non-suspected cancer breast
symptoms

93%

EB_8

Cancer 31 day first treatment

96%

EB_9

Cancer 31 day subsequent treatments - surgery

94%

EB_10

Cancer 31 day subsequent treatments - anti-cancer
drugs

98%

EB_11

Cancer 31 day - Subsequent treatments radiotherapy

94%

EB_12

Cancer 62 day referral to first treatment -

85%
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93.3%

93.7%

95.0%

93.8%

94.1%

93.8%

96.5%

96.7%

96.4%

95.8%

96.3%

96.4%

93.8%

95.9%

95.4%

95.5%

95.6%

94.7%

99.2%

99.6%

99.3%

99.5%

99.5%

99.3%

95.7%

95.7%

95.4%

93.6%

95.0%

95.4%

95.6%

95.1%

96.1%

97.9%

96.3%

96.0%

97.9%

94.3%

97.8%

94.7%

95.8%

96.9%

100.0%

100.0%

98.1%

100.0%

99.3%

99.6%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

100.0%

85.7%

95.5%

98.0%

83.9%

88.2%

88.9%

95.5%

90.9%

87.7%
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Ageing
Well

Living well

Trend

Starting
Well

Frequency

Mthly

18 Week Referral to Treatment - Incomplete
Patients

Q2

Mthly

EB_3

Sep-14

Mthly

95%

Aug-14

Mthly

18 Week Referral to Treatment - Non-Admitted
Patients

Jul-14

Mthly

EB_2

YTD
Q1

Mthly

90%

Quarter 2

Mthly

18 Week Referral to Treatment - Admitted Patients

Quarter 1

Mthly

EB_1

2013
or
2013-14

Mthly

Target

Mthly

Measure

Mthly

NHS Code

Programme

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

September

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

Reporting Period

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

75%

EB_16

Ambulance - Category A - 19 minute response

95%

EB_S1

Mixed Sex Accommodation Breaches

0

EB_S2

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

0%

EB_S3

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

95%

EB_S4 (i)

Number of 52 Week RTT - Admitted>52weeks

0

EB_S4 (ii)

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

0

EB_S5

Number of 52 Week RTT - Incomplete>52weeks

0

EB_S5

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

0

EB_S6

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

0
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92.9%

91.3%

Mthly

EB_15 (ii)

100.0%

80.5%

73.6%

96.0%

0

1.4%

96.7%

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

64.9%

74.1%

69.6%

69.0%

74.6%

72.8%

68.4%

73.6%

71.6%

72.6%

95.7%

94.6%

96.8%

95.7%

95.9%

0

0

0

0

0

0.0%

1.4%

100%

98%
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Ageing
Well

Living well

Trend

100.0%

Mthly

75%

75.0%

100.0%

Mthly

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

100.0%

100.0%

Q2

Mthly

EB_15 (i)

88.9%

100.0%

Sep-14

Qtr

n/a

100.0%

Aug-14

Qtr

Cancer 62 day referral to first treatment - consultant
referral upgrade

100.0%

Jul-14

Mthly

EB_14

YTD
Q1

Mthly

90%

Quarter 2

Mthly

Cancer 62 day referral to first treatment - NHS
screening referral

Quarter 1

Mthly

EB_13

2013
or
2013-14

Starting
Well

Frequency

Target

Mthly

Measure

Mthly

NHS Code

Programme

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

September

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

Reporting Period

EC_2

Daycases (G&A)

Full year
plan:
11,815

EC_3

Total Elective admissions (G&A)

Full year
plan:
14,247

EC_4

Non-Elective admissions (G&A)

Full year
plan:
11,631

EC_5

First Outpatient Attendances (G&A)

Full year
plan:
30,544

EC_6

Subsequent OP attendances (G&A)

Full year
plan:
70,162

EC_7

A&E Attendances - number of attendances in A&E
(type 1)

n/a

EC_8

A&E Attendances - number of attendances in A&E
(all)

31,755

EC_9

GP written referrals (G&A)

Full year
plan:
20,592

EC_10

Other referrals (G&A)

Full year
plan:
10,043

EC_11

Total referrals (G&A)

Full year
plan:
30,635
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5

12

12

29

57

4

3

0

1

4

8

545

195

190

189

574

1,119

2,727

1,012

926

1,000

2,938

5,665

3,272

1,207

1,116

1,189

3,512

6,784

2,908

949

918

908

2,775

5,683

7,609

2,896

2,327

2,890

8,113

15,722

15,160

16,381

31,541

6,328

2,359

1,698

1,905

5,962

12,290

8,544

3,289

2,313

2,596

8,199

16,743

5,101

1,868

1,556

1,825

5,249

10,350

2,401

867

671

851

2,389

4,790

7,502

2,735

2,227

2,676

7,638

15,140

143

Ageing
Well

Living well

Trend

Starting
Well

Frequency

Mthly

Full year
plan:
2,432

28

Mthly

Elective Ordinary admissions (G&A)

Q2

Mthly

EC_1

Sep-14

Mthly

0

Aug-14

Mthly

Ambulance Handover Time - delays of over 1 hour

Jul-14

Mthly

EB_S7 (ii)

YTD
Q1

Mthly

0

Quarter 2

Qtr

Ambulance Handover Time - delays of over 30
minutes

Quarter 1

Mthly

EB_S7 (i)

2013
or
2013-14

Mthly

Target

Mthly

Measure

Mthly

NHS Code

Programme

Mthly

Domain

NHS Constitution & Outcomes Framework Measures

September

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

Reporting Period

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

Annual
target:
15%

EA_S2

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

50%

ED_2

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

n/a

Annual

8%

ED_2

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

8%

Annual

9%

C1.1

Potential Years of Life Lost (PYLL) (DSR)

2,527

Annual

1,844

C1.2

Mortality Rate - under 75 - CVD (DSR)

TBC

Annual

64

C1.6

Mortality Rate - under 75 - Respiratory Disease
(DSR)

TBC

Annual

23

C1.7

Mortality Rate - under 75 - Liver Disease (DSR)

TBC

18

C1.8

Emergency admissions for alcohol related liver
disease (DSR)

TBC

25

C1.9

Mortality Rate - under 75 - Cancer (DSR)

TBC

115

C1.13

Antenatal assessments < 13 weeks

TBC

108%

C1.14

Maternal smoking delivery

15%
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Sep-14

1,369

1,697

Q2

4,327

4,745

9,072

2.8%

2.0%

4.9%

29.0%

33.3%

30.9%

20.2%

16.1%

18.2%

1,679

Trend

144

Ageing
Well

Aug-14

Living well

Jul-14

Starting
Well

Frequency

EA_3

YTD
Q1

Mthly

Full year
plan:
18,439

Quarter 2

Qtr

First OP following GP referral (G&A)

Quarter 1

Qtr

EC_12

Annual

2013
or
2013-14

Annual

Target

Annual

Measure

Qtr

NHS Code

Programme

Qtr

1: Preventing people from dying prematurely

Domain

NHS Constitution & Outcomes Framework Measures

September

Commissioner : NHS Vale Royal CCG

Reporting Period

NHS Constitution & Outcomes Framework Measures

Qtr

Not
valid

C2.2

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

TBC

Annual

60%

C2.6

Emergency Admissions - Chronic Ambulatory Care
Sensitive Conditions (rate per 100,000)

TBC

Mthly

232

C2.7

Emergency Admissions - Asthma, Diabetes &
Epilepsy in under 19s (rate per 100,000)

TBC

Mthly

75

C3.1

Emergency Admissions - Acute Conditions that
should not usually require hospital admission (rate
per 100,000)

TBC

Mthly

347

C3.2

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

TBC

Mthly

17.3%

C3.3 (i)

PROMS - Hip Replacement

n/a

C3.3 (ii)

PROMS - Knee Replacement

n/a

C3.3 (iii)

PROMS - Groin Hernia

n/a

Qtr

0.12

C3.3 (iv)

PROMS - Varicose Veins

n/a

Qtr

No. too
small

C3.4

Emergency Admission - Children with Lower
Respiratory Tract Infections (LRTI) (rate per 100,000)

TBC

Mthly

22

C3.9

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

80%

Mthly

81.6%

C4.1

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

n/a
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YTD
Jul-14

Aug-14

Sep-14

Q2

65

49

59

173

405

35

31

35

101

176

107

114

73

294

641

16.2%

17.6%

13.4%

15.7%

16.5%

0

0

4

4

26

Trend

0.48

Q1

0.35

Qtr

Quarter 2

71.4%

100.0%

84.2%

85.4%

83.7%

16%

145

Ageing
Well

65%

Quarter 1

Living well

Breast feeding prevalence at 6-8 weeks

Target

Starting
Well

Frequency

C1.15

Measure

Qtr

2013
or
2013-14

NHS Code

September

Programme

Annual

Preventing people from d
Domain 1:
2. Enhancing quality of life

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

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

Reporting Period

TBC

Annual

4.9

C4.3 (i)

Friends & Family Test (A&E) - % recommended

n/a

Mthly

88.1%

C4.3 (i)

Friends & Family Test (A&E) - % not recommended

n/a

Mthly

5.9%

C4.3 (ii)

Friends & Family Test (InPatient) - %
recommended

n/a

Mthly

97.1%

C4.3 (ii)

Friends & Family Test (InPatient) - % not
recommended

n/a

Mthly

1.0%

C5.3

HCAI - Overall number of cases of MRSA

0

Mthly

C5.4

HCAI - Overall number of cases of C Difficile

17

Mthly

LM1

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

60%

LM2

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

TBC

LM4

Delayed Transfers of care (MCHfT)

TBC

Key

Criteria
Everyone Counts
CCG Outcomes Indicator Set
Local Measures
1
2
3
4
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Preventing people from dying prematurely
Enhancing quality of life
Helping people recover following episodes of ill health or injury
Positive experience of care

Quarter 1

Quarter 2

YTD
Q1

Jul-14

Aug-14

Sep-14

89.8%

85.0%

5.6%

7.7%

97.0%

97.4%

1.6%

5.2%

0

1

0

0

4

50.0%

1

100.0%

1

100.0%

4

Q2

1

6

Trend

1

10

0.0%

66.7%

60.0%

Mthly

Target

18.98%

17.85%

18.95%

14.00%

16.92%

17.96%

1,565

716

569

514

1,799

3,364

146

Ageing
Well

Patient Experience of Hospital Care

Measure

Living well

C4.2

NHS Code

Starting
Well

Frequency

2013
or
2013-14

Mthly

Programme

Mthly

5. Safety & protection
from harm

4. Positive experience of care

Domain

NHS Constitution & Outcomes Framework Measures

September

SCORECARD

EVERYONE COUNTS : PLANNING FOR PATIENTS 2014-15

Commissioner : NHS Vale Royal CCG

Reporting Period

2013
or
2013-14

Quarter 1

Quarter 2

YTD
Q1

Jul-14

Aug-14

Sep-14

Q2

Trend

5 Safety & protection from harm
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147

Ageing
Well

Target

Living well

Measure

Starting
Well

NHS Code

Programme
Frequency

Domain

NHS Constitution & Outcomes Framework Measures

September

APPENDIX 4 – NHS Vale Royal CCG Exceptions Report

Month and Year to Date exceptions - NHS Vale Royal CCG
Patients should be admitted, transferred or discharged within 4 hours of their arrival at an A&E

EB_5: A&E 4 hour waits
Period 2014-15
% performance
National Target

Apr

May

95.6%
95%

Jun

96.3%
95%

Jul

95.1%
95%

Aug

95.7%
95%

95.4%
95%

In month breach

Sept
93.6%
95%

Oct
95%

Nov
95%

Dec
95%

Jan
95%

Feb

Mar

95%

95%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
The 95% national target was breached in September - the first time this year. Additionally,
the target was not met in Quarter 2. 165/2,596 attendances were not within 4 hours. This
target was met (95.6%) in the same period last year.

EB_5: A&E 4 hour waits
97.0%
96.0%

Data Source: Unify
Mitigating/Corrective Actions
CCG Lead : Sue Milne
The Trust is measured at contract level by both Monitor and NHSE.
The Trust Achieved Q2 at contract level. All patients are treated based on their need, it is
not appropriate to differentiate between patients from different CCGs while they are in the
ED.
The 4 hour target was breached at contract level in September and as such a contract
query has been raised which is being managed through the contract meeting with MCHFT.
NHSE have provided the CCGs with over £3M winter funding to support the achievement
of the 4hr target in Q3 and Q4. The SRG/ORG will be responsible for monitoring anad
managing this across partner organisations.

95.0%
94.0%
93.0%
92.0%

91.0%
90.0%
Apr

May

Jun

Jul

Aug

Sept

Oct

EB_11: Cancer 31 day Subsequent treatments Period 2014-15
% performance
National Target

Nov

Dec

Jan

Feb

Mar

Corporate Risk Register
Entry Date
This target now needs to be escalated to the risk register.

21/11/2014

Maximum 31-day wait for subsequent treatment where the treatment is a course of radiotherapy

Apr

May

Jun

Jul

Aug

100.0%
94%

100.0%
94%

100.0%
94%

100.0%
94%

100.0%
94%

In month breach

Sept
85.7%
94%

Oct
94%

Nov
94%

Dec
94%

Jan
94%

Feb

Mar

94%

94%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
The 94% national target was breached in September - the first time this year. However,
the numbers were low. The breach was attributable to 1 patient (out of 7) who waited for
32 days because of the lack of an interpreter.

EB_11: Cancer 31 day - Subsequent treatments radiotherapy
100.0%

Data Source: Open Exeter
Mitigating/Corrective Actions
CCG Lead : Tracey Wright
There are no corrective actions to take.

98.0%
96.0%
94.0%

92.0%
90.0%
88.0%
86.0%
84.0%
82.0%

Corporate Risk Register

80.0%
Apr

May

Jun

Jul

Aug

Sept

Oct

EB_15 (i): Ambulance Apr
87.0%
75%

Dec

Jan

Feb

Entry Date

00-00-00

Mar

This indicator measures the incidents which result in an emergency response arriving at the scene within 8 minutes
presenting conditions that may be immediately life threatening and may be time critical.

Category A (Red 1) - 8 Minutes
Period 2014-15
% performance
National Target

Nov

May

Jun

77.4%
75%

Jul

78.6%
75%

Aug

64.9%
75%

74.1%
75%

In month breach

Sept
69.6%
75%

Oct
75%

Nov
75%

Dec
75%

Jan
75%

Feb

Mar

75%

75%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
The 75% national target was breached in September - the third time this year. Additionally,
the target was not met in Quarter 2 or year to date.

EB_15 (i): Ambulance Category A (Red 1) - 8 Minutes
100.0%

Data Source: NWAS website
Mitigating/Corrective Actions
CCG Lead : Sue Milne
The R1 target is measured at contract level and the target. The target was achieved at
contract level until this month, but NWAS have failed their target in September.
The issues we have faced in Cheshire and the decline in performance across the NW
have been escalated by Blackpool CCG to the Strategic Partnership Board (SPB) for
Ambulance commissioning and will form part of discussions on the contract query raised
with NWAS on the 27th November.
Our CCGs are the first to have undertaken a deep dive, due to this we have been invited
to join the discussions at the SPB on the 27th November to highlight the challenges faced
in our area.
PES performance and alternative provision in the CCGs continues to be a priority for the
Living Well team.

90.0%
80.0%

70.0%
60.0%
50.0%

40.0%
30.0%
20.0%

10.0%
0.0%

Apr
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May

Jun

Jul

Aug Sept

Oct

Nov

Dec

Jan

Feb

Mar

Corporate Risk Register
Entry Date
This target now needs to be escalated to the risk register.

21/11/2014

148

EB_15 (ii): Ambulance
Category A (Red 2) - 8 minute
Period 2014-15
% performance
National Target

Apr

This indicator measures the incidents which result in an emergency response arriving at the scene within 8 minutes
presenting conditions that may be immediately life threatening and may be time critical.

May

73.1%
75%

Jun

73.7%
75%

Jul

73.8%
75%

Aug

72.8%
75%

Sept

68.4%
75%

In month breach

Oct

73.6%
75%

Nov

75%

Dec

75%

Jan

75%

Feb

75%

Mar

75%

75%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
The 75% national target was breached in September. Performance has been below target
since April.

EB_15 (ii): Ambulance
Category A (Red 2) - 8 minute
100.0%

Data Source: NWAS website
Mitigating/Corrective Actions
CCG Lead : Sue Milne

90.0%

The R2 target is measured at contract level and the target. The target was achieved at contract
level until this month, but NWAS have failed their target in September.
The issues we have faced in Cheshire and the decline in performance across the NW have been
escalated by Blackpool CCG to the Strategic Partnership Board (SPB) for Ambulance
commissioning and will form part of discussions on the contract query raised with NWAS on the
27th November.
Our CCGs are the first to have undertaken a deep dive, due to this we have been invited to join the
discussions at the SPB on the 27th November to highlight the challenges faced in our area.
PES performance and alternative provision in the CCGs continues to be a priority for the Living
Well team.

80.0%
70.0%
60.0%
50.0%
40.0%

30.0%
20.0%
10.0%

Corporate Risk Register
Entry Date
This target now needs to be escalated to the risk register.

0.0%
Apr

May

Jun

Jul

Aug

Sept

Oct

EB_S7(i): Ambulance Handover
delays > 30 mins
Period 2014-15
Performance
Target

Apr

Dec

Jan

Feb

Mar

21/11/2014

This measures that ambulance handover time should not exceed 30 minutes

May
7
0

Nov

Jun
5
0

Jul
16
0

Aug
5
0

Sept
12
0

In month breach

Oct
12
0

Nov
0

Dec
0

Jan
0

Feb

Mar

0

0

0

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
Ambulance handover within 30 minutes has been breached since April.

EB_S7(i): Ambulance Handover
delays > 30 mins
18

Data Source: Unify
Mitigating/Corrective Actions
CCG Lead : Sue Milne
The handover times at MCHFT are some of the best in the country and usually average
under 25 minutes due to initiatives put in place by NWAS and MCHFT.
Blackpool CCG have confirmed that it has been agreed with NHSE that we will not resort
to fines in the North West, there is agreement that compliance would be achieved on a
good will cooperative basis, reporting on the 30 minute standard is based on a 95%
compliance in the North West.

16
14
12
10

8
6
4
2

Corporate Risk Register
Not ranked as a risk.

0
Apr

May

Jun

Jul

Aug

Sept

Oct

EB_S7(i): Ambulance Handover
delays > 60 mins
Period 2014-15
Performance
Target

Apr

Dec

Jan

Feb

Mar

Entry Date

00-00-00

This measures that Ambulance handover time should not exceed 60 minutes

May
1
0

Nov

Jun
1
0

Jul
2
0

Aug
3
0

Sept
0
0

In month breach

Oct
1
0

Nov
0

Dec
0

Jan
0

Feb
0

Mar
0

0

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
Apart form in August, ambulance handover within 60 minutes has been breached since
April.

EB_S7(i): Ambulance Handover delays > 60 mins
5

Data Source: Unify
Mitigating/Corrective Actions
CCG Lead : Sue Milne
The handover times at MCHFT are some of the best in the country and usually average
under 25 minutes due to initiatives put in place by NWAS and MCHFT. The CCG will be
following this up with Blackpool CCG.
All breaches over 60 minutes are escalated to the SRG and ORG

4

3

2

1

0
Apr

May

Jun

Jul

Aug

Sept

Oct

EC_5: First Outpatient Attendances
(G&A)
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Nov

Dec

Jan

Feb

Mar

Corporate Risk Register
Not ranked as a risk.

