MEETING of the GOVERNING BODY
held in public
25 July 2018 at 9 am
Boardroom 1, New Alderley House
Chair: Dr Mike Clark

AGENDA
8.45 ARRIVAL - tea and coffee available
Time
9.00
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1.5
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2.2

10.10

2.3

10.30

BREAK
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3.
3.1
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3.2
3.3

11.40

3.4

12.00

3.5

Delivery &
Decision

Dr Mike Clark

Verbal

All

Verbal

Dr Mike Clark

Paper attached

Jerry Hawker

Paper attached

Alex Mitchell

Paper attached

Alex Mitchell

Paper attached

Neil Evans

Presentation

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

1.1

Speaker

Financial Performance Report
Month 3 as at 30 June 2018
Governing Body Assurance
Framework
Deep Dive Item: GBAF 506 Dermatology
BREAK

For approval

For information

For information
For approval
For information

BREAK

BUSINESS ITEMS
Commissioning an Integrated
Community Stroke Rehabilitation
Service
Draft Financial Recovery Plan
2018-19 and 2019-20
CCG Constitutional amendments
Eastern Cheshire Improving
Access to General Practice
Service Procurement
Musculoskeletal Physiotherapy
Service – Six Month Review

Jacki Wilkes

Paper attached

Alex Mitchell

Paper attached

Matthew
Cunningham

Paper attached

Neil Evans

Paper attached

Dr Mike Clark

Paper attached

For approval

For ratification
For endorsement

For approval

For information

NHS ECCCG Governing Body Meeting– held in public 25 July 2018

Time
12.20

Agenda
Title / Description
No.

4.
4.1
4.2

5.
5.1
5.2
5.3

6.
6.1
6.2

Speaker

Delivery &
Decision

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

No report
No report

SUB COMMITTEE MINUTES / REPORTS
Governance and Audit Committee
– 25 May 2018
Remuneration Committee
Clinical Quality and Performance
Committee – 9 May 2018

Peter Munday

Paper attached
For information

No report
Dr Jenny Lawn

Paper attached
For information

ADVISORY COMMITTEE REPORTS
Locality Management Meeting
Eastern Cheshire HealthVoice

Dr Mike Clark

Paper attached
For information

No report

12.30 CLOSING REMARKS AND CLOSE OF MEETING
DATE AND TIME OF NEXT GOVERNING BODY MEETING held in public
Wednesday 26 September 2018
9am- 1pm t.b.c.
Boardroom 1, New Alderley House
19.7.18 12.55
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MEETING OF THE GOVERNING BODY held in public
27 June 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

General Practice Representative –
Bollington, Disley, Poynton
General Practice Representative –
Chelford, Handforth, Alderley Edge,
Wilmslow
General Practice Representative –
Congleton and Holmes Chapel
General Practice Representative –
Knutsford
Deputy General Practice Representative
– Knutsford
Assistant Clinical Chair , General Practice
Representative – Macclesfield
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

Laura Beresford

PRESENT

Dr Fari Ahmad

PRESENT

Dr Rob Thorburn

PRESENT

Dr Jennifer Lawn
Samantha Ridley

APOLOGIES
PRESENT

Dr Mike Clark

PRESENT

Peter Munday

PRESENT

Gill Boston

PRESENT

Jane Stephens

PRESENT

Fiona Reynolds

PRESENT

Janet Walls
Sheila Hillhouse

PRESENT

NON-VOTING MEMBERS
Fleur Blakeman
Neil Evans

Director of Strategy & Transformation
Commissioning Director

PRESENT
PRESENT

IN ATTENDANCE
Hazel Burgess
Matthew Cunningham
Elizabeth Insley

Note taker, PA to Chief Officer
Head of Corporate Services, and Programme
Director for Unified Commissioning
(Cheshire)
Head of Finance

Whole meeting
Whole meeting,
presenting papers for
Part meeting For item
2.1
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Sally Rogers

Quality and Safeguarding Director

For item 3.6

Charles Malkin
Julia Hulland-Vernon

Communications Manager

Four

Members of the public

For item 3.3 & 3.4
For item 3.3 & 3.4
Whole and part
meeting

1.

PRELIMINARY BUSINESS

1.1

Welcome and apologies for absence
Dr Bowen opened the meeting, reflecting on the impending 70th
anniversary of the NHS and the changes which have taken place since he
began working 20 years ago, including improved waiting times for elective
surgery and significant changes to commissioning arrangements, and the
situations which have persisted such as pressures in general practice. He
commented that the local economy was overspent by close to 15% last
year and although welcome, the 4% funding increase from Central
Government is unlikely to normalise the situation. At a presentation by
Simon Stevens at the NHS Confederation there was emphasis on the
need for transformation of services. Acknowledging the professional and
personal contributions of all present, Dr Bowen took the opportunity to give
thanks for the NHS which, despite issues with the way it is run and
delivered is a great service which the country is lucky to have. The CCG
will be celebrating over the next few weeks in a number of ways and he
encouraged all to express approval and support for the institution on social
media.
Two apologies for absence had been received: Alex Mitchell and Dr Jenny
Lawn. Elizabeth Insley was in attendance representing the Finance Team,
and Samantha Ridley, Practice Manager at Annandale Medical Practice,
was welcomed as representative of the Knutsford Locality Peer Group.

1.2

Declaration of any interests relevant to the agenda items
Fleur Blakeman made a declaration of interest in item 2.3: Deep Dive.
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

1.3.1

Matters arising from the minutes
2.1.1 – “From July only GPs in Eastern Cheshire will be able to refer into
the service”
1.5.4 – last paragraph – “…Health and Care Partnership Chief Executive
and Chair”
With these amendments the minutes of the previous meeting held on 23
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May 2018 were accepted as an accurate record.

1.4

Public Speaking Time

P1.4.1

Mr Walton of Congleton, present at the meeting, had submitted questions
relating to closures of the Minor Injuries Unit at Congleton Hospital in
recent months, and additional questions related to the impact of Brexit on
staffing.
The CCG has indicated that the questions on operational aspects of
Congleton MIU should be directed to the Board of East Cheshire NHS
Trust as the provider of the service, rather than the CCG as a
commissioner, and that as a statutory body the CCG was not in a position
to respond to questions regarding central government funding and
recruitment and retention of staff related to Brexit.

P1.4.2

P1.4.3

The formal response is attached along with the questions as Appendix A
to these minutes.
John W Place MBA FCIPD, ex Director of Human Resources at
Macclesfield Health Authority 1987-92 submitted questions seeking
assurance that the Gunning Principles were followed fully and in line with
case law precedent when the public consultation plan for adult and older
people’s specialist mental health services was drawn up and executed.
The questions and response are attached to these minutes as
Appendix B
Questions and comments from HealthVoice
HealthVoice had queried fulfilment of the undertaking made at the previous
meeting to bring back for approval a proposed update to the Constitution
regarding reference to HealthVoice following further consideration by the
Executive Committee; a revised proposal has been postponed pending the
outcome of discussion of item 3.4 on the agenda : A refreshed CCG
approach to community engagement and participation.
The Chairman of HealthVoice submitted an official response to the
proposal based on replies received from HealthVoice members. The
paper had been circulated electronically and in printed format to the
Governing Body ahead of the meeting and is attached to these minutes as
Appendix C.
On behalf of HealthVoice, Jacquie Grinham briefly verbally presented the
comments and questions on the group’s behalf. She was thanked for
raising the points and assured that the comments would be taken on board
during the discussion of the agenda item 3.4 on the proposed refreshed
communications strategy.

1.5

Chief Officer Report
electronic link to document here
main points in his report.

Jerry Hawker highlighted some of the
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1.5.1

Winter pressures
The CCG is charged with ensuring services of as good quality as possible
for the local population and wishes to see an improvement on last winter’s
situation. Jerry Hawker recently attended a meeting on winter planning
with senior representatives of NHS England for a focused review of why
performance last winter was not at the level committed to through
submitted winter plans.
There is an expectation that next winter no hospital will operate above
92% utilisation, at which level the ability to move patients through the
system is compromised: capacity must be increased for next winter. East
Cheshire Trust was operating in excess of 110% capacity achieved
through addition of short-term beds. A significant improvement in Delayed
Transfers of Care (reduced to around 5%) was seen compared to other
areas of the country; going forward the expectation is 3½ %.
There will be zero tolerance to minor injury type breaches of the 4-hour
target in A&E. There is low attendance at East Cheshire Trust, and on
occasion this target has been breached due to single digit figures.
New NHS terminology describes patients with a hospital stay over 7 days
as ‘stranded’ and over 21 days ‘superstranded’ based on the assumption
their continued stay in hospital would be for inappropriate reasons. It is
necessary to make sure anybody staying in hospital is there for
appropriate reasons. There is a target to reduce levels of superstranded
patients by 25%. Options for increasing capacity at Macclesfield Hospital
are being explored with East Cheshire NHS Trust and will be presented to
NHS England in July.
Jerry Hawker concluded by highlighting that the CCG ability to manage
demand, activity and the needs of the population has been considered
exemplary and that the challenges faced locally are not due to excessive
use of the A&E department but to a high proportion of elderly frail patients
with complex conditions.

1.5.2

Strategic Sense Check
NHS England’s Stage 1 assurance process relates to planning service
changes and is comparable to the Gunning Principles. A meeting with
NHS England took place on 26th June reviewing work done on ensuring
sustainable hospital services built on work done in the Caring Together
programme in conjunction with NHS Improvement and NHS England.
Significant work will be required in the next few months; increased public
engagement will be required and exploration of the potential for
involvement of clinical senates or academies in an assurance role.

1.5.3

Regarding item 5.3 details were requested on the work being by Venn
Consulting and how it is being funded.

