MEETING of the GOVERNING BODY
held in public
Wednesday 23 May 2018 at 9am
Boardroom 1, New Alderley House, Macclesfield District General
Hospital, Victoria Road, Macclesfield SK10 3BL
Chair: Dr Paul Bowen

AGENDA
8.45 ARRIVAL - tea and coffee available
Time
9.00

Agenda
Title / Description
No.

1.

Speaker

Delivery &
Decision

Dr Paul Bowen

Verbal

Dr Paul Bowen

Verbal

Dr Paul Bowen

Paper attached

Jerry Hawker

Paper attached

PRELIMINARY BUSINESS

9.05

1.4

Welcome & apologies for
absence
Declaration of any interests
relevant to the agenda items
Notes from previous meeting
held in public – 25 April 2018
Public Speaking Time

9.15

1.5

Chief Officer Report

9.35

2.

STANDING ITEMS

2.1

Financial Performance Report

no report on this occasion

Governing Body Assurance
Framework
Deep Dive Item

Alex Mitchell

1.1
1.2
1.3

2.2
2.3
9.55

3.
3.1

3.2
10.25
10.35

For approval

For information

Paper attached
For approval

no report on this occasion

BUSINESS ITEMS
NHS Eastern Cheshire CCG
Annual Report and Accounts
2017-18: External Audit Opinion
from Grant Thornton LLP UK
NHS Eastern Cheshire CCG
Annual Report and Accounts
2017-18

Helen
Stevenson

Paper to follow

Alex Mitchell,
Jerry Hawker &
Dr Paul Bowen

Paper attached

Fleur Blakeman

Presentation

For information

For approval

BREAK
3.3

Delivery of CCG Commissioning
Intentions 2017-18

for information

NHS ECCCG Governing Body Meeting– held in public 23 May 2018

Time
10.55
11.05
11.40
12.00
12.20

Agenda
Title / Description
No.
NHS Eastern Cheshire CCG
3.4
Constitution Update
Cheshire East Partnership
3.5
Board Memorandum of
Understanding
Commissioning Care
3.6
Communities
Better Care Fund progress in
3.7
2017-18 and approach for 201819

4.
4.1
4.2

5.
5.1
5.2
5.3

12.30

Matthew
Cunningham

Delivery &
Decision
Paper attached
For approval

Jerry Hawker

Paper attached

Fleur Blakeman

Paper attached

Fleur Blakeman

Paper attached

For approval

for endorsement

for approval

COMMITTEES OF THE CCG – MINUTES
Eastern Cheshire Primary
(General Medical) Care
Commissioning Committee
Cheshire CCGs Joint
Commissioning Committee

No report on this occasion
No report on this occasion

SUB COMMITTEES OF THE GOVERNING BODY
Governance and Audit
Committee – 14 March 2018
Remuneration Committee –
2 May 2018
Clinical Quality and
Performance Committee –
14 March 2018

6.

ADVISORY COMMITTEES

6.1

Locality Management Meeting
Eastern Cheshire HealthVoice
February 2018 and April 2018

6.2

Speaker

Peter Munday

Paper attached

Peter Munday

Paper attached

For information
For information

Dr Jenny Lawn

Paper attached
For information

No report on this occasion
Papers attached
Jane Stephens
For information

CLOSING REMARKS

DATE AND TIME OF NEXT GOVERNING BODY MEETING held in public
Wednesday 27 June 2018
9am - 1pm (to be confirmed)
Boardroom 1, New Alderley House,
Macclesfield District General Hospital, Victoria Road, Macclesfield SK10 3BL

Page 2 of 2
17.5.18

MEETING OF THE GOVERNING BODY held in public
25 April 2018 – 9 am
Boardroom 1, New Alderley House

Unconfirmed MINUTES
VOTING MEMBERS OF THE GOVERNING BODY
CCG Chair
GP McIlvride Medical Centre, Poynton

Dr Paul Bowen

PRESENT

Chief Officer

Jerry Hawker

PRESENT

Chief Finance Officer

Alex Mitchell

PRESENT

General Practice Representative –
Bollington, Disley, Poynton
General Practice Representative –
Chelford, Handforth, Alderley Edge,
Wilmslow
General Practice Representative –
Congleton and Holmes Chapel

Laura Beresford
Dr Fari Ahmad

PRESENT

Dr Rob Thorburn

PRESENT

General Practice Representative –
Knutsford

Dr Jennifer Lawn

Assistant Clinical Chair , General Practice
Representative – Macclesfield

Dr Mike Clark

Lay member, Governance
Lay Member,
Patient and Public Involvement
Lay Member,
Patient and Public Involvement
Public Health Representative, Director of
Public Health, Public Health Department,
Cheshire East Council
Secondary Care Doctor Member
Registered Nurse Member

APOLOGIES

PRESENT
from
item 2.1.6

PRESENT
from
item 2.1.6

Peter Munday

PRESENT

Gill Boston

PRESENT

Jane Stephens

PRESENT

Fiona Reynolds
Janet Walls
Sheila Hillhouse

PRESENT
until during
item 3.2

PRESENT
APOLOGIES

NON-VOTING MEMBERS
Fleur Blakeman

Director of Strategy & Transformation

Neil Evans

Commissioning Director

PRESENT
from during item
1.4

PRESENT

IN ATTENDANCE
Hazel Burgess
Matthew Cunningham
2

Note taker, PA to Chief Officer
Head of Corporate Services, and Programme
Director for Unified Commissioning
(Cheshire)
Other Members of the CCG management
support team

Whole meeting
Whole meeting
Whole and part
meeting
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Mrs Diane Walton

representing HealthVoice

3

Members of the public

1.

PRELIMINARY BUSINESS

1.1

Welcome and apologies for absence

whole meeting and to
present questions at
item 1.4
Whole and part
meeting

Dr Bowen opened the meeting and gave apologies for any shortcomings of
the hearing loop installed in the room, requesting that all speak clearly and
that background noise be kept to a minimum.
He gave apologies for the late publication of the Financial Plan.
Apologies for absence had been received from Laura Beresford and Sheila
Hillhouse, and advance notice of late arrival from Dr Mike Clark and Dr
Jenny Lawn.
It was noted that the meeting would not be quorate until the arrival of at
least one more of the GP Peer Group representatives.

1.2

Declaration of any interests relevant to the agenda items
Item 3.2 – The Future of CCG commissioning in Cheshire : this paper has
implications for all members of the CCG.
Declarations of interest made by members of the Governing Body are
listed in the CCG’s Register of Interests. The Register is available either
via the secretary to the Governing Body or the CCG website.

1.3

Notes of the previous meeting held in public – 28 February
2018
2.1.4 – Section 30 referral letter, not Section 31
2.1.9 – last bullet point 20.06 million, not 20.6 million.
1.4 – public speaking time more frustration and anger around hearing loop
did not work shared by pb by himself will make every effort to seek
assurance why this is not working to expectations.
2.2.3 – Stroke contract - £3.5 million – not £3.5.
With these corrections and corrections to numbering anomalies, the
minutes of the previous meeting held on 28 February 2018 were accepted
as an accurate record.

1.3.1

Matters arising from the minutes
Dr Bowen regretted and shared frustration that the hearing loop in the
meeting room did not work to expectations and he will make every effort to
seek assurance why.
With the above amendments the minutes of the previous meeting held on
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28 February 2018 were accepted as an accurate record.

1.4

Public Speaking Time
Questions had been received in advance from HealthVoice, presented by
Mrs Diane Walton. A response was given during the meeting and the
formal written response is attached to the minutes as Appendix A.
“ 1. In the minutes of Cheshire West CCG it is noted their wish to
progress to an Accountable Care Organisation (ACO). Assuming that the
proposed merger with the 4 Cheshire CCGs is voted through today what
does that mean for this CCG given that in response to a previous question
to the Board it was stated that ECCCG would not be going down that path
but were developing as ICSs?
Of particular concern is the focus on Cheshire and Merseyside through
the Cheshire and Merseyside Health and Care Partnership. Should
Cheshire move to an ACO, even though there is a delay nationally due to
legal challenge, then the awarding of a contract to a single organisation
could limit choice for patients in this CCG as the majority is referred for
specialist care to Manchester.
“ 2. All CCGs are being required to give 0.25% of their 2018/2019
budgets to a region-wide Transformation Fund.(provider sustainably fund)
How much is that and what impact will this have on the CCG financial
outlook for this financial year? Given that we are overspent what is
the additional risk involved and how will it be managed? Also what are the
costs associated with the CCG merger and how will this impact on the
financial situation?
“3. It is noted that there has not been a HealthVoice (HV) report given
at the Board Meeting since November 2017. There have been 2 meetings
of HV since then. 5 months with no report on the HV activity does not
reflect well on the support the CCG gives to public involvement especially
in the light of the latest 360 degree stakeholder review.”

1.5
1.5.1

1.5.2

Chief Officer Report
Jerry Hawker highlighted some of the main points in his report electronic
link to document here
CCG clinical chair term of office - following discussions with the current
incumbent and the Governing Body, and the member practices, the
membership has supported the CCG not embarking on an open election
process, and instead extending Dr Paul Bowen’s tenure by a further two
years until June 2020.
Equality and Human Rights Commission (EHRC) concerns re NHS
Continuing Healthcare policies – 44 CCGs across the country have
received communication from the EHRC expressing concerns re
statements and conditions applied to the implementation of their policies
on Continuing HealthCare. Legal advice has been taken. Although the
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Cheshire CCGs believe their policy was not in breach of legal
requirements, the statements of greatest concern will be withdrawn and
the language will be tightened. The policy will be reissued and a review of
current legislation will continue.
In answer to a query about whether anybody had been affected by the
legal challenge to the policy, Alex Mitchell confirmed that of all Continuing
Healthcare cases approved under the queried policy, a review by the
service shows that nobody was adversely affected by the points raised by
the EHRC.
1.5.3

As the lead commissioner for the transformation of the care system in
Eastern Cheshire, the CCG has made contact with the North West Clinical
senate, asking for independent clinical oversight of the proposed care
model and service changes for the new place-based footprint being
developed with support from the NHS Transformation Unit (TU) and
KPMG. The CCG as lead commissioner would lead any consultation on
proposed changes to services. It was queried whether there is patient
involvement in the proposals. Jerry Hawker and Paul Bowen gave
assurance that the current work builds on modelling work done under the
Caring Together programme, which had significant public engagement.
The intent is to engage with the public as soon as possible when proposals
have been finalised. Jerry Hawker emphasised that KPMG and TU are
advisors to the process only, have no accountability or responsibility, and
any decisions will be made by the current statutory bodies: the CCG, and
any providers.
It was agreed that the earlier involvement of the public in developing
proposals under Caring Together will make a consultation easier as there
has been public involvement and input from the beginning. There was
acknowledgement that if alternative proposals emerge during the current
work there will be greater emphasis on re-engaging and working with the
public and that it is correct the Governing Body should continue to assure
itself of the level of engagement with the public pre-and post any
consultation.

1.5.4

The Health and Care partnership has endorsed a submission from
Cheshire & Merseyside and Lancashire & South Cumbria to the NHS
England Local Health and Care Records Exemplar programme,
approval is being sought from the Governing Body for submission of the
bid. There are no financial commitments currently implied by bidding to
the fund.

1.5.5

Regarding the outcome of the CCG stakeholder survey, it was observed
that the CCG compares well overall with its comparators but there is a
reduced score for involvement with commissioning and decommissioning
decisions and it was commented that engagement and involvement needs
to start as early as possible, well before any consultation takes place.
Jerry Hawker confirmed that an action plan was being developed to
address the outcomes of the report and this would be brought back to a
future meeting. Dr Paul Bowen commented that the outcome may reflect a
general perception of how the NHS as a whole engages. It was

NHS Eastern Cheshire CCG Governing Body meeting held in public 25 April 2018

Page 4 of 21

Draft 16.5.18

highlighted that the report is based on responses from 52 individuals and it
is not known whether the deterioration in the score for engagement and
involvement is reflected across all partner agencies who responded, or is
restricted to certain cohorts of respondents. Regardless of this detail,
Jerry Hawker stated that stakeholder reports provide an opportunity to
learn and improve.
1.5.6

Regarding the report on decisions at the Executive Committee meetings,
assurance was sought on the process for making decisions on awarding
and continuing grants to voluntary sector organisations.
Jerry Hawker indicated that in light of the CCG’s financial deficit position
the Executive Committee has a responsibility to challenge every
investment in terms of its value for money, but that finance was not the
only consideration in making decisions on grants. A decision on
continuing funding for any voluntary schemes linked to mental health has
been deferred pending the outcome of the consultation on the redesign of
adult and older people’s specialist mental health services. The Executive
Committee makes decisions within its standing financial instructions and a
prioritisation matrix developed by Public Health in the early days of the
CCG is used; this process includes consideration of quality and equality
impact assessments. Should the Clinical Quality & Performance
Committee, or the Equality and Diversity Committee, raise any concerns
on the potential impact on health outcomes or reputational or credibility
risks for the CCG, this would be reported to the Governing Body through
the Chief Officer Report.
The Governing Body


Noted the Chief Officer Report

[Note: consideration of the recommendation for the bid to the Local
Health and Care Records Exemplar Programme (LHACRE) was
deferred until arrival of two GP Peer Group leads later in the meeting]

2.

STANDING ITEMS

2.1

Financial Performance Report Month 12 as at 31 March
2018

2.1.1

Alex Mitchell reported that the CCG’s accounts for the financial year 201718 were being reviewed by external auditors and no material changes are
anticipated from the reported position. A pre-audited set of accounts will
be presented in May for approval. electronic link to paper here
He reported that the year end position was a deficit of £20.1 million as
forecast. £1.4 million non-recurrent headroom has been released into the
position by NHS England, along with category M drug credit, reducing the
deficit figure down to £18.5 million, the target set three months ago, and
which has been achieved despite unforeseeable external pressures.
The £13.4 million control deficit target set at the start of the year has not
been met but the CCG clearly forecast the deteriorating position as the
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year progressed, and kept NHS England informed.
Savings of £8.2million were achieved; this helped deliver the final control
total.
2.1.2

Because of the deficit position, a formal Section 30 Letter has been
submitted to the Secretary of State to inform that the CCG has in breach of
its statutory duty by overspending on its financial allocation.

2.1.3

The CCG has not remained within the original planned deficit of £13.4
million but has achieved other financial targets set for the year: remaining
within cash allocation, meeting requirements of the Better Payment
Practice Code; underspending on running cost budget.

2.1.4

Noting that the largest overspend against budget was in prescribing costs,
it was queried whether the target had been overambitious and how the
CCG’s spend compares with areas of similar demographic and need.
Alex Mitchell highlighted that overspend on the prescribing budget would
be reduced to £1 million without the impact of the national No Cheaper
Stock Obtainable issue. Neil Evans reported that the budget is set based
on the Medicines Management Team’s knowledge of existing market
prices and trends. In the past prescribing costs for the area (the team
covers Eastern Cheshire, South Cheshire and Vale Royal CCGs) were in
the average range compared nationally; more recently the there has been
difficulty getting access to national benchmarking but there are no
indicators of deterioration in performance.

2.1.5

Commenting on the significant achievement that the control total was
achieved, despite unanticipated external pressures, and that this was
largely through significant success of the largest QIPP programme so far,
it was noted that contributing factors were also NHS England’s provision of
£3 million in support and early release of contingency funds into the
position, indicating its support and wish for the CCG to succeed at meeting
the target. Alex Mitchell stated that the year the CCG’s risk adjusted
position had been consistently reported from the beginning of the year and
this had been acknowledged and recognised by NHS England.

2.16

Noting that the second largest area of overspend on budget is acute
hospital services and relates to private health providers, and commenting
that other NHS organisations are moving to having a prime providers, it
was queried what is being done to reduce these costs and redirect activity
and money into NHS providers.
Neil Evans reported that the figure relates to referrals for elective
procedures and patients choosing to go to private providers where waiting
lists may be shorter and they perceive less risk of their procedure being
cancelled due to lack of beds – and there are alternatives in Eastern
Cheshire of two private providers of acute hospital services. The new
Referrals Assistance Service is due to go live shortly and is aimed at
ensuring consistency and appropriateness of referrals from GPs
[Dr Jenny Lawn and Dr Mike Clark joined the meeting. From this point
onwards, the meeting was quorate]
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The CCG has received an informal challenge on whether we are
complying with mandated patient choice requirements from a private
provider citing a significant reduction in orthopaedic referrals in the last
quarter. The reduction in referrals is related to the introduction of the
improved access to Physiotherapy and highlighting to practices where they
benchmark as higher than peers in referrals for musculoskeletal
conditions, not to any actions in relation to patient choice of provider. It is
hoped that the reduction in avoidable referrals will result in a reduction in
waiting times to be seen at NHS partners and make them more attractive
again to patients, with the guarantee of seeing a consultant and less
likelihood of cancelled operations. On 1 May commence the rollout of the
Referral Assistance Service commences; this should further reduce
unnecessary referrals.
Commenting that the NHS is struggling to provide the level of care it would
like, particularly on elective surgery, it was queried whether the additional
money for the NHS nationally and the slowing down of referrals locally
releases capacity and speeds up access times to treatment. The national
target for referral to treatment in 18 weeks is 95%. Alex Mitchell reported
that the financial plan for 2018-19 is set at maintaining, rather than
improving, the 92% compliance levels as at March 2018. The CCG’s
portion of additional recurrent funding announced, and received by the
NHS nationally, has been included in the 2018-19 financial plan.
2.1.7

Dr Bowen commented that there had been hard work involved in delivering
significant QIPP savings despite all the external pressures, and that
patients and members of the public are helping the CCG through their
understanding of the financial pressures. He asked what learning points
had been taken during budget setting for 2018-19.
Alex Mitchell reflected that





There is a clear understanding of the pressures in the system and
that these have been incorporated into the financial forecast
The CCG has been provided with funding and an approved
overdraft and will continue to report transparently and engage with
the Governing Body and NHS England.
There are always challenges in incorporating any additional new
requirements set by NHS England during the year.
Nationally in 2017-18 an average of just short of 2% QIPP has been
delivered, in Eastern Cheshire the figure of 3% exceeded this and
this achievement is additional to its day to day work

At the end of the year the CCG’s financial forecast throughout had proved
to have been accurate, giving confidence that the CCG is controlling the
situation to the best of its ability.
He commented that more difficult years are ahead, with no “easy” savings
remaining to be made. Future opportunities will mean significant changes,
involving engagement with the public.
Jerry Hawker agreed and supported the statements, and emphasised the
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CCG’s recognition of the scale of the financial challenges still to be faced.
NHS England had required the CCG to look at making difficult choices to
achieve savings but submitting options which are deemed acceptable
under the NHS England Constitution and to the public is problematic. The
CCG’s involvement in the Capped Expenditure Programme last year did
not deliver as required, indicating that the savings have to come out of the
way services are provided, not how they are commissioned, and not just
by reducing demand for services but taking costs out of the system overall.
2.1.8

The Governing Body noted
 Year end outturn (pending outcome of external audit) of £18.5
million deficit
 A Section 30 Referral Letter has been sent to the Secretary of
State regarding a breach of revenue of resources
 Delivery of £8.2 million of Quality, Innovation, Productivity and
prevention (QIPP) initiatives

1.5
As the meeting was now quorate, there was a discussion of the item
continued from the Chief Officer Report requiring approval : Local health and

Care Records Exemplar Programme (LHACRE)
1.5.7

Assurance was sought on decisions made on the use of public money by
the Health and Care Partnership for Cheshire & Merseyside and the
authority of the CCG as a statutory organisation over budget decisions.
In relation to the bid to the LHACRE fund, Jerry Hawker clarified that this
item is not related to decisions made on the use of the transformation
fund, allocation of which is made by the System Management Board
through an agreed assurance process. The Digital Exemplar
Programme is about enabling shared access to digital records of patient
information where clinically appropriate. The recommendation of
support for the bid is made on the same basis as the success of the
Cheshire Care Record project, and should the bid be successful, the
funding would be used for the benefit of the care system.
As a general principle, he believed there could be trust in the leadership
of the Health and Care Partnership for Cheshire & Merseyside to
diligently manage NHS funds and he gave assurance that the Health
and Care partnership does not override the statutory arrangements of its
members.
It was queried whether as it is a joint bid from the North of England the
funding might be allocated in a different way than expected and whether
there is a risk of a request / requirement for matched funding should the
sum received be insufficient. Jerry Hawker explained this is a process
whereby a fund is provided and bids are invited, the biggest risk is not
taking the opportunity to access the funding offered. Every NHS
organisation has to comply with requirements to explore and introduce
technological systems and digital solutions in care and many Health and
Care partnerships will be bidding for this money. Cheshire & Merseyside
is less exposed if not successful as the Cheshire Care Record is already
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running, however when the funding ceases in 18 months there may be
revenue issues in re-procuring a system if the bid is unsuccessful.
By consensus, the Governing Body


approved the CCG’s participation in a combined bid by
Cheshire & Merseyside and Lancashire & South Cumbria
Health and Care Partnerships to the Local health and Care
Records Exemplar Programme for access to £7.5 million to
support the acceleration of technology in health and social
care

2.2

Governing Body Assurance Framework

2.2.1

electronic link to cover paper electronic link to document here
Alex Mitchell presented recommendations for removal of risks.
GBAF 242 : East Cheshire Trust Underlying Financial Position
ECT has met its control deficit target and the risk of potential impact on
services due to ECT’s financial deficit did not materialise.
It was queried whether consideration should be given to rewriting the risk
for next year.
ECT has signed a block contract with the CCG and has submitted its
financial plan for next year in line with the regulator’s control targets; there
are no indications of risk to delivery of their plan, therefore there are no
indications of potential impacts on delivery of any commissioned service in
2018-19. There is an improved Capped Expenditure Process approach
which ECT is part of, working closely with the CCG, sharing savings plans
and all organisations focusing on reducing costs to the system instead of
moving debt around. Risks to clinical quality would be identified through
routine contract monitoring at regular meetings with the provider and the
Clinical Quality and Performance Committee would raise concerns with the
Governing Body should these emerge.
GBAF 245: Non Delivery of the NHS Constitutional Standard for A&E
Waiting Time – this has elapsed for 2017-19 and has been re-written as
GBAF 507 for 2018-19
GBAF 280 : 2017-19 QIPP Programme and GBAF 282 : 2017/18
Financial Deficit- have elapsed at the end of the financial year and will be
replaced by new risks for 2018-19.

2.2.2
2.2.2.1

New Risks for 2018/19 were described and discussed
GBAF507: Non Delivery of the NHS Constitutional 4-Hour Standard
Neil Evans reported there is a revised work programme to improve
performance. The first draft of the 2018-19 winter plan is being finalised
and will inform the work over the next few months.
Jerry Hawker highlighted that as a commissioning organisation the CCG
has a statutory duty to comply with the NHS Constitutional target of 95% .
The regulator has accepted that this is not achievable from 1st April 2018
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and an improvement trajectory has been agreed. There are two risks:
non-achievement of the standard and non-achievement of the
improvement trajectory. He agreed there should be separation of the
reputational and credibility risk on non-achievement of legal duties, and the
second risk of discharging the agreement with the regulators on the
improvement trajectory should be made clear.
2.2.2.2

GBAF 510 : 2018/19 QIPP Delivery.
This has been written subject to approval of the financial plan. Non
delivery of the full QIPP plan will impact on the ability to deliver against the
CCG’s financial control target.
It was queried whether the proposed score of 16 was too low, given that
hard work has been done on achieving all the difficult schemes and now
only extremely difficult options remain. If the high risk schemes to deliver
£3.5 million are not achieved the CCG may not make its control deficit and
will therefore not be eligible for the £15 million support to achieve financial
balance. Alex Mitchell gave assurance that the risk will be evaluated every
month as the year goes on and at this point early in the financial year, he
believed the rating was right.
It was commented that in the worst case scenario there would be a
reputational impact on the CCG, but no impact on the population.

2.2.3

Other risks on the framework were discussed

2.2.3.1

GBAF 371: Primary Care Support England
This is being monitored by the Primary Care Committee.

2.2.3.2

GBAF 491 : Sustainability of clinical services at East Cheshire Trust
It was agreed that the mitigating actions should reference the current work
being done by the NHS Transformation Unit and KPMG. Fleur Blakeman
undertook to include this.

2.2.3.3

GBAF 493: Ambulance Response Programme
The actions will be updated once the ambulance recovery plan agreed with
regulators has been published. There will be a recovery plan linked to
agreement of additional investment and contractual arrangements for next
year. All ambulance services have stated more funding is required and
there is requirement to increase investment nationally.

2.2.4

Alex Mitchell reported that any emerging risks not fully quantified will be
discussed at meetings in camera and a session for Governing Body
members on the assurance framework process is planned in June.

2.2.5

The Governing Body approved




New risks:
o GBAF507 Non Delivery of the NHS Constitutional A&E Four
Hour Standard
o GBAF510 2018/19 QIPP Delivery
Removal of risks
o GBAF242 East Cheshire NHS Trust Underlying Financial
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Position
o GBAF282 2017/18 Financial Deficit
o GBAF245 Non Delivery of the NHS constitutional standard
for A&E Waiting Time

2.3

Governing Body Assurance Framework Deep Dive: GBAF
280: 2017-18 QIPP Programme (Financial Recovery)
Neil Evans presented achievement on the CCG’s QIPP plan for 2017/18.
electronic link to document here

2.3.1

The target efficiency savings for 2017-18 was £17.9 million but £10.9
million in opportunities was only ever identified. Although very
challenging to achieve the savings, £8.2 million was delivered, with some
remaining to be realised in the coming financial year.

2.3.1.1

Schemes which delivered as anticipated include secondary care activity
referrals, down 2.1%. The Cheshire & Merseyside average is 0.7%:
achievement is greater than local peers.
Non-elective admissions reduced by 2% compared to 4.3% growth
across Cheshire & Merseyside. Contributing factors are positive
initiatives in primary and secondary care (eg the frailty service).
The impact of revision of the Procedures of Limited Clinical Priority policy
has produced financial benefits. Neil Evans highlighted that it is possible
to save money by taking difficult decisions but there are consequences
for patients.

2.3.1.2

The CCG struggled to generate savings predicted via the NHS Right
Care benchmarking programme which identifies variances for
commissioners based on their population data. He explained this is
because the data is complex, and the way things are counted and
recorded can mean apparent opportunities prove not to offer true
savings. In the case of some conditions, preventative intervention
programmes and medicines do not have an immediate impact and do not
generate immediate savings.
The issue of No Cheaper Stock Obtainable for some medicines was an
unforeseen issue nationally.
With no contractual levers to apply, there was difficulty instigating a
uniform approach to ceasing repeat ordering of medicines in Primary
Care.

2.3.1.3

Schemes which did not deliver in 2017-18 are carried into the current
financial year. Hampering factors included insufficient supporting project
work capacity (CCG staff and clinical advice/leadership) and provider
capacity to implement; actual savings not being really available locally
when detailed work done on averaged national data; difficulty obtaining
necessary data; and for some schemes, the amount of effort required did
not justify the limited savings which could be derived. There are
opportunities for savings from property which could not be implemented
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quickly enough.
The CCG’s QIPP Plans were reviewed by Mersey Internal Audit Agency
in April 2017 and by Deloitte in May 2017 where system-based initiatives
under the “Capped Expenditure Programme” were explored. The
resulting challenging schemes identified were not complaint with current
nationally mandated performance standards and not approved by NHS
England.
Blocks to greater achievement have been the constraints of national
policy, capacity in the system to deliver complex changes and multiple
partners in large projects meaning savings are not seen in the short term.
Efforts continue to be made to find efficiency savings but despite this, and
external scrutiny, further implementable suggestions have not been
produced.
The Capped Expenditure Process (CEP) has not yielded savings so far
but it is recognised the only way to achieve efficiency savings is to take
costs out of the system.
2.3.2

Noting the lessons learned, it was queried what could be done differently
going forward to achieve changes.
Neil Evans expressed the view that initially within the Capped
Expenditure Programme approach organisations were still primarily
focused on working towards their own financial objectives in line with the
requirements of their regulators (NHS England for commissioners, NHS
Improvement for providers). Now that NHS England and NHS
Improvement are being brought more together the pressure is released
and there is a noticeable shift towards more acceptance of the need to
take costs out of the system as a whole.
Jerry Hawker observed that initially the Capped Expenditure programme
did not include the Local Authority and it is hoped that this year, with
involvement from Cheshire East Council looking at the way the care
system works, more opportunities may be identified.

2.3.3

It was commented that external reviews would rarely identify additional
savings when work has already been done but they will spot when CCGs
and providers do not have plans to execute changes or make savings. It
was suggested that if there is a lack of CCG project management
resource there is an opportunity to do pieces of work across other CCGs
where one approach would work for all. Neil Evans agreed that whilst in
the past there has been collaborative work with other CCGs next year
there are definite plans for individual CCGs to lead on pieces of work for
all Cheshire CCGs.
Regarding clinical leads for each scheme, it was suggested capacity
could also be shared across the CCGs. Neil Evans agreed, giving
assurance that each QIPP scheme last year had a named clinical lead
and he reported that this year subject expert clinicians who have not
been involved in work for the CCG before have agreed to be involved.

2.3.4

Dr Paul Bowen congratulated all those who contributed to the
achievement of £8.2 million in efficiency savings in the CCG’s
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expenditure in 2017-18.
The Governing Body approved


3.
3.1

closure of Risk GBAF 280, with a new risk to be recorded
describing the delivery of QIPP in 2018/19

BUSINESS ITEMS
NHS Eastern Cheshire CCG 2018/19 Financial Plan
electronic link to document here
Alex Mitchell presented the financial plan for 2018-19 for approval ahead
of submission to NHS England to meet the required deadline of 30 th April
2018. The latest iteration of the plan builds on the detailed discussions
held in camera last month.
In recognition of the challenges in Eastern Cheshire, NHS England has set
a control total deficit of £15 million for 2018-19. To achieve this, a QIPP
(Quality Innovation Productivity and Prevention) programme of £9.5 million
will be required.

3.1.1

Alex Mitchell talked through the elements which have been taken into
account when setting the plan, as set out in Section 3 of the paper.
The CCG’s allocations have been set for the next five years. The outturn
from last year, minus any non-recurrent spend and non-recurrent income,
was used in setting the plan for 2018-19.
A national review is expected of the impact of the new payment by results
tariff HRG4+ following last year’s experience where the expected reduction
in costs did not materialise and the outcome in Eastern Cheshire was a £5
million increase. In the meantime the plan for 2018-19 assumes costs at a
similar level.
The previous business rules of 0.5% to be set aside as contingency and
0.5% non-recurrent headroom have been removed, and this has now been
incorporated into the overall positon.

3.1.2

The CCG’s opening position of an underlying deficit of £20.2 million has
been adjusted for all one-off items leading to a QIPP requirement of £9.3
million to achieve the deficit control total of £15 million as shown in Table
Three-A.
Regarding anticipated growth, planned activity levels and contracts were
based on local data from last year’s experience. However NHS England
has required that the activity levels in the plan for first outpatient and
follow-up attendances be increased in line with national expectations.
Putting capacity into the system is seen as a way of alleviating pressures
in A&E. Alex Mitchell emphasised this had been factored into the plan,
and not necessarily actual activity which would materialise.

3.1.3

It was queried what level of scrutiny of the plan there has been and will be
from NHS England. Alex Mitchell reported that the level of scrutiny on
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draft planning submissions has been intense. As a result of earlier
submissions by CCGs NHS England had determined the overall levels of
activity in plans would not be enough to deliver what is required nationally
and changes were requested last week. Once the plan is accepted by
NHS England, there will be continual monitoring, with monthly or quarterly
reporting on systems delivery against each trajectory.
3.1.4

Noting that NHS England requires the CCG to budget in a specific way, it
was asked what the situation was expected to be at the end of the year,
based on local knowledge.
The only change would be the £169,000 impact of changed first outpatient
appointment activity, which has been included in the risks, and the nonelective figure of £600,000 will either be in the budget or included in the
risks.
Jerry Hawker explained that NHS England is aiming to avoid the capacity
issues experienced in hospitals last winter, and there is, and will be,
greater scrutiny of commissioners to ensure there is planning for sufficient
capacity in the system to meet the national demand for winter 2019-20.
Although the CCG’s financial allocation was increased, applying all the
mandatory requirements, the growth costs will still exceed the CCG’s
allocation by c. £2.5 million.
Noting that the CCG’s assumptions for elective surgery are 0.3% growth
and NHS England says this should be 3.6% based on national figures, it
was queried whether referrals should be increased, not slowed and
whether this meant that the CCG was denying people operations to save
money when NHS England says activity should be increased. Alex
Mitchell reported that the CCG is in the top quartile nationally for
performance on a number of things and gave assurance that although
nationally activity figures are expected to rise, appropriate referrals are
being made in Eastern Cheshire and Referral Assistance is making the
system more efficient. It was acknowledged that planning for a reduction
in activity should be done based on sound reasoning and not rationing.
Dr Paul Bowen and Neil Evans commented that there is confidence that
patients with conditions such as cancer are being identified referred for
treatment earlier, and also that overall growth in elective care is higher
than in the rest of Cheshire & Merseyside but some procedures are being
carried out in primary care: and it is a case of doing more clinically
effective work. The local NHS England team has previously had
confidence in the local assumptions and trajectories but nationally the
combined plans must demonstrate sufficient capacity in the system.

3.1.5

Alex Mitchell talked about the continuous QIPP cycle of identification,
review, implementation, and removal. Working with the national Menu of
Opportunities, a detailed QIPP plan has been created and categorised for
risk of delivery. As required, there is no unidentified QIPP, and to meet
this requirement, high risk schemes totaling £9.3 million have been
included, some of which require additional agreement with NHS England.
Schemes totaling £3 million are considered very high risk of non-delivery
and Quality and Equality Impact Assessments would need to be applied
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and reviewed by the relevant committees.
3.1.6

The block contract with East Cheshire NHS Trust, which Alex Mitchell
confirmed included a level of assumed growth, was agreed with the caveat
that it would be reviewed should the activity levels vary significantly from
forecast.
Assurance was given that there had been modelling through of both
contracting with ECT on all of the CCG’s commissioning intentions on a
PBR basis and a block contract, and both sides had agreed a block
contract would be a balanced approach and give stability.

3.1.7

Risks to the achievement of the plan are set out in Section 6 of the paper.
The risks include







£3.3million of QIPP assessed as high risk of deliverability.
The impact of using the nationally defined positon on outpatients
activity (rather than local projections)
Compliance with the requirement to increase investment in mental
health by at least the same percentage as the CCG’s uplift.
Winter pressures funding received – work is underway to determine
the level of beds will be required next winter to achieve delivery of
the improvement trajectory on meeting the A&E 4 hour standard
and any consequent cost pressures
Increases in prescribing costs

A contingency of £1.4 million has been held to offset risks.
Alex Mitchell highlighted that the end of year position could be a deficit of
between £15 and 18.5 million.
3.1.8

It was highlighted to the Governing Body that the CCG management team
is contributing to the QIPP plan by holding staff vacancies, which may
impact on delivery of plans. An assessment of recruitment requirements
has been made and consideration has been given to how the CCG’s
objectives might be managed and delivered differently in conjunction with
the other Cheshire CCGs.

3.1.9

Alex Mitchell ended by recapping that for 2018-19 if the CCG achieves the
£15 million deficit control total, and conditional on meeting other criteria
such as activity being compliant with national assumptions, £15 million will
be received from the Commissioner Sustainability Fund to reach a
balanced financial position at the end of the year. The financial support
will be released in stages on a quarterly basis throughout the year. He
agreed that should the CCG qualify for the first instalment to be paid at the
end of the first quarter there would be an expectation that the situation
would improve. He emphasised that there are a number of risks which
could impact achievement of the control total. This would mean the
financial support would not be forthcoming and the CCG’s historic debt
would build. He gave assurance that work to ensure the plan will be
achieved is continuing.
The Governing Body approved
 The 2018/19 Financial Plan
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 The QIPP Plan of £9.3 million subject to further validation
by NHS England

3.2

The Future of Clinical Commissioning Groups in Cheshire
electronic link to document here
Jerry Hawker opened discussions with an acknowledgement that
recommending a course towards merger of the Cheshire CCGs has
implications for every member of the CCG, including the Governing Body
members.
The paper presented is the latest in a series since October 2016,
consistent with the ultimate ambition and supporting Governing Body
members and CCG members to understand the proposals.
Section 13.1 in the paper describes the ambitions for improving outcomes
for patients across Cheshire, including the development of community
teams and progressing towards integrated commissioning.
Section 14 provides an updated view of the ambition for integrated care
with the development of neighbourhood teams working on a “Place-based”
footprint. The future of health service commissioning is impacted by the
way the care system operates, and vice versa.
The CCG is a GP membership organisation and any changes to
commissioning arrangements need approval of the membership. The
paper presented sets out how care is changing and how the CCG can
support the direction of travel.
The same set of recommendations from the Joint Commissioning
Committee of the Cheshire CCGs is being presented to Governing Bodies
of all four Cheshire CCGs over the coming weeks seeking support.
The next steps are set out in Section 15 of the paper.

3.2.1

Dr Paul Bowen commented that the move towards a “place based” system
would signal accountability for a whole person rather than just their
condition. He anticipates that the member practices will endorse the
move and the parallel work on place based accountable care, seeing the
influence enjoyed as a CCG member refined and improved through the
move to development of integrated care at a community and place level.

3.2.2

Clarity on the meaning of recommendation 4 was sought regarding the
partners in collaborative commissioning and the two local authority areas.
Jerry Hawker confirmed collaborative commissioning would be with local
authorities as well as other CCGs, citing Continuing HealthCare and
Ambulance Services as examples where collaborative arrangements with
other CCGs were already in effect. Every CCG across England is
expanding collaborative arrangements and there is a national mandatory
requirement for CCGs to increase collaboration with local authorities.
Regarding making the wording more precise, Matthew Cunningham
highlighted that the views on the paper of the four Cheshire CCGs will be
collated and the wording will be adjusted accordingly.
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3.2.3

Noting that the ambition is for care based on local authority areas, a
question was asked about responsibility for patients registered to Eastern
Cheshire CCG GPs but living outside Cheshire East Local Authority area.
Jerry Hawker cited the Health and Social Care Act, which makes CCGs
responsible for the population registered to their member GP practices,
regardless of the local authority area they live in. It is recognised that as
at present, local authorities are only liable to provide social care for
patients in their area, which can cause issues and remains to be
addressed.

3.2.4

Regarding Recommendation 5 it was felt more detail should be added on
proposals for progressing to shared governance arrangements. Jerry
Hawker stated that all committees would have to have merged by April
2020 and the information presented will be augmented with timing and
milestones once the principle is agreed by the four CCGs. Matthew
Cunningham added that NHS England has an assurance process which
requires demonstration that governance processes are in place.

3.2.5

It was requested that it be made explicit who the stakeholders are; this is
not listed in the document.

3.2.6

There was a very lengthy discussion about the recommendations in the
paper after the point was raised that development of integrated care
partnership arrangements might take longer than the proposed timelines
for merger of the four Cheshire CCGs. Although good progress is already
being made in Cheshire West and Chester on integrated care
arrangements, in Cheshire East emerging plans are not anticipated to be
forthcoming until next year.

3.2.7

As a member of the Joint Commissioning Committee, Jane Stephens’
recollection was that during its discussions on the recommendations it had
been agreed that progressing the merger of the four Cheshire CCGs would
be conditional on the development of ICPs; she felt strongly that the
outcome of the deliberations had that this would be made explicit in the
recommendation and she was surprised it is now implied that the timelines
might not coincide

3.2.8

Dr Paul Bowen strongly believed that before being able to approve the
merger of the four Cheshire CCGs, and the resulting centralisation of
commissioning leadership across the wider Cheshire area, the member
practices would require explicit assurance of the development in Cheshire
East of ICPs, which would be strong clinically led place-based systems, to
ensure that local accountability was not lost in Eastern Cheshire.

3.2.9

Although it was not included as a condition in the recommendation,
Section 13.5 in the paper states “At its meeting, the JCC members were
also clear that in recommending these proposals to each Governing Body
it was doing so with the supporting recommendation and position that it is
imperative that the development of integrated care (care communities and
integrated care partnerships) is done in parallel with the development
of a single Cheshire CCG.”

NHS Eastern Cheshire CCG Governing Body meeting held in public 25 April 2018

Page 17 of 21

Draft 16.5.18

3.2.10

There were comments about the language used for some of the
recommendations requiring more definition and detail. Matthew
Cunningham agreed the wording of the recommendations set out in the
paper had not included extensive detail on the basis that it is necessary to
gain broad agreement on the principles from the four CCGs before
proceeding to work on the detail behind the proposals, in the interests of
not pre-empting the discussions at the four Governing Body meetings.
Support was expressed by some members for this rationale, but there was
a further discussion of some maintained views that approval could only be
given if made conditional on specifying the need for development of ICPs.
Some members stated they were comfortable with the statement being
made in the document but not explicitly included within the
recommendation for approval. The focus of the paper, being about merger
of the commissioning bodies was advanced as a reason for not having to
specify the condition on ICPs being developed.

3.2.11

The description of “development of integrated care ….in parallel”’ was
explored and whether this implied, or necessitated, linked timescales with
the proposed merger of the CCGs. It was acknowledged that
developments involving several partners tend to move at the pace of the
slowest and it was highlighted that CCGs, as commissioners fully
supporting and wanting to see development of provider ICPs, were not in
the position to offer the reassurance sought on timelines and
arrangements for establishment of the ICPs. It was put forward that
timelines may be in parallel but not co-dependent as regards timescales,
although other views were expressed that the timescales would need to be
aligned.

3.2.12

Concerns were expressed that if the Executive Teams of the CCGs merge
before the new integrated care partnership has emerged and been
established, talent, experience, and valuable local knowledge may be lost
from Eastern Cheshire in the move to commissioning being done for whole
of Cheshire.

3.2.13

It was proposed that delay to the development of an integrated care
partnership be added to the risk register for the Joint Commisioning
Committee of the Cheshire CCGs and monitored that way.

3.2.14

Concerns were expressed that there is not a clear vision for development
of integrated care in Cheshire East to present to the public and the
practices and this is would be necessary to get their support.

3.2.15

At various points during the discussion, Jerry Hawker reflected back to the
Governing Body the implication of points raised and sought agreement on
whether the outcome of their deliberations was that the recommendations
were not accepted, or whether they were accepted with specific caveats,
and what the caveats on each was. Finally he suggested the discussions
indicated the Governing Body might provisionally approve the
recommendations with caveats and conditional on a checkpoint being set
between April and July 2019 at which point progress would be evaluated
and a further request for approval to proceed be made to all CCGs before
the application in July 2019 to merge the CCGs in April 2020. Matthew
Cunningham indicated that before NHS England will approve a merger of
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CCGs, 11 conditions must be met, and work towards satisfying these
would begin well before April 2019. It was noted that nationally there is a
movement towards mergers of CCGs.
3.2.16

The situation where the eventual decision to merge the Cheshire CCGs is
not agreed was explored, if approval is given now to proceed with
appointing one Accountable Officer by March 2019. The CCGs are
already working together to achieve consistency of approach across the
whole of Cheshire, with some CCGs taking a lead on pieces of work on
behalf of all, and it was suggested that having one Chief Officer even if the
CCGs did not merge, would still be the right move

3.2.17

At the end of the extensive discussions
The Governing Body endorsed
o Recommendation 1 of the Joint Commissioning
Committee of the Cheshire CCGs :That the four CCGs
should merge into one Cheshire CCG with the development
of two integrated health and care commissioning committees
on the local authority footprints. The single Cheshire CCG
would be a statutory NHS body from 1st April 2020
The Governing Body placed the following caveat on its
endorsement : The Governing Body requested that an
assurance framework be developed which sets out specific
criteria demonstrating progress of the Integrated Care
Partnership(s). Compliance to the framework would be a
pre-condition for submission of the merger documentation
in July 2019

The Governing Body approved
o Recommendation 2: that a single Accountable Officer is
appointed for the four CCGs and is in post by 1st April 2019,
and who will be the Accountable Officer for the Cheshire
CCG from 1st April 2020
o Recommendation 3 : that the three CCG Executive Teams
merge into one single CCG Executive Team following the
appointment of the single Accountable Officer
o Recommendation 4: that between 2018-2020, the four
CCGs continue to strengthen their collaborative
commissioning arrangements
o Recommendation 5: that the four CCGs progress, ahead of
2020, shared governance arrangements such as operating
Committee meetings in Common for relevant committees,
using the learning from NHS South Cheshire and NHS Vale
Royal CCGs
The Governing Body approved


the recommendation to proceed the engagement with the CCG
GP memberships so as to seek their support for progressing
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the Joint Commissioning Committee recommendations prior to
formal decision making by the GP memberships at a later date
3.2.18

It was queried when the proposal will go to the member practices for
consideration. This will be after the other three CCGs’ Governing Bodies
have met during May, and the feedback from all four considered at the
meeting of the Joint Commissioning Committee of the Cheshire CCGs at
the end of May. Depending on the level of alignment of response, the
recommendations will either go to the member practices or be taken back
to the Joint Commissioning Committee of the Cheshire CCGs for further
work. All four CCGs want to get the message right. In Eastern Cheshire
the recommendations may be taken to the Locality Management Meeting
in June or later.

Closing Remarks
At this point the meeting had overrun by one hour and, as the remaining items were
all for information, Dr Paul Bowen closed the meeting with the remaining items taken
as read.

3.3

Commissioning Intentions 2017-18 – update on
achievements
Deferred to the Governing Body meeting to be held in public on
Wednesday 23 May 2018.

4.

COMMITTEES OF THE CCG - MINUTES

4.1

Eastern Cheshire Primary (General Medical) Care Services
Commissioning Committee – meetings on 18 February
and 11 April 2018
electronic link to document here

4.2

Taken as read.

Cheshire CCGs Joint Commissioning Committee
No report this month

5.
5.1

SUB COMMITTEES OF THE GOVERNING BODY MINUTES
Governance and Audit Committee – 19 January 2018
electronic link to document here

5.2

Taken as read.

Remuneration Committee
No report this month
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6.

ADVISORY COMMITTEE REPORTS

6.1

Locality Management Meeting
No report this month. The March meeting was cancelled due to adverse
weather conditions.

6.2

Eastern Cheshire HealthVoice
The minutes of the meeting held on 10 April were not yet available. The
minutes of the 14 February meeting can be found here.

Date of next Governing Body meeting held in public
Wednesday 23 May 2018, Boardroom 1, New Alderley House,
Macclesfield District General Hospital, Macclesfield SK10 3BL, time to be
confirmed.
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23 May 2018

Report Title

Agenda Item 1.3

Minutes of the Governing Body meeting held in
public April 2018

Appendix A
Response from the CCG to questions raised by HealthVoice

REF: 180329 – Mrs D Walton

29 March 2018
Mrs Diane Walton
Eastern Cheshire HealthVoice
Sent by email

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL
Tel: 01625 663476
Email: jerry.hawker@nhs.net
www.easterncheshireccg.nhs.uk

Dear Diane
Questions raised on behalf of HealthVoice at the Governing Body meeting held
in public on 28 February 2018
Thank you for taking the trouble to attend the CCG’s Governing Body meeting in
February to present questions on behalf of HealthVoice.
We undertook to provide a written response to the questions you raised at the
meeting, please find this below, including some supplementary detail not provided at
the time.
Question from HealthVoice: In the Chief Officer’s Report, the section related to
NHS National Planning Guidance (page 5 of 9, end of item 3.2) for the financial year
2018/19 it states that: 'the 2 year national tariff payment system is unchanged, with
local systems encouraged to consider local payment reform in certain areas.' It has
previously been stated that our A&E costs will not be related to the Standard
Tariff from April 2018. Is this part of the suggested local systems payment reform or
a national issue? On what basis will our A&E costs be measured and what impact
will it have, if any, on the budget for 2018/2019 related to previous years?
Response from the CCG: The national tariff for 2017/18 is set for 2 years, the net
rates go up marginally per attendance, this has been factored into the CCG’s
financial plan for next year.
Locally discussions are taking place with East Cheshire NHS Trust (ECT) with a view
to agreeing a fixed value block contract which will cover all services ECT provides,
including A&E, regardless of the level of activity.
Question from HealthVoice
Referring to the recent experience of the provider of stroke services requiring a
higher tariff to provide the services, and being mindful both that the CCG and ECT
have financial issues, is there anything to prevent ECT increasing its tariff to cover its
costs?