Entry Date

00-00-00

Number of First Outpatient (General and Acute specialty) appointments

149

Period 2014-15
Activity
Plan
Variance to plan

Apr

May

2,570
2,464
4.3%

Jun

2,398
2,483
-3.4%

Jul

2,641
2,480
6.5%

Aug

2,896
2,791
3.8%

2,327
2,288
1.7%

In month breach

Sept
2,890
2,558
13.0%

Oct
2,601

Nov
2,544

Dec
2,435

Jan
2,627

Feb

Mar

2,444

2,829

YTD
15,722
15,064
4.4%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
First OP attendances have been over plan since the beginning of the financial year, apart
from in May. They were 13% over plan in September and 4.4% so far this year.

EC_5: First Outpatient Attendances
(G&A)
3,500

Data Source: Unify (MAR)
Mitigating/Corrective Actions
CCG Lead : Stephen Evans
There has been an increase in G.P Referrals which have contributed in part to the year to
date increase. However, there has been significant overperformance due to Trusts looking
to achieve a sustainable 18 weeks position. This was mandated by NHS England as part
of the 18 weeks RTT Operational Resiliance Monies which the CCG received additional
resource to fund this work/activity. Consequently, this is the reason for the in month
increase in outpatient attendances but the trajectory for the remaining months is for this to
remain higher than plan due to the extention of the 18 weeks resiliance scheme and the
appointment of four new consultants at MCHFT. The plan hasn't been rebased to cover
this work.

3,000
2,500

2,000
1,500

1,000
500

0
Apr

May

Jun

Jul

Aug

Sept

Oct

EC_6: Subsequent OP attendances
(G&A)
Period 2014-15
Activity
Plan
Variance to plan

Nov

Dec

Jan

Feb

Mar

Corporate Risk Register
No ranked as a risk

Entry Date

00-00-00

This indicator measures subsequent outpatient appointments in General & Acute Specialities.

Q1

Q2

Q3

Q4

15,160
16,281
-6.9%

16,381
15,772
3.9%

YTD

19,102

19,007

31,541
32,053
-1.6%

In quarter breach

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
Subsequent outpatient attendances were 3.9% over plan in Quarter 2. However, they are
1.6% below plan year to date.

EC_6: Subsequent OP attendances (G&A)
25,000

Data Source: Unify (QAR)
Mitigating/Corrective Actions
CCG Lead : Stephen Evans
The quarter breach of follow up attendances is due predominantly to the Trusts striving to
achieve a sustainable 18 weeks position. The NHS England mandated policy of acheiving
a sustainable 18 weeks position as part of the operational resiliance activity started in July
2014 and for this period (quarter 2) is a direct correlation to the increase in volumes at the
Trusts. The CCG have received additional reource from NHS England to fund this
additional activity.

20,000

15,000

10,000

5,000

Corporate Risk Register

0

Q1

Q2

Q3

EC_9: GP Written Referrals (G&A)
Period 2014-15
Activity
Plan
Variance to plan

Apr

00-00-00

This indicator measures the first outpatient appointment in General & Acute Specialities. To sustain compliance
with NHS Constitution's right to access services within maximum waiting times, Commissioners need to manage
plans for referrals and activity.

May

1,791
1,551
15.5%

Entry Date

Q4

Jun

1,613
1,619
-0.4%

Jul

1,697
1,756
-3.4%

Aug

1,868
1,696
10.1%

1,556
1,773
-12.2%

In month breach

Sept
1,825
1,794
1.7%

Oct
1,725

Nov
1,796

Dec
1,633

Jan
1,748

Feb

Mar

1,714

1,787

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
GP written referrals were above plan by 1.7% in September and are currently above plan
year to date by 1.6%.

EC_9: GP Written Referrals (G&A)
2,000
1,800

Data Source: Unify (MAR)
Mitigating/Corrective Actions
CCG Lead : Stephen Evans
All GP practices are undertaking a month long proactive review of all gp originating
referrals, across all specialities.
Enhanced reviews of MAR and SUS data suggest potential reclassification queries due to
unusual trends seeing a dramatic drop in "Other" referrals and a rise in GP written
referrals. further investigation is under way.

1,600

1,400
1,200
1,000
800

600
400
200
0
Apr

May

Jun

Jul

Aug

Sept

EC_12: First OP following GP
referral (G&A)
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Oct

Nov

Dec

Jan

Feb

Mar

Corporate Risk Register
Not ranked as a risk

Entry Date

00-00-00

This measures number of GP referrals (General and Acute specialty) that result in a First Outpatient appointment

150

YTD
10,350
10,189
1.6%

Period 2014-15
Activity
Plan
Variance to plan

Apr

May

1,433
1,433
0.0%

Jun

1,402
1,455
-3.6%

Jul

1,492
1,420
5.1%

Aug

1,679
1,666
0.8%

1,369
1,344
1.9%

In month breach

Sept
1,697
1,561
8.7%

Oct
1,591

Nov
1,614

Dec
1,531

Jan
1,631

Feb

Mar

1,477

1,716

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
First outpatient attendances following GP referral were above plan by 8.7%. They have
been over plan most of this year and are over plan 2.2% year to date.

EC_12: First OP following GP referral
(G&A)
2,000

Data Source: Unify (MAR)
Mitigating/Corrective Actions
CCG Lead : Stephen Evans
Detailed analysis and corrective measures for understanding the variation, warranted or
otherwise under way. All GP Practices will be proactively collating and recording all GP
generated referrals for a one month period. Development of referral management systems
underway, including capacity and demand modelling. The CCG aims to maintain a below
plan tranjectory. Early considerations towards the data suggest possible reclassification
issues with data. Noting a significant drop in "Other" referrals as Primary Care referrals
have increased. This is under further scrutiny.

1,800
1,600
1,400
1,200
1,000
800

600
400
200
0
Apr

May

Jun

Jul

Aug

Sept

Oct

EA_3: Receiving psychological
therapies (IAPT)
Period 2014-15
% performance
Target

Q1

Q2

2.8%
4.1%

Nov

Dec

Jan

Feb

Mar

Corporate Risk Register
Not ranked as a risk

Entry Date

00-00-00

This measures Proportion of people who have depression/anxiety who receive psychological therapies
Q3

2.0%
4.0%

3.2%

Q4
3.8%

In quarter breach

EA_3: Receiving psychological therapies (IAPT)
10%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
Performance was below target for CWP for the second quarter of the year. The
calculation of the performance figures (by the provider) are currently under investigation
and may be subject to change when verifying against technical guidance.

9%
8%

7%
6%
5%

4%
3%
2%
1%
0%
Q1

Q2

Q3

EA_S2: Moving to recovery (IAPT)
Period 2014-15
% performance
Target

Q1

Q2

29.0%
50%

Q4

Data Source: Provider Data
Mitigating/Corrective Actions
CCG Lead : Julia Burgess
Comprehensive performance update being presented in separate report to Quality &
Performance Committee in November 2014.
Fieldwork being conducted by national IAPT Intensive Support team during November
2014 relating to IAPT services delivered by our main provider CWP. This involves an
extensive review of service quality, data management and reporting arrangements. A
Panel process will take 5 days and feedback scheduled to provider & commissioner in Dec14.
The CCG issued a contract query in response to the downward trend of the recovery
target. Action plan has been agreed.
The CCG's performance target for IAPT is also impacted by the activity through third
sector providers relating to intervention.
Corporate Risk Register
Entry Date
00-00-00
Not ranked as a risk.

This measures Proportion of people who complete treatment who are moving to recovery
Q3

33.3%
50%

50%

Q4
50%

In quarter breach

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
Performance was below target for CWP for the second quarter of the year. The
calculation of the performance figures (by the provider) are currently under investigation
and may be subject to change when verifying against technical guidance.

EA_S2: Moving to recovery (IAPT)
60%

Data Source: Provider Data
Mitigating/Corrective Actions
CCG Lead : Julia Burgess
Comprehensive performance update being presented in separate report to Quality &
Performance Committee in November 2014.
Fieldwork being conducted by national IAPT Intensive Support team during November
2014 relating to IAPT services delivered by our main provider CWP. This involves an
extensive review of service quality, data management and reporting arrangements. A
Panel process will take 5 days and feedback scheduled to provider & commissioner in Dec14.
The CCG issued a contract query in response to the downward trend of the recovery
target. Action plan has been agreed.
The CCG's performance target for IAPT is also impacted by the activity through third
sector providers relating to intervention.
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C5.3: MRSA
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Q2

Q3

Q4

Corporate Risk Register
Escalated to Risk Register

Entry Date

Nov-14

Overall number of cases of MRSA bacteraemia
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YTD
9,072
8,879
2.2%

Period 2014-15
No of Cases
Target

Apr

May
0
0

Jun
0
0

Jul
0
0

Aug
0
0

Sept
1
0

Year to date breach

Oct
0
0

Nov
0

Dec
0

Jan
0

Feb

Mar

0

0

0

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
There was one case of MRSA in August. This case was at MCHFT.

C5.3: MRSA
5

Data Source: Unify
Mitigating/Corrective Actions
CCG Lead : Sue Cooke
There have been no further MRSA bacteraemia in MCHFT since August. A robust Post
Infection Review was undertaken and the case was attributed to MCHFT. A summary of
findings was presented in September. There has been guidance published by Public
Health England around screening for MRSA which recommends selective screening
following a set criteria . However MCHFT have made the decision to continue with their
present policy of screening all patients for the forseeable future.

4
3

2
1

0

Apr

May

Jun

Jul

Aug

Sept

Oct

Nov

Dec

Jan

Feb

Mar

Corporate Risk Register

00-00-00

This measures the number of Clostridium difficile infections, as defined below, for patients aged 2 or more
on the date the specimen was taken.

C5.4: Cdifficile

10

YTD actual

Period 2014-15
No of Cases
Target

Entry Date

Apr

May
2
2

Jun
3
3

Jul
4
5

Aug
5
6

Sept
6
8

Year to date breach

9

YTD plan

Oct
10
9

Yearly Objective - 18

Nov
11

Dec
12

Jan
13

Feb
15

Mar
16

18

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
The year to date target was breached in September by 1 case. 4 were community cases,
6 were at trusts. 5 of the trust cases were at MCHFT and 1 was at the Christie hospital.

C5.4: Cdifficile
20
18

Data Source: HPA website
Mitigating/Corrective Actions
CCG Lead : Sue Cooke
Microbiologist attended a Prescribing Leads meeting in South Cheshire on 1 October;
prescribing data and strategies to reduce pressure/ manage C. difficile infection were
shared with practices. Audits of antibiotic prescribing planned for South Cheshire practices
to support these strategies. Management of Infection Guidelines for Primary Care
currently being updated. Promoted European Antibiotic Awareness Day and provided
resources for practices to display which included information on the Antibiotic Guardian
campaign.

16
14
12
10
8
6
4
2

Corporate Risk Register

0
Apr

May

Jun

Jul

Aug

Sept

Oct

LM1: Stroke - TIA cases
Period 2014-15
% performance
National Target

Apr
50.0%
60%

Nov

Dec

Jan

Feb

Entry Date

00-00-00

Mar

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

Jun

No data
60%

Jul

No data
60%

Aug

100.0%
60%

100.0%
60%

In month breach

Sept
0.0%
60%

Oct
60%

Nov
60%

Dec
60%

Jan
60%

Feb

Mar

60%

60%

Performance Issues (BI Commentary)
CSU Lead : Clare Fox
The 60% national target was breached in September. This equated to 1 patient who was
treated at MCHFT.

LM1: Stroke - TIA cases
120.0%

100.0%

Data Source: Provider Data
Mitigating/Corrective Actions
CCG Lead : Sue Cooke
There was no clinic slot available for the high risk TIA patient who breached the target.
However that patient was seen the next day.
MCHFT have now a process in place where if there are no clinic slots the secretaries
escalate to the Deputy Divisional Manager who discusses with the Consultant and if the
patient cannot be seen in clinic then wil be seen on the stroke ward within the timescales

80.0%
60.0%

40.0%
20.0%
0.0%
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Corporate Risk Register

Entry Date

00-00-00
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Report
Reporting Group: Vale Royal Governing Body
Report Title: Quality Report
Date/Time: 3 December 2014 at 2 pm
Author: Sue Cooke
Job Title: Clinical Quality Manager

Reporting Period: 2014/15
Governing Body Lead: Judi Thorley
Job Title: Executive Nurse

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
Sept 2014

5.5.2

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



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

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 NHS Foundation Trust (MCHFT); Cheshire and Wirral Partnership NHS
Foundation Trust (CWP), East Cheshire NHS Trust Community Services (ECT) and BMI South
Cheshire Private 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 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 Dashboards presented are relating to MCHFT and CWP. However, there is
work in progress to develop a Quality Dashboards for, East Cheshire NHS Trust Community
Services and BMI South Cheshire Private 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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2.0 MID CHESHIRE HOSPITALS NHS FOUNDATION TRUST
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Mortality
The Health and Social Care Information Centre (HSCIC) publish the Summary Hospital-level Mortality Indicator (SHMI) on a quarterly basis. The
measure is based on a rolling 12 month period moving forward quarter by quarter. The latest release of this covers the 12 month period from April
2013 to March 2014.
The latest SHMI score published by the HSCIC is 1.037 for the period April 2013 to March 2014. The chart below tracks the SHMI score at MCHFT
since April 2010. Performance has improved significantly in the last two periods and is now within the expected tolerance range. It is believed that
this is in part due to the reclassification of previous outpatient assessments as Non Elective admissions and significant clinical input. The chart
below tracks the SHMI score at MCHFT since April 2010.
NHS Vale Royal Clinical Commissioning Group (CCG), NHS South
Cheshire Clinical Commissioning Group (CCG) and MCHFT continue to
implement the actions from the Reducing In–Hospital Mortality Gap
Analysis and Action Plan. The action plan incorporates the
recommendation made by the Advancing Quality Alliance (AQuA)
following their deep dive review into mortality rates across the local
health care community.
The action plan is monitored monthly by the Trust Hospital Mortality
Reduction Group and the Clinical Quality and Patient Safety Review
group which is attended by members of MCHFT, NHS Vale Royal CCG
and NHS South Cheshire CCG. It is also monitored bi-monthly by the
Quality, Effectiveness and Safety (QuEST) Committee at MCHFT which
is chaired by the Chief Executive and is a Trust Board sub-committee.
The action plan is on track for completion within the given timescales.
Reducing mortality is an objective within MCHFT Quality and Safety
Improvement Strategy, 2014 – 2016. The aim is to reduce mortality rates each quarter so that they reach expected levels as measured by the
Summary Hospital-level Mortality Indicator. This is currently being achieved.
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Quality and Safety
Measures

Never events (published)

Target

Financial year

April

May

June

July

August

September

0

2014-15

0

0

0

0

0

1

October

November

December

January

RAG

R

September

YTD

1

1

Never Events
There was one never event reported in September 2014 which related to a medication error (Incorrect site of administration). The patient was from
another area. A Root Cause Analysis (RCA) investigation has taken place and the following actions have been instigated:
 Full explanation and apology given to the patient and family
 Controlled drug cupboard storing this medication have been labeled with notices stating mode of administration
 Further actions/lessons learnt have been determined at the RCA review meeting which took place in October 2014. All actions will be
monitored at the Clinical Quality and Patient Safety Review Meeting.
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NHS England (Oct 2014):
A review of the FFT was published in July 2014 and made a number of recommendations. The FFT Review suggested that the presentation of the
data should move away from using the Net Promoter Score (NPS) as a headline score and use an alternative measure. In line with this
recommendation the NHS England statistical publication will move to using the percentage of respondents that would recommend/wouldn’t
recommend the service in place of the NPS. The changes will take place for the publication on 2 nd October. To allow users time to prepare for the
change October publication will contain both the NPS and percentages; however the NPS will no longer be present in the publication at the end of
October. If users need to calculate per centage scores on historic data or NPS on future data the formulas outlined further down the document can
be used to do this. Divide ‘Extremely likely’ + ‘Likely’ be all responses combined.

MCHFT during September 2014 achieved a response rate
of 34% against a target of 25% for inpatients.
97% of patients recommended MCHFT for Inpatient care;
1% did not recommend the trust, 2% did not respond,
responded as neither or don’t know to the question.
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MCHFT during September 2014 achieved a response rate
of 23% against a target of 15% for A/E patients.
85% of patients recommended MCHFT for A&E care; 8%
did not recommend the trust and 7% did not respond,
responded as neither or don’t know to the question.

NHS England (September 2014):The Maternity FFT involves women answering questions about antenatal care, their experience of birth and care
immediately after birth, and their care after they have gone home. These different parts of the maternity care pathway are often provided by different
NHS Organisations, and can be accessed in a variety of ways. It is not therefore possible to work out exactly how many women would have been
eligible to answer each of the FFT questions in each organisation. As the number of women giving birth is a clearly identified and counted
population, the eligible population and a response rate will be published for Question 2 (birth), but not for the other three questions.
MCHFT during September 2014 achieved a response
rate of 17% against a target of 15% for maternity
services relating to patients giving birth – this is the only
question where response rates can be clearly identified.
On average, 92% of patients recommended MCHFT for
maternity care; 4% did not recommend the trust and 4%
did not respond /responded as neither or don’t know to
the question
.
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From April 2014, NHS England is introducing the Staff Friends and Family Test (FFT) in all NHS trusts providing acute, community, ambulance and
mental health services in England. Staff FFT data is to be collected and submitted quarterly for Q1, Q2 and Q4 after the end of each quarter. For Q3
(when the annual NHS staff survey is undertaken) there is no requirement to undertake Staff FFT, although organisations may wish to do so. A
proportion of staff should have the opportunity to respond to Staff FFT in each of the three quarters, with all staff having the opportunity once per
year, as a minimum requirement. The following 2 graphs show Quarter 1 data (Apr – June 2014),
In response to the question ‘How likely are you to
recommend MCHFT to friends and family as a place to
work?” 63% of staff said they would recommend MCHFT,
22% said no and 15% answered ‘neither or don’t know’
in Quarter 1 (Apr – June 2014).

In response to the question ‘How likely are you to
recommend MCHFT to friends and family if they needed
care or treatment?’, 70% of staff said they would
recommend MCHFT, 13% said no and 17% answered
‘neither or don’t know’ in Quarter 1 (Apr – June 2014).
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CQUIN - Safety thermometer
Measures

RAG

October

5.11%

R

5.11%

1.20%

0.39%

G

0.39%

1.20%

0.39%

G

0.39%

Target

Financial year

April

May

June

July

August

September

October

Pressure Ulcers (All)

4.83%

2014-15

3.59%

2.04%

4.83%

4.09%

4.82%

4.18%

Falls in hospital (with harm)

0.85%

2014-15

1.32%

1.11%

0.80%

1.95%

0.66%

Pressure Ulcers were
than target
first time
2014-15
0.97% higher
0.38% for the
0.37%
1.41%this year.
0.78%

1.10%

InCatheter
September,
UTI

November

December

January

YTD

MCHFT has two targets in relation to reducing pressure ulcers for this financial year:


The aim in the Trust’s Quality and Safety Improvement Strategy is to have no avoidable hospital acquired pressure ulcers reported by April 2016.
In September 2014 ten avoidable pressure ulcers were reported. A mini RCA has been undertaken for each incident and immediate feedback
provided to the staff involved in the patients care.