1.5.3.1

Neil Evans responded that, working with Wirral CCG last winter, Venn
Consulting developed a model to assess demand and capacity on the
urgent care system, including community services, looking at the flows and
the gaps. The work has been well received as helpful in pulling together
different streams of work. The work under way locally is partly funded by
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NHS England and the four other main commissioner and provider
partners. The cost to Eastern Cheshire CCG is c£12,000.
There are weekly project team meetings, complete analysis is expected by
August and a final report in September enabling winter pressure plans to
be adjusted if significant gaps in provision are identified. The work should
provide the CCG and the regulators will assurance that rather than
focusing on easy things, the CCG is commissioning the right things.
1.5.3.2

It was commented that a different approach would be needed in Eastern
Cheshire and it has already been established that there is not
inappropriate demand on the system. An opinion, based on personal
experience last winter, was expressed that the system in Wirral for getting
people out of hospital is not good, there is a lack of forward planning, and
attitudes to patients who are viewed as being in hospital longer than they
need to be can be an issue. Neil Evans acknowledged that more progress
has been made in Cheshire East than in other areas, and that the model
should indicate to commissioners and providers where the gaps are.
Culture is part of that model.
Jerry Hawker assured the Governing Body that emphasis was being put
on work out of hospital to address the strong likelihood identified in the
winter plan of demand outstripping supply of acute medical beds. Venn
Consulting has expertise in converting projections to the number of
medical beds required and it is expected the work will provide more
assurance there will be medical capacity in the system to meet the
predicted demand.

1.5.3.3

In answer to a query about whether analysis had been done on the impact
of the decision to suspend elective care over the winter to provide more
capacity to meet winter pressures, Neil Evans confirmed work was being
done on this with NHS England and is expected to show the hidden
consequences of what appeared to be an easy solution.

1.5.3.4

Dr Bowen commented that reports of personal experiences of services,
and talking to clinical colleagues and patients, will expose changes needed
which are not visible on from data on spreadsheets. These changes
include cultural behaviours and looking to improve capacity in community
services, not just in hospitals.

1.5.4

Regarding the item on the Executive Committee’s review of grants to
voluntary organisations, Gill Boston clarified that she had worked with the
team on this before the Executive Committee received the paper and
grants in question had been continued as no alternatives were available.
The Executive Committee had assessed that there were some areas
where Cheshire East Council commissioned work which might overlap and
further work needed to be done to check this. An undertaking has been
given that the review for next year’s funding will be completed by
December to give early notice of decisions.

1.5.5

Regarding a query about evidence that the need for cardiology loop
recorders at East Cheshire Trust was increasing, Neil Evans reported that
this would mean a patient could receive the procedure at Macclesfield
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Hospital rather than Wythenshawe or Stoke hospitals. Concerns raised by
the Executive Committee are still being worked through but all three
cardiologists who work at East Cheshire Trust also work at tertiary centres,
taking their expertise well above the minimum required for competence;
only one plans to perform the procedures.
1.5.6

Points were raised regarding Cheshire East Council’s decision to cease
commissioning emergency contraception for women aged 25 and over at
community pharmacies and arrangements made for alternative options,
and communication of the decision and alternatives. This decision has
been queried with Cheshire East Council and a response is awaited. Jerry
Hawker stated that the channel by which the CCG holds the Council to
account is the Health and Wellbeing Board and this will be dealt with there.
The Governing Body
 Noted the contents of the Chief Officer Report

2.

STANDING ITEMS

2.1

Financial Performance Report Month 2, as at 31 May 2018
electronic link to document here
Elizabeth Insley reported that the CCG’s Financial Plan for 2018-19 was
approved by NHS England and over £1 million in QIPP (Quality,
Innovation, Productivity and Prevention) efficiencies has already been
delivered. £3.5 million QIPP remains at high risk to achieving the agreed
deficit control total.
She highlighted that the Month 2 report contains limited early data from
contracts and she apologised for anomalies in tables within the report due
to issues associated with the level of detail required by NHS England when
recording budget details on the system.

2.1.1

Regarding Table 3b, budget allocated to HCA International was queried. It
was clarified that although new patients will not be seen there, people
already referred would complete their episode of care there and the
contract would not be fully closed until November.

2.1.2

In Table 3a figures for Wirral University Teaching Hospital NHS Trust were
queried. Elizabeth Insley confirmed there is a contract with Wirral for
£65,000 and next month’s report will be more accurate.

2.1.3

The graph on QIPP scheme progress in Appendix A was queried.
Elizabeth Insley gave assurance that the graphs in future reports will be
adjusted to show a more accurate projection trajectory for the year. High
risks are phased toward the end of the year.

2.1.9

The Governing Body noted
 NHS England has confirmed acceptance of Eastern Cheshire
CCG’s 2018/19 Financial Plan and availability of £15 million
Commissioner Sustainability Funding, subject to delivery of a
number of conditions
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2.2

2.2.1

Delivery of £1.3 million QIPP in the year to date
Risk to delivery of £3.5 million risk against the approved £15
million deficit control total

Governing Body Assurance Framework
electronic link to document here
Jerry Hawker reported that updates have been made to the risks. No new
risks were proposed for addition, and none for removal.
Errors in the figures in the graphs were noted. This will be checked after
the meeting.

2.2.2

In answer to a query about GBAF 506 : Dermatology - and resolution of
due diligence on the preferred provider, Neil Evans reported that the final
position has not yet been confirmed.

2.2.3

GBAF 508 : Non Urgent Patient Transport - Concern was expressed at the
apparent lack of progress. Neil Evans reported that Wirral CCG is
coordinating the work and the appointed project manager has been into
Eastern Cheshire CCG going through the project plan and time line. There
has been interest in the advertisement and procurement will commence
following a bidder event taking place shortly in Warrington. He expressed
some confidence that the April 2019 deadline for a revised contract agreed
with a provider will be met.

2.2.4

Noting that issues with figures in some of the graphs will be
amended for the next issue, the Governing Body approved

 The updates to the risks as outlined in the Governing Body
Assurance Framework report

2.3

Governing Body Assurance Framework Deep Dive: GBAF
371 – Primary Care Support England
electronic link to document here
In September 2015 NHS England outsourced back office administration
services for primary care to Capita on a long-term contract. Since then the
CCG’s member practices have been experiencing a number of issues, the
three principal ones being related to




GP and pharmacy payments
timely updating of the Performance Register delaying newly
qualified GPs being able to take up their new posts
inter-practice transfers of medical records.

In May 2017 the National Audit Office published their assessment of the
arrangements between NHS England and Capita (Primary Care Support
England) concluding that the transfer of services had not been
straightforward, standards had been below acceptable levels, primary care
services had been impacted and there was a potential for actual harm to
patients.
Neil Evans talked through the issues and impacts of the three main areas
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which are causing difficulties to local practices in effectively delivering
services. Plans are in now in place to address two of the issues – timely
updating of the Performance List and GP pension payments and
arrangements – although they are not yet resolved.
2.3.1

The most significant issue - delays to patient records transferring to a
new GP when a patient moves area – remains unaddressed. In Eastern
Cheshire GPs do not have access to records for up to 896 new patients
registered with them. The Primary Care Committee considers this to be
a significant risk to patient care and has been monitoring how the CCG
along with GP practices, has been flagging issues directly to Primary
Care Support England (PCSE), and endeavouring to escalate the
situation with NHS England as contract holder. Regional leads from
PCSE were invited to attend the November 2017 Primary Care
Committee meeting and could not give assurance the issues were being
addressed therefore the risk was retained on the CCG’s risk register at a
level to continue to give visibility to the Governing Body. NHS England
has confirmed that as contract holder for the service they hold the risk
and it is their responsibility to notify patients if they have been harmed or
potentially harmed by non-availability of their medical records to their new
GP, however as it is not known when the issue of the missing records will
be resolved, patients have not yet been informed. The CCG has written
to NHS England asking for time frames for resolution and when their Duty
of Candour responsibility can be enacted. The Primary Care Committee
does not think the risk should reduce below 16 until NHS England can
provide an end date for resolution of the missing patient records.

2.3.2

Fleur Blakeman declared a conflict of interest in the item and took no part
in discussions

2.3.3

Gill Boston expressed concern that patients are still unaware they are
affected by the issue.
NHS England confirmed in November 2017 the risk was on their Risk
Register scored as 12. It is a national issue, has been discussed in
parliament and there has been media coverage however individuals who
have changed GPs may not have picked up on this or be aware they may
be affected.

2.3.4

Regarding the Performance List it was queried whether nationally any
issues have been identified which compromised patients’ safety, related
e.g. to how robustly locum work is monitored. Neil Evans explained the
main issue is not inappropriate inclusions, but that people are not being
added to the list and are unable to start work.

2.3.5

Tom Knight of NHS England Cheshire & Merseyside is on the national
panel working to apply learning to Cheshire & Merseyside’s issues.
Capita brought in resource including re-contracting people formerly
employed to access corporate knowledge in response to the
unanticipated scale of the issues which have been encountered and
which persist.

2.3.6

On problems with pensions payments to GPs, PCSE worked through all
the issues experienced at one GP Practice and applied the learning to
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other practices. There is some assurance that PCSE now has a grip on
these issues.
2.3.7

As has been done in other areas, an audit if missing records was done
across all the Cheshire CCGs and PCSE did a targeted exercise to try to
resolve the issues. However Neil Evans stated significant work is
required before a level of assurance can be gained that this issue is now
being resolved.

2.3.8

The nature of the risk to the CCG and mitigating actions which can be
taken by the CCG related were considered in the context of the CCG not
being the contract holder for the service and the possibility that some
issues (missing records) may never be resolved.
Neil Evans indicated that the mitigating actions have been raising issues
with Primary Care Support England and escalating the issue with NHS
England. Despite NHS England has applying considerable contractual
levers, all issues have not been resolved, however improvements have
been seen. Regarding the performance list, it is believed timely updating
has improved: this will be tested in August when newly qualified doctors
begin work.