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

Response from the CCG: ECT’s costs exceed its income and it is working with the
Regulators to have support for its £20 million deficit. There is a national tariff
modification process which ECT has not chosen to progress. Instead, using the
principles of the Capped Expenditure Process and looking to avoid disadvantaging
each other in endeavours to improve their individual financial position, the CCG,
ECT, Cheshire & Wirral Partnership NHS Trust (CWP) and the Local Authority are
working together to take costs out of the system as a whole by making services more
efficient.
Question from HealthVoice
What is Plan B for stroke services should the hoped for agreement with the provider
not be achieved?
Response from the CCG
The Regulators understand the local situation regarding stroke services and are
working with the CCG. The focus is on achieving stability in the system to improve
the costs, negotiations are progressing positively at this stage no plan B is
considered necessary.
Question from HealthVoice: In the Annual Report page 49 it states that patient
participation and influence regarding QIPP is complete. Since then a major QIPP
initiative, RMS, (Referral Management System) has been undertaken by the CCG
with no input from HealthVoice beyond an information giving meeting held at short
notice in December, when pressed through the HealthVoice agenda and now
through those members who are part of the readers panel before information on the
changes are made public. HealthVoice has serious concerns hat consultation on this
major change to referrals has been a tick box exercise where previously a number of
HealthVoice members were involved (participation and influence) in QIPP projects
at appropriate stages.
Whilst any initiatives that reduce waiting times is good the RMS proposals only
indicate that it is 'expected' that waiting lists of 52 weeks will be halved. On what
evidence is that expectation based?
It is acknowledged that all systems should be streamlined to get best value for
money but why does patient choice appear to have been sacrificed in the RMS
proposals?
Response from the CCG: The CCG has undertaken two discrete pieces of work
on Referral Management Services (now locally known as Referral Assistance
Services - RAS). The use of clinical triage and peer review is highlighted in the
NHS England “Elective Care Transformation Programme” as effective ways of
ensuring that patients are seen by the right person, in the right time at the right
place. CCGs were required by NHS England to develop plans to implement this best
practice during 2017/18.
NHS England made to the CCG a time-limited offer of support for development of
RAS, The short timescales for this piece of work made it difficult to benefit from the
extensive knowledge and experience HealthVoice members’ which would have
assisted in this process.
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The business case (approved by the Governing Body in September 2017) was
based around the real experiences from a range of CCGs across the country who
kindly shared their experiences and impact of the services. The solution approved
by the Governing Body was based on this feedback and discussion with Eastern
Cheshire GP Practices. This solution includes:
 Clinical triage allowing GPs to seek advice from a panel of qualified
clinicians. This should help ensure consistent patient care is being offered
and further upskill our Primary Care clinicians
 A Booking and Choice centre – all referrals processed through RMS will go
through a booking and choice centre in the new proposal and mean we are
offering a consistent offer of choice to patients using the national e-referral
system. At present this is managed in different ways by GP practices so it
should help promote patient choice
 Development of a range of community alternatives available to care for
people close to home.
Subsequent to the business case development there was a public workshop, with 14
people present, which looked at the business case and helped refine the planned
approach to implementation. We apologised for any unintended disrespect to
HealthVoice members in relation to describing the business case as complex; the
complexity had related not just to the business case, but to the overall process,
including the interfaces between primary care, the triage service, and providers.
Lucy Price, the CCG’s Project Manager for RAS, has been sharing communications
and process materials with HealthVoice members and receiving helpful feedback on
this content.
At the Governing Body meeting we highlighted that the CCG has already
implemented musculoskeletal (MSK) Assessment and Triage as part of the new
community MSK model which went live in October 2017. Members of the public
were included throughout the project, and two members of HealthVoice were part of
the procurement panel.
You indicated that HealthVoice has other questions about the Referral Assistance
Service, including whether the system is now operational, how it is performing, and
where the triage team is being recruited from.
In summary, I acknowledged that HealthVoice raising issues helps the CCG learn
and improve. I agreed that the CCG needs to engage with HealthVoice and the
public in general to help people understand why RAS had been introduced, and that
even when the CCG has no control over changes it is required to implement, it can
listen to patients about the likely impact. I offered the opportunity of a focused
session at a future HealthVoice meeting, where answers to questions and concerns
posed by the group can be provided. The CCG’s Comms and Engagement Team
have made the offer of a session on RAS at a future HealthVoice meeting, which I
understand Patrick has accepted.
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Thank you again for coming to New Alderley House to raise the questions on behalf
of HealthVoice and we look forward to welcoming you again at future meetings.
With kindest regards
Yours sincerely

Jerry Hawker
Chief Officer
NHS Eastern Cheshire Clinical Commissioning Group
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Chief Officer Report

Report Author
Jerry Hawker

Contributors
Matthew Cunningham

Chief Officer

Head of Corporate Services

Jacki Wilkes
Associate Director of Commissioning
16 May 2018

Date report submitted
Purpose of report

To provide the Governing Body with an update on national, regional and local developments
pertinent to the provision of care in Eastern Cheshire and to discharging the statutory duties
of NHS Eastern Cheshire Clinical Commissioning Group.

Key points









Executive Committee meetings – decisions made in May 2018
SEND (Special Educational Needs and Disabilities) Inspection - Cheshire East
Board to Board meetings – principles
Personal Health Budgets
National Breast Screening Programme
Children and Young People’s Mental Health Deep Dive
Annual Improvement & Assessment Framework Meeting with NHS England
Redesign of Adult and Older peoples Specialist Mental Health Services Consultation
Update
 Equality and Human Rights Commission update
 Meetings attended by the Chief Officer in May 2018
 Cheshire East Health and Wellbeing Board May 2018.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For
information

Recommendation
The Governing Body is asked to:
 note for information the content of the report.

Benefits / value to our population / communities
Improved accessible services for our patients and public

Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)
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Key Implications of this report – please indicate 
Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state



Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce




Governing Body Assurance Framework Risk Mitigation:
N/A

Conflicts of Interest Consideration
None

Committee Risk Register Mitigation:
N/A

Report history

This is a monthly report to the Governing Body

Report / Paper Reviewed by (Committee/Team/Director)
Jerry Hawker, Chief Officer
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Chief Officer Report May 2018
1.

Executive Committee Meetings – decisions made in May 2018

1.1

Subject to further consideration by the Programme Management Group of usability
and clarification on how it will be used, the Chief Officer approved the purchase of the
Verto Project Management System for the CCG at a cost of £18,750+ VAT

1.2

the Executive Committee approved adoption in a test form for 6 weeks of the Devon
CCG Quality Impact Assessment and Equality Impact Assessment tool pending
comparison of assessments done on the current system and determining whether any
decisions made using the tool have been challenged.

2.

SEND (Special Educational Needs and Disabilities) Inspection –
Cheshire East

2.1

The outcome of a recent inspection of services across Cheshire East for children and
young people with Special Educational Needs and Disabilities (SEND) has been
published.1 The inspection letter followed a visit by Ofsted and the Care Quality
Commission as a result of new government legislation which requires local authorities
and health partners to reform the way they support and identify children with
SEND. During the week-long visit (12-16 March 2018), government inspectors
attended 60 focus groups which included contributions from more than 200 staff and
130 parents and carers.

2.2

Inspectors noted that ‘there has been a significant improvement in the strategic
leadership of SEN in the area’ and ‘frontline professionals are committed and resolute
in their work for children, young people and their families’. They also recognised that
‘the energy and enthusiasm of leaders at a strategic level to improve provision is yet to
impact on children, young people and their families.’

2.3

It was highlighted that a significant volume of parental feedback outlined poor
experiences and satisfaction with the SEND system, and that support and
implementation of the government reforms from 2014 to 2016 was slow.
Cheshire East Council, supported by NHS Eastern Cheshire CCG and South Cheshire
CCG, is required to produce and submit a written statement of action to Ofsted to
explain how it will tackle
 the timeliness, process and quality of education, health and care plans
 the lack of an effective pathway for children and young people with autism and
unreasonable waiting times.

2.4

The inspection found that the area was performing well in the following ways:
 children and young people with SEND feel safe, and they found no safeguarding
practice concerns.

1

http://www.easterncheshireccg.nhs.uk/Downloads/News-Events/SEND%20inspection%20-%20March%202018%20%20CQC%20and%20Ofsted%20findings.pdf
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 outcomes for children and young people are good and in many areas above the
national average.
 leaders know the local area strengths and areas for development.
 strong partnership working and governance structure.

3.

Board to Board meeting - principles

3.1

In order for the CCG’s Governing Body to discharge its responsibilities, and its role
around delivering the CCG’s vision “Inspiring better health and wellbeing”, it may on
occasion seek to engage directly with Boards of other organisations who provide
commissioned services, or which represent a group of providers who have an interest
in the health and wellbeing of the population of Eastern Cheshire. The Governance
and Audit Committee has defined principles2 to define how these meetings will be
conducted.

3.2

The aim of “board to board meetings” is twofold:
 enables both organisations to gain a reasonable level of understanding in relation to
the their respective strategies, key challenges, opportunities and risks
 assurance can be sought around the service provision, triangulating all of the
information that is presented routinely to the Governing Body concerning the CCG’s
Assurance Framework, Financial, Performance and Quality information.

3.3

In undertaking such meetings, the Governing Body is bound by the principles of good
governance as outlined within its constitution (section 4.4) and any associated
conflicts of interest as per the Standards of Business Conduct policy. Both documents
are available on the CCG’s website.3

3.4

In line with the CCG’s commitment to transparency, any Board to Board meetings will
be reported via the Chief Officer Report during Governing Body meetings held in
public, with a brief synopsis of the meeting and discussions held.

4.

Personal Health budgets

4.1

The Next Steps on the NHS Five Year Forward View reiterated the aim for the NHS to
deliver more personalised care across England. Personal health budgets are a key
part of this expansion, improving outcomes whilst reducing costs. Further detail can be
found in Appendix A.

5.

National Breast Screening Programme

5.1

Recently the Secretary of State announced that serious problems had been identified
within the national breast screening programme relating to the age parameters of
women being invited to attend for screening.

5.2

Over the past decade across the region just under 60,000 women have not been
invited to their last screening and they will receive letters over the next week to notify

2
3

https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Board%20to%20Board%20Principles.pdf
https://www.easterncheshireccg.nhs.uk/Meetings/governing-body.htm
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them of this fact. This will understandably cause significant concern and a national
helpline has been established to provide advice and support. All of these women will
be offered the opportunity to have a further screening examination and a national
commitment has been given to do this by October.
5.3

Advice has been received by Public Health England regarding women affected in
Eastern Cheshire and assurance has been provided that action to contact the
individuals concerned is in progress.

5.4

All women needing an additional screening will be notified to units in the usual way via
the Breast Screening Select (BSS) system. Those under 72 years of age will be
added shortly and their details will be visible to screening units to offer
appointments. The intent is to offer all these women the screening they have missed,
and for this to take place at the earliest possible opportunity. For those over the age
of 72 years the benefits of screening are less clear-cut and the helpline will support
women in making a choice. The helpline will ensure that those who want to take up
the screening offer will be added to BSS; these details are likely to be added in
batches over the next few weeks as women come forward.

6.

NHS England Children and Young Peoples (CYP) Mental Health Deep
Dive

6.1

NHS England and NHS Improvement have been conducting a series of visits to CYP
Providers and CCGs across the Cheshire and Merseyside (C&M) Health and Care
Partnership footprint. The purpose of the visits was to review the robustness of
refreshed Local Transformational Plans, and gain an in-depth understanding of current
provision and future ambition. Assurance was sought in relation to the delivery and
maintenance of key national standards in particular the access to service targets and
their current trajectory.

6.2

Cheshire & Wirral Partnership NHS Foundation Trust gave a comprehensive
presentation which included details of all delivery areas, including Eating Disorders
(ED); numbers of CYP receiving NHS-funded treatment; Access and Waiting times
and admissions to inpatient beds; Data Quality and Recording and Workforce
Planning. It was noted that there had been a number of coding errors initially with ED
and Did Not Attend clock stops which had a negative effect on data quality and
reporting, however, these were now being rectified.

6.3

Updates were provided by Eastern Cheshire CCG on its Local Transformation Plans
including the development of a combined dashboard covering Wirral, West Cheshire,
Eastern Cheshire, South Cheshire and Vale Royal.

6.4

The Clinical Lead for NHS England noted that both the Commissioners and Provider
continue to demonstrate a clear understanding of the challenges in regard to delivery
of the Five Year Forward View for Mental Health. There was a healthy transparency
to the discussions, which was helpful in understanding the individual and collective
pressures and risks to delivery of local transformation plans and national standards.
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7.

Annual Improvement & Assessment Framework Meeting

7.1

On the 16 May 2018 the CCG will undertake its Annual Improvement and Assessment
Framework meeting with NHS England. The meeting will review how the CCG has
performed against the 2017/18 framework focusing on the key domain areas of Better
Care, Better Health, Sustainability and Leadership. Feedback will be provided on the
recent Leadership Self-Assessment indicator and responses to the CCG 360o
Appraisal by stakeholders. A verbal update will be provided at the Governing Body
meeting.

8.

Redesign of Adult and Older peoples Specialist Mental Health
Services Consultation Update

8.1

The consultation period is entering its final phase, with the last scheduled public
consultation meeting scheduled to take place on the 23 May 2018, 6.30pm – 9.30pm
at Macclesfield Town Football Club. The consultation period is due to end on 29 May
2018.

8.2

Since the last Governing Body, the CCG and its partners have delivered an additional
public consultation event in Macclesfield on top of that which was originally planned.
This was in response to a number of requests for an additional meeting in the
Macclesfield area on top of the two already planned. By the end of the 29 May 2018,
the CCG and its consultation partners will have delivered seven public consultation
events.

8.3

The CCG and it partners have also arranged and are delivering a focused consultation
engagement event with Cheshire East Parish, Town and ward/borough councillors on
the 21 May 2018 at Westfields, Sandbach.

8.4

The consultation itself continues to have a high profile and has received significant
coverage and attention from local media outlets. The Consultation has also received
national coverage recently, featuring in the Daily Telegraph (03 May 2018) with the
same article featuring in Sunday Express (06 May 2018), and has received regional
coverage via BBC Radio Manchester (08 May 2018).

8.5

Our (Eastern Cheshire) local MPs have continued to be active in engaging with the
consultation and have recently met with the Secretary of State for Health and Social
Care to discuss the consultation. The CCG and its partners have continued to provide
information around the consultation to the Department of Health and Social Care prior
to and following this meeting.

8.6

The CCG and its consultation partners continue to regularly communicate to the public
and stakeholders regarding the consultation via a number of communication platforms
and through existing networks and forums in an effort to encourage more people to
get involved and provide us with their views and ideas. A number of pop-up
engagement events have taken place – and will continue to take place before the end
of the consultation – at a number of sites across Eastern Cheshire South Cheshire
and Vale Royal where staff have engaged with and spoken to service users, their
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families/carers and members of the public to discuss the consultation and to further
encourage completion of the consultation document. Pop-up events have taken place
in such places as MDGH, Congleton War Memorial Hospital, Knutsford District and
Community Hospital, Jocelyn Solly Resource Centre and Delamere Resource Centre.
8.7

The CCG, as part of its communication and engagement duties, has also been
regularly responding to a number of Freedom of Information requests, MP letters and
letters from members of the public regarding the consultation.

8.8

The CCG has recently updated the consultation section4 of its website with the
questions that have been raised at the consultation events so far and answers
provided by the consultation partners.

9.

Equality and Human Rights Commission (EHRC) conerns re NHS
Continuing Healthcare Policies

9.1

NHS Eastern Cheshire CCG, along with the other Cheshire CCGs, have written to the
EHRC confirming that they will undertake a full review of the local Continuing
Healthcare Policy taking account of the issues raised by the EHRC and the revised
national CHC Framework which is effective from October 201 18. The Cheshire CCGs
have also confirmed that they will suspend specific sections contained within section
7.2 of the CHC policy.

9.2

In light of the assurances provided by the Cheshire CCGs the EHRC will not be taking
any further action at this time (See Appendix B) whilst the policy is being reviewed.
The EHRC will be sighted on the updated policy that is due to be drafted for the end of
August 2018.

10.

Meetings attended by the Chief Officer

10.1

The following is a high level summary of the meetings and events attended by the
Chief Officer in May 2018:
 Meeting of stakeholders involved in Knutsford health and care services
 Remuneration Committee
 NWAS Strategic Partnership Board and an additional planning session
 Locality Management Meeting with practices
 Commissioning Capability Workshops
 Capped Expenditure Programme meeting with East Cheshire NHS Trust, Cheshire
& Wirral Partnership NHS Trust and Cheshire East Council
 Cheshire & Merseyside CCG Accountable Officers meeting with NHS England
 Meeting with neighbouring CCGs who are associate commissioners
 Central and Eastern Cheshire Executive Group
 Clinical Leadership Meeting
 2017-18 review of the CCG’s performance on the Improvement Assurance
Framework with NHS England

4

https://www.easterncheshireccg.nhs.uk/Your-Views/redesign-of-adult-and-older-peoples-specialist-mental-health-services.htm
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 Cheshire CCG’s Joint Executive Team Meeting
 Cheshire & Merseyside System Management Board Meeting.

11.

Cheshire East Health and Wellbeing Board

11.1

The Cheshire East health and Wellbeing Board will meet on the 29 May 2018. The
agenda can be found at
http://moderngov.cheshireeast.gov.uk/ecminutes/ieListDocuments.aspx?CId=739&MId
=7164&Ver=4

12.

Appendices

Appendix A
Appendix B

13.

CLICK HERE to view the NHS England letter regarding Personal health
budgets.
CLICK HERE to view the EHRC letter received by the Cheshire CCGs.

Access to further information

18.1
For further information relating to this report contact:
Name
Jerry Hawker
Designation
Chief Officer Report
Telephone
01625 663764
Email
jerry.hawker@nhs.net
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Appendix A
NHS England letter re Personal Health Budgets – 1 May 2018

NHS Continuing Healthcare Strategic Improvement Programme

To:

CCG Accountable Officers
CCG Chief Finance Officers
Directors of Commissioning Operations
Directors of Nursing
Regional Directors of Finance
Regional Deputy Directors of Finance
Regional Directors of Commissioning Operations
Regional Directors of Commissioning Operations Finance Leads
Personal Health Budget Regional Leads
Continuing Healthcare Strategic Improvement Programme Regional Leads
Continuing Healthcare Regional Leads

Cc:

Regional Directors (NHS England and NHS Improvement)
Tuesday 1 May 2018

Dear Colleagues,
For Action: Continuing Healthcare opportunities
Regions and CCGs are asked to develop plans to make personal health
budgets the default delivery model for NHS Continuing Healthcare funded
home care by April 2019
The Next Steps on the NHS Five Year Forward View has reiterated the aim for the
NHS to deliver more personalised care across England. This will help to meet the
triple aim of improved health and wellbeing, better care and greater value for the
public pound. Personal health budgets are a key part of this expansion, improving
outcomes while reducing costs.
NHS Continuing Healthcare (NHS CHC) funded home-based care is one area where
we know personal health budgets add real benefit to individuals and reduce costs to
the system. NHS CHC is also an area where there is recognition that improvements
are needed and progress is being made as part of the NHS CHC Strategic
Improvement Programme (SIP).
There is strong evidence of improved outcomes as a result of the introduction of
personal health budgets1, including increased quality of life and reduced need for
unplanned NHS care such as emergency hospital admission. Personal health
budgets have also been shown to be cost effective. More recent evidence gathered
as part of the NHS CHC SIP shows that personal health budgets have the potential
to reduce costs of home care packages by an average of 17%.
As a result of these findings, NHS England believes that all NHS CHC funded
packages delivered in a home care setting, excluding fast track NHS CHC, should be
managed as a personal health budget, and that they should become the default
1

www.phbe.org.uk (2012)
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operating model for this group by April 2019. This means that individuals know what
their budget is, are involved in personalised care and support planning and have
greater control over how the budget is used, including the option of a direct payment.
As the greatest benefits to the individual and the system are seen when direct
payments are in place, these should be made available, and we are working with the
Department of Health and Social Care to consider whether the current right to have a
personal health budget can be strengthened to a right to have a direct payment. A
public consultation on extending rights to have a personal health budget is currently
open until Friday 8 June and can be found at:
https://consultations.dh.gov.uk/commissioning-integration-andtransformation/extending-rights-to-personalised-budgets/
From 1 April 2019 NHS England therefore expects personal health budgets to be the
default model of delivering NHS CHC funded home care packages. CCGs and NHS
CHC teams should be making plans to move to this default model before that date.
We know that this may be challenging in some areas, especially alongside other
NHS CHC SIP work. NHS England’s CHC and personal health budget teams are
working jointly to develop a package of support to help local areas develop the
capability to deliver personal health budgets at the scale needed.
This will start with two webinars which will take place in May 2018, aimed at senior
leaders and managers in CCGs and partner organisations. They will provide an
opportunity to find out more about what moving to the default means and details of
the practical support available.
To register for a webinar, please follow one of the links below:
Wednesday 16 May 2018, 3.30 – 4.30pm:
https://healthsector.webex.com/healthsector/j.php?RGID=rd5e907d69ce323727caa2
53feca2ba3d
Monday 21 May 2018, 3.00 – 4.00pm:
https://healthsector.webex.com/healthsector/j.php?RGID=re3a51c5df0b6581dcc4b6
67371f824d6
The delivery support programme will include:






Two-day masterclass events, together with a suite of tools and resources to
embed personal health budgets as business as usual in CHC
Quarterly personal health budget/CHC regional network meetings and events
focussing on areas such as recovery planning, audit and governance,
decision making for personal health budgets and complex cases
Study days focussing on budget setting, support planning, delegation of
healthcare tasks
Mentoring from personal health budget champion CCGs and ‘look and learn’
opportunities from personal health budget discovery sites (as part of a
refreshed mentoring programme for 2018/19)
Additional opportunities such action learning sets and bespoke training.
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Details of all future events and support will be available on the personal health
budgets learning network, www.personalhealthbudgets.england.nhs.uk.
This move towards personal health budget as the default operating model in NHS
CHC funded home care is part of the wider expansion of personal health budgets.
This includes work with five areas to develop a model for personal health budgets in
end of life care, including NHS CHC fast track. Although we are currently not
advocating personal health budgets as the default model for fast track at this stage,
this group does have the right to have them and we would encourage areas to
explore use of personal health budgets in this area as part of their planning. Another
area where we know people benefit from greater choice and control is people who
have integrated or joint health and social care funded packages of care. We are
exploring expanding the right to have an integrated personal budget to this group, as
they already have these rights for the social care aspects of their care. Other areas
where personal health budgets are being introduced include wheelchair services,
mental health and for children with special educational needs or disabilities.
Personal health budgets form a key part of NHS England’s wider drive to ensure
people have greater choice and control over their healthcare and that they are equal
partners in decision making about their care. The Next Steps on the Five Year
Forward View has brought added impetus to the need to embed personalised care
across England to realise the significant contribution this can make to meet the triple
aim of improved health and wellbeing, better care and greater value for the public
pound.
Should you require any further information please don’t hesitate to contact the PHB
mailbox, england.personalhealthbudgets@nhs.net.
Yours Sincerely,
Jim Connolly
National Director
CHC Strategic Improvement Programme

James Sanderson
Director of Personalised Care
Personalised Care Group
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Appendix B
Letter from the Equality and Human Rights Commission re the legality of
the CCG’s Continuing Healthcare Policy

Karen
K
Smitth – Servicce Lead
NHS
N
Contin
nuing Health Care an
nd Comple
ex Care
NHS
N
South
h Cheshire CCG, Bev
van House
e,
Barony
B
Cou
urt, Nantwich, Chesh
hire, CW5 5
5RD

Datee: 14 May 2018
Dear
D
Karen
n
Legality
L
o
of the CCG
G’s Contin
nuing He
ealthcare policy
I write in re
elation to ou
ur previous
s correspo
ondence ab
bout the leg
gality of thee Continuing
Healthcare
H
policies off Eastern Cheshire
C
C
CCG, Westt Cheshire CCG, Souuth Cheshire CCG
and
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Royal CCG.
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aised in ouur letter of claim;
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mework and the ame ndment made to para 7.2.
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Paper Author
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Contributors
Mike Purdie

Chief Finance Officer/Senior Information
Risk Owner

Corporate Programmes and Governance
Manager
17 May 2018

Date paper submitted
Purpose of paper

The Assurance Framework is a summary of strategic risks that may have an impact on the
achievement of corporate objectives. The purpose of the paper is to present those risks for
review by the Governing Body and assure them that all risks are represented, suitable
controls are in place and risks are recorded appropriately.

Reason for consideration by Governing Body
The Assurance Framework is part of a process whereby the Governing Body gains
assurance that the business and significant risks encountered by NHS Eastern Cheshire
Clinical Commissioning Group (ECCCG) are recorded and managed in an appropriate and
timely manner.
Outcome
Required:

Approve

 Ratify

Decide

Endorse

For
information

Recommendation(s)
The Governing Body is asked to approve:
 Updated risks as outlined within the Assurance Framework.
 New proposed risks:
o GBAF506 Dermatology
o GBAF508 Non Urgent Patient Transport.

Benefits / value to our population / communities
The Governing Body Assurance Framework is a mechanism to ensure that significant
strategic risks to ECCCG are recognised and managed appropriately, thus minimising any
impact to our population and communities.

Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)




Procurement
Equality
Safeguarding








Decommissioning
Quality & Patient Experience
Governance & Assurance
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Legal / Regulatory
Other – please state

Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
See Appendix A.

Conflicts of Interest Consideration
No conflicts of interest are applicable in relation to the identified Assurance Framework risks.

Committee Risk Register Mitigation:
The Governing Body is approving the Assurance Framework and associated actions aimed
at mitigating the risks.

Report history

Reported monthly.

Report/Paper Reviewed by
The Governing Body Assurance Framework is reviewed by the Executive Committee. In
addition individual risks are assigned to specific operational committees for review. These
are indicated within the individual risk profiles within the assurance framework.
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Governing Body Assurance Framework
1.

Executive Summary

1.1

The Assurance Framework forms part of NHS Eastern Cheshire Clinical
Commissioning Group’s (ECCCG’s) risk management strategy and policy and is the
framework for identification and management of strategic risks; both risks internal to
ECCCG and those in the wider system in which ECCCG has a role.

1.2

The Assurance Framework is reviewed on a monthly basis by the Executive
Committee, who finalise the list of strategic risks, confirm actions being undertaken
and check assurances. These risks are then added to/amended on the Corporate
Risk Log which contains all operational and strategic risks.

1.3

Note: The graph on GBAF Risk 371 is outlining a current risk of 20 whereas the
correct assessment is a reduced score of 16 as per the table. Work is underway to
resolve what appears to be a technical fault which is preventing the graph from
updating automatically.

1.4

The risks, as outlined in Appendix A, have now been updated and published in the
current Assurance Framework.

2.

Significant Changes

2.1

There have been no significant changes to the existing risks other than updates
against risk actions and updated commentary.

2.2

Following confirmation at the April 2018 Governing Body meeting the following risks
have been removed:
 GBAF 242 East Cheshire NHS Trust Underlying Financial Position
 GBAF 245 Non Delivery of the NHS constitutional standard for A&E waiting time
 GBAF 280 2017/18 QIPP Programme (Financial Recovery)
 GBAF 282 2017/18 Financial Deficit

3.

New Risks for Consideration

3.1

The following risks have been added to the Governing Body Assurance Framework
this month:
 GBAF506 Dermatology.
 GBAF508 Non Urgent Patient Transport.

4.

Proposed Risk to be Removed

4.1

There are no risks proposed for removal.
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5.

Deep Dive

5.1

As a result of recent deep dives, governing body detailed papers, ie, the Financial
Plan, and in camera discussion regarding emerging risks, no deep dive is proposed
for this month. The deep dive schedule has been proposed as per the summary
contained within the Appendix Pack.

6.

Recommendations

6.1

The Governing Body is asked to approve:
 Updated risks as outlined within the Assurance Framework.
 New proposed risks:
o GBAF506 Dermatology
o GBAF508 Non Urgent Patient Transport

6.2

By reviewing the recommendations, the Governing Body will be approving updates to
the Assurance Framework as described. This will ensure that the current risks and
associated scores are reflected to provide a current overview of the key strategic risks
for ECCCG.

7.

Peer Group Area / Town Area Affected

7.1

N/A

8.

Population affected

8.1

N/A

9.

Context

9.1

N/A

10.

Finance

10.1

N/A

11.

Quality and Patient Experience

11.1

N/A

12.

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

12.1

N/A

13.

Health Inequalities

13.1

N/A

14.

Equality

14.1

N/A

15.

Legal

15.1

N/A
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16.

Communication

16.1

N/A

17.

Background and Options

17.1

N/A

18.

Access to further information

18.1
For further information relating to this report contact:
Name
Mike Purdie
Designation
Corporate Programmes and Governance Manager
Telephone
01625 663470
Email
mike.purdie@nhs.net

19.

Appendices

Appendices Table
Appendix A
CLICK HERE to view Governing Body Assurance Framework
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links to 
Caring Together
Quality Improvement

Mental Health & Alcohol
Other





CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care

Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

CCG Values supported by this report – please indicate 
Valuing People
Innovation

Working Together
Quality

Investing Responsibly

NHS Constitution Values supported by this report – please indicate 
Working together for patients
Compassion

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts
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GOVERNING BODY MEETING in Public
23 May 2018

Report Title

Agenda Item 2.2

Governing Body Assurance Framework

Appendix A
Governing Body Assurance Framework 17 May 2018

Appendix A
Governing Body Assurance Framework
GBAF No Title

17 May 2018

GB Review Date Corporate Objectives

Active Risks

Score

Initial | Previous | Proposed

493 Ambulance Response Programme

28-Nov-18

20

20

20

507 Non Delivery of the NHS Constitutional A&E
Four Hour Standard

26-Sep-18

20

20

20

248 Mental Health Services Capacity - Children
and Adolescents Mental Health (CAMHS)

19-Dec-18

12

16

16

316 Redesign of Adult Mental Health Services

30-Jan-19

16

16

16

371 Primary Care Support England

25-Jul-18

12

20

16

494 Premises Lease Expiration

31-Oct-18

16

16

16

510 2018/19 QIPP Delivery

27-Mar-19

16

16

16

491 Sustainability of Clinical Services at East
Cheshire NHS Trust

24-Apr-19

15

15

15

New Risks

Initial | Previous | Proposed

506 Dermatology

25-Jul-18

15

508 Non Urgent Patient Transport

31-Oct-18

12

Low to Medium Risk

17 May 2018

High Risk

15

Very High Risk

15

12

Active Risks
Key ID 23

Assurance Framework?

20

Active?

Objectives:

GBAF 493

Risk Owner

Executive Lead

Neil Evans

Jerry Hawker

Responsible Committee

Ambulance Response Programme
Risk Categor Quality and Performance
North West Ambulance Service is currently not meeting the national standards, implemented from August 2017
by the Department of Health and NHS England and this could have a potentially detrimental effect on outcomes
for our population.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

4

20

Current

5

4

20

•Poor performance against
standards of care
•Performance of North West
Ambulance Service compared
to peers highlights them as
being an outlier for category 1
and category 2 responses to
calls for an emergency
ambulance.

Risk Score
25

12

Appetite

20

Date Added

31/01/2018

Target Date

02/04/2018

Risk Closure
Update Date

Rationale Current Score

15
10
5

17/05/2018

Update Status Current

0
Feb '18

Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

- The North West Strategic Partnership Board
(SPB)have approved an NWAS recovery plan which
demonstrates how they will meet standards this is
also being monitored by the Countywide Clinical
Quality & Assurance Committee and locally through
the CCG's Clinical Quality & Performance
Committee
- Escalation to NHS England and NHS Improvement
has led to regulator support and oversight.

-NWAS have identified the investment
requirements to support delivery of the
improvement plan and this investment needs
CCG(s) to approve funding and then the investment
plans to be put into action.
-Performance information at both County and CCG
level is not yet robustly in place.

Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

North West Ambulance Service Improvement Plan
has been developed with monitoring by SPB and
Regulators. This includes performance and
improvement plan including improvement
trajectories

Commissioners and Regulators agreement NWAS
performance and improvement plan including
improvement trajectories. This includes additional
investment to increase capacity and revise delivery
models. The Improvement Plan contains detailed
actions and timelines for delivery.

17 May 2018

Active Risks
Risk Actions
Risk Action Title

Risk Action Description

Owners

Agreement of investment
requirements to support
improvement plan.

As part of the CCG
improvement plan North West
CCGs are being requested to
provide additional financial
support. The CCGs will be
required to approve this
during April and then
improvement actions will start
to be implemented.

Jerry Hawker

27/04/2018

17/05/2018

NWAS improvement plan agreed NWAS have developed an
improvement plan which
needs to be refined then
approved through
commissioners (through SPB)
and regulators.

Jerry Hawker

27/04/2018

17/05/2018

NWAS to implement a range
Karen Burton
of actions associated with the
ARP improvement plan which
has four themes:
1. An increase in the number
of patients managed by
telephone advice and by nonconveyance to A&E.
2. Re-alignment of the
responding staff and fleet to
increase the number of
double staffed Emergency
Ambulances by 49 to meet
the ARP
Standards to.
3. Improvements delivered by
internal efficiencies and
standardisation within the
Emergency Operations Centre
(call handling) element of
the calls.
4. Improvements in hospital
turnaround times to within
the national target of 30
minutes, together with more
timely access to GP/Acute
Visiting Services where
commissioned.

30/09/2018

NWAS Improvement Plan
(Ambulance Response
Programme)

17 May 2018

Target Date

Closed Date

Active Risks
Key ID 27

Assurance Framework?

20

Active?

Objectives:

GBAF 507

Risk Owner

Executive Lead

Neil Evans

Neil Evans

Responsible Committee

Non Delivery of the NHS Constitutional A&E Four Hour Standard
Risk Categor
NHS Planning Guidance issued February 2018 - Urgent Care requirement is to deliver the four hour A&E
standard with the expectation of achieving 90% by September 2018 and 95% by March 2019. East Cheshire
NHS Trust are consistently not meeting the A&E four hour standard. NHS Eastern Cheshire CCG as a member of
the Eastern Cheshire A&E Delivery Board are responsible for implementing the A&E improvement plan for
2018/19.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

4

20

Current

5

4

20

Risk Score

Rationale Current Score
Non compliance with the A&E
4 Hour Standard

25

12

Appetite

20

Date Added

13/04/2018

Target Date

10

Risk Closure
Update Date

15

5

17/05/2018

Update Status Current

0
Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

Monthly review of progress via the Operational
Resilience Group reporting to the A&E Delivery
Board. Executive, Clinical and Management Leads
to be reviewed and allocated to improvement work
streams.
OPEL Escalation Process in place - Daily reporting
to NHS England and NHS Improvement.
Progress updates via the Action on A&E
Programme
Bi-monthly A&E Delivery Board Urgent Care
Updates are required by the CCG's Clinical Quality
and Performance Committee.

Work stream Lead capacity - Executive, Clinical and
Management capacity is stretched leading to some
delays in implementation.

Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

17 May 2018

Active Risks
Eastern Cheshire involvement in the Action on A&E
Programme for the North Region to promote
system working. The focus for Eastern Cheshire
this year will be "In Hospital Flow Processes". The
programme will run from May to November 2018.
Eastern Cheshire A&E Delivery Board will continue
to focus on the following areas of improvement:
(1) Develop a clear vision and effective system
leadership
(2) Assessment prior to admission
(3) Embed the SAFER patient flow bundle and
Red2Green - Implementing the Improving Patient
Flow guidance.
(4) Develop a Home First approach - CHC
assessments outside of hospital
(5) Model for Frailty
Focusing on these areas will help the East
Cheshire system to improve performance of their
urgent and emergency care pathways. In addition:
* Winter Plans are required by the regulators much
earlier than in previous years.
* Working towards more Patients able to speak to
a clinician when calling NHS 111 - East Cheshire
Trust's Clinical Assessment Service development of
the dispositions for speak to a clinician.
* NHS Online portal due to go live in Cheshire July
2018.
* By March 2019 CCGs also need to ensure
technology is enabled to ensure direct booking into
local GP systems.
* Continue to make progress on Delayed Transfers
of Care.
* Continue to work towards 2020 deliverable all
Acute hospitals to have mental health crisis and
liaison services.
* Ambulance Response Programme - see risk 493

Internal and External Assurance (Regulators) are
actively involved in overseeing performance.
Winter Planning process will require partner and
regulator sign off and process has commenced.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Eastern Cheshire System Wide
Winter Plan

Winter Plans are required by
the regulators much earlier
than in previous years

Neil Evans

30/04/2018

NHS 111 Online Portal for
Cheshire

Population of Cheshire able to
access urgent and emergency
care on line

Karen Burton

31/07/2018

17 May 2018

Target Date

Closed Date

Active Risks
Action on A&E Programme North Region

17 May 2018

Main theme of the
programme is to promote
system working. Eastern
Cheshire A&E Delivery Board
will oversee the high impact
improvement project - In
hospital flow processes

Karen Burton

30/11/2018

Active Risks
Key ID 17

Assurance Framework?

16

Active?

Objectives:

GBAF 248

Risk Owner

Executive Lead

Responsible Committee

Jacki Wilkes

Jacki Wilkes

Clinical Quality and Performance Committee

Mental Health Services Capacity - Children and Adolescents Mental
Health (CAMHS)
Risk Categor People, Quality and Performance, Reputational
Currently the demand for children and young peoples’s mental health services in Eastern Cheshire remains
high. This includes 11-16 years and the Autism and ADHD assessment services The risk is that the capacity
available is insufficient to meet demand resulting in long waiting times, poor access and poor outcomes and for
some children an on-going risk of serious self harm.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

4

12

Current

4

4

16

Rationale Current Score
Demand for 11-19 children's
mental health services
remains high. Referrals are
triaged and only those with
severe needs are accepted.

Risk Score
25

12

Appetite

20

Referrals into the autism and
ADHD service are significantly
higher than anticipated with
waiting times increasing to 24
months

15

5

Risk Closure

'1
8
b

'1
7

Fe

'1
7

No
v

p

17

Se

Ju
l'

'1
7

Ap
r

'1
6
p

Update Status Current

'1
7

0

17/05/2018
Se

Update Date

b

09/09/2018

'1
6

Target Date

10

Fe

09/09/2016

No
v

Date Added

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

Additional funding in 17/18 to voluntary sector to
provide additional support. New investment in
Autism and ADHD services made recurrent in
18/19. Recovery plan for Autism and ADHD
received end of August with plans to maximise
capacity. Recruit to permanent posts and
undertake a post project evaluation to inform
commissioning intentions for 18/19

Sustained increase in demand for services against
predicted need based on peer benchmarking.
Investment plan for 5 year forward view
For Autism and ADHD undertake modelling to
determine what the waiting times would be once
all actions on recovery plan complete

Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

The transfer of stable patients back to primary care
for monitoring has not been achieved. Recruit to
full team/permanent posts
Monthly monitoring of waiting times is on-going.
Performance trajectory reported to NHS England
monthly. £47k investment in 18/19 for crisis

Recovery plan in place. Investment in services for
the neuro-development pathway now recurrent
waiting times down from 4 years to 24 months.
Joint providers workshop scheduled for Jan 2018
to explore opportunities for improvement.

17 May 2018

Active Risks
response. Recovery plan under review and follow
up joint providers meeting scheduled for May to
agree actions to be taken in increase capacity.
Consider additional investment as part of 5 year
forward view 2018/9 increase in funding

Risk Actions
Risk Action Title

Risk Action Description

Owners

Commissioning Intentions

Using data from PPE and
Deep Dive, shape
commissioning intentions for
2018/19

Jacki Wilkes

31/05/2018

Undertake post project
evaluation

Undertake post project
evaluation on Autism and
ADHD. Understand service
gaps and develop plans to
address the gaps.

Jacki Wilkes

31/05/2018

Redesign 0-16+ 16-19 Services

Undertake detailed analysis
and service redesign

Jacki Wilkes

01/09/2018

17 May 2018

Target Date

Closed Date
23/05/2018

Active Risks
Key ID 21

Assurance Framework?

16

Active?

Objectives:

GBAF 316

Risk Owner

Executive Lead

Responsible Committee

Jacki Wilkes

Jacki Wilkes

Governing Body

Redesign of Adult Mental Health Services
Risk Categor Clinical, Financial
During 2016-17 Cheshire and Wirral Partnership developed a range of options to redesign adult mental health
services. These options include redesign of inpatient services to allow a transfer of financial investment from
inpatient to community provision.
A range of risks specifically related to the CCG exist beyond those cited by CWP (clinical sustainability, staffing,
estates) this includes potential financial pressures on CCG budgets as well as our responsibility to comply with
duties around public engagement and consultation.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

4

16

Current

4

4

16

Risk Score
25

12

Appetite

Rationale Current Score
Risks related to clinical
staffing and the poor quality of
estates, and failure to proceed
to consultation due to
procedural issues

20
15

Date Added

12/05/2017

Target Date

03/09/2018

5

Risk Closure
Update Date

10

17/05/2018

Update Status Current

0
Jun
'17

Jul Aug Sep Oct Nov Jan Feb Apr
'17 '17 '17 '17 '17 '18 '18 '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

CWP have twice attended the CCG Governing Body
and Cheshire East Overview and Scrutiny. Both
governance frameworks have highlighted
considerations which need to be taken in
developing the rationale, case for change and
options that would be presented to the public as
part of a consultation. A new project infrastructure
has been developed with ECCCG leading the
project team. Before a public consultation can take
place Caring Together / Connecting Care, CCGs
Joint Committee, ECCCG Governing Body, CWP
Board, OSC and the NHS Assurance Process would
assess the appropriateness of the
approach/consultation.

The level of work required to fully assess the case
and options, then develop appropriate solutions,
requires additional resource to be assigned to
deliver this work. In addition the skills and
experience required to lead on a Public
Consultation may need to be externally sourced.

17 May 2018

Whilst risks have been identified e.g. clinical
staffing, finance, estates dilapidation further work
is requiring to adequately mitigate the risks

Active Risks
Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

The existing case for change has been reviewed
and a range of further areas of development have
been identified. The CCGs, Cheshire East Council
and CWP have developed this document and the
options to improve adult mental health services. A
number of short and longer term risks have been
identified and mitigating actions are being
implemented to address these by CWP, in
partnership with CCGs

Support to proceed to public consultation has been
given by the Governing Body, all partners and the
Overview and Scrutiny Committee. NHSE confirmed
support and the consultation is now underway
closing on 29 May 2018

Risk Actions
Risk Action Title

Risk Action Description

Owners

Risk mitigation

Continue to review the risks
that exist within existing CWP
services and agree with CWP
mitigating actions. Where
risks appear to be crystalising
review and update mitigations

Jacki Wilkes

17 May 2018

Target Date
28/09/2018

Closed Date

Active Risks
Key ID 20

Assurance Framework?

16

Active?

Objectives:

GBAF 371

Risk Owner

Executive Lead

Responsible Committee

Dean Grice

Neil Evans

Primary Care Committee

Primary Care Support England
Risk Categor Compliance, Financial, Governance, Legal, Operational, Primary Care Co-Commissioning Committe
In September 2015 NHS England entered into a contract with Capita to provide a range of 'Primary Care Support
England' (PCSE) administrative services to Primary Care Contractors.
A number of issues have been experienced in relation to the registration/transfer of patients, medical record
transfer, GP registration (Performers List), pensions, payment processes amongst others. The failure of Capita
to adequately provide the services in line with the contractual expectation is that patients may come to harm or
fail to receive appropriate and timely care.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Current

4

4

16

Min of 896 patient records
outstanding for Eastern
Cheshire GPs. PCSE continue
to work to resolve this. The
PCC has recommended the
risk sits as major until
resolution is provided. Agreed
to reduce risk from 20 to 16 at
April 18 PCC.

Risk Score

12

Original

Rationale Current Score

25

12

Appetite

20
15

Date Added

01/07/2016

Target Date

31/03/2019

5

Risk Closure
Update Date

10

17/05/2018

Update Status Current

0
Jul
'17

Aug
'17

Sep
'17

Oct
'17

Nov
'17

Jan
'18

Feb
'18

Apr
'18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

NHS England have a national contracting team
managing the contract and have created a national
stakeholder forum for overseeing the mobilisation
and improvement process with Capita. This
includes local representation from NHS England
Cheshire and Merseyside.
The CCG Primary Care Operational Group and
Primary Care Committee reviews the latest
information from Practices and NHS England at
each meeting.

Where queries are raised responses can be
delayed or do not occur leading to duplication of
effort and loss of confidence from Providers and
CCG.
As the CCG is not directly contracting with Capita
we are reliant on NHS England for enforcing the
contract and improvement actions. Our local NHS
England representative on the stakeholder group
confirmed he was not yet assured that issues were
resolved:
-High levels of medical records not sent to
practices (currently lacking assurance that these
can be located and issue resolved).
-Poor communications from customer support
-GP pension payments
Performers list issues and general GP payments

17 May 2018

Active Risks
issues look to have been resolved / business as
usual process now in place and looking to be
working.
Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

Capita have developed a Rectification Plan,
including an Outstanding Medical Record (OSMR)
project looking at patients who have transferred
GP but where the records transfer remains
outstanding. Practices are escalating relevant
issues to NHS England via the CCG, in order that
trends can be monitored in addressing concerns.
Where individual issues are identified which are
clinically urgent escalation protocols are now in
place to intervene.
PCSE improvements include roll out of bar code
processes for medical records (now nationally
achieved) and to review safe haven schemes.

NHS England have an Operational Team
overseeing the performance of Capita against their
contract and requiring improvement actions where
required.
NHS England provide monthly progress reports to
the CCG and these are discussed at the Primary
Care Operational Group to Monitor Progress.
GP Practices have been asked to raise issues on
Datix to allow us to monitor resolution. The
Primary Care Committee were advised by Practices
that issues on medical records appear to be
historical with current records being processes in a
more effective manner.
Capita have invested in additional short term
capacity to resolve issues e.g. administration
relating to Registrars completing training in August.
Capita senior managers attended November 2017
PCC meeting to provide assurance, this concluded
with the risk rating remaining at 20 (at that time).
Chief Officer and Chair of the Governing Body
wrote to the SIRO of NHS England to ensure they
are aware of the risk to the CCG and request
assurance on behalf of the Governing Body from
an information governance perspective.
NHSE letter of response reviewed at the April 2018
PCC meeting - some assurances provided but
concerns over missing medical records remain.
Agreed that Risk Rating would be reduced to 16. It
was agreed that a clarification letter would be sent
back to NHSE, which would also remind NHSE of
the GDPR regulations taking effect on 25/05/18.
It was agreed that the remaining concerns would
also be escalated via the regional QSG.

Risk Actions
Risk Action Title

Risk Action Description

Owners

CCG to hold NHS England to
account for Capita performance
improvement.

The CCG to continue to hold
NHS England to account for
delivery of the performance
improvement plan. GP
practices to continue to log
issues on DATIX and these

Dean Grice

17 May 2018

Target Date
30/04/2019

Closed Date

Active Risks
reports to be reviewed at the
Primary Care Operational
Group and then raise with
NHS England for response.

17 May 2018

Active Risks
Key ID 24

Assurance Framework?

16

Active?

Objectives:

GBAF 494

Risk Owner

Executive Lead

Responsible Committee

Dean Grice

Neil Evans

Primary Care Committee

Premises Lease Expiration
Risk Categor Primary Care Co-Commissioning Committee, Quality and Performance, Reputational, Strategic
There is a risk that the premises lease for one of the Eastern Cheshire GP practices (premises leased from a
private landlord) will expire prior to a premises solution being put in place for the GP practices in the town in
which it is located. The Landlord would be required to serve a minimum of six months notice to the GP practice,
requiring the GP practice to find alternative accommodation by the end of the notice period. Should this happen
it would mean that the practice population would have reduced access to primary care services; due to limited
additional capacity in neighbouring GP practices this could lead to some patients being unable to adequately
access primary care services for an extended period of time. Should the GP practice be unable to fulfil its
contract and the CCG not have a clear plan in place to mitigate this risk there would be reputational damage
across all stakeholder groups.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

4

16

Current

4

4

16

Risk Score
25

12

Appetite

Rationale Current Score
Reviewed at Primary Care
Committee (Jan 2018) agreed that the likelihood is
high and the potential impact
is high.

20

Date Added

17/01/2018

Target Date

30/06/2018

Risk Closure
Update Date

15
10
5

17/05/2018

Update Status Current

0
Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

Maintaining regular dialog with the GP practice and
NHS Property Services to understand any
increases in risk.

1) CCG Primary Care Estates Strategy is not fully
formed / needs further development in order that
future issues of this nature can be avoided.
2) Full OBC signoff by all financial stakeholders for
a preferred solution, ensuring the local population
can access Primary Care both in the short and
longer term.

Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

1) Progressing feasibility study with NHS Property
Services and GP practices within the Peer Group.

1) Options appraisal completed and stakeholders
have agreed next steps / Outline Business Case

17 May 2018

Active Risks
2) Identify interim solution for the individual
practice at risk.
2a) This includes use of branch surgery.
2b) Interim premises could be used, e.g. local East
Cheshire Trust premises.
2c) The existing site could be purchased by a
stakeholder and leased back to the GP practice.

timeline agreed.
2) Stakeholders are supporting an interim solution
and are willing to assist in resolving this issue.
3) Current building being used to maintain services
while options appraisal and mitigating actions are
put in place, recognising that a worse case
scenario would require the GP practice to be given
a minimum of six months notice.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Meet with ECT re alternative
sites

Meet with ECT to determine if
there is spare capacity at
alternative sites for the GP
practice at risk as an interim
solution, to ensure
continuation of Primary Care
services.

Dean Grice

31/03/2018

Cost analysis of interim solutions Cost analysis of various
interim solutions to be
generated.

Dean Grice

30/06/2018

Peer Group Estates Options
Appraisal

Dean Grice

30/06/2018

17 May 2018

For the long-term estates
solution an Outline Business
Case is required, led by NHS
Property Services, on the
shortlisted options for the
wider peer group included the
affected GP practice.

Target Date

Closed Date
28/03/2018

Active Risks
Key ID 30

Assurance Framework?

16

Active?

Objectives:

GBAF 510

Risk Owner

Executive Lead

Responsible Committee

Alex Mitchell

Alex Mitchell

Governing Body

2018/19 QIPP Delivery
Risk Categor
Requirement to deliver £9.4m of savings in 2018/19 which will enable ECCCG to deliver an agreed £15m
deficit and subsequently access Commissioner Sustainable Funding of £15m. Failure to deliver on QIPP will
result in the CSF not being achieved and ECCCG breaching its statutory duty around managing within its
available resources.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

4

16

Current

4

4

16

Risk Score
25

12

Appetite

20

Date Added

18/04/2018

Target Date

31/03/2019

Risk Closure
Update Date

Rationale Current Score
18/19 Recovery Programme
identifies a number of
schemes which are at high risk
of non delivery. No mitigating
schemes are currently
identified.

15
10
5

17/05/2018

Update Status Current

0
Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

The QIPP plan agreed by Governing Body in April
18, contained no identified mitigating actions.
Therefore, current forecast estimates that the
required QIPP will not be delivered in full within the
financial year.

No mitigating QIPP schemes identified to reduce
the risk.Seek to "de-risk" QIPP schemes which
have a value tagged as high risk re
deliverability.Programme resources are being
finalised to ensure capacity is appropriate to
deliver schemes, recognising that some are
working across the Eastern Cheshire Economy as
part of the Capped Expenditure Programme
principles.

Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

Utilise the 0.5% contingency (circa £1.3m to
partially offset any shortfall.Finalise formal
recovery plan with NHS England by June
18.Utilise national informational i.e. menu of
opportunities to validate ECCCG position
concerning any potential QIPP

Monitoring of the QIPP delivery in term's of scheme
progress and value and reported to the Finance
Committee and Governing Body.Impact of
QIPP delivery and individual budgets in supporting
the delivery of a £15m forecast deficit at the year
end.