The aim for 2014/2015 is to reduce hospital acquired pressure ulcers by 50% by the end of March 2015. This target is shown on the above chart
as the black line. The Skin Bundle has been reviewed and will be launched at the Tissue Viability Link Nurse Study Day in November 2014.
Specialty specific Skin Bundles are being developed for Critical Care, Neonatal Intensive Care Unit and Paediatrics.
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NHS CHOICES
MCHFT achieved a 4.5 star rating based on 244 ratings for the hospital, these ratings related to
Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision and Same Sex
Accommodation.
There were 19 postings on NHS Choices during October 2014, of which 13 were positive
thanking staff for excellent care received, reassuring and kind and commenting on the cleanliness
of the hospital. There were 6 negative comments, these related to the hospital in general, general
surgery, endocrinology, minors and orthopaedics. The negative comments related to the following:







Staff attitude – not listening to the patient
Lack of communication/willingness to help
Lack of care received
Waiting times
Cleanliness and smell
Cancelled appointment following already lengthy wait

MCHFT have replied thanking patients/carers for their feedback. They have apologised for the
concerns that were raised and offered patients an opportunity to meet and discuss the issues.
Some of the issues were multifaceted and MCHFT have asked for further information in order to
make the appropriate inquiries and to address any problems.
15 Steps Challenge
The process is working well, feedback forms are completed for the 15 step challenge and
photographs are taken to evidence issues and highlight concerns. The 15 Step Challenges are
undertaken by Student Nurses with Matrons and Lay members.
Care Quality Commission (CQC) – Inspection at MCHFT
The CQC have undertaken an inspection at MCHFT which took place on Wednesday 8 October to
Friday 10 October 2014. The inspection team was 28 in number and all areas of the hospital were
visited. Within the next 12 days CQC will carry out an unannounced visit which will take place out of
hours. A further update will be presented to the committee when CQC have completed their
inspection and final report is published.
Patient Led Assessment of the Care Environment (PLACE)
An action plan was presented at the PEC following assessments being carried out on 26 February
2014, at Elmhurst and wards 9 & 14 on 15 May 2014. The assessors’ scores were generally good;
however there was some issues identified around the cleanliness. Extensive building works have
been undertaken at the time of the assessment which reflected in the scores. A major de-clutter
programme has been undertaken following the findings of the audit i.e. issues with segregation of
clean nursing equipment and labelling – it was noted that the equipment on the wards was clean but
had not been labelled appropriately. A member of the waste team is available one day a week to go
around the wards to help with the de-cluttering process.
Victoria Infirmary
Victoria infirmary - achieved a 5 star rating based on 35 ratings for the hospital, these ratings
related to Cleanliness, Staff Cooperation, Dignity and Respect, Involvement in Decision
and Same Sex Accommodation.

163

There was 1 posting on NHS Choices during October 2014, which was positive relating to care
received ‘very fast and friendly staff’ at the Sexual Health Clinic.
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3.0 CHESHIRE AND WIRRAL PARTNERSHIP NHS FOUNDATION TRUST
FOUNDATION NHS TRUST

Quality Report - Cheshire and Wirral Partnership Trust
Measures

Patient Experience

Quality and
Safety

Organisational Level Quality
Measures

External Review - Monitor-concerns raised (Gov)

Target

Latest
Reporting reporting
Frequency period

Financial
year

RA
Latest
G Performance

YTD

Source

Green

Quarterly

Q2

2014-15

G

Green

Monitor

External Review - Monitor-concerns raised (Financial)

5

Quarterly

Q2

2014-15

G

4

Monitor

External Review - CQC warning notices

0

Quarterly

Q2

2014-15

G

0

Safe Staffing

No target
set

Monthly

September

2014-15

95.3%

Unify2

Staff Sickness rate

No target
set

Monthly

June

2014-15

5.25%

HSCIC

Serious Incidents

0

Monthly

September

2014-15

R

3

6

CWP

Never Events

0

Monthly

September

2014-15

G

0

0

CWP

Friends and Family test - Staff Work (% rec)

No target
set

Quarterly

Q1

2014-15

62%

NHS Engl a nd

Friends and Family test - Staff Work (% not rec)

No target
set

Quarterly

Q1

2014-14

16%

NHS Engl a nd

Friends and Family test - Staff Care (% rec)

No target
set

Quarterly

Q1

2014-15

76%

NHS Engl a nd

Friends and Family test - Staff Care (% not rec)

No target
set

Quarterly

Q1

2014-16

3%

NHS Engl a nd

0

Monitor
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Quality and Safety
Measures

Target

Financial year

April

May

June

July

August

September

Serious Incidents

0

2014-15

0

0

0

1

2

3

Never Events

0

2014-15

0

0

0

0

0

0

RAG

September

YTD

R

3

6

G

0

0

Never Events
There have been no reported Never Events this financial year.
Serious Untoward Incidents
There have been 3 serious untoward incidents in relation to patient safety.
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Friends and Family Test (FFT)
The FFT will be introduced in all mental health services from 1 January 2015. The following questions will be asked;
 For inpatients: We would like you to think about your experience in the ward where you spent the most time during this stay.


For other mental health services: We would like you to think about your recent experiences of our service/team. How likely are you to
recommend our [ward/service/team] to friends and family if they needed similar care or treatment?

The FFT in mental health services must include at least one follow-up question, where free text can be used – examples below:
 What was good about your visit?
 What would have made your visit better?
 Can you tell us why you gave that response?

Patient experience
Measures

Q2

RAG

Target

Financial year

Q1

Q1

Friends and Family test - Staff Work (% rec)

No target set

2014-15

62%

62%

Friends and Family test - Staff Work (% not
rec)

No target set

2014-15

16%

16%

Friends and Family test - Staff Care (% rec)

No target set

2014-15

76%

76%

Friends and Family test - Staff Care (% not
rec)

No target set

2014-15

3%

3%

YTD

CWPFT have commenced collection of the Friends and Family Test data for staff.



62% of staff that completed the friends and family test recommended the trust as a place to work; 16% did not recommend the trust.
76% of staff that completed the friends and family test recommended the trust as a place for care; 3% did not recommend the trust.
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Serious Untoward Incidents
An extraordinary meeting was held on the 13 November to review a list of outstanding Serious
Untoward Incidents (SUI) where evidence provided had not been regarded as robust enough to
answer the actions points attached to the incidents. Many of these were historical SUI’s and some
have been outstanding from 2012.
CWP provided a very detailed set of hard copies of evidence that clearly linked to the action points
and this was then supported with verbal assurances and updates about ongoing improvements and
monitoring of systems and processes. By the end of the meeting we had closed 29 outstanding SUI’s.
A list of these was provided to the CSU and they have confirmed that they have closed them on
DATIX and StEIS.
NHS Choices
There were 4 postings on NHS Choices relating to Cheshire & Wirral Partnership Foundation Trust
(Mental Health Services) during October 14. 1 positive comment in relation to excellent care received
and 3 negative comments which related to:




Waiting times
Staff attitude – lack of respect
Lack of aftercare

CWP have responded to all 3 negative comments offering apologies to patients/carers and giving
them the opportunity to discuss their issues further in an attempt to resolve them.

NB: Please note the above comments relate to patients within Cheshire and therefore
may not be patients either in NHS SCCCG or NHS VRCCG.
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4.0 OTHER PROVIDERS

BMI South Cheshire Private Hospital
Serious Untoward Incidents (SUI)
There have been no serious untoward incidents in September 2014.
NHS Choices
There were no postings on NHS Choices during October 2014.
Friends and Family Test (FFT)
BMI have achieved a response rate for inpatients of 14.29% against a target of 20% during
September 2014. The Friends and Family Test Response Rate had dropped considerably since last
month (BMI achieved a response rate of 25% for August 2014), the drop was thought to be a result of
the changes and availability of the questionnaire in September when new patient survey
documentation was introduced. This target will be monitored. BMI have stated that
implementations/actions are already in place to address this issue and by next month there should be
an improvement on the response rates. No data for September was available in regards to how many
patients would or would not recommend BMI South Cheshire Hospital to family and friends – this will
also be monitored.

East Cheshire Trust (ECT) – Community
Serious Untoward Incidents (SUI)
There have been no serious untoward incidents in October 2014.
NHS Choices
ECT Community - No postings during October 2014 relating to Community Services
Friends and Family Test (FFT)
The FFT will be introduced in all community healthcare services from 1 January 2015. The initial
FFT question will be:
 For inpatients: We would like you to think about your experience in the ward where you spent the
most time during this stay.


For other community health services: We would like you to think about your recent experiences
of our service/team. How likely are you to recommend our [ward/service/team] to friends and
family if they needed similar care or treatment?

Again at least one follow-up question must be asked, the opportunity of a free test question.
 What was good about your visit?
 What would have made your visit better?
 Can you tell us why you gave that response?
The questions will be asked at key points of care i.e. care plan review/transfer or discharge of care.
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Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Finance Report Month 7 2014/15
Date/Time:3 December 2014 at 2 pm
Author: Sue Lowe,
Senior Finance Officer

Reporting Period: 14/15
Governing Body Lead: Lynda Risk,
Chief Finance Officer

Purpose of Report

Agenda Item No.

The purpose of this report is to provide the Governing Body with the financial
5.6.1
position for Month 7; 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
Our Vision


Personalise co-ordination of care



Improved mental health



Improved management of chronic conditions



Improved patient experience



Enhanced access to appropriate services



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations
1. note that the CCG is reporting a target surplus of £2.2 million being 1.8% of resource. This
assumes the full return of the surplus made in 2013/14 of £3.083 million with £1million being
carried forward into 2015/16 via the increased control total; and
2. note the budgetary shortfall of £0.262 million (previously reported £0.248 million) also the
net forecast underspends of £0.398 million, resulting in a total potential excess over the
control total of £0.136 million, this effectively creating a general contingency and will be held
to manage risk; and
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3. note that there is £0.285 million of uncommitted resource held in the risk reserve to manage
the financial risks to the CCG in 2014/15; and
4. note that consequently, this means there is a total reserve of £0.421 million
5. note the Acute & Community contract forecast over performance of £1.126 million and the
high risk of further movement; and
6. note that the CCG’s innovation fund (operating under the Alliance Contract) is reporting that
the provider board initiatives contained within the fund are forecast to underspend by £0.246
million, contributing to the CCG estimated contingency; it should be noted that a final
agreement of the level of underspend has not been received.
7. note the CCG’s Planned Investments Schemes budget is reporting a forecast under spend
of £0.417 million, contributing to the CCG estimated contingency; and
8. note that the focus on the Prescribing Budget and the reported forecast underspend of
£0.518 million; and
9. note the anticipated resource for the Quality Premium of £0.304 million, to be utilised in the
current year for the Atrial Fibrillation (AF) Clinic . This Scheme becoming a recurrent
investment in 2015/16 having an estimated recurrent cost to the CCG of £0.600 million, and
will utilise a considerable amount of the CCG growth in 2015/16; and
10. note the CCG is at risk of being issued with a recharge from NHS Commissioning Support Unit
(CSU) for ‘Stranded Costs’. Stranded Costs may occur when a CCG makes a decision to stop a
service and either transfer to a different service provider or ‘in house’ to the CCG. This is a
considerable risk to the CCG as a number of service areas are in progress of transferring back
to the CCG. No costs are included in the reported position; as there is ongoing negotiation on
the principles and value of the Stranded Costs.
11. note the focus on the refresh of the 2015/16 plan, noting the growth funding of £1.985 million
in 2015/16 which is circa 1.7% of its recurrent baseline allocation ; and
12. note the focus on the Better Care Fund for 2015/16, noting the discussions with partners about
how to implement and operate the section 75 arrangement and the CCGs preferred option. The
preferred option is option 1; Option 1 being to create one Pioneer footprint Section 75
agreement, to effectively pool both BCF planned funds. This overarching Pooled Fund would
then be divided into the three integration programmes. The CCG believes that this will give a
strong signal of intent and collaboration, whilst ensuring the integrity of the three integration
programs across the Pioneer Footprint.
.
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 7 2014/15
1.0
1.0 Introduction
1.1

This report sets out the financial position for 2014/15, as at Month 7, for NHS Vale Royal
CCG. This report follows the previous formal Governing Body meeting of 1st October
2014.

2.0 Financial Overview
2.1

The CCGs estimated resource at Month 7 is £124.166 million (previously reported £123.319
million), including running costs of £2.403 million (circa £23.5 per head of population). The
movement in resource is caused by a decrease of £0.109 million relates to a National
adjustment by NHS England for exempt overseas visitors (this following a national data
collection), the increases include winter pressures of £0.636 million and the settlement for the
primary care schemes of £0.320 million. The CCG will also be expecting the Quality Premium
funding of £0.304million in the next few months.

2.2

The Quality Premium of £0.304 million will be utilised in the current year to invest in the Atrial
Fibrillation (AF) Clinic at Mid Cheshire hospital Trust. This Scheme will become a recurrent
investment in 2015/16 having an estimated recurrent cost to the CCG of £0.600 million, this will
utilise a considerable amount of the CCG growth in 2015/16.

2.3

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 2014/15 is an additional
£0.883m with the remaining £1m being carried forward into 2015/16.

2.4

The CCG is required by NHS England to achieve a surplus of £1.2 million which is 1% of the
CCG recurrent resource. The planned surplus effectively becomes £2.2m as shown in the
table below:Table 1

Summary Position

Recurrent
£000

Non
Recurrent
£000

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

119,695
(119,695)
-

4,471
(2,270)
2,201
1.8%

Total
£000
124,166
(121,965)
2,201
1.8%

2.5 The CCGs performance against statutory targets are shown in Table 2 below:-
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Table 2

Dash Board
Control Total - Revenue Forecast
Control Total - Revenue Year to Date
Control Total – Capital Pending
Quality Innovation Prevention Productivity Target Forecast
Quality Innovation Prevention Productivity Target –
Year to Date
Running Cost Target - Forecast
Running Cost Target - Year to Date
Better Payment Practice Code NHS & Non NHS by
volume*
Better Payment Practice Code NHS & Non NHS by
value*

Plan/ Target
£000
2,201
1,283

Month 6
£000
2,201
1,630

Red Amber
Green
(RAG)
G
A
N/A

744

744

G

434

434

G

2,403
1,402

2,403
1,367

G
G

95%

89.2%

A

95%

98.2%

G

*further detail at appendix 6

2.6

The three key risks for the delivery of the 2014/15 position are secondary care over
performance with the level of over performance at Mid Cheshire Hospitals and the
University Hospitals of North Staffordshire causing the greatest concern, continuing
health care assessments (including complex case claims relating to the Learning
Disabilities), and also the remaining impact of NHS England adjustments; the national
shortfall relating to NHS Property Services, and the National Risk Pool for Legacy
Claims. The risks are also considered in more detail later in the report.

2.7

Forecast over/under spends are based on data available at month 7 and are reported at
£0.398 million underspent (previously reported £1.001 million underspent).The budgetary
shortfall of £0.262 million, together with the forecast underspends of £0.398 million,
results in a potential excess forecast surplus of £0.136 million, which will be held as a
general contingency to manage risk (the CCG also holds a risk reserve of £0.285 million).
The CCG is continuing to report its target surplus of £2.2 million, recognising it is too soon
to amend the CCG forecast surplus. The key (over)/underspends can be seen in Table 3
below:Table 3
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3.0 Detailed Financial Position 2014/15
3.0 os115
3.1

CCG Summary Expenditure

3.1.1 The CCGs expenditure is required to remain within its resource limit, currently
forecast at £124.166 million. A summary of the position can be seen below in table 4:(Note a detailed version of this summary can be found in Appendix 1).

Table 4
Summary of Planned
Expenditure

£000

Year to
Date
Budget
£000

Total NHS & Non NHS
Provider Contracts

83,853

48,772

49,311

(539)

Other Contracts

7,411

4,324

3,939

385

Continuing Care Services

8,151

4,755

4,753

2

Prescribing

17,570

10,249

9,814

435

Other programme
Running Costs
Risk reserve &
General reserve
Reserves
Total Forecast Expenditure

2,554

1,519

1,449
1,367

70

2,466

88

35

2,403

-

125

166

(41)

421

(398)

71,146
1,283

70,799
-

347
1,283

72,429

70,799

1,630

Surplus Budget
Total

Total
Budget

2,403
23
121,965
2,201
124,166

1,402

Year to Date
Expenditure
£000

Year To
Year
Date
Forecast
Variance Outturn
£000
£000
84,979
6,809
7,835
17,052

121,965
2,201
124,166

Year
Forecast
Outturn
£000
(1,126)
602
316
518

-

3.2 Acute & Community Contracts (NHS and Non NHS), forecast overspend £1.126 million
(previously reported £0.467 million)
3.2.1 The NHS acute and community contracts have now been agreed, apart from one remaining
contract for Salford Royal NHS Foundation Trust that has yet to be finalised. The forecast
overspend has been reduced by £0.314 million based on the estimated impact that the
Referral to Treatment Funding will have on the forecast out turn. The status of the largest
contracts can be seen in Table 5 below:-
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Table 5
Total
Contract
£000

Year
Forecast
Out turn
£000

Year
Forecast
Variance
£000

Red
Amber
Green

Type

Budget Heading

Acute

48,178

48,476

*(298)

Red

8,534

8,590

(56)

Amber

7,925

7,928

(3)

Green

3,161

3,313

(152)

Red

2,622

2,526

96

Green

Acute

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

2,155

2,513

(358)

Red

All

Other

11,278

11,633

(355)

Red

All

Total

83,853

84,979

(1,126)

Red

Community
Mental
Health
Ambulance
Acute

* This over-spend needs to be offset by the RTT monies of approx. £300,000 resulting in a balanced position.
3.2.2 Mid Cheshire Hospitals FT is the CCG’s largest contract, the contract value is £48.178
million (previous year £46.759 million).
3.2.3 The CCG agreed a block agreement with MCHFT for all of urgent care (i.e. A&E front of
house and non-elective admissions including non-elective short stay which were
reclassified for this financial year). The CCG negotiated this within the 2014/15 contracting
round to ensure any innovation within pathways and redesign can happen without there
being a financial consequence to both commissioner and provider. In addition, the block
arrangements are designed to allow any investment from the Provider Board within
Integrated Teams to have an impact later within 2014/15.
3.2.4 The CCG has received an allocation of £0.314 million as part of NHS England’s Operational
Resilience work. The resource is being utilised to ensure that MCHFT achieve the three RTT
standards by the end of September 2014 and for the remainder of 2014/15. The operational
delivery of this is being closely managed through NHS England. It is unclear whether the

funds allocated to the CCG will be rebased to actual cost from the current average cost;
this may result in additional financial pressure depending on the case mix of the activity
undertaken.