2.3.9

The Primary Care Committee will be asked to consider additional actions
which the CCG could take, and consider the narrative being rewritten to
be more specific about the risk.
The Governing Body


3.
3.1

Noted the report on GBAF 371: Primary Care Support England

BUSINESS ITEMS
Cheshire East Joint Health & Wellbeing Strategy 2018-21
electronic link to document here
The strategy, developed by Cheshire East Council on behalf of the Health
and Wellbeing Board, was approved for publication at the Health and
Wellbeing Board meeting on 29th May 2018 and was presented to the
Governing Body to note and for endorsement. On behalf of the CCG,
Jerry Hawker and Dr Daniel Harle had approved it, having been assured
its content was aligned to the ambitions of the CCG, its five year plan, and
Caring Together.
Development of the strategy had begun at the start of the year at an event
attended by Dr Paul Bowen and it had been agreed to focus the strategy
on measurable improvements rather than attempting to achieve too many
things. Dr Bowen felt this would be a helpful lever for the partners to hold
each other to account for their commissioning decisions.

3.1.1

There were comments that the strategy and decision to focus on a limited
number of priorities were welcome, and that organisations need to work
together better to make sure resources go as far as they can.
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3.1.2

3.1.3

3.1.4

3.1.5

3.1.6

Agreeing that mental health should be one of the limited number of
priorities and acknowledging that there is a pressure on Local Authorities
to provide smoking cessation and sexual health services, it was queried
whether the right offer and right capacity is available to help people live
longer. Fiona Reynolds expressed confidence that it is, but further work is
required.
Dr Paul Bowen drew attention to the penultimate page on how the
outcomes will be achieved and stated that the strategy has been agreed
by the partners, and recommended for endorsement by their governing
bodies. Focusing on integrated commissioning and taking accountability
jointly with Local Authority colleagues provides a big commitment to push
empowered communities and deliver change.
It was commented that firm plans are needed, and sight of the action plans
would be welcomed, particularly in relation to areas for improvement
highlighted in the recent SEND review in Cheshire East.
There was a comment that whilst good, the strategy was a little vague and
could benefit from indicating a targeted approach to supporting areas
where issues and risks for people are higher e.g. areas with a high
prevalence of childhood obesity. The hope was expressed that this would
be in the action plans. Fiona Reynolds gave assurance that targeted work
in known areas of risk is being done and, referencing the recently
published national obesity strategy, agreed that obesity is a nationally
recognised issue; work is underway locally through Active Cheshire and
nationally schools are being required to adopt physical activity.
Jerry Hawker stated that the Health and Wellbeing Board’s role is to seek
assurance that action plans and auditing of work is in place and that
organisations are working collectively to deliver the priorities. Regarding
updates on progress, reports received by the Health and Wellbeing Board
will be shared with the Governing Body. Fiona Reynolds highlighted that
the Public Health outcomes framework will be used. Dr Bowen suggested
that a review in six months’ time using the dashboard would be
appreciated.
The Governing Body



Noted the process taken to refresh, produce and approve the
new Joint Health and Wellbeing Strategy for the Cheshire East
area
Endorsed the Cheshire East Joint Health and Wellbeing
Strategy 2018-2021.
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3.2

Ipsos MORI 360o CCG Stakeholder Survey 2018 – results
for NHS Eastern Cheshire CCG
electronic link to document here
Matthew Cunningham introduced the results of the sixth survey
commissioned annually by NHS England to assess how the CCG is doing
as a leader of health in the local economy. There is always a good
response from the CCG’s stakeholders, the sample size is small (51) and
results are consistent. A high level summary report comparing results of
the previous 3 years was included.
The CCG has performed well again this year compared with CCGs across
the sub region, nationally and against the cluster group. Doing well makes
it more difficult to identify areas where the CCG needs to progress but an
action plan has been provided and further suggestions are welcomed.
Matthew Cunningham outlined the questions asked of the stakeholders’
perception of how the CCG is operating, and the variations in score
compared to previous years. Jerry Hawker has talked to some of the
stakeholders seeking clarification on some of the comments made.

3.2.1

Jerry Hawker gave thanks to Matthew Cunningham and his team for
producing the report and the summary of the CCG’s results. Recognising
that scores are generated from a small number of responses, he felt that
perceptions detected are important and for the first time the CCG has
produced an action plan accordingly. He has met with Chief Executive
Officers of local providers to better understand the scores they gave, and
as an example he learned how one score had been influenced by
experience of a process outside the CCG’s control rather than something
the CCG did or did not do.

3.2.3

In answer to a question about whether any feedback on the results has
been received from NHS England, Matthew Cunningham reported that
NHS England recognises how well the CCG performs in the annual survey
and each year asks for input to improve the survey for next year. A
national report is produced with an overview of how CCGs are performing,
as seen in the local economy. An indicator is included in the Improvement
Assessment Framework. He highlighted that if a CCG’s financial
performance is not good, although it receives good scores in other areas, it
will not receive an overall high rating from NHS England and will not
qualify for the Quality Premium payment.

3.2.4

Acknowledging that a small sample size will clearly show up any changes
in previous years’ scores, Peter Munday stated that overall the results are
pleasing. He was concerned that, rather than focusing on adjusting
perceptions of the public, the action plan should focus more on addressing
issues, improving communications and engaging and involving the right
people.

3.2.5

There was a comment that the low score for confidence that the CCG
engaged with hard to reach groups indicates that this is the right time to be
expanding the CCG’s approach to engagement.
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3.2.6

Regarding the reduced score for confidence in the blend of skills and
experience in the leadership of the CCG, Fleur Blakeman raised that the
Commissioning Capability Programme is an example of the Executive
Team having to take time out to reflect on work being done. Whilst they
continue to work hard, more time might need to be taken to communicate
what is being done, and what the future plans are being made. Comms
and engagement is a key means of achieving the public’s confidence that
the CCG is representing their interests and discharging its duties
appropriately.

3.2.7

Noting that the sample size is small, but includes the member practices,
the Governing Body was asked to consider where there may be a
perceptions, rather than issues, which should be addressed in the action
plan. It was recognised that it is the management team’s responsibility to
engage with member practices and test whether issues they raised during
the survey have been solved.
The Governing Body
 Noted the results of the 2018 Ipsos MORI 360o stakeholder
feedback survey for NHS Eastern Cheshire CCG
 Noted the key themes of stakeholders’ comments

3.3

CCG Communications and Engagement Annual Report
2017-18
electronic link to document here
Charles Malkin, Communications Manager, and Julia Hulland-Vernon,
Community Engagement and Participation Officer, presented the report.
electronic link to presentation here
Charles Malkin talked about how communications gives an opportunity for
engagement to succeed, and to report back to the public what the CCG did
as a result of the engagement that took place. The CCG has a statutory
duty to engage with the public and this is measured on the Improvement
Assessment Framework and by the 360o Stakeholder Assessment. The
CCG is scored green on nine indicators on the IAF and is rated good in 4
of 5 domains, but improvement is required in demonstrating feedback after
engagement, and engaging with hard to reach communities. He
explained the four aims and the six spheres of activity to support the
CCG’s key programmes of work. Initiatives and regular CCG staff
activities were outlined.
In the last 12 months, supporting the public consultation on the proposed
redesign of adult and older people’s specialist mental health services was
a considerable piece of work.
Julia Hulland-Vernon talked about how, in supporting service
improvement, she had visited lots of groups, been invited to discussions at
various groups, and engaged with members of the public, and explained
how the Readers Panel had been enhanced by the addition of people from
hard-to-reach groups.
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She reported that the CATCH app for parents of young children giving
information on healthcare (self-care) part-developed by the CCG had won
awards and there had been positive feedback from users.
Examples of work done to enhance the CCG’s reputation were given, the
CCG’s digital footprint and reach had been significantly increased through
social media and media relations. In addition to internal communications to
staff, there had been involvement in national campaigns, with NHS
England asking the CCG to coordinate delivery across Cheshire
Warrington and Wirral of the Stay Well This Winter Campaign.
The priorities for the next 12 months were outlined, including improving the
IAF engagement indicator rating; increasing engagement reach and
involvement of communities; supporting comms and engagement around
the outcomes of the mental health consultation; communicating the CCG’s
commissioning intentions and financial challenges; leading or supporting
work on future consultation of service changes; leading or supporting
communications on the proposed CCG merger and ICP development.
The team’s lead on producing the Caring Together Newsletter was raised
as another labour-intensive achievement of the previous year.
3.3.1

An undertaking was given to share the CCG’s programme for celebrating
the NHS 70 anniversary.

3.3.2

In answer to a question about whether NHS England provides funding
when a CCG takes the lead on a piece of work, Jerry Hawker explained
that there is an expectation that some CCGs will lead on different areas of
work.

3.3.3

Recognising that it is a small team, and activities are also constrained by
budget issues, it was queried what more could be done if there were more
capacity.
Charles Malkin responded that the CCG’s proactive approach to media
relations had slipped, with good news stories missing being highlighted
and a reduction in visibility of the CCG’s profile in the media.
There is still work to be done to successfully engage with young people, to
understand their concerns around health; they are attracted to social
media channels but content needs to be attractive to interest them.
Capacity could be created by reducing the frequency of electronic bulletins
and reports to staff.
Matthew Cunningham acknowledged that there is more to be done around
engaging with member practices and supporting Patient Participation
Groups and with a period of change imminent, more needs to be done with
internal communications for staff. Maintaining the CCG’s website and
keeping up timely internal communications is a constant challenge.