17 May 2018

Active Risks
opportunities.Possibility to work with NHS
England to seek further assurance on ECCCG
financial position and provide assistance in
implementing extremely challenging QIPP
options.NHS England instigated QIPP Phase 3
review on ECCCG planning of identified QIPP
schemes - Overall assurance on supporting
process.Commissioning Capability Programme
instigated in April 18.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Agree Financial Plan

Governing Body to agree
financial plan for 18/19 at
April 18 meeting.

Alex Mitchell

25/04/2018

25/04/2018

QIPP Recovery Plan

Governing Body to sign off
QIPP recovery plan in April 18

Alex Mitchell

25/04/2018

25/04/2018

Formal Recovery Plan

Governing Body to sign off
formal recovery plan
submission to NHS England.

Alex Mitchell

27/06/2018

Commissioning Capability
Programme

To utilise outcomes from the
programme to support
identification / mitigation of
QIPP.

Alex Mitchell

25/07/2018

17 May 2018

Target Date

Closed Date

Active Risks
Key ID 22

Assurance Framework?

15

Active?

Objectives:

GBAF 491

Risk Owner

Executive Lead

Responsible Committee

Fleur Blakeman

Fleur Blakeman

Clinical Quality and Performance Committee

Sustainability of Clinical Services at East Cheshire NHS Trust
Risk Categor Clinical, Political, Reputational
If clinical services remain unchanged, there is a risk at East Cheshire Hospital NHS Trust that a number of
clinical services will become unsustainable

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

3

5

15

Current

3

5

15

Rationale Current Score
Level of impact associated
with clinical risk indicates a
high impact score and medium
likelihood.

Risk Score
25

12

Appetite

20

Date Added

19/02/2018

Target Date

10

Risk Closure
Update Date

15

5

17/05/2018

Update Status Current

0
Feb '18

Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

CCG Plan on a Page. CCG Commissioning
Intentions. Establishment of a Partnership Board
and Executive Group. Membership of the
Partnership Board includes Chair and Chief Officer
of the CCG and a representative of the Cheshire
and Merseyside and Greater Manchester Health
and Care Partnerships. Capped Expenditure
Process. Establishment of work plan for the CCG
and work streams for the transformation
programme. Appointment of an Independent Chair,
Executive Programme Lead , Programme Director
and Senior Responsible Officers for each of the
work streams. Plans to develop a business case
articulating case for change, proposals for service
change and resource requirements.
Work commissioned by the Cheshire & Merseyside
Health & Care Partnership from the NHS
Transformation Unit and external consultants
KPMG to develop service options.

CCG capacity and capability to lead service
transformation. Memorandum of Understanding
between the partners not yet signed. Confirmed
timescales and scope for any business case.
Detailed work plans for the lifetime of the systemwide transformation programme. Solutions which
will secure the clinical sustainability of services
and return the economy to financial balance by
2021. Confirmation of availability of transition
funding.

17 May 2018

Active Risks
Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

Memorandum of Understanding in development
between the system-wide partners. Draft shared
with the CCG Governing Body in January 2018.
Clarity of timescales and scope of the business
case is being confirmed with the Health and Care
Partnership.

CCG Governing Body to receive service proposals
developed for East Cheshire NHS Trust and
proposals regarding next steps in July 2018.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Target Date

Closed Date

Fleur
Blakeman

28/02/2018

22/02/2018

Workshop 20 March 2018 for
Executive Group members

Workshop 20 March 2018 for Fleur
Executive Group members
Blakeman

20/03/2018

20/03/2018

Confirm Place and agree MoU

Confirm Place and agree MoU Jerry Hawker

30/04/2018

23/05/2018

Commissioning Capability
Programme

Leadership assessment
process

Jerry Hawker

31/05/2018

Service Proposals

Develop service proposals for
East Cheshire NHS Trust by
NHS Transformation
Unit/KPMG

Jerry Hawker

20/07/2018

Confirm timescales for Business Confirm timescales for
Case
Business Case

17 May 2018

New Risks
Key ID 26

Assurance Framework?

15

Active?

Objectives:

GBAF 506

Risk Owner

Executive Lead

Responsible Committee

Neil Evans

Neil Evans

Clinical Quality and Performance Committee

Dermatology
Risk Categor Financial
In April 2018 Vernova Community Interest Company served notice as local Provider of Dermatology Services.
Due to a limited NHS market for Dermatology this presents a risk that patients may either have to travel a
considerable distance for care or not have access to services at all. As part of the Cheshire East Acute
Sustainability work there is the opportunity to explore alternative models of care and provision.

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

5

3

15

Current

5

3

15

Risk Score
25

12

Appetite

Rationale Current Score
Whilst notice on the existing
contract has been served
alternative options are being
explored between
commissioner and provider.

20

Date Added

12/04/2018

Target Date

31/08/2018

Risk Closure
Update Date

15
10
5

17/05/2018

Update Status Current

0
Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

Frequent meetings between existing provider and
commissioner with open communications of
information.
A meeting has been arranged between the
preferred provider (only current identified provider
and existing provider to discuss options to transfer
the service.

CCG could issue an Any Qualified Provider advert
for Dermatology although market intelligence
would indicate there is likely to be little interest.

Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

Alternative provider has been potentially identified
and discussions are taking place between them
and existing provider and CCG to assess if a
service transfer can take place. The preferred
provider is undertaking due diligence and will
confirm by June whether they are able to proceed.
The CCG has highlighted to neighbouring Provider
Trusts the likely impact on them from their local

The Clinical Quality and Performance Committee
will maintain this risk and ensure agreed actions
are being delivered as planned.

17 May 2018

New Risks
CCG Patients. This notes that Salford will not
accept referrals from Out of Area CCGs (beyond .
A range of short term actions have been developed
by Vernova which will reduce the financial losses
they are experiencing and as implemented could
allow the service to be maintained for a longer
period whilst additional providers are identified.
These actions have been discussed with OSC on 3
May 2018. The actions are:
•10th June 2018 - Organisation restructuring to
take effect (internal decision only)
•20th June 2018 - Stop provision of photo
dynamic therapy locally
•1st July 2018 - Restrict the service to Eastern
Cheshire CCG patients only
•1st July 2018 - Introduce universal application of
revised Wigs Policy
•1st August 2018 - Withdraw from high cost
Congleton, Knutsford, and Macclesfield Sites, and
reduce medical staffing capacity
Work to identify care which could be provided in
Primary Care (Minor Surgery) has been identified
and the CCG is highlighting to GP practices
alternatives.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Minor Surgery

Highlight to practices
community alternatives for
minor surgery.

Neil Evans

27/04/2018

11/05/2018

Communications Strategy

Partners developing Comms
strategy to ensure staff know
about potential transfer of
service

Neil Evans

27/04/2018

11/05/2018

Short Term Actions

Agree a range of short term
financial savings options with
Vernova and agree
implementation plans. This
will delay the service closure
and improve the service
availability for patients.
Attend OSC on 3 May to
outline situation.

Neil Evans

10/06/2018

17 May 2018

Target Date

Closed Date

New Risks
Agree with alternative provider
whether a service transfer is
possible.

Having spoken to potential
local alternative providers a
single potential provider has
been identified. The option
will be explored and firm
agreements sought. If this
proves not possible an
alternative plan including
advertising the service will
take place.

Neil Evans

18/06/2018

Cessation of local Photo
Dynamic Therapy

Local patient provision of PDT Neil Evans
is closed with patients
referred to tertiary providers

20/06/2018

Centralise service to Waters
Green, Handforth and Alderley
Edge

To reduce costs service will
be delivered from lower cost
sites.

Neil Evans

01/07/2018

Application of revised policy for
prescribing wigs

Vernova implementing wig
policy more in line with peer
providers. This will maintain
national prescribing
requirements, e.g. free
prescription eligibility,
however will limit the
contribution that can be
funded on the NHS. Policy
remain relatively "generous"
comparable to other local
providers.

Neil Evans

01/07/2018

Service only accept referrals
from Eastern Cheshire

Service taken off secondary
care menu in e referral so
only visible to Eastern
Cheshire GP practices.

Neil Evans

01/07/2018

17 May 2018

New Risks
Key ID 28

Assurance Framework?

12

Active?

Objectives:

GBAF 508

Risk Owner

Executive Lead

Responsible Committee

Neil Evans

Jerry Hawker

Clinical Quality and Performance Committee

Non Urgent Patient Transport
Risk Categor Clinical, Financial
West Midlands Ambulance Service has given 12 months notice to terminate the current contract agreement for
provision of patient transport services to the CCGs of Cheshire, Warrington and Wirral. The contract will
terminate on Friday 5th April 2019.
The basis of this notice is that WMAS believe they can not deliver the existing service within the current capped
financial value of the contract. Blackpool CCG coordinate ambulance service contracts for the North West.
Re-procurement of the service has the following risks:
(1) Poorer patient experience, service specification may be weakened, including changes to key performance
indicators
(2) Additional cost of procurement process because of external services (in year)
(3) Risk of paying additional monies with any new provider - potentially plus 25% on current contract value
(4) No other providers come forward leaving a gap in provision leading to expensive interim arrangements

Risk Rating

Risk Score History

Likelihood x Impact - Score

Original

4

3

12

Current

4

3

12

Risk Score
25

12

Appetite

20

Date Added

13/04/2018

Target Date

10

Risk Closure
Update Date

15

Rationale Current Score
West Midlands Ambulance
Service has been given 12
months notice to terminate the
non emergency patient
transport service (NEPTS)
contract. The contract will
terminate on Friday 5th April
2019.
No immediate risk as the
current contract is being
fulfilled

5

17/05/2018

Update Status Current

0
Apr '18

Current Controls (What are we currently doing
about the risk?)

Gaps In Control

West Midlands Ambulance Service Non Emergency
Patient Transport Service - Contract Review
meetings take place on a weekly basis. NHS
Eastern Cheshire Commissioner also attends the bimonthly NEPTS County Governance meetings. The
contract is also reviewed at the County Strategic
Partnership Board.
Blackpool CCG are coordinating development of a
Project Team to lead on the procurement process
which will include representation from all CCGs in

The Project team is still being established.
The Project Plan is not yet established.

17 May 2018

New Risks
Cheshire, Warrington and Wirral.
Mitigation Action (What have we done/what more
can we do)

Assurances (How do we know if things are having
a positive effect?)

12 months formal notice to terminate the Non
Emergency Patient Transport Service contract has
been communicated to the Cheshire, Wirral and
Warrington CCG's - WMAS Letter dated 5th April
2018.
Re-procurement process has started with Project
resource being identified to commence work.
WMAS are striving towards meeting the Key
Performance Indicators continuing with their
investment strategy in year. Patient experience
currently assessed as being relatively good.
Remedial improvement plan in place including
improvement trajectories for any areas of
contractual non compliance.

WMAS is commissioned by Blackpool CCG on a
North West footprint with established monitoring
and governance processes.
Robust Governance via County Commissioner
Group, and Wirral CCG have been locally
coordinating plans and liaising with local CCGs in
developing mitigating plans.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Project planning

Wirral/Blackpool CCGs
develop project plan and
timelines.

Karen Burton

27/04/2018

Agree and recruit project team

Wirral/Blackpool CCGs
develop project team
structure, governance and
recruit team.

Karen Burton

27/04/2018

17 May 2018

Target Date

Closed Date
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Purpose of report
This report provides an update to the Governing Body regarding the work undertaken and
processes required to sign off the final draft of the Annual Report and Accounts of NHS
Eastern Cheshire Clinical Commissioning Group (CCG), covering the financial year period 1
April 2017 to 31 March 2018.

Reason for consideration by Governing Body
The Governing Body is required by the Constitution of the CCG to approve the CCG’s
Annual Report and Accounts, or delegate approval to a committee of the CCG.
Outcome
Required:

Approve

 Ratify

Decide

Endorse

For
information

Recommendation
The Governing Body is asked to:
 approve the Annual Report and Accounts 2017-18
 approve the recommendation to delegate to the CCG Governance and Audit Committee,
at its meeting on the 25 May 2018, the authority to make and approve any final
amendments to the CCG’s Annual Report and Accounts 2017-18
 confirm at the meeting on the 23 May 2018 the Statement of Disclosure to Auditors.

Benefits / value to our population / communities
The Annual Report and Accounts is the key way in which CCGs demonstrate their effective
stewardship of public money and discharge their accountability to tax payers.

Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Decommissioning

Equality
Quality & Patient Experience

Safeguarding
Governance & Assurance

Legal / Regulatory
Staff / Workforce
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NHS Eastern Cheshire CCG
Annual Report and Accounts 2017 - 2018
1.

Executive Summary

1.1

NHS England and all Clinical Commissioning Groups ﴾CCGs﴿ have a statutory duty to
produce an annual report and accounts for the financial year, including a governance
statement. NHS England’s annual report will reflect an assurance position across all
the CCGs, before itself feeding into the Department of Health’s ﴾DH﴿ annual report.
Personal responsibility for producing the CCG Annual Report and Accounts rests with
the CCG Accountable Officer ﴾Chief Officer﴿.

1.2

The form and content of the Annual Report and Accounts is directed by NHS England
and CCGs must meet the requirements of the Department of Health and Social Care’s
(DHSC) Manual for Accounts (the ‘manual’)1 and the HM Treasury Financial Reporting
Manual (FReM).2 A CCG is required to publish, as a single document, a three part
Annual Report and Accounts and is required to contain:
 a performance report
 an accountability report
 the financial statements.

1.3

The DHSC guidance sets out the minimum content of the Annual Report and
Accounts, however beyond this the CCG is required to ensure that additional
information is included where necessary to reflect the position of the CCG within the
community and give sufficient information to meet the requirements of public
accountability. The structure of the three-part Annual Report and Accounts, however,
must be adhered to.

1.4

The CCG’s Annual Report and Accounts 2017 – 2018 (Appendix A and Appendix B)
present in detail the story of the CCG’s activities during the previous financial year,
and is the key way in which CCGs demonstrate their effective stewardship of public
money and discharge their accountability to tax payers.

1.5

At its April 2018 meeting, the CCG Governance and Audit Committee received a draft
version of the Annual Report for consideration and comment ahead of the first draft
being submitted to NHS England (NHSE) and the CCG’s external auditors on the
20 April 2018. The CCG has received feedback on the content of the draft report
which was cross checked against a national template that helps the NHSE area team
determine whether the CCG has provided sufficient detail against the national
requirements for the reporting of the Annual Report and Accounts. This feedback has
been incorporated into the final draft version of the Annual Report and Accounts
2017 - 2018 being considered at the May 2018 Governing Body meeting.

1
2

https://www.gov.uk/government/publications/department-of-health-group-accounting-manual-2017-to-2018
https://www.gov.uk/government/publications/government-financial-reporting-manual-2017-to-2018
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1.6

The CCG has also considered and incorporated the feedback received from its
External Auditors - Grant Thornton LLP UK - on the draft Annual Report and Accounts
2017 - 2018, as well as incorporated learning from the Grant Thornton benchmarking
review of Annual Reports 2016 - 2017. A summary of the findings of this
benchmarking report can be viewed in Appendix C.

1.7

External Audit will also present to the Governing Body its conclusions around the
CCG’s Annual Report and Accounts 2017 – 2018 which will need to be considered by
the Governing Body. The External Auditors report will be combined within the
approved final draft of the CCG Annual Report and Accounts 2017 – 2018 and form
part of the final document to be submitted to NHS England, which is required to be
done by 9.00am on the 29 May 2018.

1.8

At its meeting in public, Governing Body members are also asked to confirm the
Statement of Disclosure to Auditors. The statement is as follows:
 Each individual who is a member of the Clinical Commissioning Group (CCG)
at the time the Members’ Report is approved confirms:
 so far as the member is aware, there is no relevant audit information of
which the CCG’s auditor is unaware that would be relevant for the
purposes of their audit report
 the member has taken all the steps that they ought to have taken in order
to make him or herself aware of any relevant audit information and to
establish that the CCG’s auditor is aware of it.

1.9

The Annual Report and Accounts 2017 - 2018 for NHS Eastern Cheshire CCG, once
approved, will be published and made publicly available.

1.10

In approving the CCG Annual Report and Accounts 2017- 2018, the members of the
Governing Body confirm that they are satisfied they present the CCG’s year in an
appropriate, comprehensive, balanced and coherent way.

1.11

Further amendments: The CCG has submitted its final draft Annual Report and
Accounts 2017 - 2018 to the NHSE area team on the 16 May 2018 and therefore the
CCG may receive additional feedback ahead of the Governing Body meeting on the
23 May 2018, which – if any received - will be fed back verbally at this meeting. If the
Governing Body also requests that amendments be made to the final draft version of
the CCG Annual Report and Accounts 2017- 2018, then it is recommended that the
Governing Body delegate final approval authority to the CCG Governance and
Audit Committee which will consider the Annual Report and Accounts 2017- 2018 at
its meeting on 25 May 2018, ahead of submission to NHSE on the 29 May 2018.

2.

Recommendation:

2.1

The Governing Body is asked to:
 approve the Annual Report and Accounts 2017 - 2018
 approve the recommendation to delegate to the CCG Governance and Audit
Committee, at its meeting on the 25 May 2018, the authority to make and approve
any final amendments to the CCG’s Annual Report and Accounts 2017- 2018.
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3.

Reason for recommendation:

3.1

CCGs have a statutory duty to produce an Annual Report and Accounts, publish it and
communicate its publication to members of the public and key stakeholders. To enable
its publication, the Governing Body is required to consider and approve the CCG’s
Annual Report and Accounts, or delegate its approval to a sub-committee of the
Governing Body. The CCG Governance and Audit Committee has within its Terms of
Reference the role of approving the CCG’s Accounts when required to do following
Governing Body delegation.

4.

Peer Group Area / Town Area Affected

4.1

All peer groups and town areas.

5.

Population affected

5.1

All of the resident population of eastern Cheshire and those registered with a GP
Practice within Eastern Cheshire.

6.

Context

6.1

This is the fifth Annual Report and Accounts for NHS Eastern Cheshire CCG as a
statutory NHS body.

7.

Finance

7.1

The Annual Report and Accounts presents the final view of how NHS Eastern
Cheshire CCG has discharged its financial duties in the financial year 01 April 2017 to
31 March 2018.

8.

Quality and Patient Experience

8.1

The Annual Report and Accounts provides a statement from NHS Eastern Cheshire
CCG on how it is meeting its duties around quality and patient experience.

9.

Consultation and Engagement

9.1

CCG Staff and representatives of our member practices have been and involved in the
production of the content of this Annual Report and Accounts. As part of the process
of producing the Annual Report and Accounts a draft version has been presented to
and feedback received from the CCG Governance and Audit Committee, as well as
the NHS England area team and our external auditors. Comments received in relation
to the draft version have been reflected within the final draft version for approval.

10.

Equality

10.1

The Annual Report and Accounts provides a statement and evidence from NHS
Eastern Cheshire CCG on how it is meeting its Public Sector Duty.

11.

Legal

11.1

The Annual Report and Accounts provides evidence that addresses a number of key
legal duties required of NHS Eastern Cheshire CCG.
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12.

Communication

12.1

The Annual Report and Accounts will be a publicly available document and therefore
will need to be presented in an accessible format for patients and carers. Upon
approval of the final draft by the Governing Body, the Annual Report and Accounts
2017 - 2018 will be formatted and designed professionally to further improve its
accessibility and readability. A printed version will be made available.

12.2

Following approval the CCG must publish / make available the Annual Report and
Accounts on its website. The unformatted version of this document will be published
with a view for it to be replaced with an updated formatted/designed version before the
CCG Annual General Meeting (AGM).

12.3

Before 30 September 2018 the CCG must present its Annual Report and Accounts to
stakeholders, including members of the public, at its AGM.

13.

Access to further information

13.1 For further information relating to this report contact:
Matthew Cunningham
Name
Designation Head of Corporate Services
01625 663339
Telephone
matthew.cunningham@nhs.net
Email

14.

Appendices

Appendix A CLICK HERE to view the NHS Eastern Cheshire CCG Annual Report 2017 – 2018
Appendix B
Appendix C

(note: to follow once approved)
CLICK HERE to view the NHS Eastern Cheshire CCG Annual Accounts 2017 –
2018 (note: to follow once approved)
CLICK HERE to view the Grant Thornton LLP UK benchmarking report
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links to 
Caring Together
Quality Improvement

Mental Health & Alcohol
Other





CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care

Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm
Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services

living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions







CCG Values supported by this report – please indicate 
Valuing People
Innovation

Working Together
Quality

Investing Responsibly





NHS Constitution Values supported by this report – please indicate 
Working together for patients
Compassion

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts


Page 7 of 7





This page has been left blank intentionally

Commissioning Intentions 2017/19
Governing Body Update May 2018
Fleur Blakeman
Strategy and Transformation Director

NHS Planning Guidance – Must Dos
1. STP’s
Implement agreed STP milestones so that you are on track for full
achievement by 2020/21.

Health and Care Partnership (replaced the
STP) developed a Business Plan to confirm
the priorities for 2018/19 containing
milestones agreed by all partners.

Achieve agreed trajectories against the STP core metrics set for
2017/19

A “reboot” in July 2017. From this point
the CCGs were no longer held to account
on the 2017/19 trajectories. The metrics
informed continuing plans but have
evolved into Place Based plans with a
focus on place-based care.

NHS Planning Guidance – Must Dos
2. Finance
Deliver individual CCG and NHS provider organisational control totals, and
achieve local system financial control totals.

Overall the system control total has not
been met due to ECCCG exceeding its
initial planned deficit if £13.4m . Main
NHS Providers (ECT & CWP) delivered
their respective financial targets.

Implement local STP plans and achieve local targets to moderate demand
growth and increase provider efficiencies.

ECCCG has delivered on a number of
schemes in-year to manage demand:
• Musculoskeletal Services – Direct
Access
• Medicines – Self-Care
• Procedures of Limited Clinical Value
Policy agreed and implemented
across Cheshire refreshed quarterly
• CHC Reviews of high cost packages
of care.

Demand reduction measures include: implementing RightCare; elective care
redesign; urgent and emergency care reform; supporting self care and
prevention; progressing population-health new care models such as
multispecialty community providers (MCPs) and primary and acute care
systems (PACS); medicines optimisation; and improving the management of
continuing healthcare processes.
Provider efficiency measures include: implementing pathology service and
back office rationalisation; implementing procurement, hospital pharmacy
and estates transformation plans; improving rostering systems and job
planning to reduce use of agency staff and increase clinical productivity;
implementing the Getting It Right First Time programme; and implementing
new models of acute service collaboration and more integrated primary and
community services.

ECCCG participated in the Capped
Expenditure Programme to identify
further opportunities for cost savings.
Whilst no significant savings were
identified, partners have benefited and
continue to benefit from joint working.

NHS Planning Guidance – Must Dos
3. Primary Care
Ensure the sustainability of general practice in your area by
implementing the General Practice Forward View.
Tackle workforce and workload issues.
By no later than March 2019, extend and improve access in
line with requirements for new national funding.
Support general practice at scale, the expansion of MCPs
or PACS, and enable and fund primary care to play its part
in fully implementing the forthcoming framework for
improving health in care homes

• All practices accredited with Primary Care Home status.
• Some piloting and utilisation of national best practice
in relation to online consultation tools, workflow
optimisation processes
• Introduction of additional roles in General Practice
including Clinical Pharmacists. Direct access to
Physiotherapy has helped to release capacity within
Primary Care.
• Practice building expansion commenced at Lawton
House, Congleton
• Four practices (in the Bollington, Disley, and Poynton
peer group) commenced working towards a practice
merger.
• Primary Care has supported the development of five
Care Communities
• Completion of Capital Build at ECT to enable Primary
Care Streaming (went live on 01 October 2017)

NHS Planning Guidance – Must Dos
4. Urgent and Emergency Care
Deliver the four hour A&E
standard, and standards for
ambulance response times.
By November 2017, meet the
four priority standards for sevenday hospital services for all
urgent network specialist
services
Implement the Urgent and
Emergency Care Review.

• A&E Delivery Board continued to meet on a monthly basis to oversee system
performance and the development of initiatives to address pressures within the
system based around five key workstreams/areas for improvement:
• Develop a clear vision and effective system leadership;
• Assessment prior to admission;
• Embed the SAFER patient flow bundle and Red2Green - Implementing
the Improving Patient Flow guidance;
• Develop a Home First approach - CHC assessments outside of Hospital;
• Model for Frailty
• Range of additional schemes/services were commissioned over the winter period
through a combination of BCF/iBCF allocations and NHS England non recurrent
allocations e.g. Rapid Access Domiciliary Care, Additional OOH / AVS/Primary
Care Streaming capacity, Additional Social Worker to support the move to
discharge to asses, additional Therapy Staff, additional Medical Staffing at ECT at
weekends.
• Local performance during 2017-18 did not meet the national standard; which was
consistent with the national challenges, however highlights the need for further
improvements in the model of care (ECT A&E 4 Hour Wait for year 2017/18 =
81.1%).
• Primary Care Streaming introduced October 2017.

NHS Planning Guidance – Must Dos
4. Urgent and Emergency Care continued
Deliver a reduction in the
proportion of ambulance 999
calls that result in avoidable
transportation to an A&E
department.

Local alternatives to conveyance continue to be recognised as successful. It is
difficult to quantify this as CCG level reporting has not been available since the
launch of the Ambulance Response Programme at the end of 2017 to January 2018
a 1.9% reduction in “see and convey” activity in Cheshire.
Secured a reduction in conveyancing of patients from Care Homes.

Initiate cross-system approach to
prepare for forthcoming waiting
time standard for urgent care for
those in a mental health crisis.

Early Intervention Psychiatry (EIP). Target measures the percentage of people who
start treatment within two weeks of referral. ECCCG ytd 17/18 = 94% against the
National standard of 50% .

NHS Planning Guidance – Must Dos
5. Referral to Treatment Times and Elective Care
Deliver the NHS Constitution standard that more than 92% of
patients on non-emergency pathways wait no more than 18
weeks from referral to treatment (RTT).
Deliver patient choice of first outpatient appointment, and
achieve 100% of use of e-referrals by no later than April 2018 in
line with the 2017/18 CQUIN and payment changes from
October 2018.

Streamline elective care pathways, including through outpatient
redesign and avoiding unnecessary follow-ups.
Implement the national maternity services review, Better Births,
through local maternity systems.

• At the end of 2017 we have reached 79%
compliance with e-referral and are on track for
achievement of the national requirements in
relation to “paper switch off”.
• The CCG did not meet the RTT waiting time
standard which was partially as a result of the
national decision to defer non urgent elective care
over winter. Work to implement clinical triage
commenced in 2017/18. (ECCCG average ytd =
91.4% April 2017-February 2018).
These work areas are being undertaken at the Heath
and Care Partnership level.

NHS Planning Guidance – Must Dos
6. Cancer
Working through Cancer Alliances and the National
Cancer Vanguard, implement the cancer taskforce
report.

Working very closely with both of programmes to improve
local cancer outcomes – including earlier detection of
cancer, best practice timed pathways, straight to test, and
reformed models of care for living with and beyond cancer.

Deliver the NHS Constitution 62 day cancer standard,
including by securing adequate diagnostic capacity,
and the other NHS Constitution cancer standards.

Our performance against all cancer waiting times standards,
including the 62 day standard has been excellent with each
quarter achieved. Also working towards the delivery of the
new standard being considered for 2020 – Find Out Faster.
(2017/18 - 62 day wait standard 85% , 2017/18 - Achieved
standard in all months apart from Nov 2017 (78.7%) yearly
Average = 90% ).

NHS Planning Guidance – Must Dos
6. Cancer continued
Make progress in improving one-year survival rates by
delivering a year-on-year improvement in the
proportion of cancers diagnosed at stage one and
stage two; and reducing the proportion of cancers
diagnosed following an emergency admission.

Our outcomes are improving year on year in all of these
areas, placing us as one of the highest performers across
Greater Manchester and Eastern Cheshire.
In 2008 One year survival was 69.5%. Consistent increase year
on year with 73.7% in 2015 for all cancers.
The ECCCG One year survival rate is above England average
for all cancers and has been from 2008
England 1 year survival figure 72.3% (2015).

Ensure stratified follow up pathways for breast cancer
patients are rolled out and prepare to roll out for other
cancer types.

A Macmillan Project Manager is in post to ensure stratified
pathways for breast, colorectal and prostate pathways are
implemented. This will be fully implemented by March 2019.

Ensure all elements of the Recovery Package are
commissioned.

Work is in progress to ensure compliance against this
standard.

NHS Planning Guidance – Must Dos
7. Mental Health
Deliver in full the implementation plan for the Mental Health Five Year
Forward View for all ages, including:
a)Additional psychological therapies so that at least 19% of people
with anxiety and depression access treatment, with the majority of
the increase from the baseline of 15% to be integrated with primary
care;
b)More high-quality mental health services for children and young
people, so that at least 32% of children with a diagnosable condition
are able to access evidence-based services by April 2019, including all
areas being part of Children and Young People Improving Access to
Psychological Therapies (CYP IAPT) by 2018;
c)Expand capacity so that more than 53% of people experiencing a first
episode of psychosis begin treatment with a NICE-recommended
package of care within two weeks of referral;
d)Increase access to individual placement support for people with
severe mental illness in secondary care services by 25% by April 2019
against 2017/18 baseline;
e)Commission community eating disorder teams so that 95% of
children and young people receive treatment within four weeks of
referral for routine cases; and one week for urgent cases; and
f)Reduce suicide rates by 10% against the 2016/17 baseline.

a) This has increased to 16.8% for 2018/19
and a business case developed by the
provider for additional investment to
support achievement of new target.
b) Currently exceeding the 2012 target of
35% however nationally recognised issue
relating to target numbers which will
need to be corrected to reflect true
demand. Latest intelligence suggest that
Eastern Cheshire will need to double the
number of children accessing the service
to meet true demand and achieve the
mandated standard. (ECCCG has achieved
the 2017/18 standard of 30% access for
CYP as @ Q3.)
c) Meeting the target (EIP ECCCG ytd
2017/18 to M11 = 94% against the
2017/18 standard of 50%)
d) 3,088, meeting the target
e) Ongoing
f) Latest information not yet available but
remains an issue for Cheshire East.

NHS Planning Guidance – Must Dos
7. Mental Health continued
Ensure delivery of the mental health access and quality
standards including 24/7 access to community crisis resolution
teams and home treatment teams and mental health liaison
services in acute hospitals.

This is the 2012 target and is part of the proposals
out for consultation.

Increase baseline spend on mental health to deliver the Mental
Health Investment Standard.

• The CCG delayed investment in the Mental Health
5 Year Forward View in 2017/18 due to its
challenged financial position. In addition,
successful QIPP schemes obtaining better value for
money and more local placements for complex MH
and LD patients helped reduce expenditure during
the year.
• The CCG is planning to meet the MH Investment
Standard target of increasing its spend by 2.9% in
2018/19. This includes additional investment
towards 5YFV outcomes targets of £250k.

Maintain a dementia diagnosis rate of at least two thirds of
estimated local prevalence, and have due regard to the
forthcoming NHS implementation guidance on dementia
focusing on post-diagnostic care and support.

ECCCG February 2018 diagnosis rate = 74.7%
(highest across C&M) current estimated prevalence
for ECCCG = 3088

Eliminate out of area placements for non-specialist acute care
by 2020/21.

There were no out of area placements (Cheshire
and Wirral Partnership Foundation Trust footprint)
during 2017/18 for non-specialist acute care.

NHS Planning Guidance – Must Dos
8. Learning Disabilities
Deliver Transforming Care
Partnership Plans with local
government partners, enhancing
community provision for people
with learning disabilities and/or
autism.

• CCG regularly represented on strategic and operational groups to drive forward
the Transforming Care Partnership (HCP) Plans across the Cheshire and
Merseyside footprint.
• Partners are working towards meeting the deadline although there are significant
challenges relating to patients detained under a legal framework as well as
housing and providing appropriate support packages.

Reduce inpatient bed capacity by
March 2019 to 10-15 in CCGcommissioned beds per million
population, and 20-25 in NHS
England-commissioned beds per
million population

• ECCCG currently have just under 10 inpatients with LD/ASC, a number of which
are in out of area long stay hospitals and secure facilities (funded by NHSE
specialised commissioning).
• Extra resource has recently been allocated internally to facilitate appropriate
discharge plans for these patients, given the complexities presented.

NHS Planning Guidance – Must Dos
8. Learning Disabilities
Improve access to healthcare for
people with learning disability so
that by 2020, 75% of people on a
GP register are receiving an
annual health check.

• Published data shows an increase year on year with a significant increase in
2016/17 evidencing the positive effect of the quality improvement project with
practices in 2016/17.
• 2017/18 data appears to be on track, however as practices have from the 1st of
April until the 31st of March each financial year, often completing health checks
in Q4 we are unable to ascertain if there has been any further uptake until the
data is available.

Reduce premature mortality by
improving access to health
services, education and training
of staff, and by making necessary
reasonable adjustments for
people with a learning disability
and/or autism.

• Support for last remaining practice to sign up to the DES. Now all practices are
under taking LD health checks
• Practice information packs have been produced for all GP practices.
• New EMIS template distributed and all practices encouraged to adopt to improve
quality and guideline compliance.
• Development and delivery of a MDT training afternoon including GP’s, practice
nurses and administrators.
• Regular attendance of Practice Managers meetings to promote LD DES and tackle
any issues.

NHS Planning Guidance – Must Dos
9. Improving Quality in Organisations
All organisations should implement plans to improve quality of care,
particularly for organisations in special measures.

This has been completed.

Drawing on the National Quality Board’s resources, measure and improve
efficient use of staffing resources to ensure safe, sustainable and
productive services.

The CCG ensures that provider
organisations are undertaking this
work.

Participate in the annual publication of findings from reviews of deaths,
to include the annual publication of avoidable death rates, and actions
they have taken to reduce deaths related to problems in healthcare.

This work is ongoing.

Cheshire & Merseyside Sustainability
and Transformation Plan
4 Key themes:

Support for people to live
better quality lives by
actively promoting the things
we know have a really
positive effect on health and
wellbeing;

• Established a Wellbeing Network of partners from health, housing, Public Health,
third sector organisations across Cheshire East to co-ordinate campaigns and actions.
Agreed a key priority for each quarter commencing in 2018/19 - Mental Health, blood
pressure, winter wellness, alcohol , that are aligned with national campaigns and the
HCP prevention priorities.
• HCP Prevention (AMR, Hypertension, Alcohol) – completed local audits, agreed work
plans across the HCP including: AMR – dedicated Microbiologist; Hypertension –
Community Pharmacists carrying out blood pressure and pulse checks (9 Pharmacies
in Eastern Cheshire); working on Alcohol plan at HCP level and rolling out a ‘Making
Every Contact Count’ train the trainer programme across Cheshire and Merseyside.

Working together with
partners in local government
and the voluntary sector to
develop more joined up
models of care, outside of
traditional acute hospitals, to
give people the support they
really need in the most
appropriate setting;

• Commenced establishment of Care Communities across the 5 peer group areas.
• Knutsford and Bollington Disley and Poynton (BDP) have been developing since
summer 2017 and have MDTs working together to join up care in the areas of
Demetria reviews, Residential Care Homes, screening of Heart Failure, Medicines
Management, Carers Support, early identification of Frailty, management of Diabetes.
• Macclesfield was set up in late 2017 and is focussing on the team working together to
care for older people.
• Chelford, Handforth, Alderley Edge and Wilmslow (CHAW) have identified their
clinical lead and are planning for a launch event.
• Congleton and Holmes Chapel are working to test out a new approach to empower
teams that is currently being used in some parts of Holland (Buurtzorg model)

Cheshire & Merseyside Sustainability
and Transformation Plan
4 Key themes:
Designing an acute care system for our
communities that meets current modern
standards and reduces variation in quality;

Work is ongoing as part of the Acute Sustainability workstream.

Making ourselves more efficient by joining
up non front-line functions and using the
latest technology to support people in
their own homes;

• Implementation of the Digital Roadmap and use of the Cheshire Care
Record.
• Resources to support the use of technology to measure Atrial
Fibrillation secured from the Health Innovation Network.

Caring Together / Financial Balance
Community Services
a) Integrated Community Teams
b) Remaining services
c) Bed/Home Based Services (Redesign of existing Intermediate Care
Services)

Ensuring Services are Sustainable (link to STP)
a)Hospital (eg, Urgent Care, Maternity, Paeds, General Surgery)
b)Mental Health (Inpatient Services, Redesign of Children’s services)

a)Prototyping of two Care
Communities within Eastern Cheshire
completed. Specification now in draft
and shared with Cheshire Joint
Executive Team and CCG Executive
Team to be transferred in to provider
contracts for shadow monitoring in
2018/19.
b)Work progressing as part of the Care
Communities Work Stream.
c)Paper scheduled to be presented to
the CCG Governing Body in June
2018.
a)Acute Sustainability work to be
presented to Governing Body July
2018.
b)Currently out to public consultation
regarding service options for Adult
and Older People’s Mental Health
Services.

Caring Together / Financial Balance
QIPP Initiatives (Secondary care activity, medicines management,
complex care and CHC)
a)Address areas where we still have scope to improve, e.g.
RightCare.
b)Deliver the benefits of the Caring Together Primary Care Contract.
c)Collaborative programme across Cheshire and Wirral (or wider
footprint as appropriate).

A number of QIPP schemes implemented in
2017/18. Overall performance to Month 11:
• Referrals <2.1%
• Outpatients >4.3%
• Elective Admissions >4.0%
• A&E <1.6%
• Non Elective Admissions <2.0%

Maximise savings through the transfer of appropriate work from
acute to community settings; including but not limited to:
a)Musculoskeletal outpatient physiotherapy.
b)Low risk pre-operative assessments.
c)Minimising follow up outpatient attendances through a shared
review programme to reduce unnecessary long term follow up in
secondary care.
d)Revision of paediatric urgent care pathways to reduce short stay
admissions.

a) Went live in September 2017
b) Scheme withdrawn and removed from
Caring Together Specification on basis not
deliverable
c) Being undertaken in 2018/19 as part of CEP.
First priorities being Cardiology and
Gastroenterology
d) Not commenced in 2017-18 – Part of Acute
Sustainability Work Stream.

Health Economy partnership approach to focus on those QIPP
schemes that either reduce costs to the economy, or maximise
income to the economy, ie, CCG Quality Premium, STF Funding.

CEP did not deliver any savings in 2017/18 but
a revised programme of work is taking place in
2018/19 with the themes of: Community Beds;
Elective Care; Estates; Complex High Cost
Packages of Care.
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NHS Eastern Cheshire CCG Constitution Update
1.

Executive Summary

1.1

This paper informs the Governing Body of the proposed amendments to the NHS
Eastern Cheshire Clinical Commissioning Group (CCG) Constitution – which if
approved will form version 1.7 of the CCG Constitution.

1.2

Appendix A - CCG Constitution v1.7 Amendments Log outlines the proposed
changes that have been made to version 1.7 of the CCG Constitution. Version 1.7 of
the full Constitution can be found online on the CCG website.1

1.3

Amendments to the Constitution cover the following key areas:
 amendments to the Terms of Reference (TOR) for the following Governing Body
Sub-Committees and CCG Committee:
 Governance and Audit Committee
 Remuneration Committee
 Clinical Quality and Performance Committee
 Primary (General Medical) Care Commissioning Committee
 minor typographical and grammatical amendments.
 updated content to reflect latest CCG literature and dates
 improved content in relation to CCG duties on engagement and participation
 inclusion of section hyperlinks within document to aid easier navigation.

1.4

Subject to the approval of the proposed amendments to the Constitution by the
Governing Body, the CCG will be required to seek the final approval of the
amendments by the CCGs GP membership. This will be done at the CCG GP
membership locality meeting on 01 June 2018.

1.5

Subject to approval by the CCGs GP membership, the CCG must submit an application
to NHS England to amend the Constitution.2 Once approved by NHS England the CCG
Constitution v1.7 will be published on the CCG website.

2.

Recommendation:

2.1

The Governing Body is asked to:
 approve the proposed amendments to the CCG Constitution
 subject to Governing Body approval, note that the CCG will seek final approval of the
amendments at the 01 June 2018 GP membership Locality meeting.

3.

Reason for recommendation(s):

3.1

Amendments to the TOR of the Governing Body sub-committees and Committees of
the CCG must be approved by the Governing Body. A CCGs Constitution is required to
contain the TOR of its Sub-Committees and Committees which have decision making

1

http://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2018-0523/NHS%20ECCCG%20Constitution%20Master%20Copy%20v1.7%20May%202018%20draft%20track%20changes.pdf
2

https://www.england.nhs.uk/wp-content/uploads/2016/11/guidance-constitution-mergers-dissolution-nov16.pdf
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authority and that these TOR must be publicly available on a CCGs website. Under the
CCGs Scheme of Delegation and Reservation3 amendments (or variations) to the
CCGs Constitution must be approved by the CCGs GP membership ahead of
submitting a variation request to NHS England.

4.

Peer Group Area / Town Area Affected

4.1

All peer groups and town areas.

5.

Population affected

5.1

All residents and patients registered with a General Practice within Eastern Cheshire.

6.

Context

6.1

Applications to NHS England to vary a CCGs Constitution can only be made by the
Governing Body if the CCGs GP membership approves the variation. A minimum of
60% of the member practices need to have endorsed the variation to enable the CCG
to submit the application to NHS England. Within the application to NHS England to
vary the CCG Constitution, alongside the latest version of the Constitution the CCG
must also provide evidence that the GP Membership have approved the amendments
and supported the intent to submit the application, as well as an impact assessment.

6.2

Whilst CCGs can apply to NHS England at any point throughout the year, it should be
noted that it can take up to 8 weeks for NHS England to approve the amended
Constitution. A CCGs constitution has effect only once it is approved by NHS England
and published by the CCG, therefore until such time as the CCG receives the approval
of NHS England for the amended Constitution; it is still operating – legally – under the
existing NHS England approved version of the Constitution.

6.3

The CCG Governing Body sub-committees and CCG Committees have considered and
approved their amended TOR at their meetings on the dates below:
 Governance and Audit Committee – 13 September 2017
 Remuneration Committee – 02 May 2018
 Clinical Quality and Performance – 09 May 2018
 Primary (General Medical) Care Commissioning Committee – 11 April 2018.

7.

Finance

7.1

Not applicable in relation to this paper.

8.

Quality and Patient Experience

8.1

Not applicable in relation to this paper.

9.

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

9.1

Governing Body members, GP practice representatives and staff have all been
engaged with regarding the amendments outlined within this paper.

3

https://www.easterncheshireccg.nhs.uk/Downloads/Publications/Constitution/Scheme%20of%20Delegation%20v1.3%20Final%20Nov%202017.pdf
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10.

Health Inequalities

10.1

Not applicable in relation to this paper.

11.

Equality

11.1

Not applicable in relation to this paper.

12.

Legal

12.1

The proposed amendments outlined within this paper comply with and are in line with
national guidance. Key documentation referenced to ensure compliance include:
 Towards establishment: Creating responsive and accountable clinical commissioning
groups4
 Health & Social Care Act (2012)5
 The National Health Service (Clinical Commissioning Groups) Regulations 20126
 Managing Conflicts of Interest: Statutory guidance for Clinical Commissioning
Groups.7
 Model wording for amendments to Clinical Commissioning Groups’ constitutions.8

13.

Communication

13.1

Subject to receipt of the GP Memberships approval, the CCG Constitution will be
submitted to NHS England for their approval. Upon receipt of the NHS England
approval the CCG will be required to publish the updated Constitution (v1.7) on the
CCG website. Governing Body members and member practices will be notified of this.

14.

Access to further information

14.1

For further information relating to this report contact:

Name
Matthew Cunningham
Designation Head of Corporate Services
Email
matthew.cunningham@nhs.net

15.

Appendices

Appendices Table
Appendix A
CLICK HERE to view the CCG Constitution v1.7 Amendments Log

4

https://www.england.nhs.uk/wp-content/uploads/2012/09/towards-establishment.pdf
http://www.legislation.gov.uk/ukpga/2012/7/contents/enacted
http://www.legislation.gov.uk/uksi/2012/1631/pdfs/uksi_20121631_en.pdf
7
https://www.england.nhs.uk/commissioning/pc-co-comms/coi/
8
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2014/11/annx-c-mod-wrd-amends.pdf
5
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation
Effective Use of Resources
Continuous Improvement



CCG 5 Year Strategic Plan programme of work this report links to 
Caring Together
Mental Health & Alcohol

Quality Improvement
Other



CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens
having a positive experience of care
Reduce the inequalities in health
and social care across Eastern
Cheshire
Ensure our citizens access care to
the highest standard and are
protected from avoidable harm

Increase the proportion of older people
living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services

CCG Values supported by this report – please indicate 
Valuing People
Innovation

Working Together
Quality

Investing Responsibly




NHS Constitution Values supported by this report – please indicate 
Working together for patients
Compassion

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts
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NHS Eastern Cheshire CCG Constitution Update

Appendix A
CCG Constitution V1.7 Amendments Log

AMENDMENTS TO THE CONSTITUTION
Amendments to the constitution included in Version 1.7 and approved by the
Governing body of NHS Eastern Cheshire CCG on XXX and ratified by NHS
England on XXX .
Deletions are formatted as follows: deletion
Insertions are formatted as follows: Insertion
Constitution Change
Page Ref.
Throughout
Typographical and grammatical amendments
p3-4
Updated Contents page to reflect new numbering of sections
p5
Updated foreword to reflect 2018-19 and narrative in CCG Annual
Reports
As a new organisation we are clear that we need to embrace new
ways of working. We have made engagement with patients, public,
clinicians and staff a high priority. Our vision and values are already
becoming embedded in the way we work and our philosophy of “one
team, working together” to support a clinically led commissioning
organisation is taking shape.
The vision of the CCG ‘inspiring better health and wellbeing’ is a
central tenet of our Constitution. It shapes the direction and
behaviour of the CCG, its membership and its staff. Thi vision is
embedded in all that we do and underpins all of the commissioning
and business decisions that we undertake on behalf of the Eastern
Cheshire population. Our way of working is also guided by and
measured against the values and principles of the CCG.

p14

We are proud of our achievements so far and look forward to a
future where we will see real and substantive progress in providing
the best quality care for the population of Eastern Cheshire. and we
will continue to work with our partners to ensure that the population
of Eastern Cheshire has access to high quality, safe and effective
care.
Updated section to reflect updated wording in CCG Annual Reports
1.1.1.
The values that lie at the heart of the group’s work are:
1. Valuing people - listening to and respecting the
public, our patients, carers, communities and staff
2. Working Together - to deliver the right care, in the
right place at the right time
3. Innovative - creating the culture and environment
that inspires, supports and shares good ideas
4. Quality - striving for the best possible care to
achieve the best possible outcomes

Constitution
Page Ref.

Change
5. Investing Responsibly - making the right
evidence-based decisions for best value affordable
healthcare

p15-16

4.5.1

The group will demonstrate its accountability to its
members, local people, stakeholders and NHS England in
a number of ways, including by:
a)

publishing its constitution

b)

appointing independent lay members/persons and
non GP clinicians to its Governing Body

c)

holding meetings of its Governing Body, Primary
(General Medical) Care Commissioning
Committee and Joint Commissioning Committee in
public (except where the group considers that it
would not be in the public interest in relation to all
or part of a meeting)

d) publishing annually a commissioning plan

e) producing annual accounts in respect of each
financial year which must be externally audited
and published
f)

having a published and clear complaints process

g) complying with the Freedom of Information Act
2000
h) providing information to NHS England as required
i)

by being a member of the Cheshire East Health &
Wellbeing Board.

4.5.2

In addition to these statutory requirements, the group
will demonstrate its accountability by establishing
advisory committees to the Governing Body. These
comprise of:






Eastern Cheshire HealthVoice
a Clinical Forum (Locality Management Meeting)
Caring Together Partnership Board
five locality based peer groups enabling a line of
accountability between the General Practice
representatives on the Governing Body and their local

Constitution
Page Ref.

Change
member practices

p19

Updated to better reflect feedback from IAF rating and description of
engagement needs
5.1
General Duties - in discharging its functions the group will:
5.1.1 Make arrangements to secure public involvement in the
planning, development and consideration of proposals for
changes and decisions affecting the operation of
commissioning arrangements1 by:
a) appointing a Lay member(s) with Governing Body level
accountability to ensure effective public and patient
involvement
b) publishing and implementing a communications and
engagement strategy and work plan in partnership with
Eastern Cheshire HealthVoice
c) establishing Eastern Cheshire Health Voice as an
advisory committee to the CCG Governing Body on
changes and decisions affecting the operation of
commissioning arrangements
c) publishing information on how members of the public can
contribute to the group’s plans and development of commissioned
services and ensuring that the CCG publishes how patient and
public involvement has made a difference and been reflected in our
commissioning decisions reflecting their views in our commissioning
plans
d) ensuring effective governance arrangements, through
regular reporting by Eastern Cheshire HealthVoice to
the Governing Body d) ensuring how the consideration
of the public, patients and carers views and
experiences and their involvement in CCG business is
clearly referenced and visible in CCG decision making
processes and papers to CCG decision making forums
e) maximising the opportunities to use practice
participation groups to inform the CCG about patient
experience and feedback patient opinion
f) establishing strong working relationships with our local
Healthwatch.

1

See section 14Z2 of the 2006 Act, inserted by section 26 of the 2012 Act

Constitution
Page Ref.