3.2.5 East Cheshire Community base contract has been agreed at £8.534 million, however some
adjustments were not finalised in time for the base contract e.g. diabetes services & complex
care; these will be adjusted via contract variation, the cost of these pending variations and are
included in the CCG reported position.
3.2.6 North West Ambulance contract has been agreed at £3.161 million, however there is some
concern that the contract is less than the 2013/14 out turn, therefore a forecast over
performance of £0.152 million (previously reported £0.176 million) has been included at month
7, based on the previous year.
3.2.7

At Warrington and Halton Hospitals NHS Foundation Trust there has been a forecast under
performance of £0.096 million (previously reported over performance £0.132 million). The
forecast is now based upon six months data.
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3.2.8 The University Hospitals of North Midlands (UHNM) (Previously The University Hospitals of North
Staffordshire (UHNS)) contract has been agreed at £2.155 million, the forecast overspend at
month 7 is £0.358 million (previously reported at £0.324 million, this is a substantial overspend
and this is being investigated and monitored. The CCG has previously raised a number of
queries and sought assurance from the main commissioner, via the NHS Midlands and
Lancashire CSU, that actions were being taken to manage the level of overspend. This
assurance has now been received. The commissioner has a number of contract queries and
action plans in place to develop systems in both urgent and elective care to manage demand
and activity. Contract penalties are being applied in full and this will be reflected in the year end
performance figures. In addition the CCGs are seeking to establish more robust data flows into
Cheshire and Merseyside to aid closer contract monitoring.
3.2.9

The CCG has now received £0.636 million of winter resilience funding. This funding is supported
by expenditure plans and forecast to be fully spent in the current year.

3.3

Other Contracts (NHS and Non NHS), forecast overspend £0.602 million (previously
reported £0.156 million)

3.3.1

Other contracts include Grants, Reablement, Learning Disability legacy arrangement, the CCG
Innovation Fund and Primary Care.

3.3.2 The CCG’s Innovation Fund (operating under the Alliance Contract) is reporting that the Provider
Board initiatives contained within the fund are forecast to underspend by £0.246 million. This
forecast underspend of £0.246 million is based on an assumption that 50% of the unspent
budget of £0.493 million will be spent in the remaining months of the year. However there has
not yet been agreement at the Provider Board and spending plans remain unclear, a firmer
position is expected in December.
3.3.3

Grants are reporting an underspend of £0.257million caused mainly by a non- recurrent
correction of the 2014/15 budget

3.4

Continuing Care Services, forecast under spend £0.316 million (previously reported
underspend £0.402 million)

3.4.1 A summary of the continuing care services budgets is £8.151 million. The forecast of
£7.835 million is based on information available at month 7, and indicates a forecast
underspend of £0.316 million. A summary table can be seen in Appendix 5.
3.4.2

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), however at
the current time very few have been have been formally requested. Any financial impact of these
reviews will be reported over the coming months.

3.4.3 The CCG is required to contribute £0.454 million to the National Risk Pool for CHC restitution
cases, the contribution being calculated on a capitation basis in 2014/15. This contribution is to
be utilised for the settlement of predecessor PCT claims in accordance with the recently issued
guidance. The guidance indicates that the national risk pool will continue for at least two further
years, future contributions being based on the legacy provisions as updated by CCGs and
notified to NHS England in the previous year.
There is some discussion nationally about the current level of expenditure relating to the
National Risk Pool, further information is expected in the New Year.
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3.4.4 The CCG will be required to account for restitution claims which arose after the formation
of the CCG, currently forecast at £0.100 million.
3.5 Prescribing, forecast underspend £0.518 million (previously reported £0.634 million)
3.5.1 The CCG total prescribing budget is £17.570. The forecast for the GP prescribing elements of
the budget is £15.554 million and is based on the information supplied by the Prescription
Pricing Division (PPD). The actual data is plotted against total equivalent expenditure for the
previous year and can be seen in table 6 below. Based on this forecast the CCG has reduced its
forecast underspend to £0.518 million (previously reported £0.634 million underspend).
Table 6

3.5.2 The CCG’s actual prescribing data for April – August has been analysed by practice and plotted
against equivalent expenditure for the previous year in Tables 7 below:-
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Table 7

3.6

Other Programme Budgets, forecast underspend £0.088 million (previously reported £0.276
million underspend)

3.6.1

Other Programme budgets include clinical running costs, and earmarked reserves including the
CCG’s planned investment schemes. The CCG is forecasting a £0.650 million overspend on its
clinical costs budgets. The CCG’s reserve for planned investments schemes are indicating a
forecast underspend of £0.417 million and earmarked reserves a forecast underspend of £0.275
million.

3.6.2

The CCG had previously reported that it may have to contribute further to the national shortfall
relating to NHS Property Services. The CCG had received early indicative costs from NHS
England of £0.581 million; this includes £0.443 million relating to Elmhurst property services
costs which will be a shared cost across NHS Vale Royal CCG and NHS South Cheshire CCG.
The CCG’s share of this cost was included in the previous reported position. The potential
excess cost over budget was previously reported at £0.126 million (£0.306 million less budget
£0.180 million).

3.6.3

The CCG had previously reported that it was unclear at this stage whether the early indicative
costs would fully address the national shortfall. The CCG has now received further indicative
costs from NHS Property services of £0.773 million. This is £0.192 million higher than previously
indicated. NHS property Services have reworked the recharge based on a calculation of the
‘real’ rent with full overhead absorption. These additional costs do not relate to the CCG’s
occupied space, but relate to the space that community services occupy in properties previously
owned by the legacy Primary Care Trust (PCT).

3.6.4

NHS Property Services have not indicated any ‘Void space’ in the CCG’s area; and no charges
have been indicated.

3.6.5 NHS Property Services have indicated that they will be issuing a further final version in January
2015. The CCG is seeking to challenge the indicative costs and also why the CCG is being
asked to fund the recharge to East Cheshire Community Trust.
3.7 Running Costs, forecast (over)/underspend nil (as previously reported)
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3.7.1

The CCG has been allocated a resource of £2.403 million in the current year (circa £23.5 per
head of population). The CCG is reporting that its forecast expenditure will operate with in its
running cost allowance.

3.7.2

The CCG is at risk of being issued with a recharge from NHS Commissioning Support Unit
(CSU) for ‘Stranded Costs’. Stranded Costs may occur when a CCG makes a decision to stop a
service and either transfer to a different service provider or ‘in house’ to the CCG. This is a
considerable risk to the CCG as a number of service areas are in progress of transferring back
to the CCG. No costs are included in the reported position at month 7.

3.7.3 The CCG is anticipating a circa 10% reduction in its running cost allowance in 2015/16, whilst
expecting to increase its responsibilities in primary care and specialised commissioning.
3.8 Risk Reserve & General Reserve, £0.421 million (previously reported £1.038 million)
3.8.1

The General Reserve has a budgetary shortfall of £0.262 million; this together with the other
CCG forecast underspends of £0.398 million, results in a potential excess forecast surplus of
£0.136 million, which will be held as a general contingency to manage risk.

3.8.2 The CCG also continues to hold a risk reserve of £0.285 million.
3.9

Statement of Financial Position, cash profile & Better Payment Practice Code

3.9.1 The Statement of Financial Position and cash profile are monitored on a monthly basis and are
summaried in Appendix 4
3.9.2 The Better Payment Practice Code (BPPC) performance is monitored on a monthly basis and is
reported in further detail in Appendix 6.
4.0 Planned Investment Schemes; forecast underspend £0.417 million
4.0 Planned Investment Schemes; forecast underspend £0.401 million.
4.1 The CCG has planned investments, as part of the operating plan, of £1.292 million. At month 7,
£0.541 million has been transferred into the budgets, and £0.417 million is indicated as the
forecast underspend (previously reported £0.354 million underspend). The progress of the
remaining schemes of £0.331 will be monitored over the remaining year; a summary of schemes
can be seen in Appendix 2.
5.0
5.0 Quality, Innovation and Prevention (QIPP) Schemes
Quality, Innovation, Productivity and Prevention (QIPP) Schemes
5.1
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
program teams. A summary of the schemes can be seen in Appendix 3.
5.2

At month 7 the risks to the CCG remain significant.Net forecast underspends at month 7 indicate
a general reserve of circa £0.136 million and a contingency remaining of £0.285 million, both
these indicative reserves will be utilised to cover this risk.

5.3

The CCG is looking at a planned care review to identify areas where changes can be made to
significantly impact on planned care activity within 2014/15 as well as in the longer term.
Other schemes continue including the urgent care project, the intermediate care review, the
review of the age-related macular degeneration service review, and the impact of the INR/Anticoagulation and Atrial Fibrillation(AF) Clinic (INR =International Normalisation Ratio).
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6.0 Key Financial Risks
6.1

Key financial risks are detailed in the corporate risk register and will need to be monitored
closely as we move through the year. Table 8 below summarises the entries made on the risk
register, these have been included to aid understanding of the finance report, the full risks can
be found on the corporate risk register and also within the Audit and Governance Report. Risk
highlights can also be seen below:Table 8

Risk Title as per corporate Risk Register

Risk Rating

Year

Risk

1 Allocations & Top Slices

Medium

2014/15

2 Public Health Allocation/Services
3 Specialised Commissioning
Over Performance and Contract
4 Settlement
5 Financial Systems
6 QIPP
Continuing Care Backlog of Applications &
Restitution Claims (including learning
7 disability)

Low
medium

2014/15
2014/15

0-£2 million
0-£0.5
million
0-£1 million

High
Low
medium

2014/15
2014/15
2014/15

0-£2 million
Audit Risk
0-£1 million

Medium

2014/15

Low

2014/15

0-£1 million
Future
Costs Value
unknown

Medium

2014-15

0-£2 million

Medium

2015/16

0-£6 million

8 Mental Health- Payment by Results
Delivery of Forecast Surplus and Control
9 Total
Integration Agenda within Existing
10 Resource 2015/16
6.2

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

6.3

The CCG is 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. The CCG
has now received guidance indicating that the national risk pool will continue for at least two
further years, future contributions being based on the legacy provisions as updated by CCGs
and notified to NHS England in the previous year.
There is some discussion nationally about the current level of expenditure relating to the
National Risk Pool, further information is expected in the New Year.

6.4

The CCG had previously reported that it may have to contribute further to the national shortfall
relating to NHS Property Services. The CCG had received early indicative costs from NHS
England of £0.581 million; this includes £0.443 million relating to Elmhurst Property Services
costs which will be a shared cost across NHS Vale Royal CCG and NHS South Cheshire
CCG. The CCG’s share of this cost was included in the previous reported position. The
potential excess cost over budget was previously reported at £0.126 million (£0.306 million
less budget £0.180 million).
The CCG had previously reported that it was unclear at this stage whether the early indicative
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costs would fully address the national shortfall.
The CCG has now received further indicative costs from NHS Property services of £0.773
million. This is £0.192 million higher than previously indicated. NHS property Services have
reworked the recharge based on a calculation of the ‘real’ rent with full overhead absorption.
These additional costs do not relate to the CCG’s occupied space, but relate to the space that
community services occupy in properties previously owned by the legacy Primary Care Trust
(PCT).NHS Property Services have not indicated any ‘Void space’ in the CCG’s area; and no
charges have been indicated. NHS property Services have indicated that they will be issuing a
further final version in January 2015. The CCG is seeking to challenge the indicative costs and
also why the CCG is being asked to fund the recharge to East Cheshire Community Trust.
6.5

The cost and volume of continuing healthcare assessments is an ongoing financial risk to the
CCG. Cheshire West and Chester Council has also indicated that a number of learning
disability clients are requiring continuing health care reviews (financial risk circa £0.6 million),
however at the current time very few assessments have been have been formally requested.
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 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.

6.6

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. The
Better Care Fund will operate under section 75 pooled arrangements, and will be governed by
the CCG, the Connecting Care Board and the Health and Wellbeing Boards. A section 75
arrangement is the only legal mechanism that can ‘mix’ Health & Social funding. Work is now
commencing to form this arrangement in readiness for 2015/16. Local discussions, following
the development of the Better Care Fund plan, have indicated that there are a number of
options as to how to implement and operate the s75 agreement. These options will be
discussed at the Health & Well Being Board.
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.

6.7 The CCG is at risk of being issued with a recharge from NHS Commissioning Support Unit
(CSU) for ‘Stranded Costs’. Stranded Costs may occur when a CCG makes a decision to stop
a service and either transfer to a different service provider or ‘in house’ to the CCG. This is a
considerable risk to the CCG as a number of service areas are in progress of transferring back
to the CCG. No costs are included in the reported position at month 7.
6.8

The CCG is currently assuming that it will be able to draw down £1m of its surplus in 2014/15
to support transformation; this is included in the CCG Plan and budgets. Whilst this request
has been made, there is a risk that this assumption may change as it has not yet been formally
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agreed by NHS England; however it is unlikely now that any changes to the Plan will be
required.
7.0 Risk Management (scenario forecast out turns)
7.1

The CCG will need to plan appropriately to manage in year financial risk. Table 9 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 9
Summary Plan Position
Total NHS & Non NHS Provider
Contracts
Other
Contracts(re-ablement
Learning Disabilities, Innovation)
Continuing Care Services
Prescribing
Other Programme
Running Costs
Risk and General
Reserves
Control Total Reserve
Allocations
Total Scenario Surplus/(Deficit)
Surplus - Control Total

Worst Probable

Best

£000
(1,400)

£000
(1,126)

£000
(900)

Month 7
Forecast
£000
(1,126)

400

602

848

602

-

316

316

316

400

518

600

518

-

88

300

88

(200)

-

-

-

-

(398)

-

(398)

2,200

2,201

2,201

2,201

(200)
1,200

2,201
2,201

3,365

2,201
1,200
2,201

8.0 2015/16 Financial Outlook
8.1 Financial Plan 2015/16
8.1.1 A two year operational plan has previously been submitted for 2014/15 & 2015/16. However
the CCG will need to refresh the plans for 2015/16, incorporating any new data and
resource.
8.1.2 The CCG is expecting to receive an increase of £1.985 million in 2015/16 which is circa 1.7%
of its recurrent baseline allocation. This increase includes an additional 0.2% bringing the
CCG closer to its target allocation per head. The CCG will be 2.95% from target (improving
from 3.13% in the previous year).
8.1.3

The CCG is anticipating a circa 10% reduction in its running cost allowance in 2015/16,
whilst expecting to increase its responsibilities in primary care and specialised
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commissioning.
8.1.4 The plan is based on the delivery of the 2014/15 control total and assumes the full return of
the forecast surplus of £2.2 million in 2015/16.
8.1.5 The CCG plans to utilise £1million of the forecast surplus from 2014/15, and to deliver a 1%
surplus in 2015/16 of £1.2 million.
8.1.6

Section 256 funding of £2.030 million was held by NHS England in 2014/15. This funding
will be part of the Better Care Fund in 2015/16 and although the mechanics of the transfer
of the Better Care Fund are still unclear, the funding has been included in the CCG
summary plan.

8.1.7

The financial plan will be continuously refined over the coming months, incorporating
forecast out turns, investments as part of the Five Year Plan, pressures, uplift and savings.
Detailed guidance is anticipated from NHS England in December.

8.1.8

The Financial Plan will also include new investment areas that have been identified. A major
new investment will be the Atrial Fibrillation (AF) Clinic at Mid Cheshire hospital Trust. This
Scheme will have an estimated recurrent cost to the CCG of £0.600 million, and will utilise a
considerable amount of the CCG growth in 2015/16.

8.1.9 In 2014/15 an Innovation budget of £1.134 million was been set aside to be governed under
an Alliance Contract to fund the transformational change identified in the 2 year
Operational Plan. The Alliance Contract was also set up as a forerunner to the Better Care
Fund. In 2015/16 it is expected that the Alliance Contract will continue however all funds will
be as identified in the Better Care Fund Plans, which include some Intermediate Care and
Integrated Community Services (including integrated Mental Health teams).
8.1.10 A high level summary of the CCG Financial Plan for 2015/16 can be seen in Table 10
below:-
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Table 10

Summary of 2015/16 Plan
Planned Resource
Base Allocations
Additional Allocations over Base
New Growth allocation
Running Cost Allowance (10% reduction applied)
Return of surplus from previous year
Section 256 (NHS England directly to Council in 2014/15)
Total Resource
Expenditure budgets
Integration Agenda (Earmarked for better Care Fund)
Total Expenditure
Planned Surplus

%

1.7%
1.8%
1.7%
5.2%
-1.1%
5.3%
4.2%
1.0%

Non
Recurrent recurrent Total
£000
£000
£000
116,708
424
1,985
2,150
2,201
2,030
123,297
117,002
6,295
123,297
0

2,201
1,001
1,001
1,200

116,708
424
1,985
2,150
2,201
2,030
125,498
118,003
6,295
124,298
1,200

8.2 Better Care Fund 2015/16
8.2.1

The Better Care Fund plans for 2015/16 have been refreshed and submitted to NHS
England.