3.3.4

Matthew Cunningham pointed out that members of staff have responsibility
for communication, and a placement student has been engaged to work
with the team from July 2018, which will increase capacity.
There are regular meetings with the other Cheshire CCG communications
and engagement staff to share and spread work which has in the past
been done independently.
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Whilst the team maintains the day to day job, for larger pieces of work
such as consultations, external expertise has been brought in.
He commented that more can always be done.
It was raised that primary care home groups and practices do not have
communications and engagement resource which will be needed to
engage and empower communities and communicate the integrations
which will take place at a community level.
3.3.5

The Governing Body
 Noted the key achievements in 2017-18 and main priorities for
2018-19

3.4

A refreshed CCG approach to Community Engagement and
Participation
electronic link to document
Before the presentation Jane Stephens welcomed the proposals as a good
start to gaining clarity on the overall process by which the CCG gets input
from the public into the commissioning cycle, whilst recognising the
valuable work done by HealthVoice on specific pieces of work.
Julia Hulland-Vernon gave a comprehensive presentation on the proposals
electronic link to document here
She has been in post for seven months
with the role of engaging with communities in Eastern Cheshire on the
CCG’s work. The strategy proposed is aimed at increasing engagement
processes whilst retaining the expert insight offered by HealthVoice
supporters to the CCG over the years. She talked about how the CCG
complies with legislation on engaging with the public but in order to
develop its commissioning priorities and enhance its decisions as a
commissioner, aspires to increase its ability to capture their views and
experiences of health services. This will mean improved patient
experience and afford those with the poorest health outcomes the best
chance to access resources. She talked about how learning from the
public can uncover concerns which are not evident from data reports.
NHS England’s engagement model has been used as a basis, seeking to
provide means of engagement appropriate to target groups including using
intelligence gained by the voluntary sector.
The basis of the proposals is creation of a database of members of the
public willing to get involved – whether a group or an individual – and their
particular area of experience, which can be consulted by members of staff
at the CCG when work is being undertaken which would benefit from
public involvement. Feedback on the results of their input would be given
so that people know their contribution has been valued.
The main change to the current model is that instead of HealthVoice being
the only named consistent engagement channel, there be an additional
nine. It is hoped that members of HealthVoice would be interested in also
being part of the other channels.
There will be quarterly meetings of all the engagement channels overseen
by the umbrella HealthVoice, a monthly newsletter, the CCG’s website will

NHS Eastern Cheshire CCG Governing Body meeting held in public 27 June 2018

Page 14 of 22

Draft 17.7.18

3.4.1.1

be changed to represent all channels.
Julia Hulland-Vernon described the nine other channels and showed how
the proposed model supports communications and engagement with the
public. The measures of success were listed.
The role of HealthVoice
Paul Bowen reflected that when HealthVoice was established in 2011 it
was intended to be all the things described in the presentation and it has
had inspiring leaders.
Jerry Hawker clarified that HealthVoice would not be the same as the other
proposed nine channels, it has been very powerful in its role as an
advisory body to the Governing Body, this will continue and there is an
opportunity for it to evolve further. The strategy is about expanding the
CCG’s engagement.

3.4.1.2

Affordability and deliverability
Bearing in mind the CCG’s financial deficit position, it was queried whether
the nine channel approach is affordable to the CCG. There were
comments that whilst comprehensive, the intended engagement approach
with the public looks to require considerable resource, and there were
suggestions that a more targeted and focused approach concentrating on
a few priorities would be more realistically deliverable within the resources
available.
Matthew Cunningham gave assurance that the model will not cost more
than the current approach; it is a framework of channels which are already
in place, some of which the CCG has not previously tapped into.
Resourcing is anticipated to be sufficient with the imminent addition of a
student placement to the team and the work being done with neighbouring
CCGs and third sector organisations, who have been very receptive to the
proposals.
Jerry Hawker indicated that he had requested the setting out of a
structured approach to the CCG’s engagement with the public in order to
give the Governing Body assurance that the CCG is discharging its
statutory duties to engage with the public on its commissioning strategy,
informing the public what it is proposing to do and getting their feedback.
The strategy is aimed at addressing weaknesses of the past. This to be
done within the available money, in a more effective way including more
working with partners.

3.4.1.3

Maximising resource
There were suggestions that examples of approaches from elsewhere
could be considered and engagement already done elsewhere and by
other organisations could be tapped into. This is factored into the plan.
Jerry Hawker gave assurance that a lot of work has been done looking at
best evidence and aligning work across Cheshire but learning can always
continue to be taken. Julia Hulland-Vernon agreed that good ideas from
elsewhere will be used rather than separate pieces of work being
undertaken.
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3.4.1.4

Timing of the new approach
The timing of proposing a refreshed strategy was questioned given the
impending merger of the Cheshire CCGs.
As part of the CCG’s vision of continuous improvement, the strategy is
aimed at supporting the CCG’s commissioning intentions and priorities and
clearly demonstrating how the loop is closed between engagement, input
and action.
Assurance was given that learning has been taken not only from NHS
England’s model, but from the engagement mechanisms and focus of the
other commissioners in the Cheshire East “Place” – South Cheshire &
Vale Royal CCGs and Cheshire East Council. The strategy complements
their approaches and it is aimed to work together and share the results of
work done by the other partners.

3.4.1.5

How the proposed strategy responds to the move towards Place
based commissioning
It was queried whether the approach takes into account the need to
engage with communities during the shifting emphasis to Place Based
commissioning and integrated commissioning. Charles Malkin gave
assurance that there are good communications between the comms and
engagement teams of Eastern Cheshire, South Cheshire and Cheshire
East Council, the other partners had been consulted during drafting of the
strategy, and the framework of channels aims to address needs in a more
comprehensive way and support integration of commissioning across a
wider footprint than Eastern Cheshire.

3.4.1.6

Choice of the nine engagement channels – rationale
It was acknowledged that the CCG’s contact with hard to reach groups
could be improved.
The validity of having separate channels for the LGBT (Lesbian Gay
Bisexual and Transgender) community and SEND (Special Educational
Needs and Disabilities)were discussed, and why the nine channels listed
had been chosen rather than e.g. all the protected characteristics or
specific health conditions.
Charles Malkin and Julia Hulland-Vernon explained that having effective
conversations with people with learning disabilities requires particular
engagement techniques and this would be done most effectively in tailored
sessions. LGBT people could also join other groups, but a dedicated
group would be preferred by the people themselves as a more comfortable
environment to speak out about difficulties related to health issues which
are particular to their situation.
How the model for engagement is working will be assessed and adapted
once it is up and running; once people gain confidence that they are being
listened to, the form of the groups may be adapted.
It was raised that a separate group for people for whom English is not their
first language might also be helpful.
Means of engagement with children and young people was raised, with
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obesity mentioned as a particular issue to be addressed. Julia HullandVernon has planned work with schools, social media and e.g. the survey
capacity within the CATCH App used by 2000+ for parents of children 0-5
years will be employed, and other groups have done engagement work
which can be tapped into. Assurance was given that engagement will be
specific to informing barriers to achieving the CCG’s priorities.
3.4.1.7

Dr Paul Bowen summarised the main points of the discussion:









General agreement the aspirations and ambitions of the strategy
support the CCG’s commissioning cycle
Concerns around resource and capacity issues, with the need to
ensure resource is aligned to areas which will bring most value to
the public and commissioning intentions – engagement to be
aligned to prioritised goals
Endorsement of greater use of engagement outcomes from national
evidence and voluntary groups, and innovative approaches to
engagement such as apps.
Different forms of engagement are needed in addition to meetings
The need to look at the move to Place-based commissioning and
other groups of stakeholders to be engaged with
Review of how the engagement channels are working and whether
there is duplication
Strengthening the work with HealthVoice as a critical friend to the
CCG, and look at using metrics to support progress

The role of HealthVoice was discussed again in relation to



Raising that if the 8-weekly meetings are instead quarterly, and part
of HealthVoice’s effectiveness is in the meetings, how this is worked
around
HealthVoice could be seen as the funnel the channels feed into

Jerry Hawker undertook that the Executive Committee would consider the
feedback given at the meeting and work with the two Lay Members for
Public Engagement to bring a report back in six months’ time.
With the advisory notes listed above, the Governing Body
 Endorsed the proposal for implementing a revised CCG
approach to engagement and participation

3.5

Future Commissioning Plan for Community Beds
electronic link to document here
Fleur Blakeman introduced the status of work which has been done over
several years aiming to ensure appropriate capacity of bed-based
intermediate care services, particularly for the frail elderly. Bernadette
Bailey, Service Delivery Manager, was in attendance to offer
supplementary information on the report.
When demand increases, core bed stock is supplemented by ‘spot
purchasing’ and the commissioning of additional short-term capacity on an
interim basis. The CCG has worked with Third Sector providers and

NHS Eastern Cheshire CCG Governing Body meeting held in public 27 June 2018

Page 17 of 22

Draft 17.7.18

listened to people who have used the services. The report on the work
undertaken is presented to the Governing Body ahead of submission for
approval of a business case to address the need on a more planned basis.
3.5.1

The aim of the paper was queried. Fleur Blakeman responded that the
report sets out the work done to identify options to meet the need for
intermediate care beds with a view to advising the Governing Body of
progress ahead of submission of a business case at a future meeting.
Intermediate care is currently provided at Macclesfield and Congleton
hospitals, with additional capacity commissioned from the independent
sector (care homes). There is no “step up” from primary care, so the
route to intermediate care services is through hospital. Work has been
done to look at meeting the needs of ‘stranded’ or ‘superstranded’ patients
in hospital who have not been medically optimised and for whom
rehabilitation services are not (yet) appropriate. The aim is to tailor care to
the needs of the patient.

3.5.2

Expressing concern about variable quality of service provided in nursing
homes, it was queried how the quality of placements would be monitored.
It was also raised that there is frequently a disconnect between what
people expect from their care and what they receive, and that it is
necessary to ensure that out-of-hospital placements are therapy-led.
Fleur Blakeman commented that the specification for the service is well
defined and that in collaboration with the Local Authority, the CCG’s
Quality Team monitor quality of services in all care homes, which are also
CQC regulated. She emphasised that the need for care for frail elderly
patients is only going to increase.