Change
g)

p21-22

5.1.2

establishing strong working relationships with
organisations, groups and other bodies such as
Eastern Cheshire Healthvoice and Healthwatch
Cheshire East, who work for or represent the views of
Eastern Cheshire communities and/or public, patients
and carers.
Assist and support NHS England in relation to the
Board’s duty to improve the quality of primary
medical services2 by:
a) exploring and implementing, where appropriate
incentive schemes that support innovation and
quality improvement schemes
b) supporting the practices with access to data and
information tools to assist them in identifying areas
for quality improvement
c) encouraging member practices to use their peer
groups to share clinical best practice
d) using the Primary (General Medical) Care
Commissioning Committee and Clinical Quality
and Performance Committee to assure the
Governing Body of the continuous improvement of
primary medical services
e) using the Primary (General Medical) Care
Commissioning Committee to co-ordinate a
common approach to the commissioning of
Primary (General Medical) Care across Eastern
Cheshire.

p23-24

2
3

5.1.3

Promote the involvement of patients, their carers
and representatives in decisions about their
healthcare3 by:
a)

ensuring that the NHS Constitution is widely and
freely available to the public, communities,
patients and carers through the CCG website,
member practices and practice patient
participation groups

b)

complying with NHS England guidance on

See section 14S of the 2006 Act, inserted by section 26 of the 2012 Act
See section 14U of the 2006 Act, inserted by section 26 of the 2012 Act

Constitution
Page Ref.

Change
involving patients their carers and representatives
in decisions about their health care
c)

working in partnership with the CCG’s patient
reference groups – Eastern Cheshire HealthVoice
working in partnership with - where appropriate –
public, patient and carer representative or advisory
groups or networks.

5.2.9 Obtain appropriate advice4 from persons who, taken
together, have a broad range of professional expertise in
healthcare and public health by:
a) ensuring that the Governing Body includes a mix of clinical
and non-clinical expertise, including but not limited to GPs,
secondary care doctors, registered nurses and public health
consultants
b) involving clinicians, nurses, public health consultants,
experienced and capable officers and independent lay
members with a range of skills and expertise
c) working collaboratively with clinical senates and strategic
clinical networks , as they become established
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Inclusion of page references to Termsof Reference
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See Appendix I for the Terms of Reference of the Primary Care Committee
See Appendix J for the Terms of Reference for the Joint Commissioning
Committee
51
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Amendments to Governance and Audit Committee
2.11

Annual Accounts. The GAC will review and approve the
Annual Accounts on behalf of the Governing Body when
required.

5.2

All agenda items will be subject to approval by the GAC
Chair and will normally be required at least ten working
days prior to the meeting date

Amendments to Remuneration Committee TOR – general reordering and re-numbering of Sections and inclusion of new
text
2.2

4

In order to fulfil its role effectively, the Committee will:
 review and approve the application of national guidance
related to remuneration and conditions of service for the

See section 14W of the 2006 Act, inserted by section 26 of the 2012 Act

Constitution
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3.1

CCG workforce under Agenda for Change (AfC) and nonAfC terms and conditions (T&C’s)
ratify any amendments or variations to the CCG Governing
Body Recruitment and Appointment policy
review and ratify on an annual basis the CCG
Remuneration Framework
to ratify the appointment process for any CCG employees
onto the Governing Body, including job description,
remuneration and T&Cs, where not covered in the CCG
Constitution
determine allowances under any pension scheme the
CCG might establish as an alternative to the NHS
pension scheme
review and consider evidence collected regarding the
performance of the Clinical Chair, Accountable Officer,
Chief Finance Officer and other senior team members on
VSM or other non AfC Contracts when determining
annual salary awards

The Committee shall be appointed by the CCG from amongst
its Governing Body members plus any other representatives
that are required to attend as determined by the Committee.
The Committees standing membership will consist of:

Member
Lay Member Representative – Chair
Lay Member Representative x2
General Practice Locality Peer Group
Representatives (Max of 2)
Independent HR Advisor
CCG Administrative (Secretarial) Support

Voting Right
Yes
Yes
Yes
No
No

3.5

A standing invite to attend Committee Meetings, in a nonvoting capacity, is extended to:
 CCG Head of Corporate Services (HOCS)
 CCG Clinical Chair
 CCG Accountable Officer (Chief Officer)
 CCG Chief Finance Officer.

3.6

The committee may also extend invitations to other personnel
with relevant skills, experience or expertise as necessary to
enable it to deal with matters before the committee. Any
individuals invited to the meeting should not be in attendance
for discussions about their own remuneration and terms of
service.

4.2

Where the Committee is discussing the remuneration of CCG

Constitution
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Lay members as part of its annual business the conditions as
set out in section 8 apply. For the Committee to undertake its
business on this item, the sole decision maker in such
circumstances is the General Practice Peer Group
Representative Committee member, who can make this
decision in consultation with the non-voting HR advisor who
must be in attendance at the meeting when the decision is
passed.
5.2

All meetings are held in-camera.

6.6

The Committee will be supported by a member of the CCGs
Executive Committee (Head of Corporate Services) who will
ensure that support is provided to the Committee Chair in the
management of the Committee’s business, namely that:
 correct minutes are taken, and once agreed by the chair
distributed to the members;
 conflicts of interest are recorded along with the
arrangements for managing those conflicts;
 a record of matters arising is produced with issues to be
carried forward;
 an action list is produced following each meeting and any
outstanding action is carried forward on the action list until
complete;
 provide appropriate support to the Chair and committee
members;
 the agenda is agreed with the Chair prior to sending
papers to Committee members
 the annual programme of work is up to date and
distributed;
 the minutes of the meeting are distributed
 the papers of the committee are filed in accordance with
the group’s policies and procedures.

6.7

An appointed secretary will be responsible for supporting the
Chair and Head of Corporate Services in the preparation and
circulation of agendas, papers and minutes. The Secretary
will take minutes.

7.1

The Committee will bring to the attention of the Governing
Body in a separate report, any items of specific concern
which require Governing Body’s approval to act.

7.2

The Committee will provide exception reports to the
Governing Body, highlighting any key developments /
achievements or potential risks / issues.
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8.5

Members / attendees should not make decisions (or provide
advice) relating to their own remuneration or terms and
conditions (as set out in the table below):

Ability to participate in making a decision on post remun
CCG Chair

AO (CO)

CFO

Lay

GP R











Ability to participate in advising on a decision regarding post

Lay Member
GP Rep

HR Adviser
AO (CO)
CFO
CCG Chair
HOCS
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CCG Chair

AO (CO)

CFO

Lay

























GP R







Amendments to Clinical Quality and Performance Committee
2.
Membership
2.1 The Committee shall be appointed by NHS Eastern
Cheshire CCG, as set out in its constitution and may include
individuals who are not on the Governing Body.
2.2 The membership of the committee will be made up of the
following members, plus any other representatives that are
required to attend as determined by the committee.
Member

Voting
Right

GP Member of Governing Body Member (GB) Chair

√

Lay Member(s) of Governing Body (GB) - Deputy
Chair

√

GP Lead for Clinical Quality Representative
Head of Clinical Quality (or Deputy)
Member of GB (Clinical) Governing Body Non-GP
clinical member (Registered Nurse or Secondary
care Doctor)
Quality and Safeguarding Director
Commissioning Director
Public Health representation representative

√
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Associate Director for Commissioning
Health Watch Representative
Office Administrator (Quality Team)
Relevant members of the Executive Team,
Commissioning Managers and other personnel will
be invited to attend meetings as appropriate
2.3 The Committee will also be supported by the following roles:
Team Member
Office Administrator
Relevant members of the Executive Team, Commissioning
Managers and other personnel will be invited to attend meetings
as appropriate
3.

Roles and responsibilities of members
 the role of chair of the CQ&P will be undertaken by a
clinically qualified member of the CCG Governing Body
 the role of deputy chair of the CQ&P will be undertaken
by a Lay member of the CCG Governing Body
 the Head of Quality and the Performance Manager
(Contracts) will jointly be responsible for providing the
meeting with relevant reports and documentation
 the administration of the meeting will be by a member of
the CCG administration team, who will be responsible for
supporting the Chair in the preparation and circulation of
agenda, papers and minutes.

4.
Declarations of Interest
4.1. Individuals contracted to work with or appointed to the
group’s committees will comply with the Committee’s
Standard of Business Conduct Policy including the
requirements for declaring conflicts of interest in line with
current guidance.
4.2. In order to facilitate this process, “Declarations of Interests”
will be a standing item on all agendas and copies of the
minutes will be sent to the Governance Manager for the
purposes of maintaining the register of interests.
4.3. All new declarations of interest must be notified to the
“Accountable Officer” within 28 days of a member taking
office of any interests requiring registrations, or within 28
days of a change to a member’s registered interests.
Copies of these notifications should be sent to the Corporate
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Programmes and Governance Manager.
5.
Quoracy
5.1 Members of the Committee will seek to make decisions and
recommendations based on consensus. Where this is not
possible, the Chair of the meeting will ask for members to
vote using a show of hands.
5.2 Three voting members of the Committee membership must
be present for the meeting to be quorate.
5.3 A quorum necessary for the CQ&P Committee to undertake
its business is defined as:
 Committee Chair (or nominated Deputy Chair)
 CCG Quality Team member
 Two other committee members, one of which must either
be a
 Lay member
 Governing Body member.
6.
Frequency and Notice of Meeting
6.1. There will be a minimum of 10 6 meetings per year –
meeting bi-monthly. Virtual meetings will be held as and
when required on the alternative months when physical
meetings do not take place.
6.2. Extraordinary meetings may be called by the chair as
appropriate.
6.3. Members to be sent relevant papers and agenda five
working days prior to meeting.
6.4. All reports are required to be submitted ten seven working
days in advance of the meeting.
7.
Remit and Responsibilities of the Committee
7.3 To delegate action, as appropriate, to the CCG internal
Clinical Quality and Performance operational group (QuAG)
(CQ&P Ops Group) and hold this group to account where
appropriate.
8

Relationship with the Governing Body

8.2

A Quality and Performance, and Plan on a Page paper will
be taken to the Governing Body each quarter for further
scrutiny

8.3 Quality and Performance progress against agreed objectives
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will be shared with the Governing Body.
8.3 The committee is responsible to the governing body for all
corporate risks with regard to quality, performance and
safeguarding. They will review monthly and make
recommendations to the Governing Body with regard to all
risks held by the committee
9
Policy and Best Practice
9.1 Minutes will be approved by the Chair and draft circulated
within ten working days
9.2 Members are expected to comment regarding accuracy of
draft minutes within ten working days of receipt.
9.2 The Committee may request information they agree
necessary to fulfil their obligations.

p112 - 120

Amendments to the Primary (General Medical)
Commissioning Committee Terms of Reference

Care

2.0

Membership

2.1

The Committee core membership will consist of:
Position
Voting
Rights
Lay Member (Chair)
Yes
Lay Member (Vice-Chair)
Yes
NHS ECCCG Accountable Officer
Yes
NHS ECCCG Chief Finance
Yes
Officer (deputising for Accountable
Officer)
NHS ECCCG Commissioning
Yes
Director
NHS ECCCG Executive Nurse
and Director of Quality
NHS
ECCCG
Strategy
&
Transformtion Director
General Practice Representatives - one
No
representative from each Eastern Cheshire
Care Community
General Practice representatives from
member practices of NHS ECCCG (minimum
of 3, maximum of 5)

2.4

The Committee may call additional Lay Members, Governing
Body or CCG Executive Committee Members to attend
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meetings as and when required. so as to mitigate any
possibility of decision making being unable to take place due
to arising conflict of interests.
4.6

Secretariat support. Identified secretariat support will be
responsible for supporting the Chair in the organisation of the
Committee meeting and the preparation and circulation of
agendas, papers and minutes. The Secretariat will:
 circulate the agenda and accompanying papers to
committee members at least five working days in advance
of the meeting date
 ensure declarations of interest are noted and correct
minutes, and mitigating actions, are taken. Once agreed
by the Chair, circulate minutes and action notes within ten
working days of the meeting to all committee members

4.7

Quoracy. A quorum shall be four three voting members,
three of which must be non-GP Practice Representative
members one of which being a Lay Member and one of which
being a CCG Executive. Although not voting members, to
facilitate the involvement of General Practice Representation
in the discussion, if no General Practice Representatives are
available to attend a meeting the chair may consider the
rescheduling of the meeting.

4.8

If it has been identified that a planned committee meeting
would not be quorate, owing to the absence of certain
members which may result in the Committee not having either
a Lay/Executive majority or no GP Peer Group
Representative in attendance, any other Governing Body
member or Executive Committee member of an equivalent
role (i.e. GP Peer Group Representative, Lay Member,
Secondary Care Doctor, Registered Nurse or CCG Executive
Committee Member) may be called upon to attend that
meeting of the committee to bring the meeting up to quoracy
and enable the business of the committee to be transacted.
Where it is not possible for a quorum to be convened the
Chair of the Committee shall consult with the CCG
Accountable Officer on the action to be taken.

4.8

Decision making. The aim of the Committee will be to
achieve consensus decision-making wherever possible.
However, on occasions where voting is required each
member of the Committee shall have one vote and shall
reach a decision by a simple majority of members present,
but with the Chair having a second and deciding vote, if
necessary. Where it has been identified that a voting member
or members of the Committee have a significant conflict of
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interest in relation to a particular agenda item and where a
decision is required, that member or members will be
excluded from voting. the decision making, in terms of
expressing their preference towards a particular decision or
by casting a vote.
4.8.1 The views of the non-voting members will be
encouraged in ensuring decisions are made on a
sound basis of expert opinion and evidence.
4.8.2 In fulfilling the requirements of 4.9.1, General Practice
representatives on the Committee will be expected to
engage with and seek opinion from their member
practices prior to the Committee meeting.
4.14

Agendas and reports shall be distributed to Committee
members, CCG Clinical Chair and CCG Assistant Clinical
Chair, at least five working days in advance of the meeting
date. However, in some circumstances and so as to ensure
confidentiality of proceedings it may be necessary for reports
to only be made available on the day of the meeting. This
will be at the determination of the Committee Chair.
Committee members will be notified in advance if this is to
occur.
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Jerry Hawker
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Chief Officer
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Purpose of paper
This Memorandum of Understanding (MoU) relates to the collective aspirations for the future
of care services in Cheshire East and the collaborative working of the partner organisations
listed below:
 Cheshire East Council
 Cheshire and Wirral Partnership NHS Foundation Trust
 East Cheshire NHS Trust
 NHS Eastern Cheshire Clinical Commissioning Group
 Mid Cheshire Hospitals NHS Foundation Trust
 NHS South Cheshire Clinical Commissioning Group
 NHS South Cheshire and Vale Royal GP Alliance
 Vernova Healthcare CIC.
The MOU sets out how we will provide collective system leadership through a
Partnership Board to deliver strong, visible and collective leadership across a single
co-ordinated programme of work.
The MOU provides a single point of reference detailing our Vision, Ambitions, and Objectives
as system leaders and the governance arrangements through which the partnership board
will operate.
At the Cheshire East Partnership Board the CCG Clinical Chair and Chief Officer have
indicated their support for the Memorandum of Understanding and for its submission for final
endorsement/approval by statutory bodies.

Reason for consideration by Governing Body
The Memorandum of Understanding is an organisational commitment to providing collective
system leadership and therefore requires the approval and/or endorsement from all statutory
bodies.
Outcome
Required:

Approve

 Ratify

Decide

Endorse

 For

information

NHS ECCCG Governing Body Meeting IN PUBLIC 23 May 2018

Agenda Item 3.5

Recommendations
The Governing Body is asked to
 endorse the Memorandum of Understanding.
 approve the recommendation that the Chair and Chief Officer act as signatories to the
Memorandum of Understanding on behalf of the CCG.

Benefits / value to our population / communities
The MoU supports our collective vision to improve the health and wellbeing of local
communities enabling them to live longer and healthier lives, through creating safe,
integrated and sustainable services that meet people’s needs by the best use of the assets
and resources available.

Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Decommissioning

Equality
Quality & Patient Experience

Safeguarding
Governance & Assurance

Legal / Regulatory
Staff / Workforce









Other – please state

Governing Body Assurance Framework Risk Mitigation:
Not applicable

Conflicts of Interest Consideration
n/a

Committee Risk Register Mitigation:
n/a

Report history

This is the first time this report has been presented to the Governing
Body.

Report/Paper Reviewed by (Committee/Team/Director)
Jerry Hawker, Chief Officer
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Cheshire East Partnership Board Memorandum of Understanding
1.

Executive Summary

1.1

The Memorandum of Understanding (MoU) relates to the collective aspirations for the
future of care services in Cheshire East and the collaborative working of the partner
organisations listed below:
 Cheshire East Council
 Cheshire and Wirral Partnership NHS Foundation Trust
 East Cheshire NHS Trust
 Eastern Cheshire Clinical Commissioning Group
 Mid Cheshire Hospitals NHS Foundation Trust
 South Cheshire Clinical Commissioning Group
 South Cheshire and Vale Royal GP Alliance
 Vernova Healthcare CIC.

1.2

The MOU sets out how we will provide collective system leadership through a
Partnership Board to deliver strong, visible and collective leadership across a single
co-ordinated programme of work.

1.3

The MOU supports our collective vision to improve the health and wellbeing of local
communities, enabling them to live longer and healthier lives, through creating safe,
integrated and sustainable services that meet people’s needs by the best use of the
assets and resources available.

1.4

The MOU provides a single point of reference detailing our Ambitions and Objectives as
system leaders and the governance arrangements through which the partnership board
will operate.

1.5

At the Cheshire East Partnership Board the CCG Clinical Chair and Chief Officer
indicated their support for the Memorandum of Understanding and for its submission for
final endorsement/approval by statutory bodies.

2.

Recommendations

2.1

The Governing Body is asked to:
 endorse the Memorandum of Understanding.
 approve the recommendation that the Chair and Chief Officer act as signatories to
the Memorandum of Understanding on behalf of the CCG

3.

Reason for recommendations

3.1

The Memorandum of Understanding is an organisational commitment to providing
collective system leadership and therefore requires the approval and/or endorsement
from all statutory bodies.
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4.

Peer Group Area / Town Area Affected

4.1

All Town areas / peer groups

5.

Population affected

5.1

The whole population of Eastern Cheshire CCG

6.

Finance

7.1

The financial implications of the Memorandum of Understanding are set-out in section 7
& 9, together with a wider system objective to as soon as realistically possible operate
as a system within the total available financial resources as defined by partners’ agreed
financial control totals.

7.

Access to further information

7.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

8.

Jerry Hawker
Chief Officer
01625 773764
jerry.hawker@nhs.net

Appendices

Appendix A

CLICK HERE to view the Cheshire East Partnership Board Memorandum
of Understanding
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links to 
Caring Together
Quality Improvement

Mental Health & Alcohol
Other





CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care

Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

CCG Values supported by this report – please indicate 
Valuing People
Innovation

Working Together
Quality

Investing Responsibly









NHS Constitution Values supported by this report – please indicate 
Working together for patients
Compassion

Respect and dignity
Improving lives

Commitment to quality of care
Everyone counts
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CHESHIRE EAST PARTNERSHIP BOARD

MEMORANDUM OF UNDERSTANDING

Dated May 2018

Page 1

1. THE PARTNERSHIP
This Memorandum of Understanding (MoU) relates to our collective aspirations for the future
of care services in Cheshire East and the collaborative working of the organisations listed
below, referred to from this point as the Partners:









Cheshire East Council
Cheshire and Wirral Partnership NHS Foundation Trust
East Cheshire NHS Trust
Eastern Cheshire Clinical Commissioning Group
Mid Cheshire Hospitals NHS Foundation Trust
South Cheshire Clinical Commissioning Group
South Cheshire and Vale Royal GP Alliance and
Vernova Healthcare CIC.

We will provide collective system leadership through a Partnership Board to deliver
strong, visible and collective leadership across a single co-ordinated programme of work.
Our Partnership Board will provide a forum for our organisational leaders to agree, support
and guide the transformation needed to achieve sustainable services supported by an
improved financial position.
2. OUR VISION
To improve the health and wellbeing of local communities enabling them to live
longer and healthier lives, through creating safe, integrated and sustainable services
that meet people’s needs by the best use of the assets and resources available.
Our Vision for the future of care services has been borne out of the achievements to date
and our local transformation programmes; and our ambition to implement new, integrated
care arrangements that achieve the best possible health and wellbeing for our residents.
In creating our ‘place-based’ vision we aim to meet our local ambitions within the context of
the Health & Care Partnership of Cheshire and Merseyside; and its commitments of
improving the health and wellbeing of the 2.6 million population of Cheshire and Merseyside
and creating a strong, safe and sustainable health and care system that is fit for the
future.
3. OUR AMBITION
Our ambition is to develop a single Integrated Care Partnership, operating:





At the whole population level; aiming to address the wider determinants of health and
wellbeing and to tackle inequalities
As a place-based response to the development of sustainable services for local
populations
For people with episodic conditions; it will help build and form part of a more coherent
and effective local network of urgent care
For people with ongoing care needs; it will provide a broader range of services in the
community that are more joined up between primary, physical, mental health and
social care and services will be better tailored to meeting their needs including
integrated personal commissioning and personal health budgets.

Above all our priority is to deliver the right care for our local population and for those
that use our services including:


Keeping services local for local people;
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Supporting local people to take an active and full role in their own health and
wellbeing;
Preventing health deterioration and promoting independence;
Promoting social capital;
Embracing prevention and early intervention across all areas including the voluntary,
community and faith sectors;
Using the best, evidence-based, means to deliver on outcomes that matter; and
Focusing on what adds value (and stopping what doesn't).

4.0 SYSTEM OBJECTIVES AND DELIVERABLES
The Partnership’s principal objectives will be developed into detailed workplans for creating
integrated delivery of health and care services built from natural care communities. The
principal objectives are:
1. For specialist mental health services, deliver the NHS Five Year Forward View and
provide more care closer to home, based around existing communities.
2. Support the transformation of General Practice as a core foundation of our care
communities including delivery of the NHS GP Forward View and the vision of
Primary Care home.
3. Develop a range of preventative health and care services that helps support healthy
day-to-day living.
4. Create the optimum environment to enable and accelerate the development and
implementation of new models of integrated care built from the aforementioned local
health and care communities.
5. Established our Integrated Care Partnership with responsibility for ensuring the
provision of services that deliver the best choice, access and outcomes for patients
and service users within the available resources.
6. The development of an Integrated Care Partnership will be supported by new
integrated commissioning and contracting arrangements built on the work being
taken forward by the Cheshire CCGs’ and the two Local Authorities.
7. Establish a collaborative approach to financial improvement building on our learning
to date including an absolute commitment to reduce all non-clinical costs where
possible.
8. As soon as realistically possible operate as a system within the total available
financial resources as defined by partners’ agreed financial control totals.
9. Agree a model of sustainable hospital services that link to other components of
integrated health and care services for local people and their communities.
5. PRINCIPLES AND BEHAVIOURS
We, ’the Partners’ recognise the scale of change required to deliver sustainable health and
care services for our population and acknowledge that cultural change is a key enabler,
within and between the partner organisations.
We will continue to build and promote trusting relationships, mutual understanding and
where appropriate, take decisions together. All members of our Partnership Board will
support and promote system behaviours for the benefit of the local population and care
users including:







Working together and not undermining each other;
Working with integrity and the highest professional standards;
Behaving well, especially when things go wrong;
Engaging in honest and open discussion;
Speaking well of each other and not undermining each other;
Upholding decisions made by the Partnership;
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 Seeing success as collective, and
 Sticking to decisions once made.
We agree to deliver a person-centred care model and system that meets the current and
emergent needs of our population. We agree that this principle must override our individual
or organisational self-interest, unless statutory or regulatory requirements preclude this. To
ensure this is not forgotten, the voice and views of the public and patients will be embedded
at all levels of our programme of work.
The key principles that we, “the Partners”, are committed to in relation to system finances
are:
 To work towards being able to live within our overall available financial envelope
by focusing on value-based prioritisation and reprioritisation of expenditure;
 To focus on collectively improving the system-wide financial position rather than
our individual organisations’ financial positions, but operating with the principle of
separate overall NHS control totals for Central Cheshire and Eastern Cheshire for
reporting purposes;
 To use collective commissioning and buying opportunities to improve delivery
outcomes and/or system savings;
 To focus on reducing costs across the system ensuring that funding is given to the
right place, and
 To explore and develop pooled budgets across health and social care.
The key principles that we, “the Partners”, are committed to in relation to system leadership
are:
 To act collectively and deliver on today’s business whilst also delivering
transformation for the future;
 Where appropriate, to act as if part of a single leadership team, to coordinate
system improvements for the benefits of the local population and care users;
 To carry out implementation at pace; and
 To influence the view of regulators and external assurance bodies regarding the
primacy of the clinical and financial sustainability of our systems, to achieve the
best outcomes for our populations, and our joint commitment to it.
The key principles that we, ’the Partners’, are committed to in relation to sharing
information and aligning resources are:
 To share information in a timely manner, in line with relevant Information
Governance requirements, when needed to support development of our Partner’s
business cases and savings plans, and
 To align human, financial, estate and digital resources to deliver system work
where this adds value.
6. GOVERNANCE ARRANGEMENTS
Through this Memorandum of Understanding and associated Terms of Reference the
partners have collectively agreed to the establishment of a Partnership Board.
The Partnership Board will consist of system leaders drawn from NHS and local authority
partners and will be chaired by an Independent Chair. The Partnership Board will be
accountable to the Boards and Governing Bodies of the Partners. Individual members of the
Partnership Board will ensure that they have the necessary delegated permissions and that
processes are in place for them to act on behalf of the organisations which they represent.
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Declarations of interest will be declared by all individual members attending a Partnership
Board meeting prior to commencement of the meeting.
The Partnership Board is required to take into account the requirements and expectations of
the following statutory organisations/Boards/Committees:






Health & Care Partnership for Cheshire & Merseyside: Our Partnership Board is
required to report progress against objectives and an agreed timetable to the Health
& Care Partnership providing them with regular updates.
Greater Manchester Health and Social Care Partnership: Greater Manchester
Health and Social Care Partnership will nominate a senior individual who will attend
our Partnership Board, and act as its representative on all matters to do with this
work. Our Partnership Board is responsible for ensuring that that representative is
engaged in all work that will impact the health and social care system of Manchester.
Health and Wellbeing Boards: Our Partnership Board is required to engage with
and keep the Health and Wellbeing Boards informed of progress and provide them
with information and regular updates.
Overview and Scrutiny Committees: Our Partnership Board is responsible for
working closely with the relevant Overview and Scrutiny Committees and ensuring
they are informed and, where necessary, consulted around all aspects of potential
service changes.

In addition, the Partnership Board is also responsible for engaging with and supporting the
following groups:
 Stakeholder Forum: To engage with stakeholders within and outwith the
partnership in order to keep the wider health and care community, and third and
related sectors, informed of progress and thinking.
 Care Professional Assurance Group: All proposals for service change will be
considered by a group of care professionals who will be required to agree all
proposals for change before they are formally submitted to the Partnership Board.
Governance and Accountability structure
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The Partnership Board will be supported by a Programme Executive Group (PEG), chaired
by the Executive Lead, responsible for the day-to-day management of the Programme. The
PEG will be supported by a Programme Management Office (PMO) across the
Programme, overseen by a Programme Director.
7. DELEGATIONS FROM STATUTORY ORGANISATIONS
We have agreed the following principles regarding the delegation of authority from our
statutory organisations to this Partnership Board: The Partnership Board will be:




Accountable for the co-ordination of a system programme of work to deliver
improvements for the benefits of the local population and care users
Collectively responsible for holding each of the Partners to account for the delivery
of their components of the programme of work.
Accountable for the planning and delivery of the programmes of work delivered by
the Programme Executive Group, including those previously identified in the July
2017 NHSI report, the two CEP programmes and the previous transformation
Boards.

The Partnership Board has the authority to:




take all decisions about the programme of work that will be taken forward, in terms of
the structure, priorities and processes of that work programme
take all decisions about the use of any resources that have been identified as being
at its disposal as determined by the partners
make decisions that benefit all parties. However, we recognise that may not always
be possible. The principle we have agreed is that on a cumulative basis for each
financial year the Partnership Board will not make decisions that will financially
disadvantage any of our individual organisations, unless mechanisms can be put in
place to balance that financial disadvantage
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Where decisions of a financial or sensitive nature are being considered, papers will be
circulated sufficiently in advance of meetings for individual organisations to have time to
discuss internally and agree a mandated position in advance of the meeting.
The Partnership Board will not take any decisions on issues that are a statutory requirement
for an organisation and have not been and/or cannot be formally delegated to the
Partnership Board by that partner organisation(s).
8.

DECISION MAKING
 The Partnership Board will seek to make decisions by consensus.
 All decisions that have a direct financial and/or strategic impact on an organisation
will require the support of that organisation.
 All other decisions will be taken on the basis of a majority view.
 If necessary, the Independent Chair will use whatever support is available to unblock
major decision-making.

9. RESOURCES
We, the Partners, will work to identify and use resources as follows:
 Internal: We will aim to identify and maximise the use of internal, existing
resources where possible.
 NHS Cheshire and Merseyside: We will aim to gather support from NHS
Cheshire and Merseyside and utilise any resources that are available.
 External: Where necessary we will procure additional support, externally and
maximise this resource to ensure value for money is gained.
The Programme Director will be accountable for developing proposals for an annual
resource budget which will need to be approved unanimously by contributing Partners at the
Partnership Board.
10. CONFIDENTIALITY
 We the Partners recognise that, from time to time, we will need to share
commercially sensitive information in order to progress the intended programme of
work
 Commercially sensitive information provided by each Partner as part of this
programme is provided in confidence and is only to be disclosed to those who need
to see it for the purposes of taking this programme forward. If any Partner suspects
that this confidentiality has been breached they are to inform the other party as soon
as is practically possible.
 Commercially sensitive information is considered to be exempt from disclosure under
the Freedom of Information Act 2000, unless that information is already available in
the public domain or comes into the public domain through no fault of any of the
Partners.
11. COMMUNICATIONS AND ENGAGEMENT
The Partnership Board will jointly develop and manage a single and consistent
communications plan throughout the duration of this MoU. The Partners agree to deliver an
inclusive communications and engagement strategy, tailored and targeted to key
stakeholders, including to:
 Maintain a core narrative, messages and independently branded materials for all
staff and the public
 Develop a communications and engagement programme targeted at supporting
sustainable health and well-being for the population of Central and Eastern
Cheshire, and
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 Take full responsibility for making sure our staff, are well briefed on system
improvement work, drawing from system messages and materials.
12. DURATION
This MoU, or subsequent iterations of this MoU, will last for a period of five years with a
review annually to determine its applicability for future years.

13. AGREEMENT
This Memorandum of Understanding is signed on behalf of the Partners by the following:
Organisation

Representative and
Position

Signed on behalf of
organisation

East Cheshire NHS Trust

Mid Cheshire Hospitals
NHS FT

NHS Eastern Cheshire
CCG

NHS South Cheshire CCG

Cheshire and Wirral
Partnership NHS FT
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Cheshire East Council

South Cheshire and Vale
Royal GP Alliance

Vernova Healthcare CIC
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Purpose of paper / report
This paper outlines the direction of travel with the commissioning of community care and the
high level plans for how this will fit with the proposed future arrangements for integrated
care.
A key first step towards developing a local integrated care system by 2020 is the bringing
together of the provision of community care and the attached draft commissioning
specification sets out NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG)
commissioning plans for the development of 5 care communities across Eastern Cheshire.
This is in line with the latest planning guidance “Refreshing NHS Plans for 2018/19” (NHS
England and NHS Improvement - February 2018) which outlines the requirements for
Integrated System Working and Integrated Care Systems.
The plans for the phased development of the integrated care system in Eastern Cheshire
are being developed jointly with provider organisations and the paper includes the proposed
plans for the integration of care, resources, organisations and commissioning between
2018/19 to 2020/21.

Reason for consideration by Governing Body
This paper is to inform the Governing Body of the commissioning pans and work being
undertaken to work with partners to integrate care, resources, organisations and
commissioning arrangements over the next 3 years.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For
information



Recommendation
The Governing Body is asked to
 Note for information the direction of travel with the commissioning of community care and
the high level plans for how this will fit with the proposed future arrangements for
integrated care.

NHS ECCCG Governing Body Meeting IN PUBLIC 23 May 2018

Agenda Item 3.6

Benefits / value to our population / communities
The approach to commissioning a different approach to the delivery of community care has a
range of benefits, which include: improved population health; greater patient and staff
satisfaction; greater efficiency in the use of resources and reduced use of hospital and care
placements.
An outcome framework has been developed to monitor the benefits and includes the
following outcomes:
 People have greater understanding of what they can do to live/maintain a healthy lifestyle
 People have a greater understanding of how they can manage their long term conditions
 Consistent access to care services in the community during core hours 7 days a week –
24 hours a day
 Increased proportion of people supported at home
 Reduced unplanned care and crises
 Maintain /Improve the quality of care provided in community settings regardless of the
time of day or day of the week
 Carers can balance their caring roles and maintain a desired quality of life
 Improved communication and continuity of care between the community hub teams and
secondary care
 Enhanced patient experience
 Increase in appropriate case finding and proactive management
 Increase in staff satisfaction.

Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state



Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce





Governing Body Assurance Framework Risk Mitigation:
Not applicable

Report/Paper Reviewed by (Committee/Team/Director)
This paper has been considered by the CCG Executive Team on a number of occasions
during March and April and Jerry Hawker, Chief Officer has requested that it be shared with
the Governing Body.
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1.

Executive Summary

1.1

This paper outlines the direction of travel with the commissioning of community care
and the high level plans for how this will fit with the proposed future arrangements for
integrated care.

1.2

A key first step towards developing a local integrated care system by 2020 is the
bringing together of the provision of community care and the attached draft
commissioning specification sets out NHS Eastern Cheshire Clinical Commissioning
Group’s (ECCCG) commissioning plans for the development of 5 care communities
across Eastern Cheshire.

1.3

This is in line with the latest planning guidance “Refreshing NHS Plans for 2018/19”
(NHS England and NHS Improvement - February 2018) which outlines the
requirements for Integrated System Working and Integrated Care Systems.

1.4

The plans for the phased development of the integrated care system in Eastern
Cheshire are being developed jointly with provider organisations and the following two
slides show the proposed plans for the integration of care, resources, organisations
and commissioning between 2018/19 to 2020/21.

1.5

The ultimate aim is to commission “joined up local care” for the population of Eastern
Cheshire through integrated health and social care services provided to people where
they live clustered around the five local communities of:
 Bollington, Disley and Poynton
 Chelford, Handforth, Alderley Edge and Wilmslow
 Congleton and Holmes Chapel
 Knutsford
 Macclesfield.

1.6

The care model at the heart of the care communities has been collaboratively
designed to build on a place-based approach which aligns and integrates all
resources in the scope of this specification in each of the five care communities.

1.7

This specification and the care model are aligned with the four characteristics of the
Primary Care Home approach led by the National Association of Primary Care
(http://napc.co.uk/primary-care-home/). These characteristics are:
 an integrated workforce, with a strong focus on partnerships spanning primary,
secondary and social care;
 a combined focus on personalisation of care with improvements in population
health outcomes;
 aligned clinical and financial drivers through a unified, capitated budget with
appropriate shared risks and rewards and
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provision of care to a defined, registered population of between 30,000 and
50,000.

1.8

The specification is built on the vision, values and ambitions of the Caring Together
programme and brings together a wide range of work which is illustrated in the
extensive appendices. In keeping with this approach, it is based on providers working
together to deliver the outcomes and it is key that both patients and staff continue to
be involved in shaping and the continual improvement of care. Creating and
maintaining involvement and ownership of the measurement of achievements is
critical to the cultural change required and the overall success of delivering person
centred community based care.

1.9

The specification covers a range of local services and the indicative financial
allocations in 2018/19 and its scope and value will be increased over the following 2
years as the local Integrated Care System develops net of any required reductions in
investment aligned to savings requirements of commissioners.

1.10

The specification is focused on the care and support provided to adults and
especially older adults, the intention is that this approach be expanded to include
children’s care and support as the care communities develop.

1.11

ECCCG plans to include the commissioning of care communities in the existing
contracts with local providers in shadow form during 2018/19 with the intention of
testing and adapting the processes to achieve the outcomes required. This approach
to including the specification within the separate contracts will be progressed through
discussion with each provider.

1.12

During 2018/19 ECCCG will work with local providers to refine the specification and in
particular the outcomes, reporting, financial and risk arrangements.

1.13

ECCCG is continuing to work with Cheshire East Council to develop joint
commissioning to support the care communities in Eastern Cheshire and working with
the other Cheshire CCGs to progress to commissioning more consistent community
care.

2.

Recommendation:

2.1

The Governing Body is asked to:
 Note for information the direction of travel with the commissioning of community
care and the high level plans for how this will fit with the proposed future
arrangements for integrated care.

3.

Reason for recommendation:

3.1

To inform the Governing Body of the commissioning pans and work being undertake
to work with partners to integrate care, resources, organisations and commissioning
arrangements over the next 3 years.
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4.

Peer Group Area / Town Area Affected

4.1

This paper relates to all of the 5 Peer Groups, as each is to become a Care
Community.

5.

Population affected

5.1

This paper relates to all the population of Eastern Cheshire.

6.

Context

6.1

The context is outlined in the front cover.

7.

Finance

7.1

There are potential financial implications for all the current ECCCG contracts over the
next 3 years as outlined on the front cover.

8.

Quality and Patient Experience

8.1

The care communities will provide more proactive person centred care to those at risk
due to long term health conditions and reactive care for those who have an urgent
care need that can be supported in community settings.

8.2

Care professionals and processes will work across the system to support joined up
across community and hospitals.

8.3

The delivery of the care in each of the 5 communities will be aligned with the local
community assets to address wider wellbeing and the prevention of ill health.

9.

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

9.1

Engagement and empowerment of staff continues within the teams in each care
community and with patients on an individual level.

9.2

Information on care communities has been shared with Eastern Cheshire HealthVoice.

9.3

Members of the public, patients and their representatives are involved in a range of
events, including Care Community launches, Compassionate Communities.

10.

Health Inequalities

10.1

There not expected to be any health inequality issues through the use of this
approach. In addition, proactive care will be targeted to specific communities and
individuals based on health and population evidence and data.

11.

Equality

11.1

Services will not exclude people on the basis of age, disability, gender, gender
reassignment, pregnancy and maternity, race, religion or belief and sexual orientation.

11.2

As care will be and tailored to each person’s needs their support in terms of protected
characteristics should be addressed on an individual basis.
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12.

Legal

12.1

As the commissioning specification will be included in the current contracts during
2018/19 there are no legal implications foreseen at this stage.

12.2

However, as we progress to the development of more formal arrangements for the
integrated care system there will be a need to take legal advice on the impacts on
existing organisations, contracts and how this is best implemented.

13.

Communication

13.1

As the work has been developed in partnership with providers across primary,
community, mental health and social care they are aware of the work and the plan.

13.2

As we are working in a place based partnership across Central Cheshire and with the
Cheshire CCGs it is being shared through relevant partnership meetings and work is
underway to work across Cheshire on a common core specification for care
communities.

13.3

We will continue to work with our provider partners to communicate with the public and
patients when appropriate.

14.

Background and Options

14.1

The background is outlined in the front cover and options are not being proposed.

15.

Access to further information

15.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

16.

Bernadette Bailey
Transformation Manager
01625 663482
Bernadettebailey1@nhs,net

Appendices

Appendix A
Appendix B

CLICK HERE to view Integrated Care System Road Map 2018/19 to
2020/21
CLICK HERE to view Draft Commissioning Specification for Care
Communities in Eastern Cheshire
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links to 
Caring Together
Quality Improvement

Mental Health & Alcohol






Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care

Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

CCG Values supported by this report – please indicate 
Valuing People
Innovation

Working Together
Quality

Investing Responsibly









NHS Constitution Values supported by this report – please indicate 
Working together for patients
Compassion


Respect and dignity
Improving lives


Commitment to quality of care
Everyone
counts
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Appendix A
Integrated Care System Road Map 2018/19 to 2020/21

Integrated Care System Road Map 2018/19 to 2020/21 - Draft Work in Progress
Increasing integration of care

Full Implementation
of Care
Communities
•

Shadow Care
Communities

Ramp-up
goals

Integration of:

•

5 care communities
established providing:

•

Comprehensive
integrated community
care for 60% adults

•
•
•
•

Community Nursing

Specialist Community
Nursing

•

•

Aligned community
care for children

Older Peoples Mental
Health

•

•

Alignment with Adult
Social Care

Alignment with
Connected
Communities (CEC)

•

Alignment with third
sector

•

Community Therapies
Intermediate Care

5 care communities
teams established

•
•

Transition to
Integrated Care
System
5 care communities
fully developed
providing:

Comprehensive
integrated community
care for 100% adults
Comprehensive
integrated community
care for children

•

Integrated with
Connected
Communities

•

Integrated with third
sector

Full implementation of
Integrated Care
•
System
•

One organisation
delivering all local
integrated care

•

Working closely with
specialist services
delivered for larger
populations, including:

• Acute care
• Long term complex
Mental Health care

• Hyper acute care
• Major trauma

2018/19

2019/20

2020/21

2021/22

Phase 1

Phase 2

Phase 3

Phase 4

Integrated Care System
One organisation delivering
all local integrated care

•

for commissioning/
contracting most care
currently commissioned by
CCGs

•

Working closely with
specialist services delivered
for larger populations,
including:

• Acute care
• Long term complex
Mental Health care

• Hyper acute care
• Major trauma

2022/23
Normal
Business

Integrated Care System Road Map 2018/19 to 2020/21 - Draft Work in Progress
Increasing integration of care, resources, organisations and commissioning

Full Implementation
of Care
Communities

Shadow care
communities

Ramp-up
goals

•
•

Provider MOU

•

Contract Variation for
care communities
included in all existing
primary care, ECT and
CWP contracts with
ECCCG

Shadow Provider
Board

•

Single outcome based
commissioning
specification/
dashboard

•

Combined contract
monitoring for care
communities

Indicative
Resources
2017/18 CCG
Baseline

•

Provider Partnership
Board

•

Single ECCCG contract
for care communities
including primary care,
community care and
relevant mental health

•

Transition to
Integrated Care
System
•

Shadow Integrated Care
Provider

•

Single contract between
CCGs with the emerging
Integrated Care
Provider -

•

Single contract reporting
and monitoring for care
communities

•

•

Full implementation of
Integrated Care
System
•
•

for commissioning/
contracting some
care currently
commissioned
directly by CCG

Single contract between
CCGs with the Integrated
Care Provider -

•

•

•
•

Integrated Care Provider

•

for care communities
including primary
care, community care
and relevant mental
health

Integrated Care
System

for providing care
communities including
primary care, relevant
local hospital based
care, community care
and relevant mental
health
for commissioning/
contracting most
currently commissioned
by CCGs

Single contract reporting
and monitoring

•

Integrated Care Provider
Single contract between
CCGs with the Integrated
Care Provider -

•

for providing care
communities including
primary care, relevant
local hospital based
care, community care
and relevant mental
health

•

for commissioning/
contracting most care
currently
commissioned by
CCGs

Single contract reporting
and monitoring

Single contract reporting
and monitoring

2022/23

2018/19

2019/20

2020/21

2021/22

Phase 1

Phase 2

Phase 3

Phase 4

Normal
Business

c. £55m

c. £55m

c. £115m

c. £279m

c. £279m
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Appendix B
Draft Commissioning Specification for Care Communities in Eastern
Cheshire

Draft Commissioning Specification for Care Communities in
Eastern Cheshire
Contents
Details
1.

Draft Commissioning Specification for Care Communities in Eastern Cheshire

Appendices
1.

Risk stratification showing the registered populations of the 5 care communities

2.

Caring Together Ambitions

3.

Caring Together Quality Standards

4.

Caring Together Quality Standards for Community Based Care

5.

Caring Together Integrated Care Outcome Framework

6.

Integrated Care System Dashboard

7.

Draft Care Communities Outcome Framework

8.

Draft Care Communities Dashboard (to follow)

9.

Overview of the Care Communities Model

10.

Evidence based key interventions in community care

11.

System care model and areas included in care communities

12.

Response times for reactive care in people’s homes

Documents to be Relied On – available separately
1.

Memorandum of Understanding being developed for Providers

2.

Existing services commissioned by Eastern Cheshire CCG within the scope of the specification
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DRAFT
B PART 1 - OUTCOME SPECIFICATIONS
Mandatory headings 1 – 5. Mandatory but detail for local determination and agreement.
Optional heading 6. Optional to use, detail for local determination and agreement.
All subheadings for local determination and agreement.
Outcome Specification No.