8.2.2 The Better Care Fund will operate under section 75 pooled arrangements, and will be
governed by the CCG, the Connecting Care Board and the Health and Wellbeing
Boards. A section 75 arrangement is the only legal mechanism that can ‘mix’ Health &
Social funding. Work is now commencing to form this arrangement in readiness for
2015/16.
8.2.3 Cheshire West and Chester have identified circa £2 million as contributing to the costs
associated with the Care Act & Extra Care housing scheme and this will be a substantial
risk to the pooled budget. The CCG share of this risk is circa £0.560 million, this financial
risk could be mitigated by the planned reduction of non-elective admissions or reduced
investment in integrated community services and re-ablement services.
8.2.4

Local discussions with Partners are taking place following the development of the Better
Care Fund plan and have indicated that there are a number of options as to how to
implement and operate the section 75 agreement. The following three options are
currently being considered:-

Option 1
To create one Pioneer footprint Section 75 agreement, this would effectively pool both BCF
planned funds. This overarching Pooled Fund would then be divided into the three integration
programmes.
Option 2
Create three Section 75 agreements that each cover one of the Integration programmes; West
Cheshire Way, Connecting Care & Caring Together.
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Option 3
To continue with the two Local Authority footprint Section 75 agreements, this following the
Better Care Fund submitted Plans. This option effectively splits the Connecting Care
Programme (this being a joint programme for NHS Vale Royal CCG and NHS South Cheshire
CCG) and could hinder the progress of the Connecting Care Programme.
The CCG preferred section 75 arrangement is option 1. The CCG believes that this will give a
strong signal of intent and collaboration, whilst ensuring the integrity of the three integration
programs across the Pioneer Footprint.
8.2.5 The CCG will contribute budgets of £6.295 million, under the Better Care Fund, this being
the minimum contribution required by NHS England. A summary of the Connecting Care
contributions to the fund is shown in table 11 below:-
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Table 11

Lynda Risk
Chief Finance Officer
3rd December 2014
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Appendix 1
Summary of all Budgets

Rec

Non Rec

Total

Movem ent

Revised
Budget

Type

Budget Heading

£000

£000

£000

£000

£000

Allocation

Programme - Confirmed b/fwd

Allocation

Running Costs - Confirmed b/fwd

Allocation

Running Cost reduction 2014/15

Allocation

Growth 14/15

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

Allocation

Return of forecast Surplus from 2013/14

Allocation

GP IT

Allocation

GPIT- Transitional Funding

Allocation

RTT- Referral to Treatment 2014/15

Allocation

Charge Exempt overseas

Allocation

Practice Staff Schemes

Allocation

Winter resilience

160

3,083
259
128
314
(109)
160
636

114,687
2,440
(37)
2,445
3,083
259
128
314
(109)
320
636

0

0
119,695

4,471

124,166

0

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

£000

£000

£000

Year
Forecast
Out turn
£000

114,687
2,440
(37)
2,445
3,083
259
128
314
(109)
320
636

0

114,687
2,440
(37)
2,445
3,083
259
128
314
(109)
320
636

0

0

0

0

124,166

124,166

0
0
0

0

0
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Rec

Non Rec

Total

Movem ent

Revised
Budget

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

£000

£000

£000

Red
Am ber
Green

Type

Budget Heading

£000

£000

£000

£000

£000

£000

£000

Acute

Aintree Hospitals FT

236

0

236

0

236

138

109

29

186

50

Green

Acute

Alderhey Childrens Hospital FT

343

0

343

0

343

200

236

(36)

402

(59)

Amber

Acute

Central Manchester University Hospital FT

792

0

792

0

792

462

481

(19)

827

(35)

Amber

1,845

0

1,845

0

1,845

1,076

931

145

1,588

257

Green

379

0

379

0

379

221

227

(6)

404

(25)

Amber

64

0

64

0

64

37

65

(28)

117

(53)

Amber

48,178

0

48,178

0

48,178

28,108

28,045

63

48,476

(298)

Red

7

0

7

0

7

0

Green

950

950

0

950

554

371

183

636

314

Green

0

448

0

448

261

296

(35)

507

(59)

Amber

Acute

Countess of Chester FT

Acute

East Cheshire NHS Trust (Acute)

Acute

Liverpool Women's Foundation NHS Trust

Acute

Mid Cheshire Hospitals FT

Acute

Mid Cheshire Hospitals FT (pending adjustments)

Acute

Robert Jones and Agnes Hunt FT

7

Winter Resilience and RTT (MCHT & Other providers)
448

£000

Acute

Royal Liverpool & Broadgreen NHS Trust

469

0

469

0

469

274

416

(142)

704

(235)

Red

Acute

Salford Royal NHS FT

198

0

198

0

198

116

144

(28)

248

(50)

Amber

Acute

St Helens & Knowsley NHS Trust

167

0

167

0

167

97

94

3

164

3

Green

Acute

Stockport NHS FT

232

0

232

0

232

135

171

(36)

269

(37)

Amber

Acute

University Hospital of North Staffs NHS Trust

2,155

0

2,155

0

2,155

1,257

1,467

(210)

2,513

(358)

Red

Acute

University Hospital of South Manchester NHS FT1,152

0

1,152

0

1,152

672

532

140

951

201

Green

Acute

Warrington & Halton Foundation NHS Trust

2,622

0

2,622

0

2,622

1,530

1,468

62

2,526

96

Green

Acute

Wrightington Wigan & Leigh NHS FT

105

0

105

0

105

61

114

(53)

198

(93)

Amber
Green

Acute

Wirral University Teaching Hospitals NHS FT

144

0

144

0

144

84

55

29

96

48

Ambulance

North West Ambulance Service

3,161

0

3,161

0

3,161

1,844

1,883

(39)

3,313

(152)

Red

Community

East Cheshire NHS Trust (Community)

8,014

520

8,534

0

8,534

4,978

5,141

(163)

8,590

(56)

Amber

Community

East Cheshire NHS Trust (Community) Pending adjustments

238

238

0

238

0

Green

Community

Staffordshire & Stoke on Trent Partnership NHS Trust67

0

67

0

67

39

38

1

66

1

Green

Mental Health Cheshire & Wirral Partnership FT

7,906

19

7,925

0

7,925

4,622

4,622

0

7,928

(3)

Amber

NCA

1,269

0

1,269

0

1,269

740

832

(92)

1,334

(65)

Amber

79,953

1,489

81,442

238

81,680

47,506

47,738

(232)

82,288

(608)

Non Contract Activity
Total NHS Contracts - Healthcare
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Type

Budget Heading

Non NHS

British Pregnancy Advisory Service

Non NHS

Audiology - Multiple Providers

Non NHS

Pain Management - Interface Medical

Year to
Date
Budget

Year to
Date
Actual

Year to
Date
Variance

Year
Forecast
Out turn

Year
Forecast
Variance

Red
Amber
Green

Rec

Non Rec

Total

Movement

Revised
Budget

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

55

0

55

3

58

32

42

(10)

72

(14)

Amber

184

0

184

0

184

107

114

(7)

198

(14)

Amber

90

0

90

0

90

53

79

(26)

135

(45)

Amber

Non NHS

Spire Cheshire

827

0

827

0

827

482

665

(183)

1,143

(316)

Red

Non NHS

BMI South Cheshire

719

0

719

0

719

420

442

(22)

763

(44)

Amber
Amber

Non NHS

Bespoke Care Panel - Multiple Providers

136

0

136

0

136

79

119

(40)

206

(70)

Non NHS

Eye Care Services - A Needham

67

0

67

0

67

39

34

5

49

18

Green

Non NHS

Patient Transport Services - SRCL

92

0

92

0

92

54

78

(24)

125

(33)

Amber

Total Non NHS Contracts - Healthcare

2,170

0

2,170

3

2,173

1,266

1,573

(307)

2,691

(518)

Integrated

Learning Disability Services with Local Authority

2,800

0

2,800

0

2,800

1,633

1,670

(37)

2,860

(60)

Integrated

Grants

718

96

814

0

814

475

317

158

557

257

Green

Integrated

Joint Equipment

151

0

151

0

151

88

95

(7)

163

(12)

Amber
Green

Amber

Integrated

Reablement

655

301

956

0

956

558

461

97

786

170

Integrated

Hospice - St Lukes

213

0

213

0

213

124

123

1

212

1

Green

Integrated

CCG Innovation Fund

0

1,134

1,134

0

1,134

662

518

144

888

246

Green

4,537

1,531

6,068

0

6,068

3,540

3,184

356

5,466

602

789

167

956

0

956

558

526

32

956

0

Green

387

387

0

387

226

229

(3)

387

0

Green

789

554

1,343

0

1,343

784

755

29

1,343

0

Total Integrated Working Initiative
Primary Care Primary Care
Primary Care Primary Care - IT
Total Primary Care
CHC

Continuing Healthcare (incl Mental Health)

5,767

0

5,767

0

5,767

3,364

3,390

(26)

5,796

(29)

Green

CHC

NHS Funded Care

1,730

0

1,730

0

1,730

1,009

902

107

1,485

245

Green

CHC

Continuing Healthcare Litigation Claims

381

273

654

0

654

382

461

(79)

554

100

Green

7,878

273

8,151

0

8,151

4,755

4,753

2

7,835

316

17,098

(7)

17,091

0

17,091

9,965

9,528

437

16,562

529

Green

479

0

479

0

479

284

286

(2)

490

(11)

Amber

17,577

(7)

17,570

0

17,570

10,249

9,814

435

17,052

518

-

Total Continuing Healthcare
Prescribing

Prescribing

Prescribing

Healthcare 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

Rec

Non Rec

Total

Movement

Revised
Budget

£000

£000

£000

£000

£000

£000

£000

£000

Red
Amber
Green

Type

Budget Heading

£000

£000

Non NHS

Non Running Costs
Community Information System
Programme spend 2013/14

915

(7)

908

3

911

531

916

(385)

1,561

(650)

Red

Non NHS

110

0

110

(26)

84

64

15

49

26

58

Green

12

(12)

12

(12)

Amber

Non NHS

Provider - Cost of Capital

0

0

0

0

0

0

0

0

0

Green

Non NHS

CCG - Cost of Capital

0

0

0

0

0

0

0

0

Green

Reserve

CIDS- Earmarked

402

374

776

(27)

749

452

194

258

332

417

Green

Reserve

Earmarked

673

137

810

0

810

472

312

160

535

275

Green

Total Other Programme

2,100

504

2,604

(50)

2,554

1,519

1,449

70

2,466

88

-

Running Costs

2,403

0

2,403

0

2,403

1,402

1,367

35

2,403

0

Green

Total Running Costs

2,403

0

2,403

0

2,403

1,402

1,367

35

2,403

0

Total CCG Budget

117,407

4,344

121,751

191

121,942

71,021

70,633

388

121,544

398

274
0
0
0
520

(274)
2,200
285
0
(520)

0

0

0

1,495

(1,565)

(70)

(192)

(262)

(41)

119,696

4,470

124,166

0

124,166

72,429

Admin

Reserve

Readmissions

Reserve

1% Recurrent Surplus Reserve

Reserve

0.5% Risk Reserve

Reserve

2% Headroom Reserve

Reserve

2% Headroom Reserve

Reserve

Uncommitted

Total CCG Budget

0

0

0

2,200

1

2,201

285

0

285

0

0

0

1,283
166

166

70,799

£000

-

0

0

0

Green

1,283

2,201

0

Green

0

285

0

Green

0

0

0

Green

0

0

0

Green

(41)

136

(398)

Green

1,630

124,166

0
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Appendix 2

Project Description

Budget Book

Budgete
d
Commiss
ioning
Intention
Reserve

Transfer
Commiss
to
ioning
Program
Reserve
me
budget Month 6

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
Must Do's / Mandatory Plans
Children & Young People with Disabilities - SEND Legislation
Altogether Better Programme
Sub Total
Roll Overs from 2013/14
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

0
0
0
0

13
5
5
23

13
5
5
23

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

0
0
0
0
(24)
0
0
0
0
(90)
0
0
(15)
(8)
0
0
0
0
0
(137)

36
18
130
2
0
2
45
14
2
8
22
3
11
7
2
25
22
24
13
386

36
18
95
2
0
1
26
14
2
8
22
3
0
0
2
25
6
14
8
282

(3)
(150)
(151)
(7)

-

-

Living Well
Must Do's / Mandatory Plans
MERIT
21
24/7 Urgent Care
Stroke (Re-procurement)
222 Parkinson's
Diabetes Education
19
Memory Services for Dementia
2
Review of Liaison Psychiatry Service
45
IAPT Military Veterans
IAPT BSL
EOL - Workforce Education and Practice Development- QIPP Scheme 14/15 90
Respiratory Project- QIPP Schem 14/15
22
Improving Mortality Rates for those with Learning Disabilities
3
Formulary and Antibiotic Pharmacist- QIPP Scheme 14/15
26
Community Pharmacy Minor Ailments Scheme- QIPP Scheme 14/15
15
Challenging Behaviour
2
EPaCCS - QIPP Scheme 14/15
6
Acute Oncology Community Extension- QIPP scheme 14/15
22
Personality Disorders -QIPP Scheme 14/15
24
Physical Health Needs Mental Health
13
Sub Total
532 -

14
2
8
19
-

35
1
19
11
7
16
10
5
104

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

(96)
(407)

269
57
0
4
8
339

Grand Total

532

760

1,292

(544)

748

0
26

244
57
4
8
313

331

417

25
0
0
-
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Appendix 3

Qipp Schemes Plan (schemes with savings) - MEMO

Project Description

Program

Paediatric Pathways (0-5 Admissions)
Starting Well
End of Life -Work force and Practice DevelopmentLiving 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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Appendix 4
13/14
Closing

Statement of Financial Position

Mar-14
£'000
PPE
Accumulated Depreciation
Net PPE

Planned

Previous
Month

Current
Month

Mar-15
£'000

Sep-14
£'000

Oct-14
£'000

Forecast
14/15
Closing
Mar-15
£'000

100

1,530

1,660

96

830

1,337

1,250

1,200

140
10
130

Intangible Assets
Intangible Assets Depreciation
Net Intangible Assets

Non-Current Assets
54 Cash
1,200 Accounts Receivable (See note 1 below)

130

0

Inventory
Investments
Other Current Assets

1,254 Current Assets

930

2,867

2,910

1,296

1,254 TOTAL ASSETS

1,060

2,867

2,910

1,296

(7,676) Accounts Payable (see note 2 below)

(5,214)

(7,903)

(8,853)

(8,050)

(5,414)

(7,903)

(8,853)

(8,050)

(4,354)

(5,036)

(5,943)

(6,754)

(6,554)

(6,452)

(7,574)

(8,954)

Provisions

(200)

Other Liabilities

(7,676) Current Liabilities
Non-Current Payables
Other Liabilities

Long Term Liabilities

(6,422) TOTAL ASSETS LESS CURRENT LIABLITITIES
(9,500) General Fund (see note 3 below)
Share Capital
Revaluation Reserve
Donated Assets Reserve
Government Grants Reserve
Other Reserves
3,078 Retained Earnings incl. In Year

(6,422) Total Taxpayers Equity

1,254 TOTAL EQUITY + LIABILITIES

2,200

1,416

1,631

2,200

(4,354)

(5,036)

(5,943)

(6,754)

1,060

2,867

2,910

1,296
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Appendix 4 (continued)
13/14
Closing

Previous
Month

Current
Month

£'000

Sep-14
£'000

Oct-14
£'000

Forecast
14/15
Closing
Mar-15
£'000

441

447

480

600

0

0

0

46

34

211

397

342

7

3

51

2

Planned

Mar-14
£'000

Accounts Receivable (note 1)

687 NHS Receivables
0 NHS Prepayments
128 Non NHS Receivables and Accrued Income
0 Non NHS Prepayments and Accrued Income
Provision for the impairment of receivables
(4) VAT
Other receivables

0

389 Other - Mat Pathway

389

389

389

389

1,200 Current Assets

830

1,337

1,250

1,200

2,177

Accounts Payable (note 2)
2,260 NHS payables - revenue
NHS accruals and deferred income

1,000

2,734 Family Health Services (FHS) payables
1,338 Non-NHS payables - revenue
904 Non-NHS accruals and deferred income
37 Social security costs

98

762

1,492

633

2,200

2,677

3,220

3,000

1,000

903

1,042

1,500

641

2,322

2,806

1,000

9

1

27

20

VAT
19 Tax
Payments received on account
11 Other
373 Other- Partially completed spells

7,676 Current Liabilities

2

(4)

373

373

373

373

5,214

7,903

8,853

8,050

109,609

53,250

61,650

105,224

13,665

7,871

9,173

15,000

454

454

454

(122,734)

(61,605)

(72,429)

(123,210)

2,200

1,416

1,631

2,200

General Fund (note 3)
95,954 Cash Drawn
13,235 Prescribing PPA cash adjustment
CHC Risk Pool
(118,353) Resource Limit
3,078 Surplus
(336) Other (legacy)
General Fund BF

(6,422) Total Tax Payer Equity

(6,894)

(6,422)

(6,422)

(6,422)

(4,154)

(5,036)

(5,943)

(6,754)
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Appendix 5
Continuing Care Services
Continuing Care Services

Annual Budget
£000

Year to Date Month 7
Budget
Actual
£000
£000

Variance
£000

Forecast Outturn
Forecast
Variance
£000
£000

NHS Funded Care
NHS Funded Care
NHS FUNDED CARE TOTAL

1,730,000
1,730,000

1,009,148
1,009,148

901,602
901,602

107,546
107,546

1,484,981
1,484,981

245,019
245,019

Continuing Health Care
CHC Fully Funded
Personal Health Budgets
CHC Joint Funded
CHC Children
PHB Brokerage
CONTINUING HEALTH CARE TOTAL

3,944,000
380,000
75,000
197,000
4,596,000

2,300,648
221,655
43,750
114,912
2,680,965

2,180,897
194,363
144,295
384,836
2,904,392

119,751
27,292
(100,545)
(269,924)
0
(223,427)

3,733,751
374,263
222,642
678,141
5,008,797

210,249
5,737
(147,642)
(481,141)
0
(412,797)

654,000
654,000

381,500
381,500

461,438
461,438

(79,938)
(79,938)

554,000
554,000

100,000
100,000

Mental Health
Mental Health Sections
Mental Health Contract Beds
Section 28a Local Authority
Mental Health Assessments
MENTAL HEALTH TOTAL

240,000
730,000
151,000
50,000
1,171,000

139,993
425,831
88,074
29,162
683,060

122,270
266,093
87,641
9,390
485,394

17,723
159,738
433
19,772
197,666

196,827
423,575
150,242
16,097
786,740

43,173
306,425
758
33,903
384,260

TOTAL CONTINUING CARE

8,151,000

4,754,673

4,752,826

1,847

7,834,519

316,481

Continuing Healthcare Litigation Claims
Continuing Healthcare Litigation Claims
NHS FUNDED CARE TOTAL
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Appendix 6
Better Payment Practice Code
NHS
BPPC Paid
Pe riod

Invoice
Count

Invoice Count
(Pas s e d)

% Pas s e d

Invoice Am ount
(Pas s e d)

BPPC Am ount

% Am ount
Pas s e d

Apr-14

109

101

92.66%

7,027,255

6,927,823

98.59%

May-14

115

76

66.09%

6,833,026

6,835,309

100.03%

Jun-14

138

119

86.23%

6,943,641

6,879,993

99.08%

Jul-14

116

90

77.59%

7,913,312

7,630,088

96.42%

Aug-14

108

77

71.30%

6,902,614

6,770,995

98.09%

Sep-14

186

132

70.97%

6,835,587

6,828,166

99.89%

Oct-14

125

114

91.20%

6,972,866

6,967,329

99.92%

Total

897

709

79.04%

49,428,300

48,839,704

98.81%

1138

873

76.71%

82,002,571

80,735,099

98.45%

13/14 Comparison

NHS
102%
100%
98%
2014/15

96%

2013/14
Target

94%

92%
90%

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Non NHS
BPPC Paid
Pe riod

Invoice
Count

Invoice Count
(Pas s e d)

% Pas s e d

Invoice Am ount
(Pas s e d)

BPPC Am ount

% Am ount
Pas s e d

Apr-14

258

246

95.35%

1,254,411

1,244,104

99.18%

May-14

256

240

93.75%

1,381,872

1,372,246

99.30%

Jun-14

232

211

90.95%

1,227,370

1,145,747

93.35%

Jul-14

272

260

95.59%

1,529,955

1,447,001

94.58%

Aug-14

234

224

95.73%

2,649,356

2,561,575

96.69%

Sep-14

287

268

93.38%

1,450,633

1,331,585

91.79%

Oct-14

285

270

94.74%

1,431,172

1,301,490

90.94%

Total

1824

1719

94.24%

10,924,769

10,403,747

95.23%

13/14 Comparison

1198

884

73.79%

3,085,638

2,511,624

81.40%

Non NHS
105%

100%
95%
90%
85%

2014/15

80%

2013/14

75%

Target

70%
65%
60%
55%

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar
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Report
Reporting Group: NHS Vale Royal CCG Governing Body
Report Title: Minutes of Statutory Meetings
Date/Time: 3 December 2014 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:

5.7

Governance and Audit Committee 29 July 2014
Governance and Audit Committee 30 September 2014
Joint Quality and Performance Committee 28 August 2014
Clinical Commissioning Executive 11 September 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



Improved management of cancer and end of life



Prevention by supporting communities to promote and support healthier
living

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

Recommendations
The Governing Body is asked to note
Governance and Audit Committee 29 July 2014
Joint Quality and Performance Committee 28 August 2014
Clinical Commissioning Executive 11 September 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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Meeting Name: Governance & Audit Committee
Date/Time: Tuesday 29th July 2014
13:00 – 15:00
Reporting Period: 2014-15
Chair: Suzanne Horrill
Lay Member – Audit

Venue:

Ground Floor Meeting Room
Bevan House
Meeting No.: 3
Reporting Period: 2014-15

Membership
Name
Suzanne Horrill
Terry Savage
Ged O’Sullivan
Lynda Risk
Tracy Parker-Priest
Linda Elliott
Roger Causer
Robin Baker
Lisa Carr
Periodic Attendees
Simon Whitehouse
Dr Jonathan Griffiths

Organisation
NHS VRCCG
NHS VRCCG
NHS SCCCG/VRCCG
NHS SCCCG/VRCCG
NHS VRCCG
MIAA
MIAA
Grant Thornton
NHS SCCCG/VRCCG

Job Title
Lay Member - Audit
Lay Member - PPI
Clinical Member
Chief Finance Officer
Director of Partnerships & Governance
Internal Auditor
Local Counter Fraud Specialist
External Auditor
Performance & Risk Manager

NHS SCCCG/VRCCG
NHS VRCCG

Chief Executive
Chair of Governing Body

Present









n/a
n/a

Attendees
Name
Jenny Underwood
Suzanne Crutchley
Ref.
3.1
3.1.1

Organisation
NHS SCCCG/VRCCG
CMCSU

Job Title
Administrator (Note Taker)
Information Governance Manager

Present

n/a

Discussion and Action Points
Committee Management
Apologies for Absence
The Chair opened the meeting and welcomed all members.
It was noted that at 2.00pm NHS South Cheshire CCG Governance & Audit Committee
members would join the meeting to receive the agenda items 3.3 to 3.7 jointly.
The NHS Protect lead, Matthew Elcock had tendered his apologies. Roger Causer
represented the Local Counter Fraud Specialist team.