3.5.3

It was commented that the CCG is commissioning care to meet the needs
of its population, and with the move towards Place-based care, community
teams will provide patient care.
Regarding the use of the term ‘beds’ in the report and in the forthcoming
business case, and acknowledging that it is care that is being
commissioned, Fleur Blakeman clarified that in addition to communitybased care, there is also a need to commission care requiring bed
placements, which can be outside the setting of a hospital.
Bernadette Bailey gave assurance that these plans link to the work being
done on setting up care communities and indicated that without first having
to go through hospital, a patient who has been supported at home by
community based staff might be able to continue being supported in a care
home bed by the same staff who have already been working with them.
The aim is for better continuity of care for patients.

3.5.4

It was raised that A&E attendances and hospital admissions in Eastern
Cheshire are lower than in peer CCG areas and Delayed Transfers of
Care have reduced. Investment in “step-up” services to support patients
was welcomed as likely to help further. Jerry Hawker cautioned that
capacity issues have been shifted further into the system, with delays
experienced in discharging patients from interim care home beds due to
lack of availability of domiciliary care. The work described is aimed at
addressing some of the issues experienced in recent years and enabling
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the right type of care in the right place, at a cost that is right for the tax
payer as well as better meeting the needs of the local population. Neil
Evans clarified that the new approach is for 2018-19 although some
improvements in the system will be seen in the coming winter also.
3.5.5

The Finance Committee has asked for more work to be done on the
business case and concern was expressed that in order to maximise the
full potential savings in 2019-20, adequate time to complete the work
should be allowed. It was noted that a separate piece of work on capacity
and demand assessment should be complete and available by the end of
August.
Regarding whether a pilot scheme is possible, Fleur Blakeman confirmed
that work is being done with two local providers using models tried and
tested elsewhere in the country. She agreed that plans for implementation
and delivery were ambitious, and that capacity was an issue, but indicated
that planning work had been underway for 2-3 years and she anticipated
that implementation would start in summer 2019 with the new model of
service delivery being in effect for winter 2019-20.

3.5.6

Regarding the CCG’s block contract for services with East Cheshire NHS
Trust, it was queried whether this had an effect on the intermediate care
service received. Fleur Blakeman explained that the beds on ECT sites
(Macclesfield and Congleton hospitals) are consultant-led, and that level of
medical care is not needed for this type of service, the patients in question
do not need to be in a hospital, and there would be no benefit to the
developing care communities if the beds were all in a central location.
Looking at commissioning a different type of bed-based service offers the
opportunity of indicative savings without detracting from patient outcomes.

3.5.7

Fleur Blakeman welcomed any additional options which the Governing
Body would wish to be considered.
Dr Bowen commented that the complexity of adequately addressing the
need has delayed action for some time but now the levers for change
make it appropriate to proceed, and he looked forward to the Governing
Body receiving the business case.

3.5.8

The Governing Body noted
 Noted the plan, work to date and emerging options for a
revised model for commissioning community beds to be
implemented from April 2019
 Noted that a business case will be presented for consideration
at a future meeting

3.6

2017/18 Quality and Performance Progress Report Quarter
4 (January-April 2018)
electronic link to document here
Sally Rogers gave assurance on the CCG’s commitment to work on
achieving good outcomes for patients.
The report relates to Quarter 4 2017-18 and includes winter, which was
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challenging but the CCG performed well and good progress has been
made, although the CCG does not qualify for the quality premium because
of its financial situation.
Quality visits to Macclesfield Hospital were reduced over winter
recognising the focus on A&E performance, care home visits continued
and a new schedule have been developed for 2018-19.
Sally Rogers talked about performance on the NHS constitution targets,
with an average over all providers of 89% compliance against the 92% 18
week referral to treatment target, and robust plans set to meet the
improvement trajectories. Regarding the 95% 4 Hour A&E target, there
was an improvement to 87% in May.
The main issue with wait for diagnostics is at North Midlands.
Plans are in place to address five 52 week waits at South Manchester.
Ambulance performance is a focus for the Clinical Quality and
Performance Committee and being monitored via DATIX. A performance
improvement plan has been agreed.
The two breaches of the cancer 2-week standard have been investigated:
the patients chose not to go for assessment.
The CCG is in the top quartile of performers on the Improvement
Assessment Framework.
The CCG is rated red for Learning Disability; it is believed the data is
incorrect as the CCG performs well for timely health checks.
Recording of percentage of referral of people for first episode psychosis
relates to small numbers and although performance has deteriorated in
May six people were seen, bringing the score up from 33% to 90%.
3.6.1

Deterioration in primary care workforce was queried. Neil Evans
responded that feedback has been given to NHS England that the source
of the data is unclear and the indicator is unreliable. It was queried whose
responsibility it is to locally raise the profile of practices as attractive
employers. Neil Evans stated that NHS England is aware of the ageing
workforce and Laura Beresford reported that until recently it had been felt
that Eastern Cheshire was doing well but now there is a trend for early
retirement due to staff feeling unable to keep up with the pace and
workload. It was noted work to recruit student nurses is being started and
a national recruitment campaign is about to be launched.

3.6.2

It was queried whether there is confidence in the 18 week referral to
treatment target improvement trajectory: Neil Evans reported that May
2018 data gives assurance that issues are being addressed.

3.6.3

Regarding the requirement related to the A&E four hour target, Neil Evans
clarified that it is required performance at the end of March 2019 be no
worse than at the end of March 2018, and the CCG has a contractual
agreement with ECT based on that principle.
The Governing Body
 Noted progress, performance and actions to improve quality of
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sevices
Noted the Plan on a Page’ update information

4.

COMMITTEES OF THE CCG - MINUTES

4.1

Eastern Cheshire Primary (General Medical) Care Services
Commissioning Committee
No report this month.

4.2

Cheshire CCGs Joint Commissioning Committee
No report this month.

5.
5.1

SUB COMMITTEES OF THE GOVERNING BODY MINUTES
Governance and Audit Committee
electronic link to document here
The Governing Body


5.2

Noted the summary and notes of the Governance and Audit
Committee held on 19 April 2018

Remuneration Committee
No report this month

6.

ADVISORY COMMITTEE REPORTS

6.1

Locality Management Meeting
elctronic link to document here
The Governing Body


6.2

Noted the summary and notes of the Locality Management
Meeting held on 4 May 2018

Eastern Cheshire HealthVoice
electronic link to document here
The Governing Body
Noted the summary and notes of the HealthVoice meeting held on 11
June 2018

Closing Remarks
Dr Paul Bowen closed the meeting.
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Date of next Governing Body meeting held in public
Wednesday 25 July 2018, Boardroom 1, New Alderley House,
Macclesfield District General Hospital, Macclesfield SK10 3BL, time to be
confirmed.
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Report Title

Agenda Item 1.3

Minutes of the meeting held in public 27 June 2018

Appendix A
Questions posed by Mr Walton and response by the CCG

REF: 180713 – Congleton MIU – Mr Walton

13 July 2018

1st Floor West Wing
New Alderley Building
Macclesfield District General Hospital
Victoria Road
Macclesfield
Cheshire SK10 3BL

Mr Richard Walton
Sent by email

Tel: 01625 663476
Email: jerry.hawker@nhs.net
www.easterncheshireccg.nhs.uk

Dear Mr Walton
Minor Injuries Unit at Congleton War Memorial Hospital
Thank you for taking the time to contact NHS Eastern Cheshire CCG regarding your
interest in the recent discussions at the Cheshire East Health and Adult Social Care
and Communities Overview and Scrutiny Committee regarding the Minor Injuries
Unit at Congleton War Memorial Hospital, and for submitting your questions to the
Governing Body at its meeting in June 2018.
In response to the supporting information and questions you submitted - appended
to this letter - and which were circulated to the Governing Body members and noted
during the public speaking section of its meeting in June 2018, on behalf of the
Governing Body I provide the following answers:
Can you give an indication of the number of unfilled vacancies at Macclesfield
Hospital that would need to be filled before the Minor Injuries Unit and
Congleton War Memorial would be unaffected by these ‘staffing challenges’?
The CCG does not hold information of this type that would enable us to answer your
question. We recommend that you direct this question to East Cheshire NHS Trust,
the NHS organisation which both owns and delivers these services out of
Macclesfield District General Hospital and Congleton War Memorial Hospital, and
which would hold the information. Please contact the office of the Chief Executive
(John Wilbraham) via fionabaker@nhs.net .
What active steps are being taken to address these ‘staffing challenges’?
We would recommend that you direct this question to East Cheshire NHS Trust as
the employer of staff working for these services. Please contact the office of the
Chief Executive (John Wilbraham) via fionabaker@nhs.net .