DRAFT – For comments

Service

Care Communities in Eastern Cheshire

Commissioner Lead

NHS Eastern Cheshire Clinical Commissioning Group (CCG)

Provider Lead

TBC

Period

TBC

Date of Review

TBC

1. Background and Population Needs

1.1 Introduction
This specification sets out NHS Eastern Cheshire Clinical Commissioning Group’s (CCG) commissioning plans for the
development of 5 care communities across Eastern Cheshire, which is a key first step towards developing a local
integrated care system by 2020.
This is in line with the latest planning guidance “Refreshing NHS Plans for 2018/19” (NHS England and NHS
Improvement - February 2018) which outlines the requirements for Integrated System Working and Integrated Care
Systems.
The ultimate aim is to commission “joined up local care” for the population of Eastern Cheshire through integrated
health and social care services provided to people where they live clustered around the five local communities of:






Bollington, Disley and Poynton
Chelford, Handforth, Alderley Edge and Wilmslow
Congleton and Holmes Chapel
Knutsford
Macclesfield

The care model at the heart of the care communities has been collaboratively designed to build on a place-based
approach which aligns and integrates all resources in the scope of this specification in each of the five care
communities.
This specification and the care model are aligned with the four characteristics of the Primary Care Home approach
led by the National Association of Primary Care (http://napc.co.uk/primary-care-home/).
These characteristics are:
 an integrated workforce, with a strong focus on partnerships spanning primary, secondary and social care;
 a combined focus on personalisation of care with improvements in population health outcomes;
 aligned clinical and financial drivers through a unified, capitated budget with appropriate shared risks and
rewards and
 provision of care to a defined, registered population of between 30,000 and 50,000.
The changes outlined in the specification will be implemented over 3 years and in 2018/19 the arrangements will be in
shadow form, as the methods are tested and adapted to achieve the outcomes required.
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The specification will cover a range of local services and the indicative financial allocations in 2018/19 and its scope
and value will be increased over the following 2 years as the local Integrated Care System develops net of any
required reductions in investment aligned to savings requirements of commissioners. The plans for the phased
development of the integrated care system in Eastern Cheshire are being developed jointly and will be included in the
documents relied on within the relevant contract once agreed.
The existing services commissioned by the CCG and the indicative resources from the 2017/18 CCG baseline that
will be included within the integrated care system and the phasing of their transfer into the care communities over
the next 3 years are included in the documents relied on within the relevant contract.
1.2 Background
The latest planning guidance “Refreshing NHS Plans for 2018/19” (NHS England and NHS Improvement - February
2018) outlines the requirements for Integrated System Working and Integrated Care Systems.
Integrated Care Systems are described as those in which commissioners and NHS providers, working closely with GP
networks, local authorities and other partners, agree to take shared responsibility (in ways that are consistent with
their individual legal obligations) for how they operate their collective resources for the benefit of local populations.
An Integrated Care System is where health and care organisations voluntarily come together to provide integrated
services for a defined population. Integrated Care Systems are seen as key to sustainable improvements in health
and care by:






creating more robust cross-organisational arrangements to tackle the systemic challenges facing the
NHS;
supporting population health management approaches that facilitate the integration of services focused on
populations that are at risk of developing acute illness and requiring hospitalisation;
delivering more care through re-designed community-based and home- based services, including in
partnership with social care, the voluntary and community sector; and
allowing systems to take collective responsibility for financial and operational performance and health
outcomes

The planning guidance also outlines the requirements for public engagement in any shifts towards more integrated
care, stating the expectation for integrated care systems to involve and engage with patients and the public, their
democratic representatives and other community partners. Also that engagement plans should reflect the five
principles for public engagement identified by HealthWatch and highlighted in the “Next Steps on the Five Year
Forward View” (Department of Health 2017).
It is anticipated that integrated care systems will be in place by 2020. Local providers are currently developing a
memorandum of understanding (MOU) as a first step towards the creation of a fully integrated care system.
The commissioner sees the MOU as an integral element of the establishment of care communities and once signed
it will be included in the documents relied on within the contract.
This specification describes the vision, principles and outcomes for care o r g a n i s e d a n d p r o v i d e d i n c a r e
c o m m u n i t i e s ( p l a c e s ) taking into account population health needs, insights from public and stakeholder
engagement and national and local policy direction. It builds on, t h e C a r i n g T o g e t h e r m o d e l o f c a r e a n d
explains the vision for community services and the approach to commissioning community services to achieve these
changes.
Not all aspects of community care need to change; indeed, there is a great deal to be proud of locally. The CCG
wants to build on the successes of the current services and the achievements of the staff working in these services.
However, locally we need to develop community care that is prepared and resilient for the future to drive
sustainable changes and improvements for patients and the population.
Although this document is focussed on h e a l t h care in care communities, the CCG recognises the proposals
and decisions have a wider impact in the health and social care system. This is therefore part of the wider
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transformation work across Central and Eastern Cheshire.
Community services are those health and integrated health and social care services that take place in people’s
homes, GP surgeries, community hospitals and a range of other local settings, e.g. community centres, leisure
centres. There is a local, national and international focus on prevention, proactive care and support outside of
hospital, with care being provided in hospitals when it is clinically necessary. Community services have an
increasingly vital role in the wider system of health and social care.
The focus of this specification is the transformation of the community delivery system to meet the needs of
patients and the people who live in our area and to improve quality, efficiency and effectiveness of care in the years
ahead. The CCG knows from extensive engagement that people still encounter far too many barriers to
seamless, efficient and joined up care. It is also known that although progress has been made, we now need a
step change in integrated working and to link with the wider range of community support and assets available in
each place.
This specification is focussed on the care and support provided to adults and especially older adults, the intention is
that this approach be expanded to include children’s care and support as the care communities develop.
We require community care to be adaptive and resilient in the face of the challenges ahead. The age
demographic and associated complexity of population health need, accompanied by increasing quality
requirements and financial austerity all signal the need to arrange care in new and different ways.
Care delivered by the hospitals should be focused on those people who need to be in a hospital setting, with
good alternatives to support people at home available in the community. H ospitals need to be more
integrated with community care locally to be more responsive to the needs of local people and provide
adequate support to care professionals so people have a seamless, safe transfer from hospital to home; this is
one of the reasons why there is a need to develop community care differently.
The CCG, in its responsibility for the funding allocated to the local health system needs to make sure that we use
every "pound" wisely and efficiently. Integrating services, removing duplication and/or waste; a n d t h e
expectation of providers that they can improve the systems for themselves are all vitally important to achieving
efficiencies across the system in this time of severe financial pressure.
This specification is a clear indication of the CCG’s commitment to the establishment of integrated care
communities and an integrated care system in Eastern Cheshire over the next 3 years.
1.3

National context and evidence base

Nationally the combination of increasing expectations, a growing ageing and dependent population, an increasing
prevalence in long term conditions and advances in medical technology, alongside the financial restraints on health
and social care present extreme challenges to the delivery of health and social care in the 21st century.
There have been a number of national reports over recent years outlining the requirement to join up care and to
move to a more preventative, and proactive approach in the way community care is provided to address these
challenges. Here is a summary of the key reports from 2012 to the current date.
There is recognition nationally that the way that we commission and deliver health and social care has to undergo
radical redesign in order to meet the needs of a population with an increasing prevalence of long term illness, and
funding gaps in health and social care. It is clear that doing nothing will lead to unsustainable costs for the taxpayer.
The Health Select Committee in 2012 warned the government that if standards of quality and access are to be
maintained, system redesign is needed, rather than salami-slicing existing services or incremental improvement.
(House of Commons Health Committee 2012)
At a similar time patients expressed two clear messages about the integration of care:
• People want co-ordination; not necessarily (organisational) integration
• People want care; where it comes from is not as relevant as the quality of the services
(National Voices 2012)
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There is specific guidance to commissioners with regard to commissioning of services, which confirms that, when
procuring healthcare services, commissioners must act with a view to:
(a) secure the needs of the people who use the services;
(b) improving the quality of the services; and
(c) improving efficiency in the provision of the services; including through the services being provided in an
integrated way (including with other health care services, health-related services, or social care services).
(The National Health Service (Procurement, Patient Choice and Competition) Regulations 2013: made under
sections 75 to 77 of the Health and Social Care Act 2012)
It is recognised that in order to address the financial and demographic challenges that are present, there needs to
be a strong reorientation away from the current emphasis on acute and episodic care. The focus should be
prevention, self-care, more consistent standards of primary care, and care that is well co-ordinated and integrated.
Top ten priorities for commissioners. (The Kings Fund - 2013).
The NHS “Five Year Forward View” (Department of Health 2014) envisions new models of care that break down the
traditional divides between primary care, community services and hospitals. The aim being for patients to receive
personalised and co-ordinated care from different types of services and clinicians working together.
The Forward View describes new models of care that will need to take root in local health economies. Among the
models for the future, primary care providers would seek to provide different types of services and host clinicians
with different specialities to work alongside each other to provide integrated care in communities.
The “Next Steps on the Five Year Forward View” (Department of Health 2017) sets out the requirement to accelerate
the integrated care models that were tested in the ‘vanguard’ areas to more of the country, through partnerships of
care providers and commissioners in an area (Sustainability and Transformation Partnerships).
More recently “Reimagining community services – making the most of our assets” report (The Kings Fund - January
2018) identified that all areas of England should exploit the opportunities of bringing together services
commissioned by the NHS and local authorities as well as related services delivered by the third sector, the private
sector, carers and families. The report recommends that this includes pooling health and care budgets, redoubling
efforts to integrate services and fully engaging the third sector, the private sector and others in transforming care
and that NHS primary care and community health services should be at the centre of these efforts. It also identifies
the following 10 design principles to guide models of community-based care:










1.4

Organise and co-ordinate care around people’s needs
Understand and respond to peoples physical health, mental health and social care needs in the round
Make the best use of all the community assets to deliver care to meet local needs
Enable professionals to work together across boundaries
Build in access to specialist advice and support
Focus on improving population health and wellbeing
Empower people to take control of their own health and care
Design delivery models to support and strengthen relational aspects of care
Involve families, carers and communities in planning and delivering care
Make community-based care the central focus of the system
Local context

NHS Eastern Cheshire Clinical Commissioning Group
The CCGs’ strategic plans clearly articulate our intention to meet the needs of the local population through integrated
health and social care taking proactive approaches to the prevention, identification and management of health
alongside the reactive approaches when people are ill. We recognise that the current configuration of community
services will not deliver the desired outcomes for the people of Eastern Cheshire.
“Our priorities 2017 -19” sets out the vison, values, ambitions and key programmes of work many of which are
relevant to the delivery of care in local communities.
The transformation of community care and the transfer of care from hospital to community settings has been a
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key part of the Caring Together transformation programme (http://www.caringtogether.info/). The work to
achieve this is a long tem aim and has been on-going since 2013. During this time there has been extensive planning
and modelling of the approach and model for future care, building understanding, relationships and a culture of
working together to meet the needs of local people in a different way, particularly those with complex and long
term care needs.
1.5

Local population

The key characteristics of the population of Eastern Cheshire are:
Growing and changing population:
 The population is forecast to increase moderately by 4,100 (2%) to 208,100 by 2020 and by 28,000 (14%) to
232,000 by 2035 (Office for National Statistics, 2010). The age structure of the population is forecast to
change significantly with a reduction in young people and the working age population, with a 42% increase in
people over 65 years of age and a 92% increase in those over 85 years by 2035 (Office for National Statistics,
2010).
Ageing population
 59,500 or 20% of population is over 65 compared to national average of 16% (2011 Census).
 Eastern Cheshire has the fastest growing over 65, and over 85 years populations in the North West (Cheshire
East JSNA 2012), population projections 2010), with more than one in five people being over 65. This ratio is
higher than the national average of 16%, and will become nearer to one in four people by 2021 (Office for
National Statistics, 2010).
Growing burden of disease:
 Increasing numbers of people have co-morbidities, particularly in the 65 years and over group – 6,608 people
have 3 or more long term conditions and of these 28% have depression , 1,854 people have 4 or more long
term conditions and 419 people have 5 or more long term conditions and of these 67% have depression (risk
stratification for Eastern Cheshire December 2017)
 Hypertension, depression and diabetes are the most common conditions, with the greatest incidence being in
GP practices in Knutsford, Handforth, Macclesfield, and Congleton which are aligned to the areas of greatest
deprivation (risk stratification for Eastern Cheshire December 2017)
 Deprivation levels in Eastern Cheshire are lower than the national average at 3.7% (7,300) of local people
living in an area that is in the 20% most deprived in England. Four out of 122 areas in Eastern Cheshire are in
the 20% most deprived nationally, with two of these in Macclesfield, one in Wilmslow and one in Congleton
(Department for Communities and Local Government 2015)
 Across Eastern Cheshire there are some significant variations in life expectancy, for example, a woman living in
Macclesfield Town South is expected to die on average 7 years earlier than a woman living in Wilmslow Town
South, whilst a man living in Macclesfield Town South is expected to die on average 5 years earlier than a man
living in Tytherington (Life Expectancy at birth 2011-2015, Local Health, Public Health England 2017)
The challenges of our ageing population resulting in increased longevity, increased numbers of people living with
multiple long term conditions and surviving numerous cancers are some of the key factors in needing to change the
way community care is commissioned and provided.
Registered populations in the practices within the Care Communities
Care Community

Registered Population

Bollington, Disley and Poynton

33,298

Chelford, Handforth, Alderley Edge
and Wilmslow

46,298

Congleton and Holmes Chapel

43,217

Population Risk
Very high risk - 172
High Risk – 1,567
Moderate Risk -4,946
Very high risk - 201
High Risk – 1,788
Moderate Risk -6,135
Very high risk - 177
High Risk – 1,668
Moderate Risk -6,093
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Knutsford

22,927

Macclesfield

61,348

Very high risk – 131
High Risk – 1,097
Moderate Risk -3,378
Very high risk - 313
High Risk – 2,829
Moderate Risk -9,244

Other - David Lewis & Vernova
134
Total
207,218
(Registered population and population risk data (from the CCG Risk Stratification Tool) is for December 2017)
See Appendix 1 for more detail showing the registered populations of the care communities stratified for their risk of
hospital admission, aligned with data on age, incidence of the main long term conditions, the cost of acute care and the
hospital activity.
In designing what and how care will be delivered, the providers will need to take account of the demographics of
each of the care communities, demonstrating an understanding of the need to structure relevant staff teams and
other resources in such a way to match and optimise service capacity and capability to support each locality. It
will be important to continue to use a continuous innovation approach working with care staff and local people
follows the aims of the Five Year Forward View and the Primary Care Home as a model of delivery.

2. Key Outcomes

2.1 National Outcomes Framework Domains and Indicators
All health and social care services commissioned for the population of Eastern Cheshire are required to deliver the
relevant areas within the NHS, Social Care and Public Health outcome frameworks. The areas relevant to the care
being commissioned in this specification are indicated in the tables below.
2.1.1

2.1.2

NHS outcome framework
Domain 1

Preventing people from dying prematurely

x

Domain 2

Enhancing quality of life for people with long-term conditions

x

Domain 3

Helping people to recover from episodes of ill-health or following injury

x

Domain 4

Ensuring people have a positive experience of care

x

Domain 5

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

x

Adult Social Care Outcomes Framework
Domain 1

Enhancing quality of life for people with care and support needs

x

Domain 2

Delaying and reducing the needs for care and support

x

Domain 3

Ensuring that people have a positive experience of care and support

x

Domain 4

Safeguarding people whose circumstances make them vulnerable and
protecting them from harm

x
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2.1.3

2.2

Public Health Outcomes Framework
Domain 1

Improving the wider determinants of health

x

Domain 2

Health Improvement

x

Domain 3

Health Protection

Domain 4

Healthcare public health & preventing premature mortality

x

Local Caring Together, Ambitions, Quality Standards and Outcomes

The care being commissioned in this specification must achieve the relevant ambitions, standards and outcomes for
Caring Together and in particular those that are specific to care communities.
The use of outcomes in Eastern Cheshire is linked to the 8 Caring Together Ambitions which are illustrated in
Appendix 2 and included in the NHS contracts 2018/19 with local provider organisations (Schedule 2 – The Services
– Other Local Agreements, Policies and procedures).
Caring Together Quality Standards have been co-produced with local people and care staff to align with the 8
Ambitions and record the minimum requirements that people can expect from local care services. The standards
are shown in Appendix 3 and included in the NHS contracts 2018/19 with local provider organisations (Schedule 2
– The Services – Other Local Agreements, Policies and procedures).
The quality standards for Community Based Care are most relevant to this specification and are shown in Appendix
4.
The Caring Together Integrated Care Outcome Framework sets out the system level outcomes and is show in
Appendix 5. The Integrated Care System Dashboard shown in Appendix 6 is used to monitor performance of the
system level outcomes.
2.3 Specified Outcomes and trajectories
A draft Outcome Framework for community care has been developed with local care staff that aligns the system level
outcomes with the outcomes for the care communities. The outcomes for the care communities are shown in
Appendix 7 and Appendix 8 shows the draft Care Communities Dashboard which will be developed to monitor the
outcomes (to be developed with providers through 2018/19).
2.4 Process measures
The following assumptions have been used for the modelling of the care model and set out the expectations for care
communities using a 2015/16:
• 25% of non-complex HRGs seen in Eastern Cheshire could be managed in community care
• Eastern Cheshire admissions would reduce the length of stay by 1 day
• 50% of zero length of stay for paediatrics admissions could be managed in community care

3. Scope

3.1 Summary
The care communities’ model is built on a place-based approach which aligns and integrates all resources for a
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defined population (of approx. 30,000 to 50,000 people) in a specific locality/town.
The foundation for each of the 5 community hubs is general practice working with an integrated care team
supporting adults and children in the following areas:
• Knutsford
• Congleton and Holmes Chapel
• Chelford, Handforth, Alderley Edge and Wilmslow
• Bollington, Disley and Poynton
• Macclesfield
The overarching principles are:
• Provision of care and support to the registered and resident populations in each of the care communities
• Delivery of prevention, early intervention and proactive care to reduce the demand for reactive and specialist
care
• A combined focus on personalisation of care with improvements in population health and wellbeing outcomes
• An integrated workforce, with a strong focus on partnerships spanning primary, secondary, mental health and
social care
• Aligning financial drivers through a unified, capitated budget with appropriate shared risks and rewards
The overall approach is:
One team:
• who know and have affinity with the local population and their needs
• with knowledge of people, services and community assets and where people are empowered to make the
best choices, plans and actions for health and wellbeing
• who “make every contact count” to promote health and wellbeing
See appendix 9 for the Overview of the Care Communities Model. This provides more details on the objectives and
functions of care, the targeted population and levels of activity, the requirements of workforce, IT infrastructure, and
estates aligned with the sustainability and implementation issues and benefits.
Appendix 10 shows the evidence based Key Interventions and Standards that are required to be delivered for specific
cohorts of the population, either in the care communities or in hospital and co-ordinated by the care communities
team.
3.2 Population covered
The registered population of Eastern Cheshire of all ages will have access to the services and care provided in care
communities.
The population will be segmented/ stratified and cohorts identified for services according to the level of need.
See section 1.5 above.
Appendix 11 shows the areas of care provided in the care system and which are included in the care communities.
This specification is focussed on the care and support provided to adults and especially older adults, the intention is
that this approach be expanded to include children’s care and support as the care communities develop.
3.3 Location(s) of Service Delivery
The community hubs will operate within a natural locality with a population of 30-50,000 people. Where possible,
the community hubs should utilise the pre-existing community infrastructure and wider community assets.
3.4 Days/Hours of operation
Services should be accessible, at appropriate levels based on need, 24 hours a day 7 days a week.
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3.5 Referral criteria & sources
People will be encouraged and supported to take responsibility for their health and wellbeing with the appropriate
advice, support and information from local care and community services.
A single point of access will operate within each of the care communities to make it easy for people to access the
right care at the right time.
Proactive care
Patients will be identified through stratification, routine screening, review, referral by another care professional, a
carer or by self-referral and will be given access to the most appropriate intervention or support to meet their
needs. Patients with a long term condition or chronic care needs will be supported with care planning and coordination including a care plan with information on what to do if their condition or circumstances deteriorate
rapidly (anticipatory crisis plan).
Reactive care
Patients will present requiring urgent intervention either in a hospital setting, via NHS 111, via NWAS, by contacting
their GP practice, the single point of contact or a member of the community team.
Resources will be mobilised as appropriate to meet any urgent and ongoing care needs. This could range from
offering signposting and simple advice through to mobilising emergency medical treatment or end of life care.
3.6 Referral route
Most patients will present via their GP surgery or NHS 111.
Patients with long term conditions will be identified proactively by care staff supported by risk stratification and
health screening and care targeted to meet their specific needs.
Communication and joint working between members of the community team will reduce the need for referrals for
many patients.
3.7 Access to assessment times




Crisis: 2 hours
Urgent: 72 hours
Routine: 7 days

Appendix 12 shows the response times for reactive care in people’s homes.
3.8 Any acceptance and exclusion criteria
Services will not exclude people on the basis of age, disability, gender, gender reassignment, pregnancy and
maternity, race, religion or belief and sexual orientation.
The providers’ operational policy will explicitly address issues of staff safety including a statement of zero tolerance
for racial or physical abuse. This will ensure adequate assessment to ensure that treatment is not withdrawn
inappropriately e.g. when abusive behaviour is a manifestation of mental health.
3.9 Interdependencies with other services
Care Communities operate as a key element of the care system and will work with all other sectors to provide
joined-up care for people. This includes:
•
•
•
•

Hospital based services including specialist services
Aligned community health services, including optometry, dentistry, pharmacy, sexual health, health visiting,
school nurses
Social Care
Wider community support and services, e.g. housing, leisure, police, fire, community, faith and voluntary
sector

Page 10 of 58

DRAFT
4. Applicable National Policy, Service Standards, and other relevant information
4.1 National Policy
Applicable national standards e.g. NICE, Royal Colleges
•
•
•
•
•
•
•
•
•

•
•
•

Commissioning Standards Integrated Urgent Care - https://www.england.nhs.uk/wpcontent/uploads/2015/10/integrtd-urgnt-care-comms-standrds-oct15.pdf
Social care for older people with multiple long-term conditions - https://www.nice.org.uk/guidance/qs132
Transition between inpatient hospital settings and community or care home settings for adults with social care
needs - https://www.nice.org.uk/guidance/qs136
Community engagement: improving health and wellbeing - https://www.nice.org.uk/guidance/qs148
Home care: delivering personal care and practical support to older people living in their own homes https://www.nice.org.uk/guidance/ng21
Older people with social care needs and multiple long-term conditions https://www.nice.org.uk/guidance/ng22
Multimorbidity: clinical assessment and management - https://www.nice.org.uk/guidance/ng56
Transition between inpatient hospital settings and community or care home settings for adults with social care
needs - https://www.nice.org.uk/guidance/ng27
Holistic assessment in the community - https://www.nice.org.uk/researchrecommendation/why-this-isimportant-there-was-low-quality-evidence-to-indicate-potential-benefit-from-community-assessments-basedon-the-principles-of-comprehensive-geriatric-assessment-in-older-people-however-the-studies-wereconducted-outside-the-uk-and-were-not-aime
Falls: assessment and prevention of falls in older people - https://www.nice.org.uk/guidance/CG161
Fit For Frailty Part 1 – Consensus best practice guidance for the care of older people living in community and
outpatient settings - http://www.bgs.org.uk/campaigns/fff/fff_full.pdf
Fit For Frailty Part 2 – Developing, commissioning and managing services for people living with frailty in
community settings - http://www.bgs.org.uk/campaigns/fff/fff2_full.pdf

4.2 Applicable local standards- Locally Defined
This specification is based on providers working together to deliver the outcomes outlined in section 2 above it is key
that both patients and staff continue to be involved in shaping and the continual improvement of care. Creating and
maintaining involvement and ownership of the measurement of achievements is critical to the cultural change
required and the overall success of delivering person centred community based care. The following are the standards
required:


















Person centred services – the ‘I’ statements
Co-design with patients
Each person’s care is owned by all staff at all times
Joined up care i s delivered across each person’s experience of health and social care
Care delivery that is focussed on achieving outcomes
Continuous quality improvement in care delivery with generation and testing of new ideas and innovations
‘High quality clinical care
Care delivery that demonstrates value for money
Measurable quality achievements for patients and staff
Integrated teams supporting t h e ‘ primary care home’ model
Senior professionals within teams deliver rapid, confident decision making on interventions to
support high quality patient care
‘Well led’ services with visible empowering leadership, locally
Greater autonomy of decision making for professional staff at team level
Systems are developed to support care staff to implement quality improvement
Frontline staff own the quality standards and measurement
The workforce has access to training and development to continually improve care delivery
Excellent co-ordination of care across local providers with good working relationships at all levels
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5. Location of Provider Premises

The Provider’s Premises are located at:






East Cheshire NHS Trust – any premises
Cheshire and Wirral Partnership Foundation Trust – any premises
Local Authorities - any premises
GP Surgeries
Patients own home

[Name and address of the Provider’s Premises OR details of the Provider’s Premises OR state “Not Applicable”]
6. Price

[Insert details including price where appropriate of Individual Service User Placement]
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EASTERN CHESHIRE CCCG
STRATIFICATION DATA AS @ DECEMBER 2017

RISK
Population

Very
High
Risk
(<0.5%)

994

8,949

High Risk (0.5-5%)

29,796

Moderate Risk (5-20%)

59,605

Low Risk (20-50%)

99,447

Very Low Risk (>50%)

DATA SOURCE: ARISTOTLE (MLCSU)

8,097

Age Band

Total in
Age Band

Number of Patients, by Age Band, categorised as having the following LTCs:
ASTHMA

DIABETES

43
40
65
98
125
260
363

Totals

8
11
15
21
17
42
55
169

3
8
26
44
97
98
276

0-19
401
20-39
302
40-54
480
55-64
618
65-74
1,415
75-84
2,825
85+
2,908
Totals
Top 5% Totals

52
91
135
143
280
409
276
1,386
1,555

0-19
4,359
20-39
2,234
40-54
2,902
55-64
3,580
65-74
7,205
75-84
6,997
85+
2,519
Totals
Top 20% Totals

0-19
20-39
40-54
55-64
65-74
75-84
85+

0-19
20-39
40-54
55-64
65-74
75-84
85+

20,489
8,988
8,846
8,058
9,528
3,380
316

COPD

HEART FAILURE HYPERTENSION

ACUTE COST (£'000)

DEMENTIA

DEPRESSION

TOTAL

Nov16 - Oct17

2
11
40
86
139

1
22
45
59
56
89
93
365

9
37
89
191
277
605
773
1,981

£86
£83
£173
£277
£342
£613
£544
£2,117

10
55
333
558
956
1,095

13
169
297
348
540
685
452
2,504
2,869

76
307
705
1,096
2,667
5,026
4,494
14,371
16,352

2
8
138
423
372
943
2,038

80
985
1,497
1,381
1,770
1,081
258
7,052
9,921

1
7
55
64
8
135

172
2,312
3,055
2,032
1,481
290
19
9,361

5
23
53
85
71
237

1
6
9
33
85
126
260

10
51
63
167
244
535

11
28
88
159
441
788
610
2,125
2,401

2
58
136
392
541
271
1,400
1,637

2
13
38
148
404
405
1,010
1,270

15
114
262
811
1,866
1,922
4,990
5,525

529
490
610
648
780
419
68
3,544
5,099

62
111
451
745
1,525
1,261
292
4,447
6,848

1
7
101
273
548
303
80
1,313
2,950

2
5
33
74
174
144
38
470
1,740

6
71
644
1,376
3,701
4,091
1,489
11,378
16,903

1,089
1,090
1,145
711
427
51

51
165
583
764
717
210
12
2,502

5
62
134
155
24
1
381

2
8
15
25
29
6
2
87

6
134
1,267
2,408
3,522
1,315
113
8,765

49
278
211
111
7

18
13
10

1
2
3
1

4
171
1,506
1,730
897
85

1
3
6
2

66
2,448
4,218
1,676
534
26

Average Cost
£'000/Patient

ACUTE ACTIVITY Nov16 - Oct17
AE

IP NEL

IP EL + DC

OP

£2.00
£2.08
£2.65
£2.82
£2.73
£2.36
£1.50
£2.13

153
269
361
477
386
765
854
3,265

272
139
209
291
315
639
688
2,553

20
24
212
579
325
671
218
2,049

242
243
495
882
973
1,894
1,794
6,523

£364
£421
£697
£965
£2,688
£4,404
£2,458
£11,998
£14,114

£1.21
£0.88
£1.13
£0.68
£0.95
£1.51
£0.85
£1.34
£1.48

751
804
810
683
1,253
2,114
1,837
8,252
11,517

749
294
377
412
802
1256
1035
4,925
7,478

103
285
421
868
1,903
3,227
1,054
7,861
9,910

1,218
1,675
2,459
3,510
8,348
14,741
10,041
41,992
48,515

680
1,669
3,338
4,505
8,636
7,722
2,597
29,147
45,499

£1,625
£1,533
£2,557
£3,444
£6,993
£5,882
£1,167
£23,201
£37,315

£0.37
£0.69
£0.88
£0.96
£0.97
£0.84
£0.46
£0.78
£0.95

3,179
2,044
1,665
1,417
1,891
1,564
556
12,316
23,833

1860
602
483
505
599
352
117
4,518
11,996

422
598
1,196
1,467
2,886
2,421
551
9,541
19,451

7,082
9,319
9,926
12,170
24,301
20,758
5,155
88,711
137,226

1,320
3,714
6,128
6,081
6,386
1,960
155

£2,346
£2,913
£4,036
£3,668
£3,574
£891
£18
£17,447

£0.11
£0.32
£0.46
£0.46
£0.38
£0.26
£0.06
£0.29

6,027
3,569
2,469
1,435
1,045
333
19
14,897

529
536
394
198
93
13

478
1,020
1,651
1,452
1,403
362
4
6,370

11,624
21,957
15,406
13,455
13,771
3,832
152
80,197

£520
£2,133
£3,069
£1,399
£321
£11

2,708
4,295
3,176
1,166
277
21

9
109
112
24
7

27
490
999
494
90
1

1,531
19,843
13,179
5,522
1,584
21

£7,454

£0.03
£0.07
£0.10
£0.10
£0.06
£0.02
£0.00
£0.07

11,643

261

2,101

41,680

£62,216

£0.31

50,373

14,020

27,922

259,103

Totals

4,513

0-19
17,489
20-39
30,594
40-54
31,425
55-64
13,989
65-74
5,441
75-84
509
85+
0
Totals

93
713
958
264
35

2,063

656

41

7

4,393

12

8,968

163
3,382
6,981
3,900
1,594
120
0
16,140

Grand Totals

11,675

10,006

3,372

1,834

30,061

2,185

28,250

87,383

25,744

1,763

ECCCG registered patients not included in risk stratification
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PBD PEER GROUP
STRATIFICATION DATA AS @ DECEMBER 2017

RISK
Population

Age Band

Total in
Age Band

Number of Patients, by Age Band, categorised as having the following LTCs:
ASTHMA

Very
High
Risk
(<0.5%)

172

1,567

High Risk (0.5-5%)

4,946

Moderate Risk (5-20%)

9,267

Low Risk (20-50%)

0-19
20-39
40-54
55-64
65-74
75-84
85+

5
3
5
13
26
54
66

Totals

5
1
1
1
4
13
6
31

2
3
13
14
12
44

0-19
51
20-39
29
40-54
49
55-64
81
65-74
253
75-84
535
85+
569
Totals
Top 5% Totals

7
7
18
21
41
72
35
201
232

0-19
657
20-39
248
40-54
412
55-64
578
65-74
1,332
75-84
1,242
85+
477
Totals
Top 20% Totals

0-19
20-39
40-54
55-64
65-74
75-84
85+

2,946
1,182
1,297
1,423
1,810
561
48

Totals

15,644

Very Low Risk (>50%)

DATA SOURCE: ARISTOTLE (MLCSU)

175,292

DIABETES

COPD

HEART FAILURE HYPERTENSION

1
11
19
11
42

1
2
12
12
22
49

34
38
80

6
7
19
82
143
106
363
407

2
14
45
94
51
206
248

1
1
4
27
58
75
166
215

1
11
32
147
336
380
907
987

85
56
107
106
156
82
13
605
837

11
13
72
114
246
182
57
695
1,102

1
1
14
34
81
65
18
214
462

1
5
10
27
27
3
73
288

1
11
90
231
676
735
270
2,014
3,001

199
148
177
143
104
9
0
780

8
32
56
119
102
23
340

8
15
23
3
1
50

1
2
4
3
1
11

DEPRESSION

TOTAL

Nov16 - Oct17

4
6
13
23

1
2
5
13
21
12
54

5
2
7
19
57
119
114
323

£25
£19
£17
£45
£54
£152
£84
£396

9
68
106
183
206

1
17
27
40
97
129
96
407
461

8
32
66
130
448
900
849
2,433
2,756

1
23
72
72
168
374

12
97
196
195
313
192
57
1,062
1,523

1
10
11
1
23

1
7

3
22
180
433
661
200
20
1,519

ACUTE COST (£'000)

DEMENTIA

IP NEL

IP EL + DC

OP

£5.04
£6.21
£3.30
£3.48
£2.08
£2.82
£1.27
£2.30

15
37
16
57
102
153
130
510

31
28
15
45
76
125
113
433

7
4
6
14
72
46
17
166

36
39
69
216
240
393
348
1,341

£43
£43
£72
£130
£518
£898
£413
£2,117
£2,512

£1.49
£0.88
£0.88
£0.52
£0.97
£1.58
£0.73
£1.35
£1.49

85
83
66
90
203
382
336
1,245
1,755

97
40
42
65
146
235
193
818
1,251

12
17
33
55
508
692
153
1,470
1,636

152
205
239
506
1,596
2,967
1,947
7,612
8,953

110
179
484
691
1,522
1,355
490
4,831
7,587

£286
£196
£383
£629
£1,396
£1,106
£241
£4,237
£6,749

£0.44
£0.79
£0.93
£1.09
£1.05
£0.89
£0.51
£0.86
£1.02

485
209
208
245
309
249
85
1,790
3,545

275
87
71
118
123
55
22
751
2,002

78
87
179
233
550
461
92
1,680
3,316

1,133
950
1,515
2,270
4,675
3,648
1,026
15,217
24,170

19
292
426
362
254
50
3
1,406

229
495
849
1,077
1,157
297
25

£343
£437
£671
£626
£662
£148
£4
£2,891

£0.12
£0.37
£0.52
£0.44
£0.37
£0.26
£0.09
£0.31

807
494
327
243
202
52
1
2,126

93
102
84
40
20
2
0
341

73
178
272
254
258
64
2
1,101

1,648
3,217
2,524
2,387
2,605
606
20
13,007

7
336
683
279
78
7

£80
£289
£529
£241
£48
£1

377
517
445
188
40
1

2
32
13
4
2
0

2
67
175
75
18
0

275
3,109
2,175
979
280
3

£1,188

£0.03
£0.07
£0.10
£0.10
£0.05
£0.01
£0.00
£0.08

1,568

53

337

6,821

£10,828

£0.34

7,239

2,396

4,754

43,998

4,129

16
140
224
52
7

4
35
27
8

1
2
2

1

439

74

5

1

718

1

1,390

23
506
1,190
655
234
20
0
2,628

Grand Totals

2,056

1,516

517

300

5,238

398

4,319

14,344

1

ACUTE ACTIVITY Nov16 - Oct17
AE

0-19
2,675
20-39
4,369
40-54
5,083
55-64
2,425
65-74
1,004
75-84
88
85+
0
Totals

26
246
295
138
13

Average Cost
£'000/Patient

ECCCG registered patients not included in risk stratification
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CHAW PEER GROUP
STRATIFICATION DATA AS @ DECEMBER 2017

RISK
Population

Very
High
Risk
(<0.5%)

201

1,788

High Risk (0.5-5%)

6,135

Moderate Risk (5-20%)

13,174

Low Risk (20-50%)

23,586

Very Low Risk (>50%)

DATA SOURCE: ARISTOTLE (MLCSU)

162,004

Age Band

Total in
Age Band

Number of Patients, by Age Band, categorised as having the following LTCs:
ASTHMA

DIABETES

7
7
13
22
21
56
75

Totals

3
3
2
2
5
7
14
36

1
2
7
5
24
21
60

0-19
74
20-39
46
40-54
76
55-64
114
65-74
272
75-84
570
85+
636
Totals
Top 5% Totals

10
13
18
30
61
96
74
302
338

2
4
13
31
82
149
121
402
462

7
23
83
101
56
270
306

0-19
941
20-39
396
40-54
531
55-64
662
65-74
1,506
75-84
1,558
85+
541
Totals
Top 20% Totals

131
74
108
117
174
97
18
719
1,057

15
20
76
120
277
239
45
792
1,254

1
11
50
110
60
11
243
549

0-19
20-39
40-54
55-64
65-74
75-84
85+

282
231
282
165
108
16

11
27
122
134
131
32
1
458

2
12
24
26
6
4
74

0-19
20-39
40-54
55-64
65-74
75-84
85+

4,816
1,920
1,989
1,710
1,963
693
83

COPD

1
3
5
15
12
36

HEART FAILURE HYPERTENSION

1
2
3
15
27
48

1
10
11
37
54
113

1
4
17
80
83
185
233

3
15
45
151
386
433
1,033
1,146

11
13
27
27
4
82
315

2
14
120
251
785
908
337
2,417
3,563

2
2
4
2
1
11

1
30
254
505
717
249
31
1,787

ACUTE COST (£'000)

DEMENTIA

DEPRESSION

TOTAL

Nov16 - Oct17

1
1
6
13
21

5
8
16
10
24
25
88

3
9
15
41
40
128
166
402

£8
£9
£41
£37
£66
£165
£103
£429

5
62
121
188
209

3
25
54
67
114
143
112
518
606

15
45
108
200
513
1,017
1,000
2,898
3,300

1
1
22
88
57
169
378

20
181
300
280
382
249
57
1,469
2,075

1
6
5
3
15

IP NEL

IP EL + DC

OP

£1.17
£1.22
£3.12
£1.70
£3.16
£2.94
£1.38
£2.14

32
29
75
89
54
167
189
635

38
13
39
63
56
146
137
492

1
3
64
132
25
225
26
476

24
31
116
146
116
427
330
1,190

£105
£67
£102
£161
£491
£805
£540
£2,271
£2,700

£2.28
£0.88
£0.90
£0.59
£0.86
£1.26
£0.85
£1.27
£1.41

131
122
123
99
201
378
347
1,401
2,036

131
50
56
64
137
219
181
838
1,330

35
20
45
74
348
766
344
1,632
2,108

235
243
393
582
1,668
2,911
2,252
8,284
9,474

168
290
627
832
1,777
1,668
529
5,891
9,191

£300
£259
£455
£706
£1,393
£1,105
£176
£4,395
£7,095

£0.32
£0.66
£0.86
£1.07
£0.92
£0.71
£0.33
£0.72
£0.88

651
329
258
235
351
296
106
2,226
4,262

392
103
83
79
108
68
18
851
2,181

74
107
173
318
558
410
62
1,702
3,810

1,409
1,477
1,880
2,353
4,954
4,478
951
17,502
26,976

46
517
743
462
303
45
5
2,121

340
809
1,415
1,295
1,293
353
45

£495
£592
£814
£688
£576
£137
£3
£3,306

£0.10
£0.31
£0.41
£0.40
£0.29
£0.20
£0.04
£0.25

1,278
649
506
270
172
68
6
2,949

113
103
73
35
18
3
0
345

98
233
346
270
214
61
0
1,222

2,364
4,290
3,337
2,673
2,467
624
38
15,793

18
596
1,013
357
99
5

£127
£494
£602
£268
£59
£1

619
924
685
236
46
6

0
16
29
4
1
0

8
107
205
81
11
0

369
4,837
2,504
1,100
227
3

£1,552

£0.03
£0.07
£0.08
£0.08
£0.05
£0.01
£0.00
£0.07

2,516

50

412

9,040

£11,952

£0.27

9,727

2,576

5,444

51,809

1,084

0-19
4,340
20-39
7,316
40-54
7,555
55-64
3,155
65-74
1,108
75-84
112
85+
0
Totals

32
177
240
77
9

535

87

4

2

835

1

2,088

52
809
1,593
805
275
18
0
3,552

Grand Totals

2,676

1,799

627

328

6,185

394

6,284

18,293

3
1

1
1

2
33
295
340
153
12

1

ACUTE ACTIVITY Nov16 - Oct17
AE

Totals

3
42
28
13
1

Average Cost
£'000/Patient

5,550

ECCCG registered patients not included in risk stratification
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CHC PEER GROUP
STRATIFICATION DATA AS @ DECEMBER 2017

RISK
Population

Age Band

Total in
Age Band

Number of Patients, by Age Band, categorised as having the following LTCs:
ASTHMA

Very
High
Risk
(<0.5%)

177

1,668

High Risk (0.5-5%)

6,093

Moderate Risk (5-20%)

12,088

Low Risk (20-50%)

20,782

Very Low Risk (>50%)

DATA SOURCE: ARISTOTLE (MLCSU)

166,080

0-19
20-39
40-54
55-64
65-74
75-84
85+

DIABETES

11
7
14
18
22
43
62

Totals

2
3
5
6
2
4
5
27

1
2
9
17
14
43

0-19
68
20-39
51
40-54
100
55-64
137
65-74
276
75-84
510
85+
526
Totals
Top 5% Totals

7
14
25
22
57
65
43
233
260

3
2
25
43
89
152
116
430
473

0-19
818
20-39
470
40-54
584
55-64
657
65-74
1,501
75-84
1,488
85+
575
Totals
Top 20% Totals

86
83
108
118
132
62
16
605
865

9
26
92
143
368
294
77
1,009
1,482

0-19
20-39
40-54
55-64
65-74
75-84
85+

151
181
161
110
67
9

14
29
128
170
224
81
8
654

3,934
1,635
1,615
1,617
2,221
979
87

Totals

679

0-19
3,752
20-39
5,663
40-54
6,546
55-64
3,122
65-74
1,528
75-84
171
85+
0
Totals

11
110
120
38
8

Grand Totals

COPD

1
8
12
12
10
43

ACUTE COST (£'000)

DEMENTIA

DEPRESSION

TOTAL

Nov16 - Oct17

1
6
18
25

3
11
13
11
13
15
66

2
6
20
39
47
100
120
334

£23
£14
£41
£60
£55
£70
£75
£339

4
11
57
103
175
200

1
31
65
78
106
129
85
495
561

11
50
157
253
535
904
802
2,712
3,046

2
33
98
78
211
411

13
199
315
273
409
254
71
1,534
2,095

Average Cost
£'000/Patient

ACUTE ACTIVITY Nov16 - Oct17
AE

IP NEL

IP EL + DC

OP

£2.11
£1.97
£2.94
£3.34
£2.51
£1.64
£1.21
£1.91

49
67
122
57
51
157
164
667

73
29
53
41
51
119
133
499

6
1
9
15
16
171
15
233

59
34
73
125
173
249
223
936

£61
£76
£160
£239
£503
£927
£527
£2,492
£2,831

£1.19
£0.76
£1.16
£0.86
£0.99
£1.76
£1.00
£1.49
£1.59

150
100
162
156
241
450
395
1,654
2,321

124
43
84
99
168
288
244
1,050
1,549

18
26
63
272
341
523
201
1,444
1,677

214
253
540
851
1,493
2,570
1,788
7,709
8,645

110
325
659
855
1,858
1,671
627
6,105
9,151

£348
£338
£564
£636
£1,577
£1,431
£321
£5,216
£8,047

£0.43
£0.72
£0.97
£0.97
£1.05
£0.96
£0.56
£0.86
£1.02

562
401
348
301
439
378
137
2,566
4,887

341
116
103
110
146
109
41
966
2,515

94
119
367
262
745
623
137
2,347
4,024

1,402
2,063
1,865
1,967
5,193
4,679
1,244
18,413
27,058

195
702
1,112
1,200
1,598
671
54

47

27
463
581
436
421
123
9
2,060

£480
£578
£857
£938
£1,098
£335
£7
£4,292

£0.12
£0.35
£0.53
£0.58
£0.49
£0.34
£0.08
£0.36

1,243
707
484
326
284
102
6
3,152

89
101
78
54
26
5
0
353

87
189
357
360
443
132
2
1,570

2,509
3,971
2,882
2,903
3,580
1,321
58
17,224

1
33
352
443
320
41

1
3
1

13
554
1,002
469
182
9

£123
£419
£792
£391
£89
£5

636
851
740
272
83
6

1
20
34
9
2
0

7
112
262
190
21
1

380
3,617
2,992
1,337
560
11

£1,819

£0.03
£0.07
£0.12
£0.13
£0.06
£0.03
£0.00
£0.09

2,588

66

593

8,897

£14,158

£0.35

10,627

2,934

6,187

53,179

HEART FAILURE HYPERTENSION

2
4
17
19
42

2
8
8
31
39
88

10
31
77
79
48
245
288

5
9
28
86
74
202
244

3
27
66
167
336
333
932
1,020

2
22
50
111
60
18
263
551

2
1
4
20
55
46
16
144
388

14
118
249
750
857
351
2,339
3,359

1
11
28
56
10

2
3
3
8
12
4

106

32

1
25
228
446
798
419
37
1,954

2
20
25

5,532

10
88
85
58
6

4
4
5

2

287

247

13

2

1,190

5

2,229

25
707
1,566
1,042
576
57
0
3,973

1,831

2,383

670

422

6,503

463

6,384

18,656

ECCCG registered patients not included in risk stratification
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KNUTSFORD PEER GROUP
STRATIFICATION DATA AS @ DECEMBER 2017

RISK
Population

Age Band

Total in
Age Band

Number of Patients, by Age Band, categorised as having the following LTCs:
ASTHMA

Very
High
Risk
(<0.5%)

131

1,097

High Risk (0.5-5%)

3,378

Moderate Risk (5-20%)

6,617

Low Risk (20-50%)

10,966

Very Low Risk (>50%)

DATA SOURCE: ARISTOTLE (MLCSU)

184,699

0-19
20-39
40-54
55-64
65-74
75-84
85+

3
3
5
8
12
48
52

DIABETES

COPD

HEART FAILURE HYPERTENSION

Totals

1
3
3
11
10
28

1
2
24
19
46

1
4
19
10
34

2
19
19
41

1
4
6
25
35
71

0-19
42
20-39
31
40-54
44
55-64
59
65-74
172
75-84
337
85+
412
Totals
Top 5% Totals

4
8
19
14
42
63
36
186
214

1
3
7
9
49
98
92
259
305

1
8
15
51
55
35
165
199

1
1
5
26
64
63
160
201

1
10
26
94
196
242
569
640

0-19
490
20-39
230
40-54
282
55-64
396
65-74
796
75-84
871
85+
313
Totals
Top 20% Totals

64
56
58
80
108
59
5
430
644

5
8
30
79
158
169
34
483
788

3
10
34
59
40
11
157
356

1
5
17
24
21
2
70
271

1
11
52
143
364
454
166
1,191
1,831

0-19
20-39
40-54
55-64
65-74
75-84
85+

137
111
139
91
56
9

2,364
903
987
862
1,101
361
39

1

ACUTE COST (£'000)

DEMENTIA

DEPRESSION

TOTAL

Nov16 - Oct17

1
1
6
13
21

2
4
5
7
13
22
53

0
2
7
15
25
117
128
294

£5
£9
£14
£15
£33
£108
£91
£276

2
10
36
75
123
144

2
19
31
40
77
107
70
346
399

7
33
76
111
349
619
613
1,808
2,102

1
1
21
39
46
108
252

9
137
163
170
219
155
33
886
1,285

7
3
1
11

27
282
384
227
189
33
1
1,143

IP NEL

IP EL + DC

OP

£1.61
£3.07
£2.87
£1.93
£2.73
£2.24
£1.76
£2.11

8
9
28
53
29
123
103
353

22
7
25
25
30
112
92
313

1
3
5
5
12
189
37
252

16
30
43
30
92
341
256
808

£25
£39
£68
£73
£328
£480
£376
£1,389
£1,665

£0.80
£0.88
£1.15
£0.43
£0.97
£1.16
£0.91
£1.27
£1.40

78
61
63
60
149
209
247
867
1,220

67
30
33
35
92
104
155
516
829

4
12
22
26
147
289
124
624
876

98
210
216
271
989
1,709
1,412
4,905
5,713

79
216
319
524
953
937
297
3,325
5,427

£179
£176
£237
£367
£662
£681
£134
£2,436
£4,100

£0.37
£0.76
£0.84
£0.93
£0.83
£0.78
£0.43
£0.72
£0.90

325
195
133
121
200
181
63
1,218
2,438

203
67
50
40
57
34
8
459
1,288

49
64
98
191
237
294
61
994
1,870

772
927
954
1,167
2,307
2,372
662
9,161
14,874

165
422
732
654
688
169
13

£256
£304
£426
£375
£391
£87
£1
£1,840

£0.11
£0.34
£0.43
£0.44
£0.35
£0.24
£0.03
£0.28

585
315
231
138
118
39
1
1,427

55
76
36
14
9
2
0
192

69
103
191
159
142
33
0
697

1,171
2,393
1,645
1,177
1,499
392
11
8,288

£56
£231
£298
£128
£36
£4

338
468
368
140
37
2

1
12
6
2
0
0

2
49
86
37
9
0

134
2,219
1,331
514
128
1

£754

£0.03
£0.07
£0.08
£0.08
£0.06
£0.07
£0.00
£0.07

1,353

21

183

4,327

£6,694

£0.30

5,218

1,501

2,750

27,489

Totals

543

0-19
2,035
20-39
3,229
40-54
3,524
55-64
1,564
65-74
563
75-84
51
85+
0
Totals

12
68
126
35
6

8
21
22
5

247

56

6

0

378

2

1,034

19
355
792
403
146
8
0
1,723

Grand Totals

1,434

1,121

399

276

3,036

265

3,462

9,993

9
14
14

2
2
1

37

5

18
136
151
68
5

6

1
1

7
261
502
195
66
3

ACUTE ACTIVITY Nov16 - Oct17
AE

1
15
72
90
73
24
2
277

14
126
230
348
100
9
827

Average Cost
£'000/Patient

2,843

ECCCG registered patients not included in risk stratification
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EASTERN CHESHIRE CCCG
STRATIFICATION DATA AS @ DECEMBER 2017

RISK
Population

Very
High
Risk
(<0.5%)

313

2,829

High Risk (0.5-5%)

9,244

Moderate Risk (5-20%)

18,459

Low Risk (20-50%)

28,469

Very Low Risk (>50%)

DATA SOURCE: ARISTOTLE (MLCSU)

147,574

Age Band

Total in
Age Band

Number of Patients, by Age Band, categorised as having the following LTCs:
ASTHMA

DIABETES

17
20
28
37
44
59
108

Totals

3
4
6
9
3
7
20
52

2
3
13
15
18
32
83

3
10
21
20
28
82

0-19
166
20-39
145
40-54
211
55-64
227
65-74
442
75-84
873
85+
765
Totals
Top 5% Totals

24
49
55
56
79
113
88
464
516

5
13
36
57
139
246
175
671
754

0-19
1,453
20-39
890
40-54
1,093
55-64
1,287
65-74
2,070
75-84
1,838
85+
613
Totals
Top 20% Totals

163
221
229
227
210
119
16
1,185
1,701

320
419
386
202
92
8

0-19
20-39
40-54
55-64
65-74
75-84
85+

0-19
20-39
40-54
55-64
65-74
75-84
85+

6,429
3,348
2,958
2,446
2,433
786
59

COPD

ACUTE COST (£'000)

DEMENTIA

DEPRESSION

TOTAL

Nov16 - Oct17

4
16
29
49

1
11
20
20
15
18
19
104

4
18
40
77
95
141
245
620

£25
£33
£60
£118
£134
£117
£190
£677

4
20
110
153
287
336

6
77
120
123
146
177
89
738
842

35
147
298
402
822
1,586
1,230
4,520
5,140

3
39
126
119
287
623

26
371
523
463
447
231
40
2,101
2,943

ACUTE ACTIVITY Nov16 - Oct17
AE

IP NEL

IP EL + DC

OP

£1.45
£1.65
£2.14
£3.20
£3.03
£1.99
£1.76
£2.16

49
127
120
221
150
165
268
1,100

108
62
77
117
102
137
213
816

5
13
128
413
200
40
123
922

107
109
194
365
352
484
637
2,248

£131
£196
£296
£362
£848
£1,295
£602
£3,729
£4,406

£0.90
£0.93
£1.30
£0.82
£0.97
£1.69
£0.79
£1.32
£1.48

307
438
396
278
459
695
512
3,085
4,185

330
131
162
149
259
410
262
1,703
2,519

34
210
258
441
559
957
232
2,691
3,613

519
764
1,071
1,300
2,602
4,584
2,642
13,482
15,730

213
659
1,249
1,603
2,526
2,091
654
8,995
14,135

£512
£563
£918
£1,106
£1,965
£1,558
£295
£6,917
£11,324

£0.35
£0.63
£0.84
£0.86
£0.95
£0.85
£0.48
£0.75
£0.93

1,156
910
718
515
592
460
165
4,516
8,701

649
229
176
158
165
86
28
1,491
4,010

127
221
379
463
796
633
199
2,818
6,431

2,366
3,902
3,712
4,413
7,172
5,581
1,272
28,418
44,148

1
3
12
20
3
39

53
758
921
545
314
39
1
2,631

391
1,286
2,020
1,855
1,650
470
23

£773
£1,002
£1,268
£1,041
£847
£184
£3
£5,118

£0.12
£0.30
£0.43
£0.43
£0.35
£0.23
£0.04
£0.28

2,114
1,404
921
458
269
72
5
5,243

179
154
123
55
20
1
0
532

151
317
485
409
346
72
0
1,780

3,932
8,086
5,018
4,315
3,620
889
25
25,885

1
61
477
501
218
14

1
1
1

21
701
1,018
376
109
2

£134
£700
£848
£370
£89
£1

738
1,535
938
330
71
6

5
29
30
5
2
0

8
155
271
111
31
0

373
6,061
4,177
1,592
389
3

£2,142

£0.03
£0.07
£0.10
£0.10
£0.07
£0.01
£0.00
£0.08

3,618

71

576

12,595

£18,583

£0.31

17,562

4,613

8,787

82,628

HEART FAILURE HYPERTENSION

1
3
3
12
22
39
80

5
22
25
40
78
170

1
31
53
136
212
81
514
596

5
16
50
116
110
297
377

7
51
93
252
612
534
1,549
1,719

22
44
181
289
476
377
79
1,468
2,222

44
105
187
78
22
436
1,032

2
8
14
41
23
13
101
478

2
21
264
502
1,126
1,137
365
3,417
5,136

2
22
53
36
5
1
119

2
6
7
11
1
1
28

1
43
479
794
998
347
16
2,678

Totals

1,427

17
62
205
251
187
50
1
773

0-19
4,687
20-39
10,017
40-54
8,717
55-64
3,723
65-74
1,238
75-84
87
85+
0
Totals

22
218
248
62
5

24
92
49
27

4
6
3

555

192

13

2

1,272

3

2,227

44
1,005
1,840
995
363
17
0
4,264

Grand Totals

3,683

3,187

1,164

508

9,086

665

7,801

26,094

1
1

Average Cost
£'000/Patient

7,695

ECCCG registered patients not included in risk stratification
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Appendix 2
Caring Together Ambitions
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Access that is designed
to deliver high quality,
responsive services

The Eight
Caring Together
Ambitions

ESS
C
C
A
EASY

Appropriate time in hospital, with
prompt and planned discharge into
well organised community care

APPROPRIA
TE TI M
E IN

HO S
PIT
AL

A prompt response
to urgent needs so that
fewer people need to access
urgent and emergency care

dr
rapi
hig

h qu

RE
D CA
RATE
INTEG

Staff working together
with the person at the centre
to proactively manage long
term physical and mental
health conditions

ality
ca

re

e
espons

EMPOWERED PERSON
People are empowered to
take responsibility for their
own health and well being

PL A
NNED
PATHW
AYS
Simplified
planned care pathways
delivered as locally as possible

OR
F
T
R
O
S U PP

ER
R
A
C

The highest quality care
delivered by the right person
regardless of the time of day
or day of the week

S

Carers are
valued and supported
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Appendix 3
Caring Together Quality Standards
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Overarching Quality Standard Statements

Ambition for Future
Services (from the Case
for Change)
1. Empowered Person:
People are empowered
to take responsibility for
their own health and well
being
(includes self
management)

Quality Standard statements
I, as a patient, citizen or carer, expect the following standards of care
I will have access to up-to-date, relevant and comprehensive information, in the right formats to
enable me to take responsibility for my health and wellbeing and to inform my choice and decision
making.
I can access effective and helpful joined up care and support when I need it and I can readily find
accurate information in order to remain mentally and physically well and healthy. ’
When moving between care settings, or when my care is supported by a number of staff, adequate
and accurate information about my condition is shared securely between them, and with me or my
carer.
I will be actively involved in decisions about my care and I will be supported by care staff to make
fully informed choices about investigations, treatment and care that reflect what is important to me.