3.1.2

Declarations of Interest
No additional declarations of interest were recorded on this occasion.
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3.1.3

Minutes and Matters Arising
The minutes of the meeting held on Tuesday 24th June 2014 had been circulated with the
agenda. The minutes were reviewed by the committee and agreed as an accurate record
subject to the following amendments:• Page 3 – attendance list to insert ‘Terry Savage’ as being present at the meeting
• Page 12 – the date of the next meeting should read 29th July 2014, not 2015
A review of the ‘Matters Arising’ from the June minutes were undertaken which presented
the following updates:• It was confirmed that Dr Ged O’Sullivan would be the Clinical Representative for both
NHS Vale Royal CCG and NHS South Cheshire CCG.
• Development on core competencies for Governance & Audit Committee needed to be
developed and would be reviewed by Tracy Parker-Priest.
• Privacy Impacts Assessments would be covered in the Information Governance
progress report in September 2014.
• Safeguarding discussions between designated nurses and contract leads an update will
be given in September 2014.
• Never Events report appended to the agenda for review.
• Pharmaceutical Company discounts – assurance is being sought around this. An
update would be brought to the September meeting.
• Staff Survey – it was anticipated that the staff survey would be rolled out in September
with results being received at the December meeting.
• Terms of Reference – the meeting to review terms of reference had taken place the
previous day. Feedback would be available at the next meeting.
• Bribery Strategy Work Plan a verbal update to be provided during meeting.
• Contract letter work is on-going this is not currently part of the contract process.
A review of the ‘Committee Action Log’ were undertaken which presented the following
updates:• Log No. 2014-07 - the Provider IG Toolkit 2013-14 published findings from H&SCIC
website had been taken to MCHfT Contract meeting. An update was provided by T
Parker-Priest, who explained that it was not the understanding of the Trust’s SIRO that
they were failing in these areas. MCHfT had agreed to look into where CMCSU had
sourced their information and to bring a finalised position to the next contract meeting.
T Parker-Priest would provide an update to this committee at the September meeting.
• Log No. 2014-18 – forensic readiness testing was being conducted by external
assessors on behalf of the CSU and the results should be available by September
2014. The related policy would be presented to the next formal Governing Body
meeting. CSU had advised that an independent review had been conducted by MIAA
which L Elliott agreed to look into.

It was Agreed
•
•
•

To note amendments to the June 2014 Minutes; and
To review the development needs on core competencies for
Governance & Audit Committee; and
To receive updates relating to privacy impact assessments;
safeguarding discussions; pharmaceutical company discounts

Who

When

TPP

Sept 2014

SC / JT / MD

Sept 2014
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and terms of reference at the September meeting.

3.2
3.2.1

Finance & Contract Management
Finance Report – Month 2/3
Copies of a paper entitled “NHS Vale Royal CCG Finance Report - Month 2’ had been
circulated with the agenda. Copies of the NHS Vale Royal CCG Finance Report – Month
3’ had been tabled.
The Chief Finance Officer drew attention to the report it was noted that there was a slight
improved position from Month 2 to Month 3. Permission had been received to reduce
the control total to £1m, formal confirmation of this was awaited. The Innovation fund is
available for CCGs and providers to bid noting demand is more intensive during winter
months (former Winter fund). It was further noted that most contracts were now signed.
A small increase in referrals had been seen, but fairly balanced overall. There is
pressure from the CHC service, but this is seen more in South Cheshire. Recurrent
funding has been agreed for the primary care IT budget. No further indication had been
given on NHS Property Services additional charge. There are risks associated with
Primary Care staff funds. Overall, a small surplus is shown, however risk remains in the
system.

It was Agreed
•

Who

When

To note the contents of the NHS Vale Royal CCG Finance report
– Months 2 & 3.

3.2.2

Combined Recovery Plan
Copies of a paper entitled “Combined Recovery Plan 2014-15” had been tabled at the
meeting.
The Chief Finance Officer advised that a potential funding gap had been identified at the
beginning of the year and action was being taken in year to close the gap. It was noted
that it was currently too early in the year to make a judgment, but that it should be
reviewed regularly to monitor the position. This report represents a basis for action and
preparation for any eventuality.
It was envisage that by the end of September 2014 there would be greater clarity, with
enough information to make a judgment based on month 5 data. A Recovery Task Group
will be looking at each budget and contract. Any comments or queries on this proposal
should be filtered through to L Risk.

It was Agreed
•
•

to note the contents of the proposed plan outlining the process
for regular monitoring; and
to forward any comments or queries to the Chief Finance Officer
via email.

Who

When

All

Sept-14

NHS South Cheshire CCG Governance and Audit Committee Members joined the meeting at 2.00pm. Graham
Bruce Chaired the joint session of the meeting.
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3.3
3.3.1

Integrated Governance & Assurance
Information Governance
Update scheduled for September 2014

3.3.2

Risk Management
Copies of a paper entitled ‘Corporate Risk Register 2014-15’prepared by the Performance
& Risk Manager together with completed Risk Return Forms had been circulated with the
agenda.
The Performance & Risk Manager stated that the report showed a snapshot of the register
as at 21st July, therefore any developments or updates received since then would not be
reflected on this report. It had been agreed that in the future the Committee would only
receive risks rated 12 and above as a matter of course, however for this meeting a full
register had been submitted.
A total of 43 open risks are listed on the Corporate Risk Register 2014-15 of which 22 are
joint corporate, 11 are financial risks for NHS South Cheshire CCG and 10 financial risks
for NHS Vale Royal CCG.
Particular attention was drawn to the risk ‘Heat Map’ which presented all risk entries during
2013-14, noting those risks that had been closed and those which had been carried
forward to the Corporate Risk Register 2014-15. There were a total of 37 corporate risk
entries of which 11 had been carried forward to the Corporate Risk Register 2014-15. The
Performance & Risk Manager stated that it was academic best practice that risk registers
are closed annually and reopened to represent the new reporting year.
It was queried why risks on the ‘heat map’ with a relatively high score were being retired. It
was explained that the item had been transferred to another project, which had negated
the risk on the corporate register. Also there had not the discipline to set target risk ratings
which would help manage the de-escalation reporting arrangements. Concern was
expressed that no targets for an acceptable level of risk or timelines for reaching it had
been set for each item.
Detailed scrutiny of the Corporate Risk Register 2014-15 was undertaken and the following
comments were noted:
No. 1 - Continued Health Care (CQC) had been escalated back up 16 due to changes in
service delivery as intention to remove from the service level agreement with
Commissioning Support Unit and to bring ‘in-house’ on a pan Cheshire agreement.
No. 3 – Patient Identifiable Data (PID) – it was reported that the CCGs are in the process
of applying for Accredited Safe Haven (ASH) status. The decision to bring CHC in-house
highlights the need for this to be completed as soon as possible. It was agreed that an
update would be provided in September 2014.
No. 4 – Mortality Rates – a joint Scrutiny Committee took place in July and MCHFT has an
action plan and review in place. The joint Scrutiny Committee had requested a follow-up in
February to ensure movement in the right direction. Weekly meetings are taking place at
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the Trust to review every death, including coding. Improvements are being made week on
week. Joint work is also taking place with the CCGs.
No. 5 – Commissioning Support Unit it was agreed that this should be raised at Governing
Body meetings, there was concern around the financial risk this posed to the CCGs and
the Governing Body should be aware of this.
No. 7 – ICT Security – the planned upgrades are now progressing following server issues.
NHS England has bought support for Windows XP and 2003, therefore the risk is lower
than had been reported. This further highlights CSU issues.
No 10 – moving forward.
No. 15 – Continuing Health Care (CHC) TUPE this reflects the uncertainty around staffing
levels in CHC team and TUPE issues. The overall process of transferring the CHC team to
be hosted by a CCG is being managed by an external project management team with
regular meetings and updates. It was agreed that an exception report would be produced
for this risk. Tracy Parker-Priest and Fiona Field agreed to oversee this.
No 16 – Safeguarding Referrals has been recommended to retire as no further issue was
found following investigation. This was agreed by the members.
No. 18 – Better Care Fund - it was explained that new guidance with significant revision to
the templates was due to be released. An update would be provided after this has been
received.
No. 19 – Professional Concerns process with CSU is currently under review to be
transferred in-house.
No. 20 – Designated doctor – a temporary post-holder is in place for six months.
No. 21 – Project Management – the internal auditors are undertaking a review. It is
important to ensure sound project management is in place. Concern was noted around
skills within the organisation in this area, therefore it was requested that this be included in
the scope of the audit.
The committee discussed how it could be assured that work was being done to mitigate
risk, without need for in-depth discussion of operational detail. A trajectory of risk indicator
was suggested, along with a clear commentary from the risk owner of actions taking place
with dates associated to be detailed into the ‘Risk Highlights Form’
It was Agreed
•
•
•
•

to note the contents of the Corporate Risk Register as at 21 July
2014; and
that future reports to present a brief dashboard with all risk entries
together with Risk Highlights Forms for risks rated 12 and above
presenting mitigating actions, trajectories, target risk levels; and
that comprehensive Risk Highlights Reports include Continued
Health Care TUPE arrangements, Patient Identifiable Data,
Connecting Care and;
that the Commissioning Support Unit risk entry be raised at the
next formal Governing body regarding concerns on the financial

Who

When

L Carr

Sept-14

FF / KH / DE

SH / GB

Aug-14
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•
3.3.3

implications for the CCGs; and
that risk no. 16 Safeguarding Referrals be retired.

L Carr

Jul-14

External Assessment
Copies of a paper entitled “NHS England Area Team Assurance Checkpoint Visit 4”
had been circulated with the agenda.
The Chief Finance Officer advised that the letter had not raised any issues of concern.

It was Agreed
•

3.3.4

Who

When

to note the contents of the Quarter 4 NHS England Area Team
Assurance Checkpoint Visit.
Strategic Business Planning
Update scheduled for September 2014

3.4
3.4.1

Internal Audit & NHS Protect
Internal Audit MIAA
Copies of the Francis, Keogh, Berwick, Winterbourne Review 2014-15 – Terms of
Reference produced by Mersey Internal Audit Agency (MIAA) had been circulated with the
agenda. Together with an MIAA Briefing Note – ‘Audit Committee Handbook’.
The Internal Auditor provided a verbal update on the progress made during quarter 1. It
was noted that the IT Business Continuity draft report had been submitted to the CCG and
was awaiting management responses. The Outcomes-Based Commissioning review is in
progress and findings to be presented to the next scheduled meeting. Terms of Reference
on Francis, Keogh, Berwick, Winterbourne Review 2014-15 had been attached for
information purposes and the final report was expected at the September meeting.
The methodology and process for the GP Assurance Process review were queried, for
example would this include monitoring use of the professional concerns template. It was
explained that MIAA would speak to clinicians and work with the Quality team. This
highlighted the importance of the CCG gaining ASH status. It was suggested that this be
added to the risk register, as the impact on professional concerns and the transfer of CHC
would be great.
Attention was drawn to the MIAA Briefing Note – Audit Committee Handbook which
outlined changes in the new version.

It was Agreed

Who

When
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•
•
•
•
•

3.4.2

to note the progress report for quarter 1 on internal audits; and
to approve the terms of reference on the quality reports namely
‘Francis, Keogh, Berwick & Winterbourne Review 2014-15; and
to note that the Outcomes-Based Commissioning and Quality
Review findings would be presented in September 2014; and
that the findings of the committee survey would be presented in
September 2014; and
to add the risk around the CCG gaining ASH status to the risk
register.

L Elliott

Sept-14

L Elliott

Sept-14

L Carr

Jul-14

CCGs’ Internal Audit Tracker
Copies of a paper entitled ‘Internal Audit Tracker 2013-14’ had been circulated with the
agenda.
The Performance & Risk Manager drew attention to the contents of the report stating that
all internal audit review findings held in 2013-14 had now been transposed to the new
reporting format. It was acknowledged that significant work had been made to close the
recommendations. It was noted that from the 52 audit recommendations 31 had now been
closed and 21 remained open. Regularly reviews were now being addressed at the CCGs’
Senior Team meeting .
New target dates were requested for those that had slipped, however the original date
should also be retained on the dashboard in order to monitor.
It was noted that MIAA follow up on all the recommendations and will report back to the
committee at a future meeting.

It was Agreed
•
•
3.4.3

to note the contents of the Internal Audit Tracker 2013-14 with 21
open recommendations to be resolved; and
to ensure new target dates are reflected in the tracker.

Who

When

L Carr

Ongoing

NHS Protect
Copies of a paper entitled ‘National Fraud Initiative 2014-15’ had been circulated with the
agenda.
The NHS Protect Lead (LCFS) stated that the National Fraud Initiative 14/15 will involve
CCGs for the first time. The aim of the initiative is to give assurance that no frauds have
taken place within the organisations. There will be a range of actions that will need to be
undertaken. Notifications will come through payslips and via the intranet for example.
Large volumes of data matches were not expected to arise from the CCGs.
An outcome report would be received in January 2015, with an update in September 2014
on any actions required by the CCGs.

It was Agreed

Who

When
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•
•
•

3.5
3.5.1

to note the contents of the National Fraud Initiative 2014-15; and
update report on any reactions required by the CCGs to be
presented in September 2014; and
to report on outcomes to be presented in January 2015

R Causer

Sep-14

External Audit
External Audit – Grant Thornton
Copies of the ‘Annual Audit Letter’ and ‘Value Statement’ had been circulated with the
agenda.
The External Auditor stated that the Annual Audit Letter 2013-14 was an annual
requirement and shows a summary of the key findings of the audit report. It was noted this
was a public document and had been discussed at the respective NHS South Cheshire
CCG’s Membership Council and NHS Vale Royal CCG’s Membership Assembly as well as
both Governing Bodies.
Attention was also drawn to the contents of the Value Statement noting that an unqualified
opinion had been given for both CCGs. Areas for attention were highlighted including:
•
•

The financial position remains a challenge. It would be important to ensure
recovery arrangement was in place, but to remain ambitious.
Better Care Fund and Connecting Care – will be monitored.

All parties were complimented on the joint working to get the Annual Report completed and
submitted on time.
It was Agreed
•
•

3.6
3.6.1

Who

When

to note the contents of the Annual Audit Letter 2013-14; and
to note the unqualified opinion given for both CCGs in the Value
Statement.
Operational Management
CSU Performance Update
The Chief Finance Officer gave a verbal update and advised that she would provide a
detailed summary on the performance of the work associated with the CSU service level
agreement at the meeting. It was noted that procurement had been done well, but that the
CSU in general remains a serious issue and forms part of a the review with Integral Health
Solutions leading on the project management.

It was Agreed
•

3.6.2

to note the verbal update and that comprehensive summary be
provided at the next meeting on the performance of the CSU
Service Level Agreement.

Who

When

L Risk

Sept-14

Never Events at MCHfT – Interim Report
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Copies of a paper entitled ‘Never Events @ MCHfT – Interim Report’ had been circulated
with the agenda.
This paper had been discussed at the Quality & Performance Committee meeting and
addressed, with action plans in place to ensure it does not happen again. It was reported
that MCHFT took the matter extremely seriously and had sought external advice to
resolve.
Discussions took place around whether this should score more highly on the risk register. It
was explained that it was a lower score because of all the work being done to rectify any
issues. From the CCG perspective controls are in place and there has been a positive
cultural response from the Trust. It was acknowledged that the report was open and
transparent.
If another incident occurs in the next 6-9 months then the risk level should be revised. It
was clarified that the Serious Untoward Incident group reviews trends on a monthly basis.
It was also noted that the incidents reported on occurred before the new theatres had
opened.
It was Agreed
•

3.7
3.7.1

Who

When

to note the contents of the Never Events at MCHfT – Interim
report.

Any Other Business
Date and Time of Next Meeting
Tuesday 30th September, 13:00hrs

3.7.2

AOB
It was agreed to note the Draft Recovery Report at the next formal
Governing Body meetings and discuss more fully at the next informal
meetings.
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Minutes
Meeting Name: Governance & Audit Committee
Date/Time: Tuesday 30th September 2014
13:00 – 15:00
Reporting Period: 2014-15
Chair: Suzanne Horrill
Lay Member – Audit

Ground Floor Meeting Room
Bevan House
Meeting No.: 4
Reporting Period: 2014-15
Venue:

Membership
Name
Suzanne Horrill
Terry Savage
Ged O’Sullivan
Lynda Risk
Tracy Parker-Priest
Linda Elliott
Roger Causer
Paul Basnett
Lisa Carr
Periodic Attendees
Simon Whitehouse
Dr Jonathan Griffiths

Organisation
NHS VRCCG
NHS VRCCG
NHS SCCCG/VRCCG
NHS SCCCG/VRCCG
NHS VRCCG
MIAA
MIAA
Grant Thornton
NHS SCCCG/VRCCG

Job Title
Lay Member - Audit
Lay Member - PPI
Clinical Member
Chief Finance Officer
Director of Partnerships & Governance
Internal Auditor
Local Counter Fraud Specialist
External Auditor
Performance & Risk Manager

NHS SCCCG/VRCCG
NHS VRCCG

Chief Executive
Chair of Governing Body

Present









n/a
n/a

Attendees
Name
Jenny Underwood

Organisation
NHS SCCCG/VRCCG

Suzanne Crutchley

CMCSU

Ref.
4.1
4.1.1

Job Title
Assistant Performance & Risk
Manager (Note Taker)
Information Governance Manager

Present



Discussion and Action Points
Committee Management
Apologies for Absence
The Chair opened the meeting and welcomed all members. Apologies for absence were
recorded as above.
It was noted that at 14:00 NHS South Cheshire CCG Governance & Audit Committee
members would join the meeting to receive the agenda items 4.3 to 4.7 jointly.
Members noted that the meeting was not quorate, as Dr Ged O’Sullivan could not count as
clinical representative as the terms of reference specify a clinician is required from the Vale
Royal locality. However it was stressed that his clinical insight was valued. It was agreed to
formally invite Judi Thorley to attend the meetings in her capacity as Executive Nurse and
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Minutes
Nurse Representative on the Governing Body. It was also agreed to receive the scheduled
reports as no decisions were required of the committee.
It was agreed:


4.1.2

that S Horrill would formally write to Judi Thorley
requesting her attendance at future Governance & Audit
Committee meetings.