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

To what extent does the group feel that either the existence of these vacancies
or their ability to fill them has been negatively affected by levels of central
government funding.
Finally, to what extent does the group feel that either the existence of these
vacancies or their ability to fill them has been negatively affected by a hostile
environment for staff remaining in or joining the NHS as a result of Brexit.
As a Clinical Commissioning Group we are not in a position to answer questions of
this nature.
Thank you once again for submitting your questions to the CCG and your continued
interest in local health services.
Yours sincerely

Jerry Hawker
Chief Officer
NHS Eastern Cheshire Clinical Commissioning Group

Page 2 of 2

Question Posed by : Mr Richard Walton of Congleton
At a meeting of the Health and Adult Care & Communities Overview and Scrutiny
Committee, a report was presented that gave an overview of the service offered and
the issues that have led to the Minor Injuries Unit at Congleton Hospital being closed
on a number of occasions in recent months.
The report went on to break down the number of days the minor injuries unit was
closed each month since November 2017 which peaked in Jan this year, when the
unit was only open 2 days and was thus closed 93.5% of the time.
Indeed, a freedom of information request made by Congleton Town Labour Party to
the East Cheshire NHS trust showed the number of hours the minor injuries unit at
Congleton war memorial has been closed an alarming 1,725 hour over the past
3 years, when it was due to be open. It was therefore closed 20.98% of the time in
the last three years.
This reduction in operating hours of the Minor Injuries Unit is of grave concern to the
people of Congleton, who view it as a much valued and loved facility. This is
evidenced by the results of an online petition the Congleton Town Labour Group set
up in opposition to the reduction in this vital local service, which at the time of
submitting this question had received over 3000 signatures in only seven days.
Indeed, Congleton Town Council have also placed on record their opposition to the
further withdrawal of this service and have also stated that with the planned
development of over 4,000 dwellings in Congleton there is a case to enhance
accessible services rather than reduce them.
The summary of the previously mentioned report stated clearly

•
•

the pressure on the ED at Macclesfield required the redeployment of
Nursing Staff from Congleton to Macclesfield in line with staffing
requirements.
Continued staff challenges during the weekends in Macclesfield is leading
to the routine closure of the MIU at the weekends and this is expected to
continue. The trust wished to maintain the Congleton service when possible,
but this has led to intermittent closure of the MIU made at short notice; this
has caused concern for patients especially those who have arrived at the
facility to find it closed

My question to the Clinical Commissioning group meeting today is as follows
•
•
•

Can you give an indication of the number of unfilled vacancies at Macclesfield
Hospital that would need to be filled before the Minor Injuries Unit and
Congleton War Memorial would be unaffected by these ‘staffing challenges’?
What active steps are being taken to address these ‘staffing challenges’?
To what extent does the group feel that either the existence of these
vacancies or their ability to fill them has been negatively affected by levels of
central government funding.

•

Finally, to what extent does the group feel that either the existence of these
vacancies or their ability to fill them has been negatively affected by a hostile
environment for staff remaining in or joining the HNS as a result of Brexit.
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Appendix B
Questions raised by Mr John Place and response by the CCG

REF: 180712 – MH consultation – Mr JW Place

12 July 2018
Mr John W Place MBA FCIPD
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 Mr Place
Consultation on the redesign of adult and older people’s specialist mental
health services
Thank you for taking the time to contact NHS Eastern Cheshire CCG and for your
interest in the recent Adult and Older People’s Specialist Mental Health Services
consultation which recently took place across the areas of Eastern Cheshire, South
Cheshire and Vale Royal Clinical Commissioning Groups (CCGs).
I note that you raised these questions at the public engagement event at
Macclesfield Town Football Club on 25 May 2018 and regret that a sufficient answer
was not provided to you on that occasion.
The CCG can confirm that, along with its consulting partners, it has observed the
Gunning Principles during the planning and delivery of the recent consultation and
will continue to do so following completion of the consultation period.
CCGs have a legal duty to involve patients and the public in their commissioning
decisions1. Locally, the consulting CCGs (Eastern Cheshire, South Cheshire and
Vale Royal) have a strong commitment to ensuring patient and public involvement in
their work and to observing the guidance2 produced by NHS England. Within this
guidance CCGs are reminded to observe the Gunning Principles.
To offer some additional assurance, CCGs considering significant service change
also have to pass a robust assessment and assurance process3 led by NHS England
both ahead of and following completion of the consultation. Strong patient and public
engagement is a key test of the NHS England assurance process and consulting
bodies need to demonstrate that they have the processes in place to enable this to
happen before, during and after the consultation. What is very clear from NHS

1

s.13Q NHS Act 2006 (as amended by the Health and Social Care Act 2012) for NHS England and s.14Z2 NHS Act 2006 for
CCGs
2
https://www.england.nhs.uk/wp-content/uploads/2017/05/patient-and-public-participation-guidance.pdf
3
NHS England document: Planning, assuring and delivering service change for patients https://www.england.nhs.uk/wpcontent/uploads/2018/03/planning-assuring-delivering-service-change-v6-1.pdf

Dr Paul Bowen BMBS MRCGP Clinical Chair
Jerry Hawker Chief Officer

England is that in terms of patient and public engagement an ongoing dialogue is
required throughout all stages as the proposals are developed.
We also hope the following information, provided against each of the Gunning
Principles, provides you with further assurance.
Gunning Principle: Public bodies need to have an open mind during a
consultation and not have already made a decision.
It has been stated unequivocally during pre-consultation engagement, within
consultation literature and throughout the consultation period at public engagement
events, that no decision has been made. Whilst the consultation partners have
indicated a preferred option, based on the assessment criteria used, it has been
made clear that the consultation partners are asking for, and are open to, alternative
ideas and solutions to address the challenges faced.
Prior to moving to consultation, a comprehensive Pre-Consultation Business Case
(PCBC) was developed including a compelling case for change, a detailed needs
analysis, a proposed new model of care based on national best practice, and a
detailed workforce model based on the needs analysis and NICE-approved
pathways of care.
The new care model was shaped by the voices of some of those who have used, or
are using, mental health services and some who are caring for people with mental ill
health. What we heard was the need to significantly improve prevention and early
intervention for at-risk people or those in crisis, and the need to offer alternatives to
A&E and hospital admission.
We heard that people only wanted to go to hospital if they really needed to, and that
the crisis offer, provided through increased capacity in community teams, should
also include access to a supported 24/7 centre.
We also heard that people wished to have all their mental health care, including
inpatient care, provided locally and the importance for them of being able to maintain
regular contact with carers and relatives whilst in hospital.
We identified eight initial options and explored many possible ways of providing
future mental health services, all of which are available in the PCBC.4
To ensure the patient’s voice was heard in the shortlisting of options, we adapted the
options appraisal process to take account of their views on what was important to
them. We used the feedback from the listening events to form the measure relating
to patient acceptability and weighted this accordingly, giving it a high priority.
In addition, the project team provided a variety of opportunities for patients and
members of the public to give their views and provide any new ideas for
consideration. We invited feedback on the model of care at the public events and the
4

https://www.easterncheshireccg.nhs.uk/Your-Views/redesign-of-adult-and-older-peoples-specialist-mental-health-services.htm
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questionnaire was designed to include a section for people to add comments and
new ideas.
The project lead offered and undertook several one-to-one meetings with people
who found the prospect of participating in large groups too stressful but who
nevertheless wished to share their thoughts and ideas. The feedback from these
consultees was captured for inclusion in the independent analysis of consultation
findings.
The process followed to develop the PCBC was based on the NHS England
guidance on service change and redesign. Support to proceed to consultation was
given by governing bodies of all three clinical commissioning groups and the Adult
Health and Social Care Overview and Scrutiny committees of Cheshire East Council
and Cheshire West and Chester Council, before final approval to proceed to
consultation was given by NHS England. All these bodies had sought evidence of
and assurance against the duties required of the CCGs for patient and public
involvement before giving approval to proceed.
Gunning Principle: People involved in the consultation need to have enough
information to make an “intelligent choice” and Equality Assessments should
take place at the beginning of the consultation and be published alongside the
consultation document”
The PCBC takes the reader through the ‘commissioning story’, presenting an
evidence base, case for change and needs analysis. It describes in detail what best
practice should look like and sets out the context in which the proposals need to be
considered, including the need to deliver safe and effective care within the resources
available. Using case studies, the PCBC provides a picture of what mental health
care would look like under each of the three options, and outlines the pros and cons
of each, alongside the financial implications.
The consultation document provided a summary of the PCBC but invited people who
wanted additional detail to review further the full PCBC document and supporting
documentation on:
 travel analysis
 needs and workforce analysis
 options appraisal process
 crisis care
 Communications and Engagement Strategy
All could and can still be found on the NHS Eastern Cheshire CCG website at:
https://www.easterncheshireccg.nhs.uk/Your-Views/redesign-of-adult-and-olderpeoples-specialist-mental-health-services.htm
As part of the pre-consultation process, equality impact assessments were
undertaken on the two options which proposed a change to service. These were
reviewed and signed off by authorising bodies and published to the consultation
webpages, alongside the consultation document.
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The consultation document and associated materials gave significant detail on:
 drivers for the development of the pre-consultation business case
 the elements of the proposed care model – i.e. community mental health,
crisis care, dementia outreach and inpatient care
 the implications of all three consultation options for travelling distances and
impact on staff
 how to get involved
 the post-consultation decision-making process.
Following each of the public events, all the questions gathered were published on
the CCG’s website with answers. The questions were themed to assist people to
identify their question or explore a topic in more detail. Themes included:
 examples and ideas
 funding
 new care model and crisis care
 options process
 staffing
 travel, distance and facilities.
Gunning Principle: Adequate time.
Twelve weeks is the customary period for a consultation on proposals for significant
service redesign and the consultation partners were advised by solicitors Hill
Dickinson LLP and public engagement specialist ‘Participate’ that a 12-week
consultation period and eight-week post-consultation analysis period was
appropriate. The proposed approach to consultation was also assured by NHS
England and the Adult Health and Social Care Overview and Scrutiny Committees of
Cheshire East Council and Chester West and Chester Council.
Gunning Principle: Responses must be conscientiously taken into account i.e.
decision makers must be able to prove consultation responses have been
taken into account
Following independent analysis of the consultation findings by the University of
Chester, a decision-making business case (DMBC) will be developed for
consideration by the governing bodies of the consultation partners. For a summary of
next steps, see page 29 of the consultation document.5
Within that DMBC, the consulting partners will need to demonstrate:
 how they have taken into account the results of the consultation
 if and how the results and feedback received during the consultation and
subsequent to the consultation have influenced the proposals contained
within the DMBC.