2. Easy Access:
Access that is designed
to deliver high quality,
responsive services and
information

I will be able to use the most suitable method to access information and services
I will have access to the appropriately skilled care staff at the appropriate time for the appropriate
intervention
My care staff will have access to the information, support and advice they need from care
colleagues in order to manage my care well, 24 hours per day 7 days a week

3. Support for Carers:
Carers are valued and
supported

I will have access to an assessment of my own needs as a carer and I will be given the support I
need to continue in my caring role
I can balance my caring roles and maintain my physical, mental and emotional wellbeing
As a carer I am valued, involved and informed throughout the care process
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Ambition for Future
Quality Standard statements
Services (from the Case I, as a patient, citizen or carer, expect the following standards of care
for Change)
4. High Quality Care:
I and/or my carer/representative will:
The highest quality care
delivered by the right
 be dealt with in a courteous and respectful manner
person regardless of the
 receive assessment and recommendations for care based on current best practice
time of day or day of the
 be actively involved where there is a change in my health status and/or a need to alter my
week
current plan of care
 receive specialist and generalist input into my care when appropriate, either directly or from a
distance, in a way which does not unduly delay progress in my care
 receive care from the appropriately experienced and skilled care staff, based on my needs
and conditions as defined by national standards and best practice. .
 receive specialist input into my care when appropriate, in the most appropriate setting,
delivered face-to-face, by phone or remotely via technology, in a way which does not unduly
delay progress in my care
5. Integrated care:
Staff working together
with the person at the
centre to proactively
manage long term
physical and mental
health conditions

I will have the fewest number of assessments required, involving as many agencies as needed to
deliver my coordinated care package.
I will experience continuity of care delivered, whenever possible, by the same care staff or team
throughout a single episode of care.
I will experience care that is tailored to my needs and personal preferences, taking into account my
circumstances, my ability to access services and my coexisting conditions, especially where mental
capacity is an issue.
My GP, consultants and other care staff will work together, irrespective of my care settling, to
ensure I receive the most appropriate care for my needs.
My information and care records will be shared with my consent to enable care staff to provide the
most appropriate joined up care
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Ambition for Future
Services (from the Case
for Change)
6. Planned pathways:
Simplified planned care
pathways delivered as
locally as possible

Quality Standard statements
I, as a patient, citizen or carer, expect the following standards of care
My care staff will follow agreed care pathways where applicable in order to provide me with
consistent high quality care.
Care pathways will be based on national standards adapted for local use where appropriate for me.
Care pathways will be shared with me and my carers so that I am fully informed of what care I will receive
and when.

7. Rapid Response:
A prompt response to
urgent needs so that
fewer people need to
access urgent and
emergency hospital care

I and my carers will have access to a response for an urgent care need from one point of access, 24 hours a
day 7 days a week

8. Appropriate time in
hospital:
Appropriate time in
hospital, with prompt
discharge into well
organised community
care

During my hospital stays, discharge planning will start on my admission and include the support of a
care co-ordinator.

My care staff will have access to the information, support and advice they need from care
colleagues in order to manage my care well, 24 hours a day 7 days a week

When required, care staff working in the hospital and community will work together with me to
facilitate my timely return to the community 7 days a week.
I will be given information on my care, including discharge letters and summaries, and what I can do
to maintain my health and wellbeing.
My GP will always be informed of my hospital admission and will receive details of my care whilst in
hospital.
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Appendix 4
Caring Together Quality Strandards
for Community Based Care
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Quality Standards for Community Based Care

Care Model Ambition (from
the Case for Change)

Quality Standard statements
I, as a person or carer, expect the following standards of care

1. Empowered Person:
People are empowered to
take responsibility for their
own health and wellbeing
(includes self-management)
2. Easy Access:
Access that is designed to
deliver high quality,
responsive services and
information

I will be encouraged and supported by all care staff to take an active part in my care and the support available to me. I
will feel empowered to manage my own health
All contacts with care staff support me to improve and maintain my health and wellbeing

I will have access to information and triage 24hrs per day, seven days a week and I will be directed to the most
appropriate service to meet my needs
I will be able to use the most suitable access method to access information and services

3. Support for Carers:

As a carer I can balance my caring role and maintain my physical, mental and emotional wellbeing

Carers are valued and
supported

I will continually be involved throughout the care process
I will have access to an assessment of my own needs as a carer and I will be given the support I need to continue in my
caring role
I have the information and advice I need to fulfil my caring role

4. High Quality Care:

I and/or my carer/representative will:

The highest quality care
delivered by the right person
regardless of the time of day
or day of the week

Be dealt with in a courteous and respectful manner
Receive assessment and recommendations for care based on current best practice
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Care Model Ambition (from
the Case for Change)

Quality Standard statements
I, as a person or carer, expect the following standards of care
Be actively informed where there is a change in my health status and/or a need to alter my current plan of care
Receive specialist input into my care when appropriate, in the most appropriate setting, delivered face-to-face, by phone
or remotely via technology, in a way which does not unduly delay progress in my care

5. Integrated care:

If I have with complex needs

Staff working together with
the person at the centre to
proactively manage long term
physical and mental health
conditions

I will be offered co-ordinated care including a personalised care plan which includes a contingency plan and a named
care co-ordinator who will work with me to organise my care
Multi-disciplinary groups will work together to support and empower me. I will have input from GPs, primary, community
health, social care, mental health and other specialists to manage co-ordinated care delivery
Care co-ordinators will work with me to assess my health, determine my needs, and manage and review my care. This
may include the use of technology or portable diagnostics
Where it is in the interests of the myself, care will be managed at my home and in the local community
My care staff will use shared decision making and make all my contacts promote health and
well being
My information and care records will be shared to enable care staff to provide the appropriate joined up care

Page 29 of 58

Care Model Ambition (from
the Case for Change)

Quality Standard statements
I, as a person or carer, expect the following standards of care

6. Planned pathways:
Simplified planned care
pathways delivered as locally
as possible

7. Rapid Response:
A prompt response to urgent
needs so that fewer people
need to access urgent and
emergency hospital care

All care staff will follow agreed pathways in order to provide me with consistent high quality care
Pathways will be used based on national standards and adapted for local use, according to my individual needs

My carers and I will have access to 7 day 24 hour response for an urgent care need from one point of access
As a result of triage:
If I have been identified as having a lower level urgent need, I will be given a timed appointment or visit within an agreed
time
If I and/or my Carers have been identified as having an urgent high risk need, I will have a co-ordinated assessment of
my/our needs within an agreed time of requesting support
If I and my Carers have been identified as having an urgent high risk need, I will have a personalised care plan set up
within an agreed time to support me with my urgent care needs and care will be delivered at a time agreed with me.
If I have been identified as having non urgent needs that cannot be resolved by phone, I will be offered the choice of an
appointment with a GP within an agreed time or an appointment to see a GP in my own practice within an agreed time

8. Appropriate time in
hospital:

During all my hospital stays, discharge planning will start on admission and will ensure I have a planned and smooth
transition back to the community which fully involves me and is tailored to my needs

Appropriate time in hospital,
with prompt discharge into
well organised community
care

When required, care staff working in the hospital and community will work together with me to facilitate my timely return
to the community after a hospital attendance or stay 7 days a week
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Appendix 5
Caring Together Integrated Care
Outcome Framework
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Integrated Care Framework
Caring Together
Ambition
Empowered Person
People are empowered to
take responsibility for their
own health and well being

Easy Access
Access that is designed to
deliver high quality,
responsive services
Appropriate time in
hospital
Appropriate time in hospital
with prompt & planned
discharge into well organised
community care
Rapid Response
A prompt response to urgent
needs so that fewer people
need to access urgent and
emergency care

Outcome
People are empowered to take
responsibility for their own health
and wellbeing and manage their own
support as they wish, so that they
are in control of what, how and when
support is delivered to match their
needs.



People feeling supported to manage their condition
(GP Patient Survey)



Proportion of people using social care services who
has as much social contact as they would like
(ASCOF)



Advice/communication on discharge from inpatient
spell (National inpatient survey)



Mental Health Service Users: Support received in
managing other areas of life

Improved access to high quality,
responsive services, support and
appropriate information that provides
everyone with the opportunity to
have the best health and wellbeing
throughout their life.



Primary Care Access Scores (GP Survey)



Accessing Cancer Treatment - 2week / 31 day / 62
day standards



Timely access to mental health services

Reducing inappropriate time spent
in hospital by increasing planned
discharge into co-ordinated
community care



Avoidable emergency admissions (aged 75+)



Readmissions rate (all patients)

Increasing the responsiveness of
services to meet the urgent needs of
the people they serve.



A&E attendances patients 65+ (Possibility of using
patients within STAIRRS cohort)



Harm Free Care - pressure ulcers, falls, Catheter
UTI and VTE (ECT Safety) Thermometer



Friends and Family Test -ECT Acute + Community
+ CWP + GP



Experience of last GP/Nurse appointment
(GP Survey)



Social Care – satisfaction of service users

Carers feel valued and supported
and are able to maintain or improve
their desired quality of life.



Proportion of carers in receipt of a comprehensive
assessment



Carers reported quality of life (ASCOF)

Improving outcomes from planned
care via simplified pathways
delivered as locally as possible



Delayed transfers of care (patients aged 18+) –
DTOC bed days as a % of bed stock MDGH



Excess Bed Days – ECCG patients aged 65+

Improving peoples experience and
outcomes of integrated care



Patients experience of integrated care



Care professional use Cheshire Care Record

Increasing the quality of care
provided in Eastern Cheshire reThe highest quality care
gardless of the time of day or the
delivered by the right person day of the week.
regardless of the time of day
or day of the week
High quality care

Support for carers
Carers are valued and
supported
Planned Pathways
Simplified planned care
pathways delivered as
locally as possible
Integrated Care
Staff working together with
the person at the centre to
proactively manage long
term physical and mental

Bellwether Indicator
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Appendix 6
Integrated Care System Dashboard
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DOMAIN

Caring Together AMBITION

Ambition RAG (Click
on number to go to
detail)

System Dashboard - Caring Together
2015-16
BELLWEATHER INDICATOR

Q1

1a ~ People feeling supported to mange their condition
(GP Survey) **PGB**

1. Empowered Person

People are empowered to take responsibility for their own health and wellbeing and
manage their own support as they are in control of what, how and when support is
delivered to match their needs

2.0

Improved access to high quality, responsive services, support and appropriate
information that provides everyone with the opportunity to have the best health and
wellbeing

4. Rapid Response

Reducing inappropriate time spent in hospital by increasing planned discharge into coordinated community care

Increasing the responsiveness of services to meet the urgent needs of the people they
serve.

1.7

1.0

Increasing the quality of care provided in Eastern Cheshire regardless of the time of
day or the day of the week

2.8

6. Support for carers

7. Planned Pathways

8. Integrated Care

19/01/2018 17:30

Improving outcomes from planned care via simplified pathways delivered as locally as
possible

Improving peoples experience and outcomes of integrated care

1.0

1.7

3.5

Ambition RAG
Scoring
<1.5
1.5 - 2.4
2.5 - 3.4
=>3.5

Q3

49.29%

50.10%

77.65%

TREND

RAG SCALES / PARAMETERS
UP IS GOOD

41.20%

CCG Peers CCG Peers CCG Peers CCG Peers
Qtl 1
Qtl 2
Qtl 3
Qtl 4

UP IS GOOD

=>75%

50-75%

25-50%

<25%

5.5

UP IS GOOD

Eng Qtl 1

Eng Qtl 2

Eng Qtl 3

Eng Qtl 4

78.69%

UP IS GOOD

CCG Peers CCG Peers CCG Peers CCG Peers
Qtl 1
Qtl 2
Qtl 2
Qtl 2

5.8

75.62%

Q4

95.09%

94.62%

94.85%

94.82%

93.85%

93.65%

94.79%

95.08%

UP IS GOOD =>91.0%

2c ~ Timely access to Mental Health Services (Average %
patients waiting EI, <6wks IAPT, <18wks RTT All Services)

59.21%

61.02%

72.13%

75.94%

76.07%

77.90%

87.76%

93.49%

UP IS GOOD

0.26%

14.24%

3.02%

-3.35%

-7.29%

7.08%

11.47%

13.87%

3b ~ECT Readmissions Quarterly Performance (Current
Qtr v Prior Year's Qtr)

-12.78%

-8.83%

-7.93%

-6.76%

-10.65%

-7.39%

-9.77%

3c ~Emergency admissions with LoS >24h for under 16's
(Current Qtr v Prior Year's Qtr)

-1.78%

36.15%

-5.71%

-8.78%

1.20%

-16.38%

4a ~ A&E attendances (Type 1 Site) patients aged 65+.
(Current Qtr v Prior Year's Qtr)

-4.30%

-7.05%

0.13%

10.74%

6.24%

4b ~ Non elective admissions (excl maternity) - all
patients (Current Qtr v Prior Year's Qtr)

-4.37%

0.52%

-5.01%

-3.37%

4c ~ Avoidable admissions - all patients (Current
Qtr v Prior Year's Qtr)

2.78%

12.57%

6.95%

5a ~ Harm Free Care (pressure ulcers, falls, CatheterUTI and VTE) (ECT Safety Thermometer)

90.57%

91.81%

92.73%

91.54%

5c ~ Experience of last GP / Nurse appointment (GP
survey) **PGB**
5d ~ Social Care - Satisfaction of service users (ASCOF +
ASCS) (Latest Data is annual as @ March 16)

Carers feel valued and supported and are able to maintain or improve their desired
quality of life.

Q2

2b ~ Accessing Cancer Treatment - 2week / 31 day / 62
day standards. Quarterly Average

5b ~ Friends & Family Test (ECT AE + IP + Maternity +
Community + CWP + GP) Overall average of %Recommended

5. High quality care

Q1

66.42%

55.70%

1c ~ CWP Community Mental Health Services National Survey;
support received in managing "other areas of life" / "support
& wellbeing". (Score out of 10/National Quartile). 2014 &
2016 SurveyS

1.7

Q4
65.49%

1b ~ Uptake of NHS Healthchecks (LA Data Only =
Cheshire East. Prior year data is 5 year cumulative
2013+)

3a ~ Avoidable emergency admissions (aged 75+).
Performance% 16/17 v 2015/16 baseline

3. Appropriate Time in
Hospital

Q3

66.06%

2a ~ Primary Care Access Scores (GP Survey) **PGB**

2. Easy Access

Q2

2016-17

6a ~Number of carers in receipt of a
comprehensive assessment

88.5 90.9%

86.0 88.49%

<86.0%

=>95%

85 - 95%

80 - 85%

<80%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

-5.61%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

-5.56%

-3.74%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

8.92%

3.59%

-2.25%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

-1.02%

-5.16%

-5.28%

-1.61%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

10.53%

-2.31%

-4.64%

1.76%

-3.15%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

92.55%

93.51%

92.69%

93.17%

93.45%

93.73%

UP IS GOOD

>95%

94 - 95%

92 - 94%

<92%

91.70%

93.03%

92.62%

92.69%

91.93%

92.83%

UP IS GOOD

>95%

90 - 95%

85 - 90%

<85%

89.21%

89.31%
47.55%

64.50%
179

136

208

201

235

89.70%

UP IS GOOD

66.10%

UP IS GOOD

139

161

CCG Peers CCG Peers CCG Peers CCG Peers
Qtl 1
Qtl 2
Qtl 3
Qtl 4

>75%

50 - 75%

25 - 50%

<25%

UP IS GOOD

6b ~ Carers reported quality of life **PGB** (Data is
annual @ March 16)

83.40%

7a ~ Delayed transfers of care (patients aged +18 - DTOC
acute bed days as % of bed stock MDGH - average in
quarter)

9.72%

7.28%

10.45%

10.09%

10.97%

10.45%

8.74%

8.17%

DOWN IS
GOOD

<3.5%

3.5 - 4.5%

4.5 - 5.5%

>5.5%
(>10% =
Deep Red)

7b ~ XBDS - ECCCG Patients aged 65+. (Current
Qtr v Prior Year's Qtr)

14.23%

0.66%

-29.18%

2.44%

11.27%

1.66%

28.43%

-20.42%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

309.34

288.24

84.60%

84.80%

UP IS GOOD

CCG Peers CCG Peers CCG Peers CCG Peers
Qtl 1
Qtl 2
Qtl 3
Qtl 4

7c ~ Non Elective Activity occurring in Top 20% of risk
stratified patients (rate/1000 reg popn rolling 24 mth
period)
8a ~ Number of Emergency Admissions (Frail patients
aged 75+) - (%change v previous quarter)

-9.95%

-8.72%

21.02%

-1.58%

6.42%

16.58%

-6.03%

20.18%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

8b ~ Emergency Readmissions (Frail patients aged 75+) (%change v previous quarter)

-51.61%

80.00%

11.11%

6.67%

-21.88%

72.00%

-13.95%

37.84%

DOWN IS
GOOD

0% or
Decrease

1 - 10%
Increase

10 - 25%
Increase

>25%
Increase

DOWN IS
GOOD

Note: **PGB** = CCG National Peer Group Benchmarking by
Quartile
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Appendix 7
Draft Care Communities Outcome
Framework
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Care Communities Outcome Framework – work in progress
Caring Together
Ambition

Outcome

People are empowered to take responsibility for
their own health and wellbeing and manage their
People are empowered to take
responsibility for their own health own support as they wish, so that they are in
control of what, how and when support is delivered
and well being
to match their needs.
Empowered Person

Easy Access
Access that is designed to
deliver high quality, responsive
services

Improved access to high quality, responsive
services, support and appropriate information that
provides everyone with the opportunity to have the
best health and wellbeing throughout their life.

Reducing inappropriate time spent in hospital by
Appropriate time in hospital with increasing planned discharge into co-ordinated
prompt & planned discharge into community care
well organised community care
Appropriate time in hospital

Eastern Cheshire

Care Communities Strategic Outcomes

Sub Outcomes

Measure

People have greater understanding of what they can do to live/maintain a healthy lifestyle

Increase in uptake in NHS Health checks

Health Checks

People have a greater understanding of how they can manage their long term conditions

Increase of people involved in the development of
their care plan

People with a LTC supported to manage their
condition
Making Every Contact Count?

Access to services, including GP, mental Health,
social care

Consistent access to care services in the community during core hours 7 days a week – 24 hours
a day

Increased proportion of people supported at home

Reduction in people experiencing a health crises
that results in hospitalisation or admission to a
care home

Referrals from A&E back into the community

Increased number of people are supported to live
well at home in times of crises

Intermediate Care referral and discharge
information

Reduced number of placements to care homes

Proportion of people returning to their usual place
of residence following a hospital stay

Reduced length of stay in hospital
Reduced emergency admissions
Reduced readmissions

Care home placements
Length of hospital stays
The proportion of people aged 65+ who are at
home/ in extra care housing three months after the
date of their discharge from hospital
Readmissions

Rapid Response
A prompt response to urgent
needs so that fewer people need
to access urgent and emergency
care

Increasing the responsiveness of services to meet
the urgent needs of the people they serve

Reduced unplanned care and crises

Reduced A&E Attendances

A&E attendances

Reduced Emergency Admissions

Emergency admissions not referred by community
teams

Reduced number of emergency placements to
care homes

Avoidable Admissions
Emergency care home placements

Maintain /Improve the quality of care provided in community settings regardless of the time of day
or day of the week

Maintain/improve the quality of care provided by
the community teams

Safety thermometer for community services

Support for carers

Carers feel valued and supported and are able to
Carers are valued and supported maintain or improve their desired quality of life.

Carers can balance their caring roles and maintain a desired quality of life

Increase in carers in receipt of a carers
assessment

Proportion of carers in receipt of a carers
assessment

Improvement in carers wellbeing

Carers wellbeing

Improving outcomes from planned care via
simplified pathways delivered as locally as
Simplified planned care
pathways delivered as locally as possible
possible

Improved communication and continuity of care between the community hub teams and
secondary care

Reduced length of delayed transfers of care

Length of DTOC for acute and community beds

Increased proportion of people receiving care coordination, including a care plan

Proportion of people with a care plan Proportion of
people returning to their usual place of residence
following a hospital stay

High quality care
The highest quality care
delivered by the right person
regardless of the time of day or
day of the week

Increasing the quality of care provided in Eastern
Cheshire regardless of the time of day or the day
of the week

Planned Pathways

Increased identification of frailty

Family and Friends Test for GP, community and
mental health

Increased use of end of life pathways and
advanced planning

The proportion of people aged 65+ who are at
home/ in extra care housing three months after the
date of their discharge from hospital

`

Number of frailty cases
Proportion of people dying in their preferred place
of death

Integrated Care
Staff working together with the
person at the centre to
proactively manage long term
physical and mental health
conditions

Improving peoples experience and outcomes of
integrated care

Enhanced patient experience

Improved co-ordination and alignment of
interventions offered by different organisations
including the 3rd sector

Case studies

Increase in appropriate case finding and proactive management

Reduced barriers between organisations and
professions

Integration survey/tool

Increase in staff satisfaction

Team members have greater satisfaction from
working with people in a flexible way to deliver
care matched to their individual needs

Staff survey
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Appendix 8
Draft Care Communities Dashboard
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Draft Care Communities Dashboard

In Development - to Follow
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Appendix 9
Overview of the Care Communities
Model
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Caring Together: Overview of community hub model
Description

Population and Activity
(data at February 2015)

Workforce

IT/ Infrastructure

Estates

1. Place based approach which aligns
and integrates all resources for a
defined population working as part of
a whole system to join up care across
the community hub and the specialist
services centre/care
Aligns financial drivers through a
unified, capitated budget with
appropriate shared risks and rewards
2. Empowerment, Prevention & SelfCare
a) Empowerment and Healthy Living
Information, advice and support for
people who are able to manage their
own health and wellbeing
b) Supported Self-Care
Prevention and early intervention
services for people at risk of
deteriorating physical and mental
health and activities of daily living
Objectives
a) Healthy active lifestyles maintaining
self-reliance and independence
b) Living well with simple or stable long
term conditions
Functions
 Use of existing community assets for
wellbeing
 Joining up local assets
 Creating/developing community
infrastructure and Cheshire Way
approach
 Integrated commissioning of
community activities and wellbeing
roles/training
 Population awareness of 5 ways to
wellbeing - making every contact count
(MECC)
 Self-assessment tools, i.e. personal
activation, risk of long term conditions
 Access to health information

All population -205,000 people
a) Empowerment and Healthy Living
Targeted at very low risk of hospital
admission in the 50% of population circ.
100,000 people
b) Supported Self-Care
Targeted at people in areas of
deprivation with low/moderate risk of
hospital admission - cohort within 30% of
population circ. 90,000 people
Community Hubs:
a) Empowerment and Healthy Living
Chelford, Handforth, Alderley Edge &
Wilmslow – 23,060
Macclesfield – 28,597
Knutsford – 11,321
Congleton and Holmes Chapel – 19,934
Bollington, Disley & Poynton – 15,982
b) Supported Self-Care
Chelford, Handforth, Alderley Edge &
Wilmslow – 13,009
Macclesfield – 18,091
Knutsford – 6,511
Congleton and Holmes Chapel – 12,621
Bollington, Disley & Poynton – 9,263

14. Community hub model overview_20180215 adapted_20180323

Existing workforce across
all sectors In care system
 General Practice
 NHS Trusts Community
and Acute Teams
 Social Care Teams
 Schools and Colleges
 Work Place
Occupational Health
 Community Pharmacy
 Opticians
 Libraries - On line
Access
 Local Area Coordinators
 Connected
communities support
 Self-Care and
Wellbeing Support
roles
 Staff Training on what
information technology
and programmes are
available - how to help
people self-manage











Personal technology
for wellbeing and
messages
Access to personal
care record re Patient
Access / Citizens
Portal, Care Plan
Single Point Of
Contact for
information and
advice
Public access to
LiveWell Directory of
Services via
technology or
telephone
Access to Health and
Wellbeing Education
and coaching
Technology Enabled
Living (assistive
technology, selfmanagement apps,
sensor technology)









Connected
community centres
where people can
connect and find out
information, i.e.
internet points,
wellbeing cafes,
Community Support
for self-care and
wellbeing (peer
group/buddies) (3rd
Sector))
Leisure facilities
indoors and outdoors
Outdoor green spaces
Health promoting
environments

Evaluation of Integration
Sustainability and Implementation
Benefits of Hubs
Issues
 Joined up and continuous
approach to wellbeing and
delivery of personalised care
and support which is targeted
and proportionate to level of
need







Prioritisation and resourcing of
large scale education and
development of resilience in
people and local communities
Developing system wide
approaches to achieve the
prevention gain required, e.g. BP
monitoring and health
promotion in hairdressers, pubs
and taxis
Resources for self-care
education programmes and
coaching








People and communities are
resilient to take
responsibility for managing
their own health and
wellbeing
Linking up existing
neighbourhood assets to
maximise their use and
impact
Linking up existing
neighbourhood assets with
care services
Reduced demand on reactive
and specialist care services,
hospital attendances and
admissions
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Description













Population and Activity
(data at February 2015)

Workforce

IT/ Infrastructure

Estates

Evaluation of Integration
Sustainability and Implementation
Benefits of Hubs
Issues

Wellbeing plans for all focussed on 5
ways to wellbeing (Starting Well to
Ageing Well incl. EOL)
Wide range of wellbeing activities
Community activities and programmes
to support self-care, healthy living and
wellbeing, e.g. smoking cessation,
responsible drinking, etc.
Health Checks - BP and Alcohol
screening/identification and brief
advice
Immunisations/screening programmes
BP monitoring
Alcohol – brief advice
Smoking cessation
Falls prevention
Education programmes and coaching
Support with increasing activation and
5 ways to wellbeing

3. General Practice
a) Primary and continuing medical care in
the community
b) Diagnosing illness and recommending,
providing or referring on for treatment
for acute and chronic illnesses
c) Preventive care and health education
Objectives
a) First point of contact for community
health care
b) Optimise heath
c) Improve and maintain health and
wellbeing
d) Support and provide continuity and
advocacy

Registered population - 205,845
Providing 90% of all health service
contacts
Community Hubs
Chelford, Handforth, Alderley Edge &
Wilmslow – 45,810
Macclesfield – 61,016
Knutsford – 22,806
Congleton and Holmes Chapel – 43,017
Bollington, Disley & Poynton – 33,193

Functions
 Deliver core general medical services
 Manage and support patients as much
as possible in people’s
homes/communities to avoid
unnecessary hospital attendances
 Phone/virtual support to patients and
specialist care professionals
 Connect with NWAS – 111, 999, Single
14. Community hub model overview_20180215 adapted_20180323












GPs
Practice nurses
HCAs
Practice managers
Receptionists
Admin staff
Pharmacists
Pharmacy technicians
Proactive Care
Administrators
Counsellors













Advanced Telephony
and Triage
Communication
equipment (phones,
Computers, Tablets)
Access to care
systems (EMIS)
Access to Cheshire
Care Record and Care
Plan
Access to App
booking systems,
Electronic Referral
Electronic
Assessment
Templates
Community
Diagnostic and
electronic results
Directory of Services
Secure Virtual
Consultations
Phone/Tablet
/Computer
equipment – Wi-Fi
Remote Monitoring –









Contact Point, Triage
and Treatment
 Reception/call
centre
 Waiting Area
 Office Space
 Consultation
rooms with
(Trolleys/Chairs)
for 1:1 and
groups
Direct Appointment
Booking
 Office Space
Professional Connect
 Office Space
Care Administration
 Office Space
Rooms for wellbeing
and group sessions












Accountability agreements for
patient care across Eastern
Cheshire and with out of area
providers
Liability and indemnity cover
Develop community pathways,
e.g. Ambulatory Care Sensitive
Conditions including NWAS
Different levels and type of
workforce at each practice
Ageing workforce
Ability to recruit GP workforce
Different approaches to
delivering services at each
practice
Separate estates with different
levels of facilities at each
practice
Implementation of large scale
change across independent GP
practices











Integrated care founded on
General Practice
GPs retaining oversight and
management of patients
across whole care system,
including care in hospital
(shared care)
Joined up patient information
using the Cheshire Care
Record/EMIS web
Communication with
specialists to support care at
home or managed care in the
Assessment Unit/Specialist
Services Centre/Care
Virtual consultations with
people and professionals to
maximise use of clinical time
Clinical collaboration across a
community hub
Wider range of urgent care
responses
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Description














Population and Activity
(data at February 2015)

Workforce

Point of Access, Clinical Assessment
Function, A&E, Assessment Unit
Provide enhanced access by being
flexible in order to meet patients’
needs in a person centred way
Proactively identify patients through
risk stratification and target care
Provide long term condition clinics
using a Year of Care approach
Work with the Integrated care teams
to deliver proactive and reactive care
Work with the proactive care
administrator to manage the high risk
case load including the virtual ward,
tracking care and care planning
Making every contact count (MECC)
Provide Health Checks & Brief Advice
Provide Education Programmes and
coaching
Work as part of an integrated MDT
Refer appropriately to specialist
services
Work in a collaborative manner with
other GP practices in a locality

4. Integrated Community Teams – Adults
a) Care Co-ordination
Proactive and reactive case and
disease management for physical and
mental health needs
b) Rapid response
Urgent rapid response and support
Objectives
a) Living well with complex morbidities
b) Living well with simple or stable long
term conditions
Functions
 Population segmentation/proactively
identify patients through case finding
supported by risk stratification
 Person centred assessment
 Person centred goal setting and care
planning
 Arranging planned and urgent care and

IT/ Infrastructure



20% (35,000) of the adult population at
very high, high and moderate risk of
hospital admission who use 70% of
health resources
a) Care Co-ordination
Up to 21,000 people taken from the
15% at moderate risk and 5% at
high/very high risk of hospital
admission
b) Rapid response
Up to 10,000 responses of which
2,400 receive short term care at
home
Community hubs
Very high risk of hospital admission
Chelford, Handforth, Alderley Edge &
Wilmslow – 115
Macclesfield – 322
Knutsford – 139
Congleton and Holmes Chapel – 206

14. Community hub model overview_20180215 adapted_20180323

One team in each Hub with
specific roles working
across care system




Care Co-ordinators
 GP - allocated sessions
 Community Matron
 Senior Social Workers
 Senior CPNs
 Senior Physiotherapists
 Senior Occupational
Therapists
 Paediatric ANPs
Care Administration &
Contact Point
 Proactive Care
Administrators (admin)
Care Delivery
 General Practice
 Practice Nursing
 Community Nursing









Estates

Evaluation of Integration
Sustainability and Implementation
Benefits of Hubs
Issues

Telehealth
Business Intelligence
including population
health and risk
stratification tool

Phone/Tablet
/Computer
equipment – Wi-Fi
Access to care
systems (EMIS)
Access to Cheshire
Care Record and Care
Plan
Access to App
booking systems,
Electronic Referral
Electronic
Assessment
Templates
Community
Diagnostic and
electronic results
Directory of Services
Secure Virtual
Consultations
Remote Monitoring –








Office Space
Reception
Waiting Area
Consultation rooms
Treatment rooms –
individual and group
Rehabilitation
space/gym












Medical accountability for more
acutely ill patients at home/ in
the community
Cost of additional workforce
Cost of IT/ infrastructure
Cost of achieving co-location for
the Team
Ageing workforce
High levels of skill mix and
separate professional practice
Ability to recruit professional
and support workforce,
especially home care staff
Implementation of large scale
change in ways of working for
autonomous, independent
workforce, e.g. roles, agile
working, use of technology
Cultural shift of bringing
together staff from different
organisations and professions










Integrated workforce, with a
strong focus on partnerships
spanning primary, secondary,
mental health and social care
One team who know and
have affinity with the local
population and their needs
One Team with knowledge,
services and community
assets to support people with
improving/maintaining their
health and wellbeing in the
community
Staff work across the
community and specialist
services to improve
continuity of care and
increase/maintain knowledge
and skills
Implement new ways of
working to make most
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Description




















support in persons home, community
or care home
Care co-ordination across care system
Case management and tracking
Urgent rapid response
Falls Response Service
Virtual ward
Discharge support
Delivery of care, reablement,
rehabilitation
End of life care
Making every contact count (MECC)
Professional Connect
Phone/virtual support to specialist
care professionals
Connect with NWAS – 111, 999, Single
Point of Access, Clinical Assessment
Function, A&E, Assessment Unit
Care Administration
Care Co-ordination – monitor and track
case load in virtual ward
Connect with NWAS – 111, 999, Single
Point of Access, Clinical Assessment
Function, A&E, Assessment Unit, care
and prevention services
Cheshire Care Record
Care Plan

5. Integrated Community Care – Children
and Families
a) Proactive and reactive case
management
b) Urgent and rapid response
c) Providing advice and information
Functions
 Providing integrated approach to
Children’s Care
 Provide a co-ordinated approach to
care across the system
 Providing specialist support to General
Practice
 Person centred assessment, goal
setting and care planning
 Access to specialist paediatric care in
the community and home

Population and Activity
(data at February 2015)
Bollington, Disley & Poynton – 147
High risk of hospital admission
Chelford, Handforth, Alderley Edge &
Wilmslow – 1,632
Macclesfield – 2,706
Knutsford – 962
Congleton and Holmes Chapel – 1,786
Bollington, Disley & Poynton – 1,474
Moderate risk of hospital admission
Chelford, Handforth, Alderley Edge &
Wilmslow – 5,021
Macclesfield – 7,921
Knutsford – 2,727
Congleton and Holmes Chapel – 5,660
Bollington, Disley & Poynton – 4,184

Workforce














Social Work
Community Psychiatric
Nursing
Physiotherapy
Occupational therapy
Dietetics
Speech and Language
Therapy
Pharmacy support
Podiatry
Reablement
Wellbeing roles
Community
Paramedics
Generic Support Work
Falls Response

IT/ Infrastructure





Estates

Telehealth
Advanced Telephony
and Triage
Communication
equipment (phones,
Computers, Tablets)
Business Intelligence
including population
health and risk
stratification tool

Working in partnership
with specialist services
across the Hub and
community

Total population of 0-19 year olds –
42,467
Numbers and levels of risk of hospital
admission
Very High – 60
High - 351
Moderate – 4,201
Low – 20,469
Very Low – 17,386
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Care Delivery
Community Paediatric
Service
 Paediatricians based
within Hubs providing
daily paediatric
clinics/drop in sessions
also supporting GP’s in
the community with
assessment function
 Advanced Nurse
Practitioners/
paediatric nurses
providing care in the
hubs and in people’s
homes
Working in partnership










Phone/tablet/comput
er equipment
Access to care
systems
Access to Cheshire
Care Record and Care
Plan
Access to app.
Booking
systems/electronic
referral
Electronic assessment
templates
Community
diagnostic and
electronic results
Directory of services








Office space
Reception
Waiting area
Consultation rooms
Treatment rooms –
individual and group
Rehabilitation
space/gym

Evaluation of Integration
Sustainability and Implementation
Benefits of Hubs
Issues
efficient use of resources
 Ensuring rapid access to
specialist opinion and care
 Clear and new roles to deliver
support at home or in a step up
personalised care
bed
 Focus on proactive case
finding and care planning
 Higher levels of reactive care
delivered in the community
 Reduce demand on reactive
and specialist care, hospital
attendances and admissions
 Consistent standards across
services and organisations
 Reduce duplications between
care staff and organisations
in assessment and delivery of
care
 Redesign roles – e.g. generic
support workers, physician
associates
 Achieve greater skill mix
 Greater job satisfaction and
improved recruitment and
retention of staff once
change implemented










Change in culture of care staff to
manage greater levels of risk in
community settings
Medical accountability for more
acutely ill children at home/ in
the community
Public confidence and
preparedness to use community
based services for urgent care,
minor illness and injuries
Cost of IT/ infrastructure
Cost of achieving co-location for
the Team
Maintenance of skills, especially
for medical staff due to lack of
acute care responsibilities
High levels of skill mix and








All services working as a
Virtual Team working
together to meet the needs
of children and their families
Paediatric medical and
nursing staff based within the
community working across
the community and Specialist
Services Centre to improve
continuity of care and
increase/maintain knowledge
and skills
Implement new ways of
working to make most
efficient use of resources
Higher levels of reactive care
delivered in the community,
e.g. hot clinics, observation at
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Description










Population and Activity
(data at February 2015)

Discharge support
Delivery of rehabilitation
Making every contact count (MECC)
Professional Connect
Phone/virtual support for care
professionals
Connect with NWAS. 111, 999, Single
point of access, clinical assessment
function, A&E, Assessment Unit
Care Administration
Care coordination – monitor and track
case load
Cheshire Care Record
Care Plan

14. Community hub model overview_20180215 adapted_20180323

Workforce

IT/ Infrastructure

with:



Community based
children’s services
 CAMHS
 CEC Children’s Services
 Children’s therapists
(physio, play, OT etc.)
 Community based
midwifery
 Health Visitors
 School Nursing






Secure virtual
consultations
Remote monitoring –
telehealth
Advanced telephony
and triage
communication
equipment (phone,
computers, tablets)
Business intelligence
including population
health and risk
stratification tool

Estates

Evaluation of Integration
Sustainability and Implementation
Benefits of Hubs
Issues
separate professional practice
home
 Ability to recruit professional
 Reduce demand on reactive
and support workforce
and specialist care, hospital
attendances and admissions
 Implementation of large scale
change in ways of working e.g.
 Consistent standards across
roles, agile working, use of
services and organisations
technology
 Reduce duplications between
 Cultural shift of bringing
care staff and organisations
together staff from different
in assessment and delivery of
organisations and professions
care
 Ensuring rapid access to
 Redesign roles
specialist opinion and inpatient
 Achieve greater skill mix
care when required
 Greater job satisfaction and
improved recruitment and
retention of staff once
change implemented
 Increased confidence in
families and professionals to
care for children at home
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Appendix 10
Evidence Based Key Interventions
in Community Care
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Key interventions in Community Care
The delivery of community care includes the range of services from information and advice
through to high levels of care support in the community for people. This includes the interface
with and management of access routes to and discharge from hospital.
The following key interventions have been shown to be effective in meeting the needs of those with
complex needs and in particular older people:
1.
2.
3.
4.
5.
6.
7.
8.
9.

Healthy active ageing and supporting independence
Helping people to live well with simple or stable long term conditions
Helping people live with complex co-morbidities, including dementia and frailty
Rapid support close to home in times of crisis
Good acute hospital care when needed
Good discharge planning and post-discharge support
Good rehabilitation and reablement (outside acute hospitals) after acute illness or injury
High quality, long term nursing residential care for those who need it
Choice, control, care and support towards the end of life

These are drawn from a range of publications, including: the “Silver Book guidelines on
emergency care for older people” (British Geriatrics Society, 2012); “Safe, compassionate care
for frail older people using an integrated care pathway: practical guidance for commissioners,
providers and nursing, medical and allied health professional leaders” (NHS England, South February 2014); work carried out by the King’s Fund on integrated care pathways for frail older
people (Oliver et al, 2013) and “Making our health and care services fit for an ageing
population” (Kings Fund 2014). These are written with a focus on older people care and are
transferrable to adults with complex needs.
This paper relates to the delivery of the interventions in numbers 1, 2, 3, 4, and 7, and
interfaces with those in numbers 5, 6, 8 and 9, listed above, for the 20% or approx. 40,000
people who are at moderate, high and very high risk of hospital admission in Eastern Cheshire in
the next 12 months, as identified by the risk stratification tool and clinical judgement.
To assist with the implementation of the Care Communities model a key interventions and
standards framework has been developed which is shown in below. The key interventions and
standards framework has been co-designed with local people and care staff and is founded on the
overarching community care quality standards in the Caring Together Integrated Care Framework (in
Appendix 6) and the evidence base above. This framework includes a more detailed of set of local
standards specifically Community Care which have been aligned to the different levels of risk in the
population of Eastern Cheshire.
The Key Interventions and Standards Framework is a guide and the expectation is that care
staff will collaborate to manage care across these levels to provide joined up care for each
person and significant improvement and innovation will be achieved as new ways of working
and integration are implemented. This specification includes the care for people in the moderate,
high and very risk parts of the framework. However the care provided in the lower levels should
also be available to people in these higher risk levels and co-ordinated for each person, as
required.
Key for the Key Interventions and Standards Framework
The standards use a key to make it easier to reference them, e.g.
VLR1 is standard 1 in the section for people with Very Low Risk
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4.5.4

Key Interventions and Standards Framework

VERY LOW RISK
50% of the population – circ. 100,000 people
Information, advice and support for people who are able to manage their own health and
wellbeing
Objective
Healthy active lifestyles maintaining self-reliance and independence
Morbidity
Morbidity due to time limiting or acute illness rather than chronic conditions
Standards

VLR5

 Accessible information including lifestyle and local community information via community
facilities including hubs, the internet, telephone contact points
 Support to maintain healthy lifestyle – regular exercise, not smoking, reducing alcohol
consumption, healthy eating and preventing obesity
 Community support to assist lifestyle change
 Immunisations available to vulnerable groups – e.g. Influenza and pneumococcal
pneumonia vaccination
 Self-reliance for maintaining and managing minor health needs, e.g. colds, injuries

VLR6

 Adequate treatment for ‘minor conditions’ which may limit independence

VLR7

 Accessible high quality primary care and community pharmacy

VLR1
VLR2
VLR3
VLR4

LOW RISK
30% of the population – circ. 60,000 people
All the interventions for the lower risk levels and:
Prevention and early intervention services for people at risk of deteriorating physical and
mental health and activities of daily living
Objective
Living well with simple or stable long-term conditions
Morbidity
Morbidity due to time limiting or acute illness rather than chronic conditions. People at risk of
developing chronic conditions
Standards
LR1

LR2
LR3

 Self-designed and managed personalised care planning including emergency
contingency plan and shared decision making is available for everyone with one or more
long term conditions
 Treatment and management health conditions is optimised and there is no
discrimination on the basis of age alone
 The use of assistive technology is part of the menu of options in place for people to
effectively self-manage their long term condition

LR4

 Accessible community support to maintain health and wellbeing, e.g. social activities,
community pharmacists

LR5

 Support for carers to manage their own health and wellbeing
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MODERATE RISK
15% of the population – circ. 30,000 people
All the interventions for the lower risk levels and:
Proactive supported self-condition management, health coaching and lifestyle
management

Objective
Living well with stable long term conditions
People living with long term conditions are effectively managing their daily lives with support
Morbidity
One or two chronic conditions and/or risk factors. Health likely to deteriorate over time.
Standards
MR1

 Systematic, targeted case-finding. This includes using risk stratification, electronic casefinding tools and screening within primary and community settings

MR2

 Proactive contact assessment, self-managed care planning including emergency
contingency plan and shared decision-making is a universal offer for all those with one or
more long term condition, particularly for those aged 75 and over

MR3

 Health coaching and lifestyle management

MR4

 Treatment and management of long term conditions is optimised and there is no
discrimination on the basis of age alone
 The use of assistive technology is part of the menu of options in place for patients to
effectively self-manage their long-term condition

MR5
MR6

 A self-managed care plan and named contact person

MR7

 Carers are offered an independent assessment of their needs and signposted to
interventions to support them in their caring role

HIGH RISK
4 -5% of the population – circ. 9,000 people
All the interventions for the lower risk levels and:
Proactive and reactive case and disease management
Morbidity
Multiple long term conditions which are less stable and some social care needs
1. Community co-ordinated assessment, care planning and service provision for people
who have multiple or complex needs
Objective
Living well with complex co-morbidities, dementia and frailty
Standards
HR1
HR2
HR3
HR4
HR5

 Systematic, targeted case-finding. This includes using risk stratification, electronic
case- finding tools and screening within primary and community settings
 Proactive comprehensive assessment (e.g. Comprehensive Geriatric Assessment
where relevant) and follow up
 Systematic use of standardised measures to baseline and monitor each
person’s progress
 Each person has an identified key worker who acts as a case manager and coordinator of care across the care system
 General practices monitor hospitalisation and avoidable Emergency Department
attendances regularly and determine whether alternative care pathways might have
been more appropriate
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HR7

 Opportunities to participate in exercise are available to people, including frail older
people
 Frail people have access to services to prevent falls, especially frail older people

HR8

 A comprehensive service for those with dementia must be available and accessible

HR9

 Services are available to reduce polypharmacy

HR10

 Access to a range of technologies to support care at home and independence

HR11

 Access to equipment to support care at home and independence

HR12

 The delivery of appropriate and joined up care for people is supported by information
(with the persons consent) being shared amongst local care staff

HR6

2. Urgent rapid response and support close to home for people with deteriorating
functional skills and abilities who are in need of short term recovery, response or
reablement or at risk of admission to a care home
Objectives
Rapid support close to home in crisis to enable people to continue living well with complex comorbidities, dementia and frailty
Standards
HRb1

 Rapid support close to home in crisis

HRb2

 Single point of access/contact available to facilitate access to community services
to manage crisis at home with specialist opinion and diagnostics

HRb3

 A comprehensive assessment initiated rapidly, within two hours of referral, 8am to
8pm, seven days a week

HRb4

 Ambulatory emergency pathways with access to multi-disciplinary teams should be
available with a response time of less than four hours for older people who do not
require admission but need ongoing treatment
 Specialist mental health assessments included, if appropriate

HRb5
HRb6

HRb7

 An interface, or specialist, is available to provide expert clinical opinion, clinical
support and supervision to community teams and domiciliary care when needed in
the location of the person
 Rapid access ambulatory pathways and clinics available in acute hospital and
community settings for the provision of rapid access to specialist advice from
specialist multi- disciplinary teams

HRb8

 A personalised care plan including emergency contingency plan, advanced care plan
and the facility to allow a natural death order (if clinically appropriate) is in place and
can be accessed by the person, their carers and all services involved in their care and
support

HRb9

 Shared care protocols with ambulance organisations that can enable people to remain
at home

HRb10

HRb11

 Rapid access to adequate and flexible provision of step-up home-based and bedbased services including technology with enough capacity and responsiveness to
meet the needs
 Rapid access to technology to support care at home and independence

HRb12

 Rapid access to equipment to support care at home and independence

HRb13

 People know what choices are available to them locally and who to contact when
they need help

HRb14

 Care staff access the right care rapidly for people
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3. Good rehabilitation and reablement after acute illness or injury
Objectives
Rehabilitation and reablement after acute illness or injury to enable people to continue living well with
complex co-morbidities, dementia and frailty
Standards
HRc1  Adequate and flexible provision of step-up and step-down home-based and bed-based
rehabilitation and reablement services with enough capacity and responsiveness to meet
the needs of everyone who might benefit
HRc2  Shared assessment frameworks across health and social care leading to a personalised
care plan for each person, where the individual and their carers are key participants in
any decision made
HRc3  Organising services is done on the basis of the outcomes desired for the person
HRc4  Systematic use of standardised measures to baseline and monitor each person’s progress
HRc5  Workforce required for home-based rehabilitation and reablement services should include an
appropriate skill mix including a range of nurses, therapists, social workers, voluntary and
community groups, led by a care professional
HRc6  Access to technology to support care at home and independence
HRc7  Access to equipment to support care at home and independence
OHRc1 People are supported to maintain/return to independent living in their own home

INCLUDED FOR INFORMATION ON INTERFACE WITH COMMUNITY CARE
4. Good acute hospital care when (and only when) needed

Objective
People only use hospital care when required and receive good quality compassionate care
Standards
HRd1
HRd2

 A simple referral system with a single point of access
 Expert decision makers are available at the front door of the acute hospital from 8am to
8pm, seven days a week. Specialist assessment should be available within 12 hours of
admission, seven days a week

HRd3

 An identified Frailty Service should be available with staff trained in how to look after frail
people focusing on rapid assessment, treatment and rapid discharge
 The presence of one or more frailty syndromes should trigger a comprehensive
assessment (comprehensive geriatric assessment (CGA) where relevant)

HRd4

HRd5

 Systematic use of standardised measures to baseline and monitor each person’s progress

HRd6

 Sufficient specialty and community beds to look after all frail people with complex needs
and enough relevantly trained staff to deliver high quality care and assessment for them

HRd7

 Hospitals should have operational plans to reduce the number of ward moves, especially
out of hours with accompanying plans to mitigate their adverse effects on continuity of
care, reduction in harm and improved experience for people
 Adequate education and training for staff in all clinical areas focusing on care and
compassion for people

HRd8
HRd9

 Strategies to reduce avoidable unexpected mortality should be in place including
physiological warning scores, critical care outreach, regular senior review and adequate
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access to high dependency beds

HRd10  People must not be denied potential life-saving treatment such as emergency surgery,
stroke thrombolysis or coronary revascularisation on the grounds of age or disability
alone
HRd11  Hospitals incorporate organisational learning from safety incidents and near misses into
operational policies, education and training and should encourage a culture of open
reporting of safety incidents affecting patients who are older or have disabilities
HRd12  Hospitals make safer care for people who are older or have disabilities a key priority, and
safety strategies must include specific attention to the prevention and treatment of falls,
pressure sores, hospital-acquired infection, medication errors and deep vein thrombosis,
based on national guidance. However, hospitals must also have regard for some of the
other potentially preventable harms of hospitalisation for people who are older or have
disabilities. These include malnutrition, delirium and immobility as a result of bed rest

INCLUDED FOR INFORMATION ON INTERFACE WITH CARE
5. Good discharge planning and post-discharge support

Objective
People receive continuous managed care from their home into hospital (when required) and out
again
People return to their home or an alternative home environment as soon as appropriate for their
needs
Standards
HRe1  People, carers and families are involved in decision making from admission
HRe2

 Discharge to a person’s normal residence should be possible within 24 hours, seven days
a week – unless continued hospital treatment is necessary

HRe3

 People should only be discharged from hospital with adequate support and with respect
for their preferences

HRe4

 People being admitted following an urgent care episode should have an expected
discharge date set within two hours

HRe5

 There is a multi-disciplinary team located at the front door of the hospital integrated with
the community team focused on the facilitation of discharge

HRe6

 Care packages to support discharge should be available within 4 hours of referral to
community services, including adult social care, mental health and equipment

HRe7

 Technology support for independence should routinely be considered

HRe8

 Adequate and timely information must be shared between services whenever there is a
transfer of care between professionals or services

HRe9

 When preparing for discharge, people and carers should be offered details of local
voluntary sector organisations, other sources of information, practical and emotional
support including information on accessing financial support and reablement services

HRe10  Voluntary sector services should be available to provide a ‘welcome home’ service for frail
older people or those with disabilities who live alone 7 days a week
HRe11  People return to their home environment is planned and organised with them
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Very High Risk
0.5% of the population – circ. 1,000 people
All the interventions for the lower risk levels, intensive case management and:
1. High-quality nursing and residential care for those who absolutely need it
INCLUDED FOR INFORMATION ON INTERFACE WITH COMMUNITY CARE
Morbidity
Multiple and complex long term conditions that are unstable
Objective
High quality nursing and residential care for those who absolutely need it
Standards
VHRa1  Comprehensive assessment should be carried out prior to admission and a personalised
care plan put in place aimed at prevention of admission, optimising management of long
term conditions and ensuring the wishes of the person are at the forefront of any decision
made
VHRa2  All people for whom long-term care is being considered have a comprehensive
assessment of need, adequate treatment of medical problems which are precipitating
decisions to move, adequate rehabilitation and wherever possible, are not ‘placed’
directly from acute hospital settings
VHRa3  Alternatives to long term care should all be fully considered
VHRa4  Telecare/Assistive Technology options considered and optimised before move to care
home
VHRa5  Assessments should not be a cause of delay in hospital
VHRa6  When a person is admitted to a care home, primary care services should review the
comprehensive assessment and provide personalised care planning in partnership with the
person and carers to plan for the future including advanced care planning
VHRa7  Healthcare for care home residents is an actively commissioned service, with clear
service specifications linked to quality standards detailed in contracts. The goal should
be to provide high quality, multi-disciplinary and multi-agency healthcare support for
older people in long term care
VHRa8  Adequate clinical training for care home staff; both registered and non-registered workers
learning together on site as part of an overall quality improvement programme
VHRa9  When a person moves into a care home, there needs to be a prompt transfer of clinical
information to the care home
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INCLUDED FOR INFORMATION ON INTERFACE WITH CARE
2. Choice, control and support towards the end of life

Objectives
Choice, control and support towards the end of life
Standards
VHRb1

 Structured approaches are used at home and in care homes such as the Gold Standards
Framework, with advance care plans, advance decisions and adequate choice, control
and support towards the end of life

VHRb2
VHRb3

 Tools are used systematically to identify frail people at the end of their life

VHRb4

 Equitable access to specialist palliative care services for frail people

 Advance care planning is not seen as a one-off event; communication with people and
carers is a continuous process and should be made available to people with and
without mental capacity, fully involving carers/relatives in best interest decisions
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Appendix 11
System Care Model and Areas
Included in Care Communities
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Care Communities within the Care Model
Specialist

Highly specialist care when required

Co-ordinated transitions across care system

Whole system model focused on care in the community

care

Hospital
admission
Urgent/

crisis care
Specialist community
based support

Co-ordinated community,
primary and social care

Hospital admission when community based support is no
longer appropriate. For the shortest time necessary,
connected to community care to support return to living
well
24/7 support for those in crises, including single
point of access and timely assessment, with care
and support at home and in the community

Specialist services as close to home as
appropriate

Continuity of care and support for the
needs of individuals and communities
Support individuals and
communities to effectively manage
their wellbeing with a focus on
empowerment, prevention and
resilience
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Living a healthy life in the
community
Integrating Care in Eastern Cheshire
Care Communities

Appendix 12
Response Times for Reactive Care
in People’s Homes
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Model of care for reactive response times for nonlife threatening care in peoples’ homes

2
hrs

4
hrs

48
hrs

• Health & social care team
care co-ordination
• Community Pharmacist
medication review
• Wellbeing coaching
• Third Sector care and
support

•
•
•
•
•
•
•

30
min

• General Practice – arrange
telephone/on line
triage/consultation
• Integrated Health & Social
Care Rapid Response Duty
Team
• NHS 111

• GP Acute Visiting
Service
• NWAS - Community
Paramedic
• Rapid Response Assessment
• Falls Response
• Care Co-ordinator response
• Telecare

Home visit by member of MDT
Community Nursing
OT and Physiotherapy
Equipment at home
Wrap around care at home
Step up bed based care
Universal MDT Assessment Unit
inc. diagnostics, frailty, mental
health, MAU/SAU
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Better Care Fund progress in 2017 - 2018 and proposed
approach for 2018 - 2019
1.