Who

When

S Horrill

Sept-14

Declarations of Interest
No additional declarations of interest were recorded on this occasion.

4.1.3

Minutes and Matters Arising
The minutes of the meeting held on Tuesday 29th July 2014 had been circulated with the
agenda. The minutes were reviewed by the committee and were agreed as an accurate
record.
A review of the Committee Action Log was undertaken which presented the following
updates:
 Item 2014-24 Risk Highlight reports have been completed and are included with the
agenda for today’s meeting. All future risks will be submitted on the highlight forms. The
risk around Connecting Care/Better Care is in development.
 Item 2014-07 IG Toolkit – providers’ information. It was confirmed that provider
submissions were available in the public domain. Further clarification on MCHfT’s
position would be sought once the Information Governance Manager joined the
meeting.
 Item 2014-18 Forensic readiness – it was reported that the testing had been concluded.
The findings were awaited from ICT.
 Item 2014-20 CSU report – Tracy Parker-Priest gave a verbal update. A review during
the summer had identified that the KPIs in place were not reflective. It had also
highlighted certain services (in particular CHC and FOIs and complaints management)
to bring in house and other services that should be given some time and support to
improve the service. Regular meetings are being held to monitor progress over a sixmonth timescale. Alongside this, a new suite of KPIs are being developed. CCG
Directors have each taken responsibility for working with particular services. It was felt
that the Internal Audit plan may need to be revisited in light of this. L Elliott would liaise
with the Directors and.an update would be received at the next formal Governing Body
meeting.
It was Agreed:



To accept the minutes of 29th July 2014 as an accurate
record; and
To review the Internal Audit plan for 2014-15 in light of
the changes to the CSU service provision.

Who

When

LE/LR/
TPP

Oct-2014
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4.1.4

Declarations of Interest Register 2014-15
Copies of a paper entitled Declarations of Interest Register 2014-15 produced by
Rebecca Clayton, Interim Business Manager had been circulated with the agenda.
The Performance & Risk Manager stated that the Business Manager had issued reminder
letters during September 2014 to all CCG staff and lay members, with a requirement for
any employee of band 7 or above to complete a declaration.
The Chair requested to know the total number of staff and lay members who should have
completed the declaration form. It was noted that the Chair would undertake a review of
the electronic register during October 2014 and Internal Audit would be carrying out a
follow-up review during January 2015.
It was agreed:



4.2
4.2.1

To note the contents of the report; and
That the Chair would undertake a review of the electronic
Declarations of Interest Register with the Business
Manager.

Who

When

S Horrill/R
Clayton

Oct-14

Finance & Contract Management
Finance Report – Month 5
Copies of a paper entitled NHS Vale Royal CCG Finance Report – Month 5 had been
circulated under separate cover in advance of the meeting.
Sue Lowe, Deputy Chief Finance Officer joined the meeting to present the report.
It was noted that an underspend of £1mn was predicted, due to joint working with NHS
South Cheshire CCG, so where savings were being made in South Cheshire, similar
changes were being implemented across Vale Royal, for example in taking back money
from certain Commissioning Intentions not required in year. Some concern was expressed
that this common approach might be to the detriment of Vale Royal patients. It was agreed
that SH and LR would discuss this further outside the meeting.
Prescribing data is now available for the first time this year, which gives confidence to
release some funds, whilst holding a portion back to allow for price rises.
The three main providers – MCHfT, ECT and CWP are forecast to overspend.
It was agreed:



To note the contents of the NHS Vale Royal CCG
Finance report – Month 5; and
That the claw back of funds across the two CCGs would
be discussed outside the meeting by the Chair and Chief
Finance Officer

Who

When

SH/LR

Oct-14
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4.2.2

Tender Waiver – Integral Health Solutions
This item will be carried forward to the next meeting.

It was agreed:


Who

When

To receive the Tender Waiver at the meeting on 25th
November 2014

NHS South Cheshire CCG Governance and Audit Committee Members joined the NHS Vale
Royal CCG Committee Members for part 2 of the meeting.
S Horrill chaired the joint session of the meeting.
4.3
Integrated Governance & Assurance
4.3.1
Information Governance Progress Report 2014-15 Q2
Copies of a paper entitled Information Governance Progress Report 2014-15 Q2
prepared by Suzanne Crutchley had been circulated with the agenda.
Suzanne Crutchley joined the meeting to present this report.
It was confirmed that the CCGs were on target to meet the toolkit requirements. A work
plan was included within the report showing progress towards achieving level two.
It was highlighted that required updates to some CCG policies had been made. These had
been circulated to committee members for comment. It was requested that any responses
be returned by the end of October 2014.
Spot checks had been carried out during September 2014, the results of which were
included in the report. Recommendations included circulating a briefing to staff reminding
them of the importance of wearing their ID badge and of locking their computer screens
whenever away from their desk. There was some discussion around the length of time it
took before screensavers took effect. It was agreed to determine the default time set by
ICT and review if necessary. Staff reminders were advised for document retention periods,
incident reporting procedures and compatible secure emails.
It was advised that provision needed to be made regarding historical PCT archiving. Each
of the three CCGs established on the Central and Eastern Cheshire PCT footprint had a
small shared liability for maintaining this. When determining future archive suppliers it was
advised to involve the Information Governance Manager in the process.
Mid Cheshire Hospitals Foundation Trust compliance with IG Toolkit was raised in light of
previous discussions. It was confirmed that the information available and reported on was
for March 2014 and demonstrated non-compliance for the 2013-14 submission. The
Information Governance Manager agreed to put this in writing to the Directors as formal
confirmation.
It was agreed


Who

When

To note the contents of the Information Governance
Report; and
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4.3.2

To roll out a series of briefings, via Team Brief or ebriefings for example, to update staff on information
governance requirements and
That S Crutchley would write to the Directors confirming
the position regarding MCHfT’s 2013-13 IG Toolkit
submission

SC

Oct-14

Risk Management
Copies of a paper entitled Risk Management Update, prepared by Lisa Carr,
Performance & Risk Manager had been circulated with the agenda.
The Performance & Risk Manager stated that the report included a dashboard overview,
along with highlight reports of the risks rated at 12 or above.
It was queried whether the risk register was discussed at an executive level and was
confirmed that the risk register was discussed at the Senior Team Meeting on a monthly
basis.
Positive feedback had been received both from the risk owners and the Governance &
Audit Committee members on the new format for the report.
ID 2014-24 – Community Paediatrics waiting times – Concern was raised that this risk had
not been highlighted earlier. It was suggested that it raised a challenge to the Quality &
Performance Committee that it had not been identified sooner. It was noted that a contract
query had now been raised and an action plan was in place.
A general discussion ensued relating to NICE guidance and the CCGs’ ability to manage
appropriately. It was stressed that NICE guidance is not mandatory, however the CCGs
need to be able to demonstrate that consideration has been given and that noncompliance is appropriate. It was suggested that the CCGs’ capacity to monitor and review
new NICE guidance should be placed on the risk register and considered as part of the
assurance framework. A high-level ‘light-touch’ commentary would be requested from the
Quality Team and Medicines Management Team around the work they currently do and
areas they consider to be of concern.

It was agreed:




4.3.3

to note the contents of the Corporate Risk Register; and
to add a risk to the corporate register outlining capacity
issues within the two CCGs to monitor new NICE
guidance; and
to consider the above risk forming part of the assurance
framework.

Who

L Carr/M
Dickinson

When

Oct-14

External Assessments
Copies of a paper entitled Quarter 1 Assurance - Briefing, prepared by Joanne Vitta,
Business Manager had been circulated with the agenda.
The Director of Partnerships & Governance stated that the emphasis in the external
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assessments carried out by the NHS England Local Area Team held on 9th September
2014 appeared to be changing to be more performance management focused. It was
noted that key areas of focus would include Referral to Treatment, Parity of Esteem and
Resilience Planning (including A&E Performance)
It was also noted that CQC would be conducting an inspection of MCHfT during October
2014.

It was agreed:



4.3.4

Who

When

to note the update on the NHS England Assurance visit
carried out by the area team on 9th September 2014; and
to note that a CQC Inspection at MCHfT would be
conducted during October 2014.

Strategic Business Planning
Update scheduled for November 2014

4.4
4.4.1

Internal Audit & NHS Protect
Internal Audit MIAA
Copies of papers entitled Internal Audit Timeline Update, Quality Review Findings,
Outcomes Based Commissioning Findings, IT Continuity Review Findings and
Committee Survey Findings had been circulated with the agenda.
L Elliott, Internal Auditor took members through each of the reports.
Feedback was requested on audit review areas planned to be targeted in the coming
months. It was suggested that it was somewhat weighted toward the end of the year, which
may put pressure on the CCG team, however it was noted that this had always been part
of the plan, taking into account that for a new organisation time was needed to establish
areas that would be the priority to be audited.
Clarification was sought around the review of personal health budgets, due to significant
changes likely to be coming through the system. It was agreed to continue with the review
as planned, ensuring that the scope is clear that the review looks at the current service and
not reviewing against the new guidance.
Significant Assurance was given for the Quality Review, which was based around the 45
CCG specific recommendations out of the Francis Review. Good practice was
demonstrated, for example around the 6 Cs. Recommendations were made to make the
Quality Strategy more measurable to demonstrate the successes that are already taking
place.
It was noted that it was too early to provide an audit opinion around the outcomes based
commissioning review. Concern was noted that this review tended towards summarising
what is already in place, without suggesting recommendations to work towards or giving
assurance of current position. It was agreed that L Elliott would discuss further with T
Parker-Priest and F Field outside the meeting.
The committee discussed the IT Continuity Review. The finding of significant assurance
was queried taking into account the high level risk included in the report. It was felt that
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limited assurance might be more appropriate. It was agreed that the assurance level would
be clarified by MIAA and that a management response from the CSU and CCG would be
requested for the next meeting. K Highfield and the auditor who carried out the review
would be invited to the next meeting to allow for a technical explanation of the findings.
The Committee Survey findings had been included for information and would be reviewed
in further detail at the planned committee development workshop agreed to be held on 25th
November 2014, prior to the committee meeting.

It was agreed:
to note the contents of the reports; and
to arrange a meeting to discuss the Outcomes Based
Commissioning Review findings
 to arrange a meeting to discuss the IT Continuity Review
findings, to request a management response from the
CCG and CSU and to seek clarification on the assurance
level.
 That the Committee workshop would be scheduled for
25th November 2014, prior to the committee meeting.
CCGs’ Internal Audit Tracker



4.4.2

Who

When

TPP/FF/
LE

Oct-14

All

Nov-14

Copies of a paper entitled Internal Audit Tracker 2013-14 and 2014-15 prepared by Lisa
Carr, Performance & Risk Manager had been circulated with the agenda.
The Performance & Risk Manager drew attention to the contents of the report stating that
there were two open actions in the 2014-15 tracker. Some review recommendations were
also still live on the 2013-14 tracker. Updates had been sourced for these and position
statements given. It was noted that QIPP should sit with the Chief Finance Officer, not with
the Directors of Partnerships and Governance. It was agreed to ask the senior finance
team to review the open ‘Core Financial Systems’ items to either close or update.

It was agreed:




4.4.3

to note the contents of both the Internal Audit Tracker
2013-14 and 2014-15; and
to reassign QIPP to the Chief Finance Officer; and
to meet with the Senior Finance Team to review the open
‘Core Financial System’ recommendations.

Who

L Risk/L
Carr &
Finance
Team

When

Oct-14
Oct-14

NHS Protect
Copies of a paper entitled NHS Protect Progress Report September 2014 prepared by
Roger Causer, Local Counter Fraud Specialist had been circulated with the agenda.
The NHS Protect Lead (LCFS) stated that this report had been provided for information
purposes, however highlighted that counter fraud training would be taking place in the
CCGs in the coming weeks. The National Fraud Initiative payroll notification was expected
to be in this month’s payslips and that data matches were expected on 26th January 2015.
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It was noted that there had been no fraud referrals for either CCG, which was largely
reflective of other CCGs nationally.

It was agreed:



4.5
4.5.1

to note the contents of the NHS Protect Progress report
to circulate copies of the Fraud report to committee
members

Who

When

R Causer/
L Carr/
TPP

Oct-14

External Audit
External Audit – Grant Thornton
Copies of a paper entitled External Audit Progress Report September 2014 had been
circulated with the agenda.
The External Auditor highlighted that the 2014-15 audit was in its early stages and that
work is ongoing throughout the year to inform the GP memberships and improve
understanding. Guidance on the Value for Money (VfM) assessment for this year was
expected by November 2014.

It was agreed:

4.6
4.6.1

Who

When

to note the contents of the External Audit progress report

Operational Management
CSU Performance Update
Copies of a paper entitled CSU Performance Update had been circulated under separate
cover in advance of the meeting and was discussed as above.

It was agreed:

4.6.2

Who

When

Duty of Candour
Copies of a paper entitled Duty of Candour prepared by Sue Cooke, Quality Manager had
been circulated with the agenda.
It was explained that this had been circulated for information purposes. Some concerns
were raised regarding the detail, however it was reiterated that this report had been
undertaken to look at the current position and was not intended to be a formal audit.

It was agreed:

4.6.3

Who

When

to note the contents of the report.

Annual Report 2013-14 – Quality & Performance Committee
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Copies of the Quality & Performance Committee Annual Report 2013-14 prepared by
Sue Cooke, Quality Manager had been circulated with the agenda.
It was noted that this followed the required template, which did not necessarily reflect the
excellent work undertaken by the committee and the Quality Team. In future years this
would be improved and expanded to better demonstrate positive outcomes for patients.
It was agreed:


4.6.4

Who

When

to note the contents of the Quality & Performance
Committee Annual report 2014-15

Pharmaceutical Report
Copies of the paper Pharmaceutical Report had been circulated with the agenda for
information purposes. The committee took assurance from the report and the actions being
taken by the Medicines Management Team.
It was agreed:


4.6.5

Who

When

to note the contents of the report.

Quality & Performance Committee Minutes – July 2014
The Quality & Performance Committee Minutes – July 2014 had been circulated with
the agenda and were noted for information purposes.
It was agreed:


4.7
4.7.1

Who

When

to note the contents of the Quality & Performance
Committee minutes for the meeting held in July 2014.

Any Other Business
Date and Time of Next Meeting
Tuesday 25th November, 13:00

4.7.2

AOB
It was agreed to trial half hour individual CCG sessions at the next meeting.
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Meeting Name: Joint Quality & Performance Committee
Date/Time: 9am 28th August 2014
Chair: Terry Savage

Venue: Boardroom, Bevan House, Nantwich
Meeting No: 5

Membership
Name

Organisation

Job Title

Present

Diane Noble

NHS SC CCG

Lay Member – PPI (CHAIR)

X

Terry Savage

NHS VR CCG

Lay Member - PPI

√

Dr Teresa Strefford

NHS VR CCG

Clinical Member

√

Dr Andrew Hudson

NHS SC CCG

Clinical Member

√

Judi Thorley

NHS SC CCG/NHS VR CCG

Executive Nurse

√

Fiona Field

NHS SC CCG

Director of Partnership & Governance (SIRO)

Tracy Parker Priest

NHS VR CCG

Director of Partnerships & Governance (SIRO)

Moira McGrath

NHS SC CCG

Safeguarding Nurse – Children

Anne Eccles

NHS VR CCG

Safeguarding Nurse – Children

Lindsay Ratapana

NHS SC CCG

Safeguarding Nurse – Adult

Helen Wormald

NHS VR CCG

Safeguarding Nurse – Adult

√
x
x
x
x
x

Sue Cooke

NHS SCCCG/NHS VRCCG

Clinical Quality Manager **

√

Steve Evans

NHS SCCCG/NHS VRCCG

Contract Manager

√

Lisa Carr

NHS SCCCG/NHS VRCCG

Performance & Risk Manager

√

Cathy Fulham

NHS SCCCG/NHS VRCCG

Clinical Project Manager

√

Debbie Lowe

C&M CSU

Locality Manager

Amanda Best

NHS SCCCG/NHS VRCCG

Service Delivery Manager

Mark Dickinson

NHS SCCCG/NHS VRCCG

Medicines Management Lead

Mary Barlow

C&MCSU

Clinical Quality, Safeguarding & Performance Lead

√
x
√
x

Jason Gravestock

NHS SCCCG/NHS VRCCG

Quality Improvement Manager

x

Sue Forrester-O’Neill

NHS SCCCG/NHS VRCCG

Snr Quality Improvement Manager

√

Dr Robert Pugh

NHS SCCCG/NHS VRCCG

Secondary Care Representative

X

NHS SCCCG/NHS VRCCG

Minute Taker

√

In Attendance
Tanya Jefcoate Mallam
Linda Dodd
Louise Milner
Irene Fairclough
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Ref.

Discussion and Action Points

1.0
1.1

Committee Management
Apologies for Absence
Apologies were received from Sue Milne, Amanda Best (represented by
Tanya Jefcoate-Malam), Mary Barlow (represented by Linda Dodd & Louise
Milner), Tracey Parker Priest, Diane Noble
Declarations of Interest – There were no declarations of interest.
Minutes of the meeting held on 31st July 2014 were agreed as a true and
accurate record of the meeting.

1.2
1.3

1.3.1

1.3.2

Action

Clarification was requested around the Systems Resilience Group (SRG) of
the minutes was asked for. This was explained to the group and clarification
given that the SRG will be incorporated into the Connecting Care Board.
Terms of Reference
It was agreed that the necessary amendments have been made to the Terms
and this should now go to the Governing Bodies in October 2014.
Quality & Performance Committee Chair’s Annual Report 2013/14
The Annual Report was presented at the meeting for final approval before
going to the Governance and Audit Committee.
A discussion ensued around the content of the Chairs annual report. The
guidance is clear that the report focuses on the work and achievement of the
Committee in the last year. This will provide assurance to the Governance
and Audit Committee, NHS South Cheshire CCG Governing Body and NHS
Vale royal Governing Body the achievements of the committee in 2013/14.
It was agreed that the work of the specific members of the committee should
be captured to highlight achievements or any risks in work programmes. This
would have to be a separate report. Therefore it was agreed that the Chair’s
Annual Report should be agreed in terms of the mandated process and be
presented to the Governance and Audit Committee on 30th September 2014.
It was agreed that from 2014 an Annual Report will be prepared with
contributions by all members of the committee detailing the outcomes of work
undertaken.
ACTION 2: A paper to be prepared by ALL detailing the outcomes of the
work undertaken in 2014/15 and be presented at the June 2015 meeting.
This report will then go to the Governing Bodies.