5

https://www.easterncheshireccg.nhs.uk/Your-Views/redesign-of-adult-and-olderpeoples-specialist-mental-health-services.htm
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Prior to consideration by the CCG governing bodies, the consulting partners will
have also undertaken a further assurance check with NHS England on the proposals
and process for implementation. NHS England will need to provide its approval to
proceed before the CCG governing bodies consider the DMBC.
For more information, visit the consultation webpages5 – see particularly the Q&As
and Communications and Engagement Strategy.5
I trust this provides the assurances you are seeking that due process is being
followed, and an open-minded approach has been adopted throughout the
consultation and will be continued to the conclusion of the process. Thank you again
for your interest.
Yours sincerely

Jerry Hawker
Chief Officer
NHS Eastern Cheshire Clinical Commissioning Group
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John W Place MBA FCIPD
(ex Director of Human Resources
Macclesfield Health Authority 1987 – 92)
“ Can the CCG assure me and the general public that The Gunning Principles were
followed fully and in line with case law precedent when the Public Consultation Plan
was drawn up and executed over 12 weeks up to and including 29/05/18? ”
NB: The CCG will be aware that The Gunning Principles embody 4 fundamental
Guiding Principles ie:1. “Public bodies need to have an open mind during a consultation and not have
already made a decision”
2. “People involved in the consultation need to have enough information to make
an “intelligent choice” and Equality Assessments should take place at the
beginning of the consultation and be published alongside the consultation
document”
3. “Adequate time?” – (the CCG has allowed 12 weeks for consultation and 12
weeks analysis.)
4. “Responses must be conscientiously taken into account ie decision makers
must be able to prove consultation responses have been taken into account”
My written / verbal question was not answered at the last Consultation Public
Meeting at The Moss Rose FC on 23/05/18 – so before the Consultation Analysis
concludes I would appreciate a full written response to my question above – with full
supporting information where applicable.
The CCG will be aware that not following the 4 Gunning Principles could result in a
Judicial Review – whereby a public body can be deemed to have acted unlawfully in
their Public Sector Equality Duty.
My question is designed to seek reassurance that the public bodies involved in this
important consultation exercise acted within the law and due process and had an
“open minded” approach throughout?
Many thanks for your assistance in this matter.
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Appendix C
Questions and Comments from HealthVoice on the CCG’s
proposals for a refreshed approach to community engagement
and participation

A Refreshed Approach to CCG Community Engagement and Participation
Report from HealthVoice
1. Introduction
1.The Chairman of HealthVoice has made an official response to the proposal based on replies received from
HealthVoice members including those via the HV email address.
2. However, wishing to remain in the role of a “critical friend” HealthVoice (HV) makes the following comments
regarding the proposal.
1. Market






It is true to say that the database of Healthvoice is not large and needs to be increased. But to
say it only represents 1% of the population appears based on cursory examination of the 122 on
the mailing list, does not appear to allow for example, for the PPG representative membership
or, the member who is a still a Trade Union representative etc. The statistics used are skewed in
favour of the proposal. PPG mailing list is 36 and is said to represent every patient on the GP
lists. People who are part of a PPG are likely to only represent a very small percentage of the
practice list and like HV probably skewed towards the retired population.
The market for Healthvoice consists of volunteers with time, money and interest to become
involved. The ability to attract them to meetings across the catchment area will remain a
problem for the proposition. When HV was initiated the majority of the Stakeholders cited in
the proposal were regular attendees. That changed over time when firstly the stakeholders
found no funds available as a consequence of membership and secondly the change in CCG staff
saw less active promotion of engagement.
There is no indication of how the CCG is going to communicate with its population to engage in
the different channels other than through stakeholder groups. The Health and Social Care Act
2012 and NHS England documents all state that patients and public should be consulted and
involved not just stakeholders. It would appear that if you do not belong to a group/organisation
there will be no mechanism to involve. i.e. does the CCG know every body in its footprint who
has a protected characteristic or is LGBT to be able to contact and involve them?

2. Engagement Channels








In the proposal all the Channels rely on organisations claiming to represent groups with vested
interest. The proposal nominates 27 organisations of which over one third are registered
charities or companies. When these organisations attend a meeting they will expect to profit
from it.
Engagement Channels 1-6 consist of a substantial number of the same organisations. In these
channels 6 organisations are represented in them all. The most powerful are probably Age UK
East Cheshire (Income abut £1.5million per year); CVSC (Income about £500,000per year); Plus
Dane Housing; Macclesfield Eye Society.
All these nominated bodies while they may be seeking to have their voice heard, will also be
keen to obtain funding.
Age UK Cheshire represents Stonewall and is also associated with Body Positive covering the
LGBT segment.
There appears to be a growing dependency on CVSC. It may have 2,000 members but it does
not have representation for those members. It acts as a good advisory body to its members. A
good mailing list for communication, which, if used, will, no doubt, need to be paid for.
Membership cost ranges from £45 for small charities to £375pa for Town Councils. It has the





3. Meetings




contract to run Healthwatch in Cheshire and is the agent for the Alzheimer’s Society in East
Cheshire.
The proposal dwells on the JSNA work that is “running behind”. It will no doubt continue to run
behind if the funding is not available to achieve it. CVSC’s only contribution to JSNA in the public
domain, is to “Caring for Carers 2016/18” a joint strategy of CEC, South Cheshire CCG, and East
Cheshire CCG. Two surveys for this have been carried out and a full report was to be published
at the beginning of 2018. It is not in the public domain as yet. From its accounts it received a
substantial sum for carrying out this work
It is indicated that the effectiveness of each channel would be reviewed quarterly, with remedial
action taken as necessary. There is no criteria given for evaluation or effectiveness. How will the
CCG undertake this?
Item 3.4 Appendix A 8.1 Engagement Channel 10 (HV) is expected to advise the CCG on
Public consultations, policies, strategies and publications
Commissioning intentions, service design and redesign
Integration of Health and Social Care
Intelligence gathering e.g. systems resilience
It is unlikely all this will all this be achieved in the proposed 4 meetings a year?
It is stated that HV meetings are too formal and future meetings of the engagement channels
will be informal, yet the 4 Channel 10 meetings seem to remain formal.
A requirement of engagement meetings is that, while not taking minutes, an Action List will be
produced. From an informal group how will the actions generated be driven, who will be
responsible for the channel achieving its contribution?
It is a legal requirement that public meetings, though informal need to observe requirements
related to access which is likely to be difficult to achieve in the given examples of venues.

4. Performance
 Among the items indicated to show that the new approach is a success is the IPSO Mori survey.
The CCG has achieved excellent performances on this, on the question “Having a good working
relationship with the CCG?” achieving, in the last three years two years at 93% and one at 95%.
This reflects great credit on the 60 people constituting the CCG team, and the standards being
set by management. One doubts that this could be significantly improved upon to the extent of
the costs involved in the proposed changes.
5. Funding




An example is given of the Veterans Group which appears excellent. However, its creation may
have benefited from funding. Age UK East Cheshire and CVSC have received substantial sums to
respond to the needs of this group from central resources. It is understood the government has
reserved the substantial fines paid by banks for involvement in the LIBOR scandal for charitable
purposes and this is the source of the funding
It is proposed that the funding for the HV meetings and website will go to fund proposed
meetings. There will now be at least 10 meetings annually if each engagement channel meets
only once. Each will be required under Equality Act 2010 to provide at the very least wheelchair
and hearing aid access. The biggest cost is the hearing access so it is unlikely that the saving of
reducing the 6 HV meetings a year to 4 will cover the cost of providing similar to the meetings of
the 10 engagement channels.

6. Consultation
 It is stated that HV have been consulted since the first draft. This is a little economical with the
truth. From HV perspective given the excellent Mental Health consultation process there has
been little and hurried consultation. In April the Chairman was presented along with Gill Bostock
with a first draft. This was then repeated to the Chairs inner cabinet. At no time during that was
feedback given. It was the agreed action to ask for clarification of the proposal only. Following
that the Chair asked for the proposal to be sent to members with a letter from the Chair
explaining the issue and asking for feedback to the HV email address. There was considerable
delay in the Comms team in actioning this. The HV cabinet then asked for a meeting with the PPI







representatives to specifically to gain their view. At this meeting they were given a presentation
of a second version with no prior warning and no views given by the one PPI rep. Again there
was no feedback given by HV members present merely questions for clarification.
What turned out to be a third draft was scheduled for the full HV meeting in June. The inner
cabinet received their copy late Friday prior to the Monday morning meeting. The HV mailing list
was only circulated copies over that week-end prior to the 11th June meeting with a cut off date
for feedback of the 20th June. Given the short time scale and the fact that members had already
responded to the first draft it is not surprising there were no responses.
There appears to be no evidence base for the proposed model and by the authors own
admission at the HV meeting is only based on her experience. The paper now before the Board
with no significant alteration from that meeting has added five publications. Generally the
development of a new model flows from the evidence not the evidence made to fit the model.
In the report Appendix C, the feedback from Stakeholders appears to be mainly from CCG staff
The Gap analysis shows that 6 of 7 responses would encourage others to attend HV meetings.
This does not seem to indicate dissatisfaction to the extent that this proposal suggests or
requires the considerable changes and cost.
The Gap analysis also indicates that 4 out of 6 responses state that the website is not kept up to
date, together with the expectations from HV all being actions related to CCG needing to give
better support and continuity.

7. Conclusion
 The Board paper item 3.2 Action Plan twice states ‘implement proposed new CCG approach to
engagement’ so it would seem that that this is a rubber stamp by the Board.
 The proposal, whose objective is worthy, is felt to be weak on direction in the engagement
channels and is likely to require more funding.
 It is acknowledged that engagement needs to develop and engage a wider representation of the
people it serves. Our primary concern is that in this proposal there will be no public facing forum
in which patients can contribute and the evidence on which the model is based is weak.
HealthVoice 25th June 2018
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Chief Officer Report July 2018
1.

Executive Committee Meetings – decisions made in July 2018

1.1

The Executive Committee reviewed progress on retendering the Non-Emergency
Patient Transport Services contract and agreed a number of recommendations to be
forwarded to the coordinating commissioner regarding Key Performance Indicators.
Further details are set out in item 3.1 below.