Executive Summary

1.1

The Better Care Fund (BCF) is a programme spanning both the NHS and local
government which seeks to join-up health and care services, so that people can
manage their own health and wellbeing, and live independently in their communities for
as long as possible.

1.2

NHS Eastern Cheshire CCG, NHS South Cheshire CCG and Cheshire East Council
have collaborated and used the Better Care Fund to improve the health and wellbeing
of residents of Cheshire East Council and the registered population of NHS Eastern
Cheshire CCG and NHS South Cheshire CCG. This has been achieved through
effective joint planning and joint commissioning and better coordinated and more
integrated service delivery.

1.3

The economy also benefitted from supplementary non-recurrent funding, referred to as
the Improved Better Care Fund (iBCF), which was paid direct to Cheshire East Council.

1.4

In 2017/18 £24.9m was invested across Cheshire East via the Better Care Fund
(including £12.1m from NHS Eastern Cheshire CCG) and the Cheshire East Footprint
also received £4.7m Improved Better Care Fund via Cheshire East Council.

1.5

Performance was monitored on a monthly basis and overseen by the Better Care Fund
Governance Group. The Better Care Fund Governance Group is accountable to the
individual statutory stakeholder organisations and also the local Health and Wellbeing
Board.

1.6

In 2018/19 NHS Eastern Cheshire CCG is investing £12.3m which is c. £110k more
than the minimum sum that the CCG must invest as part of the Better Care Fund
arrangements and is again able to benefit from a share of £6m non recurrent funding
via the Improved Better Care Fund to Cheshire East Council.

1.7

This paper provides an update on performance of schemes in 2017/18 and outlines the
proposed schemes for 2018/19. The pooled funding arrangements for the BCF 2018/19
are subject to a Section 75 Agreement. Cheshire East Council will receive the iBCF
funding direct from government.

2.

Recommendations:

2.1

The Governing Body is asked to:
• note for information the performance of the Better Care Fund and Improved Better
Care Fund in 2017/18 and approve the proposed approach for 2018/19.
• approve the Section 75 Agreement for 2018/19 between NHS Eastern Cheshire
CCG and Cheshire East Council.
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3.

Reason for recommendation(s):

3.1

The CCG and the Local Authority are required to pool funding as part of the Better Care
Fund arrangements and this pool funding arrangement has to be formalised through a
Section 75 Agreement. The pooled budget for 2018/19 meets the minimum required
budget for the Better Care Fund.

4.

Peer Group Area / Town Area Affected

4.1

The Better Care Fund impacts on all residents of Cheshire East Council and the
registered population of NHS Eastern Cheshire CCG.

5.

Population affected

5.1

The ageing population in Cheshire East and associated pressures on the home care e
market is central to the planning behind the iBCF schemes and core Better Care Fund
schemes which have been developed for Cheshire East Better Care Fund.

5.2

A significant proportion of the iBCF is dedicated to sustaining the capacity, capability
and quality within the social care market place. Included in this is the requirement for
investment into community resources and increases in care packages, in order to
sustain and stabilise both the domiciliary care markets and care home markets. This
means transforming the care and support offer to ensure Cheshire East has greater
capacity and an improved range of services.

5.3

It is intended that the CCGs together with Cheshire East Council jointly commission the
new offer and for it to include: discharge to assess beds, step up/step down beds, more
specialist provision for complex needs and care at home services that promote quality
of care. The joining up of commissioning and contracting with provide partners with an
opportunity to promote and champion a single and shared view of high-quality care and
support. With our partners we need to ensure that health and social care services
provide people with safe, effective, compassionate, high quality care and that as
partners we encourage care services to improve, this may include quality payment
premiums to providers.

6.

Context

6.1

Today, people are living much longer, often with highly complex needs and multiple
conditions. These needs require ongoing management from both health and care
services, which combine both the medical and social models of care. As our population
ages and the financial pressures on the health and care system increase, we need to
be better at providing proactive, preventative care in community settings, so that people
can be supported to live at home for longer and avoid the need for commissioned
health and care services (2017-19 Integration and Better Care Fund Policy
Framework).

6.2

The report is influenced by the following strategies:
 Integration and Better Care Fund Policy Framework 2017 to 2019
 Integration and Better Care Fund planning requirements for 2017-19
 2017-19 Integration and Better Care Fund Policy Framework (DoH, DCLG 2017)
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NHS Five Year Forward View (2014)
Next Steps on the NHS Five Year Forward View (NHS 2017)
Care Act (DoH 2014)
High impact Change Model – Managing transfers of care between hospital and home
(LGA 2017).

7.

Finance

7.1

The Better Care Fund provides a mechanism for joint health and social care planning
and commissioning, bringing together ring-fenced budgets from Clinical Commissioning
Group allocations, the Disabled Facilities Grant and funding paid directly to local
government for adult social care services – the Improved Better Care Fund.

7.2

Following the agreement to continue to operate two S75 Agreements within the
Cheshire East area, the respective Clinical Commissioning Groups and Council are
responsible for producing the pooled budgets accounts and audit in respect of those
elements of the budget which they receive directly from government. This arrangement
reduces the number of transactions across organisations and provides the opportunity
for the pooled budgets to be aligned to the local health and social care transformation
programmes.

7.3

The organisations host the budget in line with the agreed plans of all partners and the
funding is to be used explicitly for the agreed areas of spending identified in the,
‘Delivering the Better Care Fund in Cheshire East 2017-19’ plan. The Council takes
responsibility for the collation and consolidation of standardised financial and reporting
information for the Cheshire East Health and Wellbeing board.

7.4

The BCF budget relating to Eastern Cheshire CCG was £13.2m for 2017/18.
Expenditure for the year is currently showing a small underspend of £55,000 prior to
final validation of year-end figures. The underspend will be carried forward to 2018/19
and re-invested in line with BCF priorities.

7.5

BCF budgets have been uplifted by 1.9% as mandated nationally. The CCG Governing
Body has approved the total CCG contribution to the BCF of £12.3m in the 2018/19
Budget Book presented to the Governing Body in April 2018.

7.6

Table One shows 2017/18 expenditure and 2018/19 budget for BCF schemes.
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Table One: NHS Eastern Cheshire CCG Better care Fund Schemes 2017-19

7.7

Evaluation of 2017/18 schemes is on-going, and it should be noted that budget values
for Assistive Technology and Reablement in particular may be subject to change when
productivity and value for money assessments are complete. Any residual funding will
be allocated to schemes to target the BCF metrics.

7.8

iBCF. The iBCF proposed allocations by scheme are included in Table Two.
Table Two: iBCF Budget for 2018/19
Scheme
Scheme name
Scheme 1
7 day retainer
Scheme 2
Increased weekend capacity for social workers
Scheme 3
Care Sourcing team- moving to 8-8 model
Scheme 4
Live well
Scheme 5
DTOC additional staff
Scheme 6
Transformation
Scheme 7
Sustainability of market
Scheme 8
Electronic call monitoring
Scheme 9
Care home assessments at the weekend
Total

Scheme Value £000
100
159
215
106
290
500
4,210
389
17
5,986
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7.9

The main changes from 2017/18 are in respect of the seven day retainer scheme which
has been materially reduced as a far more targeted approach is adopted as agreed by
BCF Governance Group. The second major change is in the increased investment in
the sustainability of the social care market, which in simple terms, reflects the uplift in
fee’s being paid to providers to cover the inflationary costs they are incurring (the main
example, being the continued increase in the National Minimum wage with the
consequential increase in their staffing costs).

8.

Quality and Patient Experience

8.1

Qualitative as well as quantitative information is gathered as part of the review of
performance of schemes funded from the BCF and iBCF.

9.

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

9.1

Staff and recipients of service are encouraged to provide feedback on the services they
deliver/receive.

10.

Health Inequalities

10.1 The objectives noted as part of “Delivering the Better Care Fund in Cheshire East 201719” include:
• Improve health outcomes and the wellbeing of local people.
• The recipients of care services and the staff providing them have a positive
experience of care.
• Care is person centred and effectively coordinated.
• Services are commissioned and delivered in the most effective and efficient way.
• People are empowered to take responsibility for their own health and wellbeing.
• People spend the appropriate time in hospital with prompt and planned discharge
into well organised community care when needed.
• Carers are valued and supported
• Staff working together, with the person at the centre, to proactively manage long term
physical and mental health conditions.
• Expansion of ‘out of hospital’ offer
• Accountable care.

11.

Equality

11.1

As the leaders for our local health and social care economy, all BCF partners in
Cheshire East are conversant and complaint with the Equality Act 2010.

11.2

As a commissioner (buyer) of services NHS Eastern Cheshire CCG is committed to
making sure equality and diversity is a priority when we plan and commission local
healthcare services. To do this we work closely with our communities to understand
their needs and how best to commission the most appropriate services to meet those
needs. Equality impact assessments will be completed for all new schemes introduced.
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12.

Legal

12.1

Under Section 75 of the National Health Service Act 2006, NHS bodies may enter into
arrangements with local authorities in relation to NHS functions and the health functions
of local authorities. Section 141 of the Care Act 2014 provides for the Better Care Fund
pooled funds to be held under and governed by an overarching Section75 National
Health Service Act 2006 Partnership Agreement.

12.2

In 2016 Cheshire East Council entered into two separate Section 75 Partnership
Agreements, one with each Clinical Commissioning Group operating within the
Cheshire East Borough footprint. In accordance with those Agreements (and the
statutory requirement to hold Better Care Fund pooled funds under a Section 75
Partnership Agreement), the Agreements operated for a period of one year with an
option to renew. Albeit that the Agreement has not formally been extended it has
continued to be operated by the parties for a two year period. The Partners now wish
to enter into a new Partnership Agreement for 2018/19.

13.

Background and further information

13.1

One of the conditions attached to the Improved Better Care Fund grant is that it needs
to be aligned with the Better Care Fund pooled budget through Section 75 Partnership
Agreement of the NHS Act 2006 (S75). Local Better Care Fund plans are subject to
national conditions and guidance. Local plans are monitored through NHS England and
there are strict timelines regarding submission of plans and performance monitoring
information for both regional and national assurance of plans and performance to take
place.

13.2

In 2017-19, NHS England required that Better Care Fund plans to demonstrate how the
area will meet the following national conditions:
 Plans to be jointly agreed,
 NHS contribution to adult social care is maintained in line with inflation,
 Agreement to invest in NHS commissioned out-of-hospital services, which may
include 7 day services and adult social care,
 Managing Transfers of Care (Delayed Transfers of Care).

13.3

Detailed Implementation Plans were developed as part of the ‘Delivering the Better
Care Fund in Cheshire East 2017-19,’ which was fully assured by NHS England on 21st
December 2017. The progress against the delivery of these plans has been and will
continue to be shared and monitored by the Better Care Fund Governance Group and
has been and will continue to be presented to the Cheshire East Health and Wellbeing
Board on a quarterly basis.

13.4

Following a detailed evaluation of the schemes in 2017/18, a proposal for schemes to
be funded in 2018/19 was developed. Many of the schemes are a continuation of
schemes introduced in 2017/18. New schemes being introduced in 2018/19 include the
full rollout of a care sourcing team as well as the introduction of an electronic monitoring
system.
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13.5

As part of ‘Delivering the Better Care Fund in Cheshire East 2017-19’ an articulation of
what should be expected by the end of 2017/18 was produced, this along with a
statement of progress is described in Table Three.

Table Three: BCF Ambitions and Achievements 2017/18 Cheshire East
Ambition

Achievement

Reablement services in
Cheshire East will have
become fully integrated to
address both physical and
emotional needs; the aim will
be to provide more balanced
provision including both
proactive and responsive
services for people with
physical and/or mental health
needs and thus an improved
outcome for those in
Cheshire East. This will be
evidenced by an improved
Reablement score under
National Metric 3.

Across Reablement, there is a single provider, one
management structure, a shared electronic rostering
system (Staffplan), a shared recording system (Liquid
Logic), one centralised referral hub, one assessment
system and a single recruitment and training
programme. There are examples of joint case working
and a flexible staffing system, where staff members
move between teams to offer cover, to jointly manage
complex cases and to respond to, and manage,
increased demand.
Service users with dual, or multiple, needs have a
single care plan and a primary worker who co-works,
or links, with staff from across the other elements of
the Reablement service to deliver a single holistic
package of care.
There is one manager for Mental Health and
Dementia Reablement in each of the two teams,
which ensures the services are operationally
integrated where appropriate.
Following review there isn’t the requirement to
reorganise Reablement.
Activity levels are as follows:
•
•
•

Carers’ Services will be
integrated, providing a single
solution for support, which
supports wellbeing, deescalates crisis and
maintains quality of life for
both the person caring and
the person being cared for.
This will be evidenced under

Community support Reablement – Referrals 792
Mental health Reablement – Referrals 2912
Dementia Reablement – Referrals 764

Carers Services have been integrated through the
introduction of the Integrated Carers Hub which went
live in April 2018. This Service replaces the Carers
Breaks provision with the Carers Living Well Fund.
Families are allocated upto £250 to invest in
additional support for the cared for or activities or
support to meet their needs as the prime carer.

Page 9 of 22

NHS ECCCG Governing Body Meeting IN PUBLIC 23 May 2018

Agenda Item 3.7

Table Three: BCF Ambitions and Achievements 2017/18 Cheshire East
Ambition

Achievement

an improved score under
National Metric 3.

Activity levels are as follows:
•

Carers wellbeing budgets allocated – 872

Falls services will become
streamlined across health
and social care with a move
towards joint commissioning
arrangements and utilise
assistive technology, in
addition a Cheshire-wide
project to widen use of
assistive technology to
support people in their own
homes will be in progress.
This will be evidenced by an
improvement in National
Metric 2.

Work is still underway to ensure falls services are
streamlined across health and social care moving
towards joint commissioning arrangements. There is
a firm commitment between partners to look at the
joint commissioning of assistive technology with CCG
partners.

iBCF schemes provide
increased capacity and
capability in the community;
this is evidenced by meeting
the Delayed Transfers of
Care (DToC) trajectory in a
sustained way in addition to a
reduction in those requiring
residential and nursing home
care particularly directly from
acute care.

All but one of the iBCF schemes were implemented,
the schemes have contributed to increased capacity
and capability in the community and have contributed
to improved performance in-year meeting the
trajectory for DTOC performance.

Activity levels are as follows:
Average number of people supported through
Telecare on a monthly basis – 2358.

In the plans for January 2018 the total delayed days
was projected as being 1,057, the actual was 897 so
we are 160 days better than the target, equating to
about 5.2 beds per day above target. Compared to
projected target, the total for January was 34.1 beds
per day, the actual was 28.9. Compared to the
previous month the figure of 897 total days represents
an increase of 81 days (9.9%).
Since April 2017 the total number of delayed days is
12,393 (monthly average 1,239), days attributable to
health 8,205 (monthly average 821) and days
attributable to social care 4,156 (monthly average
416).This is the cumulative position for 2017/18.
Targets for reducing ‘delayed transfers of care’
(DToCs) were introduced this year by the Department
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Table Three: BCF Ambitions and Achievements 2017/18 Cheshire East
Ambition

Achievement
of Health and Department for Communities and Local
Government to encourage the NHS and local
government to work better together to reduce the
number of people remaining in hospital because of
health-related delays or social-care related delays.
Each month, local authorities receive their ranking
regarding health and social care partner working
together to reduce DToCs. Cheshire East hospital
patients are among the least likely in to be delayed
being allowed home, according to national figures and
we remain in the top quartile. This highlights how
health staff and our care teams are working
effectively together to improve outcomes for inpatients and freeing up vital beds for those awaiting
hospital care.

13.6 Progress during 2017/18. The BCF policy framework defines the national metrics for
measuring progress of schemes funded via the Better Care Fund. Information on all
four metrics is collected on a regular basis and reported nationally. In summary these
are:
1. Non-elective admissions (General and Acute);
2. Admissions to residential and care homes
3. Effectiveness of Reablement; and
4. Delayed transfers of care;
13.7

A summary of actual performance with commentary in 2017/18 is outlined in Table
Four:

Table Four: Performance against National Metrics 2017/18
National metric
Target 2017/18
Actual 2017/18
1 Admissions to Long
716.9
705.30
Term Care (Rate
amongst residents
aged 65+ per 100,000
popn)
2 Effectiveness of
88.4
79.3%
Reablement
(Percentage of
individuals still at
home 91 days after
discharge)

Outcome
Number of people
entering long term
care reduced.
Whilst this appears
low a significant
number of individuals
sadly passed away
within the 91 day
period. In addition not
Page 11 of 22
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Table Four: Performance against National Metrics 2017/18
National metric
Target 2017/18
Actual 2017/18
3 Delayed Transfers of Q4 17/18
Care (DToC) Rate per 958.9
100,000 popn aged
18+)

Q4 17/18
865

4 Non-elective
Q4 17/18
admissions to Hospital 10,072
(n)
Total 17/18
39,768

Q4 17/18
9,265
Total 17/18
40,564

Outcome
all individuals could be
traced.
Fewer DTOCs
reported. DTOC’s
reduced by 34%
overall over the last
two years.
Improved performance
in Quarter 4 however
overall target not fully
realised (2% over).

*Please note that the ‘Admissions to long term care’ measure figure for 2016/17 differs from the nationally
published ASCOF figure slightly (that is 734.0) due to ASCOF and BCF using different population figures
(ASCOF uses population estimates and BCF uses population projections).

13.8

As schemes often impact on more than one metric it is difficult to attribute individual
metric performance to schemes. The BCF Governance Group continues to assess the
value for money of schemes on a rolling basis.

13.9

The key metric for monitoring performance of schemes funded from the iBCF, is a
reduction in the Delayed Transfers of Care. The quarterly monitoring returns have
indicated a sustained reduction in DToC throughout 2017/18.

13.10 Following a robust evaluation of schemes in 2017/18 a proposal for schemes to be
funded in 2018/19 has been developed. The proposal for 2018/19 is outlined in Table
Five.
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Table Five: proposed BCf and iBCF schemes for 2018 - 19

13.11 Proposed performance targets 2018/19. The Data Definitions for these targets are
given in Appendix 1.
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Table Six: BCF National Metric Targets for 2018/19
Outcome Measure
Baseline Target
2015/16
2016/17
1 Admissions to Long
606.9
598.9
Term Care (Rate
amongst residents aged
65+ per 100,000 popn)
2 Effectiveness of
84.1
88.4
Reablement
(Percentage still at
home 91 days after
discharge)
3 Delayed Transfers of
Q4 15/16 Q4 16/17
Care Rate per 100,000
1148.7
1148.3
popn aged 18+)
4 Non-elective admissions Q3 15/16 Q4 16/17
to Hospital (n)
11,564
10,642

Target
2017/18
716.9

Target 2018/19

88.4

89.8

Q4 17/18
958.9

Q4 18/19
955.7

Q4 17/18
10,072

Q4 17/18
10,063

703.2

Total 17/18 Total 18/19
39,768
39,732
13.12 The key performance metric for the iBCF for 2018/19 is again linked to a reduction in
the Delayed Transfers of Care.
13.13 BCF Section 75 Agreement for 2018/19. There is a statutory requirement to hold
Better Care Fund pooled funds under a section 75 agreement. New S75 Partnership
Agreements from 1st April 2018 until 31st March 2019 with local health partners
(namely NHS Eastern Cheshire CCG and NHS South Cheshire CCG) with the option to
extend those agreements for a further period of one year, subject to there being a
national requirement to operate the Better Care Fund as a Section 75 pooled budget
agreement until 2020. The Better Care Fund Governance Group to continue oversight
and responsibility for reviewing the delivery of the agreement.
13.14 A summary of the key benefits of the BCF/iBCF can be seen in Table Seven .
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Table Seven: Summary of the key benefits for 2017/18
Table Seven: Benefits of BCF/iBCF in Cheshire East 2017/18
Scheme Name

Assistive
Technology

Combined
Reablement

Compliance
with the Care
Act (statutory
requirement to
have an Adult
Safeguarding
Board locally)
Carers Living
Well Fund

Funding Source
and Footprint

Benefits

BCF - Cheshire
East Wide

•
Average number of people
supported through Telecare on a monthly
basis throughout 2017/18 – circa 2358
individuals.
•
Enabling more people to live
independently and delay commencement of
more intensive interventions.

BCF - Cheshire
East Wide

•
Enabling more people to live
independently within the community,
developing personal resilience and supporting
recovery from illness.
•
Community support Reablement –
Referrals received in-year 792.
•
Mental health Reablement – Referrals
received in-year 2912.
•
Dementia Reablement – Referrals
received in-year 764.

BCF - Cheshire
East Wide

•
Number of adult safeguarding
concerns raised in-year – 3175.
•
Number of Section 42 enquiries i- year –
1030.
•
Number of cases referred to high risk
self-neglect forum in-year – 16.

BCF - Cheshire
East Wide
Funding Source
and Footprint

•
Carers wellbeing budgets confirmed
for 872 carers and cared for in-year.

Disabled
Facilities Grant
(statutory
requirement)

BCF - Cheshire
East Wide

·
Number of disabled people
enabled to live independently – 318

Red Cross low
level care

BCF - Cheshire
East Wide

•
Enabled more people to be
supported at home, including patients recently
discharged from hospital.

Scheme Name

Benefits
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Table Seven: Benefits of BCF/iBCF in Cheshire East 2017/18
Funding Source
and Footprint

Benefits

Home First
(East Cheshire
trust
Community
services)

BCF - Eastern
Cheshire CCG

•
Services working in integrated way
with Social Care and Primary Care
Colleagues in Multi-disciplinary team
approach including:
•
Provision of 58 Intermediate Care beds
at East Cheshire NHS Trust and community
based Intermediate Care Services
•
Community Nursing including Matrons
•
Night Service to take vulnerable patients
home from A&E
•
Extended link to Intermediate Care in
A&E
•
Therapy services at Front End linking to
community
•
Nursing Home support: speech therapy
and dietetics.

Care Package
Retention of 7
Days extended
to 14 days
during the
winter period

iBCF - Cheshire
East Wide

•
Number of packages retained in
order to facilitate discharge from hospital back
with existing domiciliary care provider – 191

Scheme Name

Increasing
capacity in the
Care Sourcing
team and Social iBCF - Cheshire
Work Team
East Wide
over Bank
Holiday
Weekends

Scheme Name

Funding Source
and Footprint

•
The number of domiciliary care
packages sourced by the care sourcing team
– 995

Benefits
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Table Seven: Benefits of BCF/iBCF in Cheshire East 2017/18
Scheme Name
The use of ‘Live
Well’ Online
information and
advice resource

Domiciliary
Care Rapid
Response

Additional
community
beds (iBCF)

Funding Source
and Footprint

Benefits

iBCF - Cheshire
East Wide

•
Number of page views per week –
16,000
•
Number of unique users (since May
2017) – 48,000
•
Average number of page views per
session – 2.5

iBCF - Eastern
Cheshire CCG

·
To ensure people received support
within the first 72 hours following discharge
from hospital. Often helped to bridge the
commencement of longer term packages of
care.

iBCF - Eastern
Cheshire CCG

•
Additional 38 beds spot purchased
to aid flow within the hospital and to ensure
people were receiving the right care in the
right location
•
Increased the number of community
beds to 96 as a core bedstock but increased
up to 109 to manage peaks in demand during
the challenging winter period.
·
Additional therapy staff recruited within
the community to support the community beds
and to support local care homes.

13.15 The BCF Policy Framework establishes the national metrics for measuring progress of
integration through the BCF. Information on all four metrics is collected nationally. In
summary these are:
a. Non-elective admissions (General and Acute);
b. Admissions to residential and care homes
c. Effectiveness of Reablement; and
d. Delayed transfers of care
13.16 A summary of performance through national metrics is outlined in Table Eight
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Table Eight - National metric performance 2017/18
Table Eight: Performance against National Metrics 2017/18
National metric
Target 2017/18
Actual 2017/18
1 Admissions to Long
716.9
705.30
Term Care (Rate
amongst residents
aged 65+ per 100,000
popn)
2 Effectiveness of
88.4
79.3%
Reablement
(Percentage of
individuals still at
home 91 days after
discharge)
3 Delayed Transfers of Q4 17/18
Care (DToC) Rate per 958.9
100,000 popn aged
18+)

Q4 17/18
865

4 Non-elective
Q4 17/18
admissions to Hospital 10,072
(n)
Total 17/18
39,768

Q4 17/18
9,265

14.

Total 17/18
40,564

Outcome
Number of people
entering long term
care reduced.
Whilst this appears
low a significant
number of individuals
sadly passed away
within the 91 day
period. In addition not
all individuals could be
traced.
Fewer DTOCs
reported. DTOC’s
reduced by 34%
overall over the last
two years.
Improved performance
in Quarter 4 however
overall target not fully
realised (2% over).

Access to further information

14.1
For further information relating to this report contact:
Name
Alex Jones
Designation
BCF Programme manager
Telephone
07896268470
Email
Alex.t.jones@cheshireeast.gov.uk

15.
BCF
iBCF
NEL
DToC

Glossary of Terms
Better Care Fund
Improved Better Care Fund
Non-Elective Admissions (to hospital)
Delayed Transfers of Care
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16.

Appendices

Appendices Table
Appendix A

Data Descriptions
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Governance
CCG Operational Plan 2017 - 19 programme of work this report links to 
System Transformation

Effective Use of Resources

Continuous Improvement

CCG 5 Year Strategic Plan programme of work this report links to 
Caring Together
Quality Improvement

Mental Health & Alcohol






Other

CCG 5 Year Strategic Plan ambitions addressed by this report 
Increase the number of our citizens 
Increase the proportion of older people 
having a positive experience of care

Reduce the inequalities in health
and social care across Eastern
Cheshire



Ensure our citizens access care to
the highest standard and are
protected from avoidable harm



Ensure that all those living in
Eastern
Cheshire
should
be
supported by new, better integrated
community services



living independently at home and who
feel supported to manage their condition
Improve the health-related quality of life
of our citizens with one or more long
term conditions, including mental health
conditions
Secure additional years of life for the
citizens of Eastern Cheshire with
treatable mental and physical health
conditions

CCG Values supported by this report – please indicate 
Valuing People
Innovation

Working Together
Quality

Investing Responsibly









NHS Constitution Values supported by this report – please indicate 
Working together for patients
Compassion


Respect and dignity
Improving lives


Commitment to quality of care
Everyone
counts
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Appendix 1 - Data descriptions
Non-elective admissions
•Description: Total number of specific acute (replaces General & Acute) non-elective spells per
100,000 population.
• Data definition: A Non-Elective Admission is one that has not been arranged in advance. Specific
Acute Non-Elective Admissions may be an emergency admission or a transfer from a Hospital Bed in
another Health Care Provider other than in an emergency.
• Rationale: Effective prevention and risk management of vulnerable people through effective,
integrated Out-of-Hospital services will improve outcomes for people with care needs and reduce costs
by avoiding preventable acute interventions and keeping people in non-acute settings.
• Outcome sought: A reduction in the number of unplanned acute admissions to hospital.
Delayed transfers of care from hospital per day
•Description: Delayed transfers of care from hospital per 100,000 population
• Data definition: Total number of DToCs (delayed days) per 100,000 population (attributable to either
NHS, social care or both)*
• A DToC occurs when a patient is ready for transfer from a hospital bed, but is still occupying such a
bed.
A patient is ready for transfer when:
• a clinical decision has been made that the patient is ready for transfer AND
• a multi-disciplinary team decision has been made that the patient is ready for transfer AND
• the patient is safe to discharge/transfer.
• Rationale: This is an important marker of the effective joint working of local partners, and is a
measure of the effectiveness of the interface between health and social care services. Minimising
delayed transfers of care (DToCs) and enabling people to live independently at home is one of the
desired outcomes of social care. The DToC metric reflects the system wide rate of delayed transfers
and activity to address it will involve efforts within and outside of the BCF.
• Outcome sought: Effective joint working of hospital services (acute, mental health and non-acute) and
community-based care in facilitating timely and appropriate transfer from all hospitals for all adults.
Admissions to residential and nursing homes 65+
• Description: Long-term support needs of older people (aged 65 and over) met by admission to
residential and nursing care homes, per 100,000 population
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• Data definition: Annual rate of older people whose long-term support needs are best met by
admission to residential and nursing care homes.
• Rationale: Avoiding permanent placements in residential and nursing care homes is a good measure
of delaying dependency, and the inclusion of this measure in the framework supports local health and
social care services to work together to reduce avoidable admissions. Research suggests that, where
possible, people prefer to stay in their own home rather than move into residential care. However, it is
acknowledged that for some client groups that admission to residential or nursing care homes can
represent an improvement in their situation.
• Outcome sought: Reducing inappropriate admissions of older people (65+) in to residential care
Effectiveness of Reablement (at home 91 days after discharge to Reablement / rehabilitation
• Description: Proportion of older people (65 and over) who were still at home 91 days after discharge
from hospital into Reablement / rehabilitation services
• Data definition: The proportion of older people aged 65 and over discharged from hospital to their
own home or to a residential or nursing care home or extra care housing for rehabilitation, with a clear
intention that they will move on/back to their own home (including a place in extra care housing or an
adult placement scheme setting), who are at home or in extra care housing or an adult placement
scheme setting 91 days after the date of their discharge from hospital.
• Rationale: Improving the effectiveness of these services is a good measure of delaying dependency,
and the inclusion of this measure in the scheme supports local health and social care services to work
together to reduce avoidable admissions. Ensuring that the rate at which these services are offered is
also maintained or increased also supports this goal.
• Outcome sought: Increase in effectiveness of these services whilst ensuring that those offered
service does not decrease.
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Minutes of the Governance and Audit
Committee Meeting held 14 March 2018

Report Author
Alex Mitchell
Chief Finance Officer / Senior Information
Risk Owner

Date report submitted

Contributors
Peter Munday
Lay Member (Governance and Audit)
17 May 2018

Purpose of report
To provide an overview of the Governance and Audit Committee (GAC) by updating the
Governing Body on key issues and assurance as summarised within the minutes.

Key points
Summary of key points discussed at the GAC meeting held on 14 March 2018:
 Mersey Internal Audit Agency (MIAA) provided an update around the Contract
Management Audit which received an assessment of significant assurance. An advisory
report on the Assurance Framework was provided outlining its compliance against a
number of indicators in order to determine its effectiveness. The overall rating was green
with one amber concerning alignment of the Assurance Framework to NHS Eastern
Cheshire Clinical Commissioning Group’s (ECCCG’s) strategic objectives.
 External Audit provided an overview of the 2017/18 Audit Plan concerning the Value for
Money (VFM) assessment given ECCCG’s financial position. It is likely that ECCCG will
receive a qualified VFM conclusion, subject to findings of a national consistency panel.
 The GAC was also updated on the Section 30 referral to the Secretary of State
concerning ECCCG’s financial deficit. The letter was in draft format pending formal
release in April 2018.
 The GAC was presented an overview of the Information Governance (IG) bi-monthly
report. This included an overview of the General Data Protection Regulations (GDPR)
and progress against the IG Toolkit which has been submitted with a compliance score of
91% following the committee’s approval.
 The NHS Counter Fraud 2018/19 Plan was presented and approved by the GAC.
Following the recent Fraud Inspection, the final report and findings was presented to the
GAC. Overall, the assessment was good and in line with our own self-assessment, with
only three areas on which recommendations were included.
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 The GAC received a number of other updates, including:
o ECCCG’s risk management process outlining how risks are managed and the
interaction with the Project Management Office (PMO).
o Managing Conflicts of Interest Training following the release of national guidance.
o Update on the Assurance Framework benchmarking undertaken previously by MIAA.
o Review of the Primary Care Caring Together Contract.
o Service Auditor Report re Capita.
o Board to Board principles which were approved.
o Committee self-assessment survey would be issued to voting members.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation(s)
The Governing Body is asked to:
 Note the contents and subjects discussed as outlined within the key points and
supporting minutes (Appendix A).

Key Implications of this report – please indicate 
Strategic
Consultation & Engagement

Financial
Resources (other than finance)

Procurement
Decommissioning

Equality
Quality & Patient Experience

Safeguarding
Legal / Regulatory
Other – please state





Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
The GAC does not impact on any specific Assurance Framework Risks but ensures that the
risks are being subject to a robust process in their preparation and presentation to the
Governing Body.

Report/Paper Reviewed by (Committee/Team/Director)
Alex Mitchell, Chief Finance Officer/Senior Information Risk Owner

Appendices
Appendix A

CLICK HERE to access the Minutes of the Governance and Audit
Committee Meeting held on 14 March 2018.
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Appendix A
Minutes of the Governance and Audit Committee Meeting held 14 March
2018

MINUTES
Chair:
Peter Munday
Date/Time: Wednesday 14 March 2018 @ 12.30pm – 15.15pm
Venue:
Meeting Room A, 1st Floor West Wing, New Alderley House, Victoria Road,
Macclesfield, SK10 3BL

ECCCG Governance & Audit Committee Meeting
Attendees
Peter Munday (Chair)
Jane Stephens
Robert Thorburn

Key
GG
JS
RT

Title & Organisation

Present

ECCCG Governing Body Lay Member (Governance)

ECCCG Governing Body Lay Member
GP Locality Peer Group Representative





In Attendance (Regular)
Robin Baker
RB
Roger Causer
RC
Anne-marie Harrop
AMH
Jerry Hawker
JH
Alex Mitchell
AM
Mike Purdie
MP

External Audit Representative
Counter Fraud
MIAA Internal Audit Representative
Chief Officer, ECCCG
Chief Finance Officer, ECCCG
Corporate Program & Governance Mngr, ECCCG

Helen Stevenson

HS

External Audit Representative

Emma Styles

ES

Information Governance

NE

AI2.8 Only

AMcC

Commissioning & Turnaround Director
PMO Programme Manager

PP

PA to Chief Finance Officer


Action

In Attendance
Neil Evans
Adam McClure
Minute Taker
Philippa Pearce

1.0
1.1

Apols


Apols


 AI2.2
only
 Dial-in
AI2.3 &
2.3.1 only

AI2.5 Only

Discussions were taken out of sequence but have been recorded in
Agenda Item order for ease of reference.
STANDING ITEMS
Apologies for Absence
Apologies were noted as above.

1.2

Declarations of Interest
There were no new declarations of interest to note.

1.3

Minutes of the Previous Meeting – 10 January 2018
The minutes of the previous meeting were agreed as a true and
accurate record.

Location:

Meeting Rm A, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

14 March 2018

Meeting Title:

ECCCG Governance & Audit Committee (GAC)

Time:

12.30pm – 14.30pm

1 of 10

Completed by:

1 of 10
Philippa Pearce

1.4

Action Log of the Previous Meeting – 10 January 2018
GAC104 AI2.5 Conflicts of Interest (COI) Guidance for CCGs
Discussed under Agenda Item AI2.6 therefore this action closed.
GAC111a AI2.3 Mersey Internal Audit Agency (MIAA) Progress
Report: Board to Board Meeting
Discussed under Agenda Item AI3.1 therefore this action closed.
GAC115 GAC TORs
Revised TORs to be presented to the April 2018 Governing Body for
ratification. This action closed.
GAC120 AI2.2 MIAA Assurance Framework Benchmarking
Discussed under Agenda Item AI2.7 therefore this action closed.
GAC124 AI2.1 MIAA Progress Report PMO
Deferred to next meeting.
GAC129 AI2.4 IG High Risk Areas
IG report provided under Agenda Item 2.3 therefore this action closed.
GAC131 AI2.8 ECCCG Anti-Fraud Policies
Due date September 2018.
GAC133 AI3.1 Equality and Human Rights Letter
Further correspondence exchanged but final conclusion not reached.
Update to be provided when available.
GAC134 AI2.1 MIAA Financial Systems Audit
Discussed under Agenda Item 2.9 therefore this action closed.
GAC135 AI2.4 NHS Counter Fraud Inspection Update
Discussed under Agenda Item AI2.4.1 therefore this action closed.
GAC136 AI2.4 NHS Counter Fraud Annual Audit Plan
Discussed under Agenda Item AI2.4 therefore this action closed.
GAC137 AI2.6 Assurance Framework Review – Overview of risk
management process
Discussed under Agenda Item AI2.5 therefore this action closed.
GAC138 AI2.6 Assurance Framework Review
Agreement reached for review to take place in June 2018.
GAC139 AI2.7 GAC Meeting Schedule 2018/19
Revised GAC meeting schedule circulated 12 January 2018 therefore
this action closed.

Location:

Boardroom 1, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

14 March 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

12.30pm – 14.30pm

Completed by:

2 of 10
Philippa Pearce

2.0
2.1
AI2.1a

BUSINESS ITEMS
Mersey Internal Audit Agency
Progress Report Summary
AMH talked through the report advising that the Contract Management
audit had been finalised. This had focused on contracts in relation to
Continuing Healthcare (CHC) and had received significant assurance.
MIAA had identified two medium risks around establishing Service Level
Agreements and quality and safeguarding provision. The GAC was
assured that there are processes in place in the event of safeguarding
issues arising.
In response to a query regarding the CHC Pan Cheshire Review
receiving limited assurance, AMH advised that a lead had been
assigned and that this would be followed up over the following months
and reported to the CHC Programme Board. The audit was in relation
to commissioner targets and delivery against them and not to do with
provider performance.
ACTION: CHC Performance Report for whole of shared service to
be circulated to the GAC.

AM

AM confirmed that Tracey Cole (TC), who had been the Head of CHC/
Complex Care, had been appointed as Director of Commissioning on a
12 month secondment basis. The level of responsibility for her previous
role had been changed and Karen Smith had subsequently been
appointed as CHC lead, with increased support from AM and TC.
Audit Plan
AMH advised that the Audit Plan for the year was on schedule to be
finalised and that the final year end Opinion would be presented to the
GAC at the April 2018 meeting.
AI2.1b

Assurance Framework Review 2017/18
AMH advised that the objective of the Assurance Framework review
was to determine if the Assurance Framework is fit for purpose; in doing
so it looked at its structure, how it is used and how it is aligned to
Governing Body discussions. Compliance levels were predominantly
green and one amber. The amber level had been given around the
alignment of the Assurance Framework to ECCCG’s strategic
objectives.
RT raised the issue of deep dives, noting that some concerns had
previously been expressed about them. AMH noted that by undertaking
a deep dive, it indicated that the Governing Body was taking an active
interest in reviewing the risks and scrutinising them in detail.
Discussions took place regarding risks and the Assurance Framework
and it was suggested that a workshop take place as part of the in
camera Governing Body meeting on 27 June 2018. This could include

Location:

Boardroom 1, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

14 March 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

12.30pm – 14.30pm

Completed by:

3 of 10
Philippa Pearce

an overview of the Assurance Framework, a refresh of the existing
strategic risks, how assessments are made, how to score risks and how
to ensure they are aligned to the organisation’s objectives. JS queried
some areas that are not currently covered, including public and patient
engagement and partnership working. RT suggested presenting risks
that are not currently on the Assurance Framework and queried who
holds responsibility for reviewing them. AMH noted that a further
session could be facilitated regarding the scoring if required.
ACTION: AM and AMH to work together to prepare a workshop
regarding assessing and scoring risks and the Assurance
Framework as part of the in camera Governing Body meeting on 27
June 2018.
AI2.1c

AM,
AMH

Internal Audit Opinion
AMH advised that at the end of the Audit Plan, MIAA provides a Director
of Internal Audit Opinion, as required by NHS England. Accordingly, an
Interim Director of Internal Audit Opinion had been circulated which
provided a summary of the work completed to date. AMH noted that
further work was to be completed and that the full Opinion would be
reported at the April 2018 GAC meeting.
Audit Committee Insight (APP2.1)
The Audit Committee Insight update had been provided within the
Appendix Pack and detailed forthcoming events. AMH drew attention to
a new event, Building Healthy Communities, which was not detailed
within the pack, and to an Annual Finance Event on 6 April 2018.
The brochure for the next financial year’s events was in the process of
being produced and would be circulated when available.

2.2

Grant Thornton Audit Progress Report and Sector Update
HS attended the meeting for Agenda Item 2.2 only.
HS provided an update, advising that the detailed audit plan for this
year’s Audit and Value for Money (VFM) Conclusion was set out in the
External Audit Plan. Two areas had been flagged as potential risks;
management over-ride of controls and secondary healthcare
expenditure. Materiality had been set at £6m based on forecast
expenditure, with anything over £250k to be reported.
VFM: Financial sustainability had been identified as a significant risk.
HS noted that this is a focused area of work and there is a constant and
ongoing dialogue with AM.
At this stage, Grant Thornton is proposing to report a qualified VFM
conclusion which reflects the risk in ECCCG delivering its financial
objectives. The views will be taken to a national panel to ensure
consistency.

Location:

Boardroom 1, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

14 March 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

12.30pm – 14.30pm

Completed by:

4 of 10
Philippa Pearce

HS informed the GAC that a Section 30 letter to the Secretary of State
had been prepared in draft as it is anticipated that ECCCG will be
reporting a financial deficit. Grant Thornton has a statutory requirement
to report an irregularity opinion saying that the expenditure is unlawful.
It was noted that the wording of the letter is standard.
ACTION: Draft Section 30 letter to be added to April 2018 GAC
Agenda for information.
2.3
2.3.1

HS

Information Governance Bi-monthly Report
Information Governance (IG) Annual Report (circulated Tues 13 Mar)
ES dialled into the meeting for Agenda Item 2.3/2.3.1 only.
ES talked through the bi-monthly report, highlighting the importance of
the GDPR compliance. She confirmed that everything is on track based
on what is set out in the Improvement Plan. ES reported one breach
whereby an email had been sent from ECCCG without the correct
encryption. Communications had been issued to staff as a reminder.
No further issues or risks had been reported.
The IG toolkit is on track, having maintained a score of 91% which is in
line with last year. Following discussions, ES advised that the toolkit
submission contained errors with figures having been added to the
“exempt” column. ES confirmed that this would be amended and zeros
would be included in the “exempt” column.
The GAC were in agreement to approve the IG toolkit submission at the
stated levels subject to the changes to the figures in the “exempt”
column.
In response to a query regarding the areas marked as “not relevant”, eg,
ICT Network, ES advised that assurance for this is provided by the CSU
and this does not require evidencing in the toolkit. In order to provide
assurance for the GAC, ES agreed to update the IG report with further
information regarding the areas marked as “not relevant” and make clear
why the CCG does not need to provide evidence for these requirements.
The GAC received the IG Annual Report for 2017/18 which included the
levels achieved for each requirement of the IG Toolkit. The GAC
approved for the CSU IG team to submit the IG toolkit on behalf of the
CCG as stated in the report.
ACTIONS:
• IG Report to be amended to clarify why ECCCG is not
required to provide evidence for certain requirements marked
as “not relevant”, eg, ICT Network.
• IG toolkit submission to be updated to correct the numbers in
the “exempt” columns.

2.4

ES

NHS Counter Fraud Authority Fraud Inspection Update
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AI2.4a
AI2.4b

Anti-Fraud Plan 2018/19
Fraud Risk Assessment 2018/19 (Excel Spreadsheet)
RC explained that the Anti-Fraud Plan was made up of the Plan and the
Fraud Risk Assessment (Excel Spreadsheet) which he had been
requested to provide. The spreadsheet had been designed in order to
understand ECCCG’s risks and translate them into a Plan for the
financial year.
Key areas are to review the ECCCG’s fraud risks and to prevent and
deter risks, ensuring that fraud alerts are issued and fraud is proactively
looked for. Strategic governance will include ensuring that anti-fraud
measures are embedded at all levels across the organisation. As part of
the process for 2018/19 there will be regular updates and an action plan.
As part of the fraud awareness campaign, an e-learning package is
available to ensure that all staff have a basic fraud awareness.
The GAC approved the Anti-Fraud Plan moving forward into 2018/19
noting that it was subject to review and ongoing discussion with AM and
with an amendment to be made to the staff survey section to link it to
Standard 2.2.