2.0
2.1

Clinical Effectiveness
NHS Performance Report - Reporting Period March 2014
An update of the performance report was presented to the Committee which
highlighted that MCHFT had met the targets for all key areas.

NHS Vale Royal Clinical Commissioning Group
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There are still some challenges at specialty level around activity which is
currently being reviewed. The overall aim is for MCHFT to be compliant at
specialty level by the end of October 2014. This has been requested by NHS
England.
A discussion ensued around whether specific areas should have in-depth
reviews. It was agreed that there is currently a large piece of work being
carried out by the Living Well Team around Emergency Admissions and that
the Service Delivery Manager, Emergency and Urgent Care is be requested
to present a detailed progress report to the next committee meeting.
ACTION 3: SM to be asked to present a report to committee.
It was discussed that a measure of Continuing Health Care (CHC)
performance should also be included in the NHS Performance Report. It was
agreed that the CHC performance reports be shared with this Committee.
ACTION 4: The CHC performance reports to be shared with the
Committee.

2.2

GP referrals and Consultant to Consultant referrals were discussed and it
was agreed that this be discussed again at the next meeting.
ACTION 5: AB to give feedback from the Primary Care Quality Team on
GP and Consultant to Consultant referrals to the September meeting.
Care Home Exception Report
The exception report was presented. There was discussion around how
concerns from GPs can be raised. Also discussed was the legality
surrounding professionals reporting concerns. It was agreed that the new
Incident Closure Group will be looking at a process for reporting concerns
and feedback from this group will be given to the committee.
A headline figure around the CQUIN and the Safety Thermometer was
requested to be included in the Nursing Home Exception Report.
ACTION 6: LD to include this in future reports.
It was reported that Eastern Cheshire CCG have undergone a number of
nursing home closures and that this will impact on the number of placements
required within the East Cheshire area. Following closure of these care
homes there will be nine continuing healthcare patients from South Cheshire
and Vale Royal who will need a new placement.
A number of concerns were raised and discussed about pressures on care
homes which affect primary care. It was agreed that a report from the
Provider Board which has been requested by the Connecting Care Board on
the progress being made in these areas, will be shared with this Committee at
the November meeting to give assurance.
ACTION 7: FF to share the Provider Board’s report in November.

NHS Vale Royal Clinical Commissioning Group
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2.3

Primary Care Update
A verbal update was given to the Committee on the progress being made in
the following areas:


Atrial Fibrillation (AF) Project – this is a local initiative within South
Cheshire which is linked to the Quality Premium this year. This project
has been led out by the Primary Care team and is looking at identifying
patients with atrial fibrillation on anticoagulation medication who are most
at risk of stroke. It was explained that the projected has broadened out to
include all patients who have a diagnosis of AF and will look at increasing
the use anticoagulation medication to treat AF.



Quality Safety Champions - have now been appointed in each GP
Practice. Funding has been made available for one session per month to
undertake specific pieces of work. NHS South Cheshire is to use their
session on Atrial Fibrillation project. This initiative was discussed at NHS
Vale Royal CCG Membership Assembly and will be rolled out in the Vale
Royal area.



Quality Premium Indicators Primary Care – Vale Royal, Long Term
Conditions patients supported through local quality scheme.
GP
incentivised for patients discharged within 4 weeks and face to face
review.



Florence Telehealth – trying to use this project in different ways to
support Long Term Conditions. One practice in each CCG is piloting this
– South Cheshire (Hungerford Medical Centre) looking at most vulnerable
patients and trialling Florence for each patient from September 2014 to
December 2014, and in Vale Royal (Firdale Medical Centre) trialling in
patients with uncontrolled diabetes from September 2014 to December
2014. A template is being devised for practices to use for each patient
and once responses collated feedback will be given to NHS Vale Royal
CCG membership assembly and NHS South Cheshire CCG membership
council.



Elective Referrals – Primary Care is undertaking a piece of work around
referrals, aware that referrals are increasing and are working with CSU
Business Intelligence to get data packs out with a breakdown of referral
patterns in GP Practices. Currently, referrals into MCHFT are being
monitored as there is an issue with data collection related to other
providers and work is ongoing to resolve these issues. Primary Care are
also look at quality metrics – i.e. demographics, number of patients in
care homes, medicines management, performance, areas of deprivation
etc. Outcomes from this work will be discussed on one to one visits with
GPs/Practice managers with feedback to the Clinical Commissioning
Executive.

NHS Vale Royal Clinical Commissioning Group
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3.0
3.1

Patient Safety & Experience
Quality Report
The Quality Report was presented to the Committee with mortality at MCHFT
highlighted. There is evidence that mortality rates at MCHFT is reducing.
MCHFT’s Summary Hospital level Mortality Indicator (SHMI) has reduced to
1.119 from 1.163. Reference was made to the HED data tool which shows
MCHFT below their peers on mortality and close to the national average.
Assurance was given to the Committee that MCHFT are working to their
action plan on reducing mortality. A more detailed report on mortality will be
brought to the October 2014 meeting when the action plan has been ratified
by MCHFT.

3.2

3.3

3,4
3.5

Also highlighted were the concerns in the provision of District Nursing
services in South Cheshire which have been raised and assurance was given
that work is currently being undertaken. A weekly teleconference is being
held with East Cheshire NHS Trust Director of Nursing and NHS South
Cheshire CCG’s Executive Nurse.
Management of Incidents
It was reported to the Committee that a new Incidents Closure Group had
been formed which will meet fortnightly to close outstanding incidents. It is
also planned to discuss at the next Incidents and Complaints Group how to
take the format of that meeting forward.
Governance Process
It was reported to the Committee that, as discussed at the last meeting, the
service provided by Cheshire and Merseyside Commissioning Support Unit
regarding the management of complaints, incidents and freedom of
information will be brought back into the CCGs. It is anticipated that the
management of MP letters and Complaints will be back with the CCGs by the
beginning of October 2014. A report will come to this Committee in
September 2014 outlining what mechanisms will need to be in place to
ensure a robust transition.
The Incidents and Serious Untoward Incidents, Freedom of Information
requests and PALs will also be brought back into the CCGs by February
2014. A report will be brought to this Committee in October 2014 to ask for
approval. This will then be taken to the Governing Bodies.
Safeguarding Exception Report
This report is due in October.
Medicines Management Update
Reference was made to the two sets of minutes which had been forwarded to
the Committee. No comments were raised on the minutes.
There was an issue raised over clarity of prescribing and use of medication. It
was accepted that this was an issue and that work is being carried out around
this.

NHS Vale Royal Clinical Commissioning Group
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3.6

4.0

5.0

Format of Committee
Views of the Committee were sought around a proposal to incorporate a
themed discussion into the meetings to allow more in-depth discussion on
specific issues. The Committee would then generate further work which
would need to be focused on. The Service Delivery Managers would be
invited to the relevant meetings and to drive the work which had been
discussed.
It was agreed that time be included within the agenda for longer discussion
on a themed issue and a patient story. The importance of discussing
performance within the meeting as a priority was reiterated and that this
would be taken into account when formatting future agendas.
ACTION 8: SEC and JT to discuss this proposal at the Senior Managers
Meeting for inclusion in the October agenda. SEC to speak to Emma
Leigh regarding patient stories.
Committee/Partnership Minutes
The Chair acknowledged the attached Minutes of meetings for information. It
was noted that Cheshire & Wirral Partnership Trust is having difficulty in
discharging elderly patients into care homes and has resulted in there being
no organic beds available for patients in East Cheshire
Any Other Business
The process of professional concerns coming into GP practices was raised
and it was agreed that a flowchart explaining how to deal with them would be
appropriate. This will be looked at by the Incident Closure Group. Practice
Engagement Managers will be attending these meetings.
Cost Improvement Plans for Providers was discussed. These will be
discussed at the Quality Review Groups to quality impact assess the cost
improvement plans. Any risks highlighted will be sent to the provider and
discussed with them at the relevant Quality Review meetings.
A high level Clinical Risk Report will be presented by Governance and Audit
at a future meeting.
Date and Time of Next Meeting: 25th September 2014 at 9.00am in the
Boardroom, Bevan House.
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Meeting Name: Clinical Commissioning Executive
Date/Time: Thursday 11th September 2014, 09:00

Venue: Large Ground Floor Meeting Room

Chair: Lynda Risk

Meeting No.: 6

Membership
Name

Organisation

Job Title

Present

Alan Adams

NHS Vale Royal CCG

GP Executive Lead – Planned
Care

x

Sinead Clarke

NHS South Cheshire CCG

GP Executive Lead – Cancer &
End of Life

✓

John Clough

NHS South Cheshire CCG

Governing Body Lay Member –
Governance & Audit

x

Fiona Field

NHS South Cheshire CCG

Director of Partnerships &
Governance

x

Jonathan Griffiths

NHS Vale Royal CCG

Chair, NHS Vale Royal CCG

✓

Suzanne Horrill

NHS Vale Royal CCG

Governing Body Lay Member –
Governance & Audit

✓

Jean Jenkins

NHS Vale Royal CCG

GP Executive Lead – Mental
Health

✓

Sue Lowe

NHS South Cheshire CCG &
NHS Vale Royal CCG

Senior Finance Officer

✓

Keith Malone

NHS South Cheshire CCG

GP Executive Lead – Urgent Care

x

Diane Noble

NHS South Cheshire CCG

Lay Member – Public and Patient
Involvement

x

Tracy Parker-Priest

NHS Vale Royal CCG

Director of Partnerships &
Governance

✓

Lynda Risk
(Chair)

NHS South Cheshire CCG &
NHS Vale Royal CCG

Chief Finance Officer

✓

Andrew Spooner

NHS South Cheshire CCG

GP Executive Lead and Ageing
Well Lead GP

✓

Teresa Strefford

NHS Vale Royal CCG

GP Executive Lead – Quality

x
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Simon Whitehouse

NHS South Cheshire CCG &
NHS Vale Royal CCG

Chief Officer

x

Andrew Wilson

NHS South Cheshire CCG

Chair, NHS South Cheshire CCG

✓

In Attendance
Name


Organisation

Job Title

Item

Tracey Matthews

NHS South Cheshire CCG &
NHS Vale Royal CCG

Clinical Projects Manager

6.2.4

Alison Phillips

NHS South Cheshire CCG &
NHS Vale Royal CCG

Project Support Officer

6.2.3

Suzanne Rimmer

NHS South Cheshire CCG &
NHS Vale Royal CCG

Clinical Projects Manager

6.2.4
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Ref.

Discussion and Action Points
Welcome and Apologies
The Chair welcomed everyone to the meeting. Apologies had been
received from Jon Clough, Keith Malone and Simon Whitehouse.

Action

Declarations of Interest
Declarations of interest were expressed by Andrew Spooner with regards
to item 6.2.2.
Minutes of the Meeting held on 10th July 2014
The minutes of the meeting on the 14th August 2014 were agreed,
however, the following amendments were requested :5.2.1 – paragraph 4 should read “Procurement is to start in October 2014”
and not 2015 as stated in the minutes.
5.2.4 – it should be noted that the decision was made to re-commission
this service but to restrict it to 3 providers in accordance with the AQP.
5.2.5 – it was noted that the Policies of Limited Clinical Value were not
discussed at the Vale Royal Membership Assembly Meeting yesterday. A
request was made for the papers, particularly with regards to the financial
implications. Concerns were raised regarding signing this off at Governing
Body in October when there was no opportunity to take this to the Vale
Royal Membership Meeting prior to this.
Action : Tracy Parker-Priest to discuss this with Rebecca Clayton
with a view to finding a way to consult effectively with the
membership assembly.
The question was raised regarding the necessity to sign this off in October.
Concerns were made regarding the financial implications of signing off the
Policies of Limited Clinical Value particularly with regards to varicose veins
and IVF as it is difficult to quantify the numbers of patients likely to come
forward for treatment.
With regards to varicose veins, consideration was made to the option of
commissioning an assessment service separate from a treatment service
which would limit the financial risks involved.
Action : Lynda Risk to ask for financial assessment to be obtained.
Commissioning intention to be raised in respect of impact of
changes to PLCV on hospital services.
5.2.6 – Quality Premium 2013/14 – Update on Investment Schemes was to
be raised at the CCE meeting today. The meeting was advised that there
was no further information available at the moment. There is a Primary
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Care Quality Meeting tomorrow. The request was made for confirmation
regarding the amount of monies and whether these were available. It was
recognized that although the CCG’s could make estimates on finances to
be received for the Quality Premium, the amounts involved would be
confirmed by NHS England in October. There was no certainty in respect
of the value or the timing of these funds.
5.3.1 – should read “The CCE were “alerted” not “altered”.
6.2.1

Programme Teams Q1 Update
The Programme Team update was received.
There was concern raised that the update showed process and not actual
delivery of change.
There was a lot of work being carried out but it was not clear whether there
was any actual improvement or whether key objectives were being
achieved.
The CCE expressed concern over the lack of information flowing from the
Connecting Care Board.
It was also noted that considerable effort was being used in respect of
systems management.
Action : Tracy Parker-Priest agreed to present a paper at the next
CCE meeting which focused on outcomes.

6.2.2

Tracy ParkerPriest

Integrated Mental Health Team
Jean Jenkins outlined the proposals for the Integrated Mental Health
Team.
The details of the proposed changes had been included in a previous
paper.
The outlined scheme identified new staff to be employed in two Vale Royal
areas and five South Cheshire areas. These would initially be two pilot
sites.
Although there was current funding available for the pilot schemes, the
finances available currently would not cover the full roll out of the service
and funds would have to be transferred from the decommissioning of other
services and from Integrated Practice Teams.
Action : Jean Jenkins and Lynda Risk to discuss funding and to meet
with Tim Welch of CWP to progress transfer of funds.
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6.2.3

Care Home Scheme
A paper was presented by Alison Phillips in respect of the Care Homes
Scheme.
All of the GP’s present at the CCE noted their conflict of interest.
The Care Homes Scheme had been allowed to continue by NHS England
Area Team until 30th September, after this time it could not function as
currently described due to the significant overlap with the National DES.
It was agreed that :1. Each area would agree a new outcomes based model to support
care homes.
It was noted that there were difficulties in the Crewe area due to
practice location, demographics and capacity.
2. The practices would not be able to claim for completing care plans
via the Care Homes Scheme after 30th September 2014 where a
CPA had also been completed under the DES.
3. The Care Homes Scheme budget was to be maintained at its
current level in 2014/15 and any new/current schemes would need
to be funded within this budget.
4. All new schemes would be developed and received at the February
2015 CCE meeting.
5. An End of Life outcome would be included in scheme outcomes
where applicable.
6. Monies would be split as associated with the number of care home
beds being supported.

6.2.4

SEND (Special Educational Needs and Disability): Designated Clinical
Officer (DCO) Role
The proposal for the CCG’s to provide a designated clinical or medical
officer was considered in order to fulfil the legal obligations placed on the
CCG’s by the Children and Families Act 2014 to deliver on the SEND
reforms.
It was noted that this role could be performed by a medical or clinical
officer. A similar role has previously been performed under the old
statementing process by a designated medical officer. However, the new
Children and Families Act 2014 requires a new larger role.
Option 3 was noted as the preferred option. This option is for a full time
post funded in part by Cheshire West and Chester Council for Vale Royal
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and Cheshire East Council for South Cheshire. This would provide 2 ½
days per week for Vale Royal and 2 ½ days per week for South Cheshire.
South Cheshire would be expected to pick up a reduced cost by sharing
this with NHS Eastern Cheshire CCG. NHS Vale Royal would pick up a
larger proportion of the costs with financial support from Cheshire West
and Chester from monies provided to Cheshire West and Chester to
implement these reforms.
NHS West Cheshire CCG are proposing to implement these reforms using
an existing role of Designated Medical Officer, Community Paediatrician.
This is not considered to be a suitable option for our local area as there
are already highlighted capacity issues with the Community Paediatric
Service in MCHfT. In addition SEND legislation covers a larger age range
than the paediatric service.
The proposal brought to the CCE meeting identified an 18 month trial
period to test out how effectively the new service would work.
It was noted that further guidance was expected from NHS England, but
that this had not yet been received. However, as the Act came into force
on the 1st September 2014 the CCG’s are required to act expeditiously to
implement these reforms the delay on implementation was mainly due to
the late issue of national guidance.
Concerns were expressed with regards to the proposed 18 month trial
period. The consensus was that this was too long for a trial and should be
restricted. It was agreed that this should be restricted to end in September
2015. Agreement was therefore reached to proceed with option 4.3 but
with a restriction to the end of September 2015. It was further agreed that
part of this role would be to develop proposals in order that recruitment to
a permanent role could be made after approximately 9 months.
Concerns were raised with regards to the 62 week wait for referrals to the
Community Paediatric Service working out of East Cheshire Trust.
Reassurances were given that this was on the radar with the Starting Well
Team, and that this had been put on the Risk Register and quality visits
were arranged for this year. Investigations were to be made into the
reasons for the lack of ability to recruit to this role. It was further noted that
there were no backfill arrangements in place (via locum) to this service.
The issues are felt to be due to difficulties in recruiting at MCHfT. Concern
was raised that if there were already issues recruiting to the post at MCHfT
whether this would cause difficulty in recruiting to the Designated Clinical
Officer role. It was noted that difficulties were not anticipated for this role
as this was for a Designated Clinical Officer and not a Designated Medical
Officer.
Details regarding the full financial implications of this are dependent on
any contributions received from Cheshire West and Chester Council who
have received a 1 off payment to implement these reforms and not a
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recurrent pot of money.
Action : A paper is to be brought to the CCE next month regarding
the Community Paediatric Service.
6.3.1

Tracey
Matthews

Any Other Business
 Discussion took place regarding the development of the Clinical
Development Group. Living Well has split into 3 Project Teams;
Mental Health; End of Life and Urgent Care/ Planned Care.
Although this was felt to have worked well, recognition had been
made with regards to the loss of clinical input and support within
each of the project teams. In order to re-establish this clinical input
a Clinical Development Group has been established. This meeting
will be held on the second Thursday in every month in the
afternoon. Everyone is welcome to attend, including non-clinicians,
if they need a clinical opinion on something they are working on.


A Report was brought to the attention to the meeting concerning
extended elevated costs for drugs that are being charged to the
CCG. The drugs are prescribed but do not fall under the criteria of
the NICE guidelines. These drugs are currently being charged to
the CCG from MCHfT.
A bluetec system has been developed and introduced to capture
the costs and groups of patients which these costs are relevant to.
The purpose of raising this at the CCE was to see whether this is
the correct decision making meeting for considering this type of
issue. Initially these were felt appropriate to be considered as IFR
but the IFR Department have declined to accept these as they are
for a cohort of patients rather than for individuals.
The first business case has been received from MCHfT concerning
patients with ulcerated colitis and the prescription of these drugs to
prevent or avoid colostomy. This business case concerns between
10 to 20 patients and has a cost implication of between £200,000
to £250,000. Medicines Management are preparing the paper
using a GMMG template and working alongside Leighton Hospital
and the Finance Department and propose to bring the proposal to
the CCE.
It was agreed that the CCE meeting would consider one of these
business cases and see whether this is the most appropriate
mechanism for deciding on these issues.

Date and time of next meeting
9th October 2014 9.00am – 12.00noon
The Boardroom, Bevan House, Nantwich, CW5 5RD
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