2.4.1

NHS Counter-Fraud Authority Fraud Inspection Feedback and
Management Response – Fraud Inspection Final Report 2017/18
RC advised that a Counter-Fraud inspection had taken place in January
2018 with ECCCG being assess against the 2017/18 Standards for
Commissioners, Fraud, Bribery and Corruption. The final report had
been provided; it could not be amended other than the management
response and had been presented to the GAC for review.
RC noted that the ratings were generally good, with three areas for
recommendations:
• Standard 1.8: Rating Amber. This standard looked at provider
contracts in relation to anti-fraud, bribery and corruption
arrangements and putting in place a review process. This was a
new process for 2017/18 and there had not been the opportunity
to review and assess it. The recommendation was for ECCCG to
assess this going forward. RC advised scoring this standard as
green in the 2018/19 self-assessment.
• Standards 2.1, 2.2 and 2.3. It was felt that the Anti-Fraud survey
did not answer all questions in the way that was required. Further
work has been undertaken to improve understanding of AntiFraud, the questions have been reviewed and a further survey is
due to be carried out.
• Standard 2.3: Asks health bodies to proactively liaise with
different organisations to investigate incidents of fraud. The
difficulty of demonstrating compliance without having a fraud
investigation to deal with was noted and it was therefore likely to
remain as amber. RC advised accepting the recommendation
and to score it as amber in 2018/19 as it cannot be evidenced.
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In summary, RC advised that ECCCG had achieved green across the
majority of standards and the recommendations received were minor in
nature. The report was accepted by the GAC.
2.5

Risk Management Process
Adam McClure (AMC), PMO Programme Manager attended the meeting
for Agenda Item 2.5 only.
AMC was welcomed to the meeting; he had been invited to attend in
order to help the GAC gain an understanding of the risk process. He
presented a one page flow-chart illustrating how risks are managed
within ECCCG. Discussions took place regarding the entry point to the
flow-chart, noting that risks can be raised in various ways but are all
registered on a system called Datix.
Once on Datix, risks are reviewed by a line manager and by the Project
Management Office (PMO) for accuracy, are divided between project
and corporate risks and assigned a level of risk between one and 25.
Discussions took place regarding whether Datix is used for issues as
well as risks. AMC explained that concerns are captured, whether they
are issues or risks and are processed as required. This includes review
by the Complaints, Incidents and Governance team and by the Quality
Assurance Group. This enables trends to be identified and captures
areas that are issues which might move into risks.
Further discussions took place regarding the distinction between
projects and business as usual (BAU), eg community hubs and stroke
services. AMC explained that ECCCG has defined projects but that
initiatives are on the system via a different route. Project mandate
documentation was not always required in all cases but work would
require approval by a committee.
In response to a query, AMC advised that there are options within Datix
to link to corporate objectives. It was noted that any changes to the
corporate objectives would need to be reflected in the system.
MP advised that the Risk Policy was due to be reviewed. AMH
suggested that the policy include a clear and articulate flow-chart.
ACTION:
• Entry point to risk flow-chart to be updated.
• Risk policy to be reviewed to include clear and articulate flowchart.

2.6

AMC
MP

Managing Conflicts of Interest Training
MP advised that Conflict of Interest training was now available via
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ECCCG’s Learning Management System. The training package
consists of three modules, with Module 1 being mandatory:
• Module 1: General conflicts of interest training.
• Module 2: Further information on managing conflicts of interest.
• Module 3: Advice on how Chairs should manage conflicts of interest.
MP questioned whether Module 1 should be mandatory for the staff
roles listed in the training guidance, which equated to approximately
50% of staff, or for all staff. A compliance rate of 95% would be required
by May 2018.
ACTION: All staff to be provided with a link to Module 1, Conflicts
of Interest training for completion by May 2018. Signposting to
Modules 2 and 3 to be provided as required.
2.7

MP

Assurance Framework Benchmarking
MP provided an update to the GAC advising that a new CCG Assurance
Framework Benchmarking report had been published in 2017. He drew
attention to a key area, assurance being categorised as internal or
external, noting that ECCCG does not currently reflect this. AMH
provided assurance that this relates to whether it is an external body or
an external review, for example, it could be a CQC inspection, and
noted that it just needs to explicitly state who the reviewing body is.
Additionally, AMH advised that the source of assurance requires
clarification of the specific area of assurance but does not require actual
documents. It was agreed that there was a general training requirement
for people who regularly update the Assurance Framework.
ACTION: Training session to be planned for staff updating the
Assurance Framework from July 2018 onwards.

2.8

MP

Primary Care Caring Together Contract
Neil Evans, Commissioning & Turnaround Director Attended for Agenda
Item 2.8 only.
Neil Evans (NE) was welcomed to the meeting. He had been invited to
provide an update on the Primary Care CT contract. NE informed the
GAC that a review of the contract had been undertaken from a financial
perspective.
NE explained that a meeting had been convened on 11 April 2018 in
order for practices to meet together in order resolve and address any
further questions. The contract for the next financial year was also due
to be discussed with a view to being agreed at this meeting.
NE advised that a review had been undertaken to capture lessons learnt
and a plan was to be created with actions to take forward.
ACTION: Action Plan from lessons learnt report re Primary Care
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Caring Together Contract to be presented to the July 2018 GAC.
2.9

Progress re Implementation of Purchase Order System
AM advised that Niall O’Gara, Technical Accountant, was working
through assessments of the purchase order system in order to provide a
conclusion and next steps.
ACTION: Update on implementation of Purchase Order System to
be circulated when completed.

2.10

AM

Capita ISAE 3402 Interim Type 1 Report for 2017/18 and NHS
England Letter
AM informed the GAC that a service auditor report had been received
from Capita regarding pension payments. The report had been seen in
full by AM and PM but had been received on the basis of a restricted
distribution list. Further updates were anticipated and would be shared
with the GAC when available.
ACTION: Capita ISAE 3402 update report to be reported to the GAC
when available.

2.11

Board to Board Principles
AM had provided guidance notes on how board to board meetings
should be conducted. For transparency, details of the report would be
included within the Chief Officer’s report that is presented to the
Governing Body. It was suggested that the guidance notes be made
available on the internet and could be included within agendas for board
to board meetings going forward.

3.0
3.1

ANY OTHER BUSINESS
Governance & Audit Cte Self-Assessment Survey
AM informed the GAC that a self-assessment survey had been issued to
voting members of committees and had been completed by the GAC. A
summary of findings would be completed and circulated in order to take
forward any learning and enhance the effectiveness of the committees.
It was noted that the questions were not necessarily appropriate for the
different types of committees.

AM

AMH advised that the Audit Committee hand-book is currently being
refreshed and should form the basis of the work plan for the year.
ACTION: AM to review Committee Self-Assessment questions and
provide summary report of responses.

4.0

DATE, TIME & VENUE OF NEXT MEETINGS

4.1

Thurs 19 April 18

AM

10.00am-12.00pm, Meeting Room A
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9 May 18 CANCELLED

12.30pm-2.30pm, Meeting Room A

25 May 2018*

10.00am-12.00pm, Meeting Room A
*Additional Meeting re Annual Report &
Accounts
(Note: Apologies from Jane Stephens)

11 Jul 2018

12.30pm-2.30pm, Meeting Room A
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Remuneration Committee Report

Report Author
Matthew Cunningham
Head of Corporate Services
Date report submitted

Contributors
Peter Munday
Lay Member for Governance and Audit
May 2018

Purpose of report
To provide the Governing Boy with an overview of the key items of business discussed at
the remuneration committee meeting held on 02 May 2018.

Key points
The meeting was quorate. No conflicts of interests were identified by the standing members.
The Chief Officer, who was in attendance for the beginning of the meeting, declared a
conflict of interest in relation to the papers on Complexity Factors and the Pay Review for
Governing Body positions (Chair, Chief Officer and Chief Finance Officer) and withdrew from
the meeting when these papers were discussed.
The key matters discussed:
 CCG Arrangements - Remuneration Framework for Clinical Commissioners /
Contractors. The Committee discussed the results of this recent Mersey Internal Audit
Agency (MIAA) report, commissioned by NHS England and the Cheshire & Merseyside
CCGs. The Committee noted that a number of the CCG specific recommendations
contained within the report were already being addressed by the CCG.
 Draft CCG Remuneration Framework. The Committee considered the draft Framework
that had been developed by the CCG, and which was a main recommendation from the
MIAA report discussed earlier in the meeting. The Committee noted that the MLCSU was
developing a template framework for all the Cheshire & Merseyside CCGs and that once
provided the CCG would review in line with its initial draft. The Committee noted the intent
to bring a final version for approval to its September 2018 meeting.
 CCG Complexity Factors. The Committee considered a paper regarding agreeing a set
of complexity factors for the CCG which would/could be used in determining the
remuneration decisions with regards to those CCG posts where consideration of
complexity factors and application of complexity factor weighting was relevant. The
Committee agreed that the provided 2018-19 complexity factors should be considered as
organisational ones and that the application of a complexity factor weighting should be
consistent across all relevant roles rather than having a differing complexity factor
weighting applied to different roles.
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 Pay Review for the Governing Body roles of Clinical Chair, Accountable Officer
(Chief Officer) and Chief Finance Officer. As part of its annual business cycle, the
Committee considered three pay review papers relating to the CCG Chair, Chief Officer
and Chief Finance Officer. The Committee at its meeting agreed a revised complexity
factor weighting to be applied to all three positions. The Committee sought and received
assurance that there was sufficient flexibility within the CCGs running costs to
accommodate the remuneration implications from agreeing a revised complexity factor
weighting to be applied to all three positions. The Committee agreed that the decision
would be effective as if from 01 April 2018, and the decision was separate to any
discussion regarding consideration of any remuneration amendments for these posts in
relation to cost of living increases / increments that will be agreed nationally in the near
future in relation to Agenda for Change (AfC) posts. The Committee also noted the
remuneration implications on the CCGs Very Senior Manager posts with regards
amending the complexity factor weighting for the Chief Officer.
 Committee Terms of Reference Review. As part of its annual business cycle, the
Committee reviewed its Terms of Reference and approved a number of amendments to
be recommended to the Governing Body for approval at its meeting on 23 May 2018.
 Committee Annual Report 2017-18. As part of its annual business cycle, the Committee
approved its Annual Report of business undertaken in 2017-18. The report is available on
the CCG website at: https://www.easterncheshireccg.nhs.uk/About-Us/remuneration-committee.htm
 Committee 2018 - 2019 Workplan / Forward Planner. The Committee reviewed and
updated its Annual Workplan / Forward Planner for 2018-19
 CCG Retirement Policy. The Committee reviewed and noted the updates to the Retire
and Return section of the CCGs Retirement Policy.
Other business.
 Proposed AfC Pay Deal. The Committee received an update on the latest news
regarding the national AfC pay deal and noted the current consultation dates and relevant
timeframes.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information

Recommendation(s)
The Governing Body is asked to:
 note the key matters discussed.
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Minutes of the Clinical Quality and
Performance Committee
Contributors

Quality & Safeguarding Director

Date report submitted

14th May 2018

Purpose of report
The minutes of the Clinical Quality and Performance Committee meetings are provided for
assurance that appropriate scrutiny and subsequent actions are being taken in relation to
quality and performance concerns

Key points













The committee requested that the Ambulance risk be reinstated onto the Governing
Body Assurance Framework by 20th March 2018; further assurance was sought
regarding the quality of care for those waiting on trolleys in A&E, specifically those
waiting in excess of 12 hours
The committee reviewed the performance dashboard and noted 2 areas of breach:
Cancer 2 week wait and RTT>52 weeks. An explanation for Cancer waits was shared
and the committee were satisfied that since the report, there had been improvement
in performance. Further assurance was sought regarding the offer of alternative
providers for those patients waiting over 52 weeks.
Congleton District Nursing current capacity was discussed. The group suggested a
population analysis would help determine if staffing for this area was sufficient and if
there were discrepancies between the areas.
It was noted that the latest Ambulance improvement plan had been rejected by the
Strategic Partnership Board. Assurance was given that actions were being taken
locally. The Committee requested a paper outlining NWAS performance and
mitigating actions at the May meeting.
NHS 111 will be available on line as well as by telephone in this location by
September 2018
Continuing Health Care (CHC) update identified that decisions reached within 28 days
has been above 80% for the 4th consecutive month and 48 hours Fast Track cases
has increased to 94%. CHC 3 month and 12 month reviews are also achieving the
94% target.
Assurance was given that “Discharge to Assess” is working well and stringent checks
are being done to confirm that patients are being discharged to appropriate places.
The Committee discussed the need consider issue where practices are registering
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new patients who require CHC funding but who may not necessarily reside within the
Eastern Cheshire footprint, resulting in CHC funding attributed to the CCG and not
originating in the CCG.
The Committee was informed that Healthwatch have completed a number of visits to
A&E departments across Cheshire. Reports have been compiled and
distributed. Healthwatch Cheshire now holds the contract for delivering NHS
Independent Complaints Advocacy Service (ICAS). In future Healthwatch will be in a
position to share themes regarding complaints.
There were no escalations to the Governing Body from this committee

Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation
The Governing Body is asked to
 Note for information the minutes of the Clinical Quality and Performance Committee
meeting 14 March 2018.

Key Implications of this report – please indicate 
Strategic
Financial
Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state

Consultation & Engagement
Resources (other than finance)
Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
Risks related to performance are reported as individual risks rather than collectively.
Risks are detailed within the body of the report but are also indicated below:

Minutes Reviewed by
Clinical Quality and Performance Committee

Appendices
Appendix A

CLICK HERE to view ECCCG Clinical Quality & Performance Committee
Minutes 14 March 2018
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Appendix A
Minutes of the Clinical Quality and Performance Committee meeting held
on 14 March 2018

ECCCG Clinical Quality and Performance Committee
Minutes of the meeting held on Wednesday 14th March 2018
kName

Initials

Present

Apologies

In
Attendance



Dr Jenny Lawn (Chair)

JL

Executive GP for Quality, ECCCG Governing Body

Gill Boston

GB

Lay Board member (PPI), ECCCG Governing Body

Dr Fari Ahmad

FA

GP Representative, ECCCG Governing Body



Dr James Milligan

JM



Sally Rogers

SRo





Rosie Kendrew

RK

GP for Business Management Team – ECCCG
Quality & Safeguarding Director, ECCCG Governing
Body ECCCG
Complaints, Concerns & Governance Manager ECCCG

Julia Curtis

JC

Head of Clinical Quality ECGGC



Katie Mills

KM

Senior Clinical Quality Manager (Primary Care) ECCCG



Sheila Hillhouse

SH

Registered Nurse, Governing Body



Dr Julie Sin

JS

Associate Director Public Health CEC



Louise Barry

LB

CEO Healhwatch Cheshire



Matthew Standing

MS

Contract & Performance Manager

Item 4

Dr Julia Huddart

JHud

Executive GP for Clinical Team, ECCCG

 Item 7

Karen Burton

KB

Clinical Projects Manager

Item 7
Item 10

Cath Jarvis

CJ

Operational Lead Continuing Healthcare

Dawn Wayne

DW

Office Administrator

Agenda
Item



Discussion and Actions Agreed

1

Welcome, Apologies, Declarations of Interest
The Chair welcomed all attendees to the meeting. Apologies were noted as above.
No new conflicts of interest were noted.

2

Minutes of previous meeting and action log review

2.1

2.2



Action
Who
Date

The minutes of the previous meeting held on 14 February 2018 were agreed as an
accurate record, subject to the following amendments:
I.
Amend date to February in header
II.
Add paragraph numbers to all sections retrospectively
III.
Item 3, amend any reference to DOLS to DOL and delete 4th action
IV.
Item 4, 3rd paragraph to read “DG advised that there are ongoing concerns with
regard to Primary Care Support Services which the Primary Care Committee has
reported to NHS England. The concern of the committee over this issue is such
that the risk is considered high (20) and is therefore escalated to the GB risk
register as well as remaining on the Primary Care risk register.”
V.
Item 7, delete first action, amend second action to read “GB to forward queries to
JC who will create an action log to send to ECT”.
VI.
Item 8.1 include the action noted in the action log.
Action Log Update:
Amend layout of log to align more closely with other CCG action logs: delete final 2
columns (Update required and status). Populate Due by/Closed date column for all open
actions. Delete blue ‘completed’ category in RAG status.
004/2018 – NWAS update - close
007/2018 – Performance Dashboard - close
009a/2018 – Inpatient Survey - close
009b/2018 – NWAS – Remind GPs to provide evidence of patient delays. Close
010/2018 - A&E StEIS, due end April
011/2018 - Safeguarding training non-compliance, due end April
012/2018 - Safeguarding report clarification, due at May meeting
013/2018 - Joint commission on Human Rights – completed, close.
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014/2018 015/2018 016/2018 017/2018 018/2018 -

Pressure ulcer documentation – completed, close
Primary Care Quality report – amended action, due end March.
NWAS Risk score – completed, close – new action agreed
NHS 111 Recovery Plan – completed, close
Performance Dashboard, outstanding. JC to discuss development of
dashboard with LD.
019/2019 - Patient Experience Data, revised action due at May meeting
&
020/2018
021/2018 - SUI Group – outstanding, awaiting assurance from CWP meeting – raised
CEC employed arrangement with CWP.
022/2018 - SEND - completed, close
New Actions to be added:
023/2018 - NWAS risk score, to be completed by end April
024/2018 – Revised TOR for QUAG group, to be completed by May meeting
3
3.1

3.2

3.3

3.4

3.5

4
4.1
4.2

4.3

Assurance Framework
Appendix A
Action 25/18: KB to ensure that the NWAS risk is reinstated onto the Governing
Body Assurance Framework list by 30 March 2018.
GBAF 245 - Non Delivery of the NHS Constitutional Standard for A&E Waiting Time.
This risk does not reflect that the A&E waiting time targets have recently been amended to
90%. 12 hour trolley waits are of concern. JC confirmed that the CCG regularly reviews
the report and has conducted an assurance visit to A&E. It was suggested that the existing
report does not reflect any quality standards and the CCG requires assurance that patients
on trolleys are receiving appropriate levels care.
Action 26/18: JC to work with ECT to provide evidence of quality standards for
trolley waits and bring assurance back to the May meeting.
GBAF 248- Mental Health Services Capacity, CAMHS
It was noted that the risk requires updating. Two of the target dates have passed but
neither have been closed.
Action 27/18: Jacki Wilkes to update template and provide assurance that actions
have been completed by 14 April 2018.
Action 28/18: Jacki Wilkes to provide a written update by 14 April 2018 to the CQ&P
committee on the Mental Health risk, with particular emphasis on the mental health
services CCG commissioning. JC to discuss email.

GBAF 491 – Sustainability of Clinical Services
The group requested clarity regarding how clinical quality issues are being incorporated
into workplans.
Action 29/18: Fleur Blakeman to provide written assurance around how clinical
quality is being incorporated into workplans by 14 April 2018.
The Committee confirmed that it was satisfied with the current risks and scores.

JC to discuss
with KB
30.3.18

JC to discuss
with BG
9.5.18

JW to
confirm
action
completed
with Quality
Team (JC)
14.4.18
JW
14.4.18

JC to discuss
with FB
14.4.18

Performance Dashboard – Aristotle
The Committee reviewed the dashboard and noted breaches in the following areas:
 Cancer 2 Week Wait – MS explained that, out of 7 breaches, 4 were patient
choice. It was queried whether any of the remaining 3 were substantial breaches or
just near misses.
 RTT >52 weeks – MS confirmed that there are 5 patients in this category. One is
registered with a surgery in Oxford and the remaining 4 are waiting for specialist
plastics. MS was asked to check for any miscounting or inappropriate ‘clock
stops’, e.g., the patient is still undergoing treatment. The Committee requested
assurance that alternative providers are offered to patients if they are available.
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Action 30/18: MS to provide update regarding Cancer 2 Week Wait.
MS to confirm any miscounting or clock stopping.
MS to review suitable national providers
MS to update dashboard for ambulance dates and new categories and add
Mental Health dashboard to the report submitted to the Committee for
review.
5
5.1

Escalations/Reviews from Monitoring Committees/Meetings
Root Cause Analysis - Congleton District Nursing Capacity
The group discussed the inequitable situation of the Community service across the
localities. It was suggested that a Community Nursing System Strategy will be required for
future long term planning of staff requirements.
Action 31/18: JC/SR to send a query to Brian Green at ECT regarding the
discrepancy between District Nurse provision in Congleton and the other 4 areas
and asking whether this is appropriate based on population need and is it clinically
sufficient?

5.2

MS
9.5.18
CQP

Action 32/18: JM to request RK to investigate any correlation between the incidence
of pressure ulcers and staffing levels.
Complaints and Concerns
No escalations were noted.

5.3

QUAG
No escalations

5.4

Primary Care Operational Group
No escalations were noted.

JC/SR
14.4.18

RK
9.5.18

The Committee requested that the issue of support for GPs who are struggling with
unexpected staff shortages should be raised at the next Primary Care Operational Group.
Action 33/18: KM to feedback from the PCOG regarding support for GPs who are
struggling with unexpected staff shortages and what is the mechanism for reporting
issues by 14 April 2018.
6

KM
14.4.18

Quality Impact Assessments
None received this month.

7

Themed Clinical Areas – Ambulance & NHS 111

7.1

JHu and KB joined the meeting for this item and talked to a briefing provided by Jerry
Hawker, who attends the Strategic Partnership Board (SPB) for the CCG, regarding the
Ambulance Response Programme Performance and Improvement.

7.2

It was noted that an Improvement Plan has since been rejected by the SPB which monitors
the risks. The Committee was advised that a key issue in achieving new targets related to
a national shortage of ambulances. Assurance was given that actions were being taken
locally.

7.3
NHS 111 will be updated with a focus on it being available on line as well as by telephone.
The online version should be available in this location by September 2018. NWAS is
assuring users that this will make a big difference particularly at times of peak usage.
KB/JHu
The Committee requested a paper outlining NWAS performance and mitigating actions at
the May meeting.

8

Action 34/18: AT to schedule a written report on Ambulance & NHS 111 at the May
meeting and invite commissioning lead Jim Britt to the meeting
Quality & Performance Report (Governing Body)

AT
9.5.18

JC verbally updated the Committee advising future reports would be sent by email to the
group for comment on a quarterly basis
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9

Draft Quality Accounts CWP and ECT sign off

10

SR agreed to email cut off dates for comment to the Committee by the end of March and
request a date for final sign off from CWP and ECT.
Action 35/18: SR to email the cut off date for comment to the Committee and request
final sign off date.
NHS Continuing Healthcare Update

10.1

Cath Jarvis attended the meeting for this item to update the Committee regarding
Continuing Healthcare.

10.2

CJ outlined team performance. It was stated that there had been some improvement
notably Decisions reached within 28 days has been above 80% for the 4th consecutive
month and 48 hours Fast Track cases has increased to 94%. CHC 3 month and 12 month
reviews are also achieving the 94% target. CJ also advised that CHC was no longer using
the dynamic purchasing system as it was found to cause delays.
Action 36/18: JC/CJ to check the discrepancy in the number of nursing home beds.

10.3

10.4

10.5

10.6

11.1

JC/CJ
30.4.18

Assurance was given that “Discharge to Assess” is working well and stringent checks are
being done to confirm that patients are being discharged to appropriate places.
A question was raised regarding any future planning for children with complex needs once
they transition into the adult service. CJ confirmed that they are in dialogue with the
Children’s service.
The Committee discussed the need to ideally risk share with other organisations for
complex and expensive cases. Also consider issue where practices are registering new
patients who require CHC funding but who may not necessarily reside within the Eastern
Cheshire footprint, resulting in CHC funding attributed to the CCG and not originating in the
CCG.
Discussion followed about the commissioning responsibility “who pays” guidance and the
need to raise awareness with GP’s.
Action 37/18: KM to arrange a briefing session at the next Locality meeting
highlighting the ‘Responsible Commissioner – Who Pays’ guidance with reference to
CHC funding for new patients who may be residing out of area.

11

SR
9.5.18

KM
13.4.18

AOB
Healthwatch Verbal Update
LB confirmed that Healthwatch is now represented on a number of CCG Committees
including Complaints & Concerns and Primary Care Commissioning. It was noted that,
although the CEC Joint Intelligence Care Homes meetings have been discontinued,
Healthwatch would still like to be involved in sharing intelligence. Healthwatch also attends
the Single Partnership meetings.
The recent visits to A&E departments across Cheshire were successful and reports have
been compiled and distributed. As Healthwatch Cheshire now holds the contract for
delivering NHS Independent Complaints Advocacy Service (ICAS). LB indicated that going
forward Healthwatch will be in a position to share themes regarding complaints. It was
noted that at present the majority of complaints received by Healthwatch relate to people
with mental health issues

11.2

Future Meetings Focus
The Committee agreed the meetings move to a to bi-monthly arrangement going forward.
bi-monthly. The QUAG group would continue to meet and focus on operational quality
issues on a fortnightly basis.
A forward planner will be emailed out to the Committee members for comments.
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Dates of Future Meetings 2018
th

Venue – Alderley Building, Victoria Road, Macclesfield, Cheshire. SK10 3BL

11 April 2018

09:00-12:00

9th May 2018

09:00-12:00

13th June 2018

09:00-12:00

11th July 2018

09:00-12:00

8th August 2018

09:00-12:00

12th September 2018

09:00-12:00

10th October 2018

09:00-12:00

14th November 2018

09:00-12:00

12th December 2018

09:00-12:00

Board Room 1
New Alderley House
Board Room 1
New Alderley House
Board Room 1
New Alderley House
Board Room 2
New Alderley House
Board Room 2
New Alderley House
Board Room 1
New Alderley House
Board Room 1
New Alderley House
Board Room 1
New Alderley House
Board Room 1
New Alderley House
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Tuesday 14 February 2018, 13:30 – 16:00
Cranford Suite, Curzon Cinema, Toft Road Knutsford WA16 0PE
Attendee’s Name:
Patrick Heywood (Chair)
A
P Donnachie
Beaulah Cornes
B G Taylor
Chris Daly
Carol Robertson
Charlotte Peters-Rock
Chris Godfrey
D Hardiman
David Jary
Diane Walton
Geoff Gray
Gill Griffies
Jacquie Grinham
Jane Stephens
Jenny Lawn
Jim Davies
Joane Manning
John Adams
John Teggart
Jo Rose
Judie Collins
Julia Jary
J Thompson
Maureen Sibley
Mabel Taylor
May Barnsley
Mike Heale
Noel Cornes
Pat Heath
Robert Moore
S Chaplin
Steve Grossett
Susan Moore
Tony Firth
In Attendance :
Paul Bowen
Fleur Blakeman
Bernadette Bailey
Julia Hulland-Vernon
Dean Grice
Dawn Wayne
Apologies:

Toft Road PPG
Knutsford Resident
Knutsford Resident
NWAS
KAFKA
Toft Road PPG
Toft Road PPG
Lawton House PPG
Broken Cross PPG
Chelford PPG
Annandale PPG
ECCCG Lay Member Patient & Public Involvement
ECCCG Toft Road

Action for Sick Children
Manchester Road PPG
Annandale PPG
Health Activist
Knutsford Town Council – NP WG
McIlvride PPG
KAFKA
Park Green PPG
East Cheshire Mental Health Forum
Knutsford Resident
Knutsford Resident
Heritage Lead NP WG

Holmes Chapel PPG
Clinical Chair ECCCG
Director of Strategy & Transformation ECCCG
Transformation Programme Manager ECCCG
Engagement & Involvement Officer ECCCG
Primary Care Commissioning Manager ECCCG
ECCCG Note taker, PA to Clinical Chair ECCCG

Alex Mitchell
Archie Watt
Jerry Hawker
Charles Malkin
Denis Murphy
Ken Scott
Pat Simmons

Chief Finance Officer ECCCG
Chelford PPG
Chief Officer ECCCG
Communications Manager ECCCG
Readsmoore PPG
38o

All papers/presentations are available on the HealthVoice website: www.echealthvoice.info
Action By
1 Welcome and Apologies
The Chair welcomed the group. Apologies were received as above. A one
minute silence was held in remembrance of Trevor Lerman a former Chair and
active member of HealthVoice.
2 Minutes of the last meeting & Matters Arising
The minutes of the meeting held on 14 November 2017 were agreed and
accepted as an accurate record.
3 Who Am I?
Julia Hulland-Vernon introduced herself to the group as the new Engagement
and Involvement Officer. Julia’s contact details are 07557488390,
Julia.hulland-vernon@nhs.net
4 Public Voice: Open Q&A
4.1 Chris Daly from Congleton stated that he has previously requested details of how
to become more involved in the consultation into the redesign of Mental Health
Services but had not received any information from the CCG. Diane Walton
advised that a HealthVoice sub group was being set up to enable HealthVoice to
respond to the CCG and was hoping to meet at least twice before the next
HealthVoice meeting. Julia will pass on any enquiries from members interested
in the consultation to Diane.
4.2 Geoff Gray suggested that the Mental Health Forum should be included in the
sub group.
4.3 Mike Heale advised that the Mental Health Forum is holding a meeting on 2nd
March at Jocelyn Solly House with key members from the CCG and Cheshire &
Wirral Partnership Trust.
4.4 Charlotte Peters-Rock, representing some Knutsford residents and the KAFKA
group raised the following questions:
1. Will the CCG include Knutsford as a regular venue for HealthVoice
meetings, preferably in a better location than the Curzon Cinema?
2. Will the CCG forward details of the Health Pilot and make these
available to Knutsford residents?
3. What future is there for Knutsford hospital, could it be utilised as a
Minor Injuries Unit or a respite unit?
4. Will the CCG provide clarity to Knutsford residents around what services
are available in Knutsford?
5. How effective are PPG’s in other areas as meetings at Manchester Road
PPG do not always happen?
6. If the Millbrook Unit closes how far will Knutsford patients and their
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relatives have to travel for inpatient care?
4.5 Mabel Taylor requested assurance that services in Knutsford would not be
downgraded or cut further and transport options would be improved to enable
residents to access services elsewhere.
4.6 Paul Bowen, Clinical Chair ECCCG, responded briefly to the questions and
comments, acknowledging that some of the issues raised would require a more
detailed response than time allowed. In Knutsford many factors have
contributed to the situation which exists now. The CCG strategy has been about
doing what it can with the assets it has - most importantly its people. The CCG
looks to commission services locally but these services need to meet the high
standards set locally and nationally.
4.7 Dr Jenny Lawn advised that the Tatton Ward (Intermediate Care) in Knutsford
had not been an ideal place for patients to be and was not seen to be meeting
required standards. Intermediate Care patients were now being looked after in
selective local nursing homes, which was seen to be a better level of service for
the patients.
4.8 Maureen Sibley stated that the quality of intermediate care in the private sector
is very varied and there were concerns about staffing levels and lack of access to
other healthcare services such as physiotherapy.
4.9 Paul Bowen summed up that there is so much potential and fantastic assets in
the people of Knutsford, not just within the medical profession but also other
charitable, voluntary and faith sectors. It is important to get these teams
together, recognizing that there are pressures but looking at what we can do, not
what we can’t. The solutions lie in the societies we live in.
5 Three Into One
5.1 Dean Grice, Primary Care Commissioning Manager ECCCG, updated the group
about GP premises in Knutsford. Historically there has been uncertainty in
Knutsford about whether the three GP practices could merge and help form a
Knutsford Health & Wellbeing Centre (GP services plus an Integrated Hub of
Primary Care Services, Community Services and Social Services). Propositions
have stalled for various reasons, usually relating to funding and ongoing cost
implications both to the Council and the NHS at a time when funds are short.
5.2 Dean has been tasked to try and pull things together and has approached NHS
Property Services to reassess what the options are for the following:
1. What are the costs and barriers for housing the three GP practices in one
building along with an Integrated Hub as described above?
2. What are the costs and barriers for bringing the three GP practices
together plus just some selective community services?
3. If neither of the above options is feasible, what can be done to
modernise the GP practice premises in Knutsford?
5.3 Dean is in the process of arranging a meeting with the Chief Executive of East
Cheshire NHS Trust, John Wilbraham; the Chief Operating Officer of the CCG,
Jerry Hawker; the Director of Public Health at Cheshire East Council, Mark
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Palethorpe; and representatives from the Knutsford GP practices, to go through
the options and find a way forward.
5.4 J.Thomson - Chair of Knutsford Health Group for the Neighborhood Plan, argued
that Knutsford was a growing town and land had to be used wisely. If the Bexton
Court site was not being developed for health it should be sold to release land
for housing.
5.5 Dean explained that all three financial partners - ECCCG, ECT and CEC, will have
to commit to a scheme or not so that decisions can be made.
5.6 Judie Collins, health campaigner based in Altrincham, suggested that the CCG
should be seeking support from the three major landowners in the region.
5.7 The group was updated on the CCG’s applications to the CEC Planning
Department for Section 106 money, which can be used to develop and expand
health estate infrastructure in the region. A new levy on housing development
applications (CIL) has yet to be introduced locally. A plea was made for a project
timetable to be made available to the public as soon as possible. Patrick
requested that all three PPGs be actively involved in future plans.
6 Livewell Portal
6.1 In the absence of a CEC representative, Dean advised the group that he has been
working with CEC looking at the Cheshire East Livewell portal. This is an online
site which aims to list and signpost every service, society, voluntary organization
etc. that a patient might want to access. Cheshire East Council wants to raise
awareness and also have asked for feedback from the group regarding any
services which have been missed. It will provide a useful tool for GPs and
patients to be able to access up-to-date information in one place.
www.cheshireeast.gov.uk/livewell/livewell.aspx
6.2 Cheshire East Council initiatives include:
Livewell – signpost and guidance on local services
www.cheshireeast.gov.uk/livewell/livewell.aspx
Staywell – advise and guidance on staying well and healthy
www.cheshireeast.gov.uk/livewell/health-matters/keepingwell/winter_wellbeing/stay_well.aspx
One You Cheshire East – Council commissioned services that patients can selfrefer into
www.oneyoucheshireeast.org
6.3 A suggestion was made that the CCG’s CATCH app (www.catchapp.co.uk) could
be linked to Livewell. Dean to investigate. HealthVoice members were asked to
forward any concerns, additions or feedback on the Livewell site to Dean.
7 Community Hubs
7.1 Bernadette Bailey, Transformation Manager, presented an update on the
progress of community hubs since the last HealthVoice meeting. The first 2
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teams, Knutsford and Poynton,Disley,Bollington, made up of health and social
care staff have been up and running for 8 months and have completed a number
of small initiatives. Plans are being put in place for the further 3 teams, with
Clinical Leads identified in 4 areas and a project group set up in the Macclesfield
locality.
7.2 The group was informed that work on combining the programmes of Caring
Together (Eastern Cheshire) and Connecting Care (South Cheshire) is progressing
with work to align the health and social care elements. 11 workstreams have
been identified and each one is headed by an executive lead from one of the
partner organisations. One of the workstreams is the community hubs project.
7.3 There will be a Stakeholder Forum where members of public can help shape the
future of community services. This will include a representative from
Healthwatch.
7.4 HealthVoice members were asked to study a Future Model of Care diagram and
annotate whether the response times were outlined were what patients would
expect in future services.
http://www.echealthvoice.info/Downloads/YourViews/HealthVoice/HealthVoice_20180214.pdf
8 HealthVoice Strategy Update
8.1 Diane Walton, member of the strategy sub group updated HealthVoice members
on latest progress. The subgroup concluded that the strategy should focus on 4
themes:
 Community services - especially mental health and community mental
health
 Primary care issues – referral management system
 GP contract changes – all practices to be able to provide the same
services and what extra they may offer
 Contracts – eg. community stroke rehabilitation. Pre contract
involvement (HealthVoice to be involved at the start of the contracting
process)
8.2 Other issues are:
 Contract monitoring – concentrating on the variable care provided in
private care homes
 QIPP – annual report states that HealthVoice has been involved but there
is no evidence of that so will become more involved in future.
 Concern about governance and control heading towards Merseyside
8.3 Charlotte Peters-Rock thanked the sub-group for clarifying the current situation
and for all their efforts on the member’s behalf.
8.4 Fleur Blakeman advised the group that the Cheshire and Merseyside
Sustainability & Transformation Partnership has been renamed to Cheshire and
Merseyside Health and Care Partnership. Fleur made reference to the recent
publication of the latest planning guidance for the NHS a copy of which can be
found here:
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https://www.england.nhs.uk/wp-content/uploads/2018/02/planning-guidance-18-19.pdf

Fleur commented that it might be helpful if Alex Mitchell or a member of the
Finance Team attended a future HealthVoice meeting to present an overview of
the guidance and the implications for NHS Eastern Cheshire CCG.
9 Any Other Business
9.1 The Operational Resilience Report on East Cheshire Trust performance produced
by John Adams was noted by the Group.
Link to report: http://www.echealthvoice.info/Downloads/YourViews/HealthVoice/System%20Resilience%20Report%20February%202018.pdf
Dates of future meetings:
Tuesday 10 April 18:30-21:00, Macclesfield Town Hall
Monday 11 June 09:30-12:00, Congleton Town Hall
Wednesday 12 September 13:30-16:00, Poynton Town Hall
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Minutes of the meeting

Tuesday 10 April 2018, 18:15 – 20:15
Capesthorne Room, Macclesfield Town Hall, Market Place, Macclesfield
Attendee’s Name:
Patrick Heywood (Chair)
Barrie
Towse
P
Cyril Towse
Charlotte Peters-Rock
Colin Sibley
David Rutley
Denise Greaves
Diane Walton
Geoff Gray
Gill Griffies
Hilary Newton
Jacquie Grinham
Jean Bonnett
John Adams
Laura Jeuda
Maureen Sibley
May Barnsley
Mike Heale
Pat Simmons
Tom Kinnerha
In Attendance :
Neil Evans
Dean Grice
Charles Malkin
Julia Hulland-Vernon
Jacki Wilkes
Dr Anushta Sivananthan
Dr Sadia Ahmed
Dr Sabu Oomman
Apologies:
Paul Bowen
Jerry Hawker
Alex Mitchell
Jane Stephens
Mabel Taylor
Gerry Biggs

PH
BT
CT
CPR
CS
DR
DG
DW
GGR
GG
HN

Toft Road PPG

KafKa
McIlvride PPG
MP
East Cheshire NHS Trust
Lawton House PPG
Broken Cross PPG
Chelford PPG
Annandale PPG

JB
JA
LJ
MS
MB
MH
PS
TK
NE
DG
CM
JHu
JW
AS
SA
SU

Action for Sick Children
McIlvride PPG
Park Green PPG
East Cheshire Mental Health Forum
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Director of Commissioning ECCCG
Primary Care Manager ECCCG
Communications Manager ECCCG
Engagement & Involvement Officer ECCCG
Associate Director of Commissioning ECCCG
Medical Director, C&W NHS Partnership Trust
Consultant Psychiatrist
Consultant Psychiatrist
Clinical Chair ECCCG
Chief Officer ECCCG
Chief Finance Officer ECCCG
ECCCG Lay Member Patient & Public Involvement
KAFKA
Chelford PPG

All papers/presentations are available on the HealthVoice website: www.echealthvoice.info
Action By
1 Welcome and Apologies
The Chair welcomed the group. Apologies were received as noted above.

Action By
2 Minutes of the last meeting & Matters Arising
The minutes of the meeting held on 14 February 2018 were agreed and
accepted as an accurate record subject to amendment on Page 2, 4.4 point 5,
Macclesfield Road to be changed to Manchester Road.
3 Redesign of adult and older peoples Specialist mental health services

DW

3.1 Jacki Wilkes (JW), Associate Director of Commissioning introduced colleagues
from Cheshire and Wirral Partnership Trust (CWPT) and confirmed that the CCG
was entering into public consultation regarding the redesign of Adult and Older
People’s Specialist Mental Health Services in partnership with CWPT and South
Cheshire and Vale Royal CCGs.
The Consultation started on 6 March 2018 and will end on 29 May 2018. JW
3.2 explained the aims and objectives of the consultation and the reasons behind
the need for change outlining the proposals and options the public were being
asked to consider.
http://www.echealthvoice.info/Downloads/YourViews/HealthVoice/MH%20Consultation%20Presentation.pdf
4 East Cheshire Mental Health Forum
4.1 Mike Heale (MH), representing East Cheshire Mental Health Forum, addressed
the group and put questions raised at a recent meeting of the Forum to the
health representatives present who were involved in the redesign consultation:


There is still a demand for acute care beds; this has not decreased and
some service users need asylum. Why is there such a rapid reduction in
inpatient beds?



Why was the recent CWPT claim for capital expenditure funding from
the Department of Health rejected when there is need for acute care
provision in the locality?



What is being provided in Eastern Cheshire to assist patients and carers
with the increased cost and time of travelling to Chester to attend or
visit Bowmere?



Comparing the 3 options within the consultation document there
appears to be a ‘Hobsons Choice’ between options 2 and 3. Is there an
opportunity for an option 2½ - a local facility which includes additional
inpatient beds?

5 Questions and Comments
5.1 Geoff Gray (GG) requested further information on the cost and location of the
Crisis Cafes referred to in the consultation and also no reference has been made
in the document to a local Primary Intensive Care Unit only one in Chester.
5.2 David Rutley (DR) articulated public concern about the reduction of adult
inpatient beds in the local area and questioned whether a smaller unit to the
current one at Millbrook could be an option for consideration.
5.3 MH advised that the extra staffing for Community Mental Health teams would
be welcomed but questioned how the new members of staff would be trained
and how they would operate to help carers keep people at home?
5.4 John Adams (JA) stated that CWPT were under increasing financial pressure,
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notably to avoid criticism from NHS Improvement in regard to their financial
management as they are at break even. The proposal is in line with NHS policy
of the creation of Crisis and Resolution Teams across England to reduce
residential costs. Studies of those already operating have received criticism
from various sources ( King’s Fund, MIND charity, Mental Health Today;
Manchester University) which often include:
− Inability to man the multidisciplinary teams – not enough qualified staff
− Continuity- unlikelihood of the patient seeing the same clinician twice
− Increase in suicides in the CRHT setting as against residential
Poor management
If the Community option is taken up it is vital to bring in 40 more staff. JW
confirmed that the CCG and its partners would make the best use of the funding
available. AS advised that the national suicide rate was falling and that more
people commit suicide in community teams that as inpatients but it has been
documented in the 5 year Forward View for Mental Health that people
preferred to have home treatment wherever possible. There has been a lack of
skill mix in community teams but this is being addressed and, if improvements
are made within the teams, quality of care will improve. CWPT is looking to
increase the number of psychologists and occupational therapists within the
teams not just nursing staff.
5.5 JA questioned whether a failure to recruit the relevant people would result in
the CCG having to monitor a substandard service against contract. In the NHS no
one is deemed accountable. If CWPT fails to recruit the 40 people necessary
they will just advise the CCG’s and a reduced service will be in place. Only the
patient suffers. JW advised that stringent processes will be put in place to
monitor outcomes for patients but the CCG has worked very closely with CWPT
and a commitment has been made that acute provision will not be reduced until
the Community Services are in place.
5.6 Charlotte Peters-Rock (CPR) commented that it was important that mentally ill
people were treated in their local area and there were many empty NHS
buildings that could be reutilized to provide care. CPR also questioned whether
there were plans to screen and potentially diagnose family members of patients
with mental health difficulties. JW clarified that a very detailed needs analysis
had been done to determine where the care needs were and the skill mix of
staff required to deal with these patients. AS confirmed that, at present, there
was only one service in the region able to provide family support which is clearly
not enough – providing the right clinical support and psychological care to
families helps both the carers and patients. CWPT is working with CCGs, GPs,
local councils, schools and voluntary services to provide support and help build
resilience to mental health problems.
5.7 Diane Walton (DW) commented that there are currently long waiting lists for
Cognitive Behavioural Therapy (CBT) and counselling and questioned whether,
despite a financial input, there will be enough trained staff available to fill the
new posts? CWPT confirmed that Health Education England has already
introduced training programmes to upskill staff in children and young peoples’
psychological therapies. The training programme has expanded and people are
being released to attend courses.
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5.8 May Barnsley (MB) queried why Option 2 is the preferred option and not 3 as
young people need help for longer and need to know when they go home that
help and support is available locally. JW explained that, when the options were
scored, 2 and 3 were very closely matched and that, although option 2 is the
preferred option it is not necessarily the one that will eventually be chosen –
that will be decided by public choice. AS confirmed that the length of stay for
people under 65 is shorter – younger people metabolize medication more
quickly and do not usually have the same side effects as older people. It is
recognized that, in the case of self-harming, this can become worse in a hospital
situation because people may not have access to their usual coping strategies
and some conditions get worse by being in hospital.
5.9 A question was asked regarding how to monitor whether the chosen option is
working; what are performance indicators? JW confirmed that it would be
essential to develop a detailed transition plan and there will be a process to
identify what the risk factors are and how they are monitored. A risk monitoring
plan, including the effects of increased travelling on patients and
carers/families, will be drawn up should options 2 or 3 be taken forward.
5.10 A comment was made that a patient who had experienced stays at
Clatterbridge, Chester and Macclesfield argued that, whilst facilities were better
at both Clatterbridge and Chester, they would choose to go to Macclesfield
because of the opportunity to build upon the relationships made whilst an
inpatient and take them back into their home environment.
5.11 CPR stated that it was vital to ensure that carers and families can reach distant
patients and also that the community teams/drop-in centres need to be based
on the high street for people to access facilities before a crisis occurs. CWPT
agreed that mental health and physical health are not separate and integration
between the community and general practice was essential.
5.12 DR questioned whether any analysis had been done to scope out the possibility
of locating a smaller local inpatient unit in Macclesfield. Also the consultation
document did not detail any support being made available regarding the travel
element and there was no detail regarding the Crisis care centres, how many
there would be and whether any would be located in Macclesfield.
5.13 JW concluded that there is a definite appetite to integrate services within
communities but no development of a solution can take place until the decision
on which option has been made. Nothing has been finalized regarding where
the bed based services will be located but one unit will be located within the
Eastern Cheshire footprint.
5.14 AS advised that it would cost considerably more to build a new unit which would
take funds out of clinical services. There were clear bidding rules regarding use
of capital expenditure funding which is coordinated through the Sustainability
and Transformation Partnerships (STP).
5.15 PH thanked JW for coordinating and CWPT for taking the time to attend the
meeting.
6 Referral Assistance Service (Referral Management Service)
6.1 Neil Evans (NE) gave the members a brief overview of the Referral Assistance
Service, advising that previously there has been inconsistency in the rates of GP
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referrals so the new service has been designed to try to increase the consistency
of GPs making referrals into specialisms.
6.2 Initially the service will support six specialist areas:
• Orthopaedics (will go live first)
• Gastroenterology
• General Surgery
• Cardiology
• Paediatrics
• Ophthalmology
6.3 A dedicated web page will be set up on the CCG website which will consist of
information such as FAQs, RAS Pathway, Patient Information Leaflet as well as
other supporting information. Hard copies of the patient information leaflet will
be delivered to each practice by Friday 27 April.
6.4 The service aims to provide the opportunity for GPs to be able to seek advice
directly from specialists using national NHS software to support the process.
This in turn should free up more GP time and reduce wasted hospital
appointments as evidence from other areas has demonstrated. It will also
support patient choice through direct access to a booking service which will
provide the patient with a full choice discussion of clinics available or provide
assistance around electronic booking should the patient choose to book their
appointment online. The new service will not affect the 2 week wait pathway for
urgent referrals.
6.5 Cyril Towse (CT) asked whether there were any financial benefits to the GP
when referring a patient for tests. NE advised that there are no financial benefits
to GPs but they are all acutely aware of using NHS resources wisely.
6.6 Following a question regarding why the name had been changed, NE stated that
a project group which included a GP representative, had come up with a range
of options which were shared with members of the public and the most popular
was Referral Assistance Service.
6.7 A question was raised regarding the recruitment of triage personnel. NE
confirmed that there was a large pool of clinicians to recruit from. In the
example of orthopaedics, which is the first area to be targeted with RAS,
governance issues dictated that it would be more effective to use a Community
Interest Company to host the service rather than directly recruit clinicians into
the service. The second area to be targeted will be the paediatric service and NE
confirmed that the triage process will not be launched in any service area until
there are suitable clinicians to operate it. Regarding the possibility of higher
costs to the CCG, NE responded that the contract would be monitored closely
and if savings were not achieved it would need to be reassessed but it was
considered a short term initiative to enable GPs to upskill and improve their
knowledge.
6.8
Laura Jeuda (LJ) asked whether there would be additional time allowed for GP
appointments or would this be an opportunity to mask waiting times? NE
advised that all the GP practices currently use the same EMIS templates to
capture all aspects of a referral so the time would be the same as at present.
The new system should help with the 18 week delivery target as if other
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6.9 interventions are successful this will improve consultant capacity.
CPR requested assurance that GPs would be given the time to receive training.
NE confirmed that clinicians do receive time out to undertake training and are
keen to be upskilled as they have to be reaccredited every three years.
6.10

MB noted the necessity to reduce the level of inappropriate referrals but
questioned whether GPs would be resistant to using the system in case their
referral was deemed inappropriate and patients would therefore be
disadvantaged. NE assured the group that the GP skill base would quickly
develop and GPs would welcome constructive comments back from the triage
personnel.

7 Patient Representatives
7.1 Pat Symonds
PS confirmed that the consultation with young people has commenced with
about 30 returns being made so far. Most responses indicated they were ‘very
satisfied ’ or ‘partly satisfied’ with their treatment. Service priorities were
mental health, pain management and sexual health. Just Drop-In has designed
some posters to raise awareness that young people can influence health
discussions. Next steps will be to engage with Head Teachers and Department
Heads in schools and colleges.
7.2 Diane Walton
DW advised that she has received a written response from the CCG’s Chief
Officer which would be posted on the website for information.
7.3 John Adams
JA apologised for the lack of a written report due to illness.
Over the last three months the trend of A&E Attendances had increased from
about 120 day to 135, Emergency Admissions had also increased from 30/day to
33. Delayed Transfers of Car had varied but controlled quite well. The result of
the pressure experienced resulted in 13 days in the period where 12 hour trolley
waits were experienced. Seven of those days were high attendance days and
nine experienced high emergency admissions.
JA visited the department on two days when trolleys were in use. The A&E staff
were handling the situation well but there is no doubt about the stress they
were experiencing.
There is a need to increase bed capacity in the Eastern Cheshire Health Economy
to improve patient experience and care and improve the working arrangements
for staff. The Royal College for Emergency estimate that NHS England needs an
increase of 5,000 beds.
The Operational Resilience Group is now planning for next winter. The broad
plan has to be ready by end April.
8

Outgoing Chair
The members were advised that this would be PH’s last meeting as Chair of
HealthVoice. CM thanked Patrick for his hard work and dedication notably
implementing a more effective approach to the promotion of Healthvoice and
introducing the alignment of the HealthVoice agenda to the CCG’s priorities.
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9

Election of new chair
Julia Hulland-Vernon advised the group that there will be an election for a new
Chair and Deputy Chair. There is an agreed process which is available on the
HealthVoice website.
http://www.echealthvoice.info/Downloads/YourViews/HealthVoice/HealthVoice%20Election%20June%202018%20info.pdf
Expressions of Interest should be advised to Julia by 11 May. Everyone on the
distribution list will be sent voting information.

10 AOB
None.
The meeting closed at 20:16
Dates of future meetings:
Monday 11 June 09:30-12:00, Congleton Town Hall
Wednesday 12 September 13:30-16:00, Poynton Town Hall
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