1.2

The Executive Committee reviewed the initial informal feedback from NHS England
regarding the ECCCG Financial Recovery Plan. Noting that formal feedback is still
pending, the Executive Committee agreed to prepare for the Governing Body further
options to mitigate high risk areas in the 2018/19 plan, and refresh commissioning
options for 2019/20 and beyond.

2.

NHS England’s annual performance assessment of CCGs 2017/18

2.1

NHS England has a statutory duty to undertake an annual assessment of CCGs on an
annual basis. This has been done under the auspices of the national Improvement
and Assessment Framework (IAF), with the overall assessment derived from CCG’s
performance against the IAF indicators, including an assessment of CCG leadership
and financial management.

2.2

Each CCG has received an overall assessment that places their performance in one
of four categories: outstanding, good, requires improvement, or inadequate. Full
details of an individual CCG’s performance against the framework’s indicators are
available on the MyNHS website (at https://www.nhs.uk/mynhs).

2.3

The CCG IAF comprises 51 indicators selected to track and assess variation across
policy areas covering performance, delivery, outcomes, finance and leadership. This
year, assessments have been derived using an algorithmic approach informed by
statistical best practice. Weightings have been determined by NHS England, and
signal the significance placed on good leadership and financial management to the
commissioner system: The weightings are: Performance and outcomes measures:
50%; Quality of leadership: 25%; and Finance management: 25%.

2.4

The final headline rating for 2017/18 for NHS Eastern Cheshire CCG is Requires
Improvement.

2.5

In reaching the headline rating, NHS England have acknowledged the CCG’s
continuing success in improving many of the delivery, outcomes and performance
indicators in the IAF framework, but the overall CCG deficit financial position and
challenges in the East Cheshire Emergency and Urgent Care system continue to
adversely impact the CCG’s overall headline rating.
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3.

Non-Emergency Patient Transport Services (NEPTS)

3.1

The contract for non-emergency patient transport services covering Eastern Cheshire,
South Cheshire, Vale Royal, Warrington, West Cheshire and Wirral CCGs ends on
4th April 2019 and the re-procurement process has begun. The Invitation to Tender
documentation and service specification from the previous procurement were revised
and enhanced based on knowledge gained over the current contract. Changes to the
key performance indicators, specification and activity plans have been collectively
recommended by commissioning, finance and clinical leads in the respective
CCGs. Quality and Equality Impact Assessments have been completed and approved
by CCGs. The invitation to Tender documentation was published on 13th July 2018;
the deadline for response is 7th September, with bidder presentations anticipated in
the following fortnight. It is anticipated that a preferred provider will be identified by
October, contract award will be in November 2018 giving a 4-5 month mobilisation
period leading up to the successful bidder commencing service delivery at the start of
April 2019.

4.

Cheshire & Merseyside Health & Care Partnership (C&M HCP)

4.1

Andrew Gibson, the current Executive Chair of the partnership, will stand down at the
end of July 2018. Appointment of a new chair will be deferred until the early autumn,
pending announcements on future structure of NHS England /NHS Improvement. Mel
Pickup will continue to lead the C&MHCP and Sir Duncan Nichol has agreed to Chair
the System Management Board on an interim basis.

4.2

At the June System Management Board the Estates and Capital Bids for Cheshire &
Merseyside were reviewed and approved, subject to further assurance regarding the
prioritisation process. Concern was raised over the incomplete submission from the
Cheshire East Place and its impact on delivering the C&M HCP business plan.
Subsequent discussions have resolved the matter and a revised bid has been
submitted.

4.3

The Cheshire & Merseyside Health & Care Partnership website
http://www.champspublichealth.com/cheshire-merseyside-health-care-partnership
Is now live and provides the public, patients, staff and other stakeholders information
on the plans and ambitions of the partnership. The website now includes the full and
final 2018 business plan setting out the case for change and its priorities, including the
development of service change proposals for East Cheshire NHS Trust.

5.

Cheshire East Place Partnership

5.1

All partners continue to work towards delivering the ambitions and objectives set out in
the Memorandum of Understanding. In partnership with the C&M HCP much of the
current focus continues to be on the development of a case for change and service
change proposals for East Cheshire NHS Trust.

5.2

The initial phase of work is due to be completed on the 20 th July 2018 with meetings
scheduled in the coming weeks with the Health & Care partnership, NHS England and
NHS Improvement.
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5.3

In line with the CCG’s statutory duties to follow NHS England’s guidance on planning,
assuring and delivering service change for patients a strategic sense check meeting
was held recently with NHS England as stage 1 of the guidance. The meeting was
attended by the CCG, East Cheshire NHS Trust and the Senior Responsible Officer
for the Cheshire East Place. Progress on the development of service change
proposals were discussed highlighting where positive progress has been made, but
also identifying where further work is necessary: Areas for further work include
accelerating the development of a public facing narrative, commencement of formal
public engagement and development of robust finance information including both
revenue and capital implications.

5.4

In response to the need to accelerate the level of public engagement, Freshwater UK
has been appointed as our specialist partner in developing an initial range of public
communications and engagement approaches. Freshwater will be working closely with
all the Cheshire East partners and with the Health & Care Partnership. The CCG Chief
Officer has agreed to take on Executive responsibility for communications and
engagement for the Cheshire East Partnership Board.

5.5

On 1st August 2018, the Cheshire East Place partners will meet to discuss how to
accelerate the development of the Integrated Care Partnership. The workshop will be
facilitated by AQuA, and will use an emerging Integrated Care Partnership (ICP)
framework currently being developed by the four Cheshire CCGs to operate
concurrently with the proposal to merge the four Cheshire CCGs.

6.

SEND (Special Educational Needs and Disability) Statement of
Action

6.1

On 27th June 2018, the Governing Body in Camera meeting considered the draft
SEND written statement of action which had been requested by OfSTED/CQC as a
result of the recent SEND inspection across Cheshire East council. This plan is going
to the Cheshire East Council Adult Health and Social Care Overview and Scrutiny
Committee on 16th July for final agreement and sign off. The written statement of
action will be sent to OfSTED and CQC as required by their deadline of 15th August
2018. Following comment and any resulting amendments, the final written statement
of action plan will be brought back for assurance to the September Governing Body
meeting in public.

7.

Consultation on redesign of adult and older people’s specialist
mental health services - progress

7.1

The independent analysis report on the recent consultation on Adult and Older
People’s Specialist Mental Health Service redesign, undertaken by Chester University,
is due to be received at the end of July. The report will show what people think about
the three options put forward into the public domain and any additional ideas and
views they may have. The information will have been generated from responses
gathered in the questionnaire and those collected during the public events, in addition
to letters and written responses and 1:1 interviews with users of the service. This
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information will be carefully considered, alongside the work already undertaken as part
of the pre-consultation business case, to agree the way forward.
7.2

A system leaders steering group will be agreeing next steps and timelines over the
next few weeks, including how the results of the consultation will be communicated,
and the process for the development and consideration of the decision-making
business case.

8.

Joint Commissioning Committee (JCC) of the Cheshire CCGs

8.1

At its meeting on the 25 May 2018, the JCC discussed the following:
8.1.1 Committee Operation
Dr Jonathan Griffiths would continue to undertake the role of JCC Chair for a
further 12 months, with this position being reviewed in 12 months’ time. The
Committee agreed that it did not seem sensible to go out to appoint an
independent Chair at this moment in time. The Governing Body may wish to
note that the Terms of Reference for the JCC include an independent Chair
The JCC supported the proposal that a Lay Member be a JCC vice chair. Lay
members, supported by the Programme Director, were asked to discuss outside
of the committee as to who and how to appoint to his role. The JCC agreed not
to proceed with the recruitment to the Committee of an Independent Secondary
Care Doctor but requested the inclusion within the Committee’s Terms of
Reference a statement outlining how the Committee will/has sought the insight
and comments of the secondary care professions when considering relevant
items. The Governing Body may wish to note that the Terms of Reference
for the JCC include this position as a voting member.
8.1.2 CCG Merger/Integrated Care Partnership Development
Each CCG fed back on the discussion undertaken at each Governing Body
regarding the JCC recommendations for the future direction of travel for the
Cheshire CCGs and integrated care partnerships (ICPs). As outlined at previous
Governing Body meetings, all CCG Governing Bodies have been supportive of
the JCC recommendations and support was given to progress discussions with
each GP membership.
There was consensus around the need to develop key milestones and a
framework regarding the development of ICPs and how this aligned to the timing
for receiving approval from the memberships/governing bodies to submit the
application to NHS England for CCG merger – seen as a key assurance
checkpoint for memberships and Governing Bodies. The Accountable Officers
were tasked to continue driving the development of this framework.
The committee also agreed that communication was key and that all CCGs
needed to continue informing and engaging with staff, memberships and the
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public. Key to get a consistent narrative and to keep frequently asked questions
up to date regarding the process.
8.1.3 Other
The JCC considered a paper on the reprocurement of the Non-Emergency
Patient Transport Service (NEPTS) and the recommendation to include the
associated financial risk on the JCC risk register. JCC agreed to this, but also
recognised the need for each CCG to continue to have this on their own risk
registers. There was a discussion on how risks associated with areas under
delegated authority of the JCC should be determined / captured, the risk appetite
of the JCC, and complexity around the development of a shared risk register.
The JCC asked that the Joint Executive Team work on the development of a
shared risk register for the JCC.
The JCC also considered papers on the upcoming decision around
Commissioning Support Unit services provided to CCGs from 2019 onwards, the
Cheshire & Mersey Collaborative Commissioning Forum, the draft JCC
Memorandum of Understanding, JCC workplan and forward planner.
8.2

The next meeting of the Joint Commissioning Committee is to be held on 27 July
2018. The Agenda and papers will be available from 20 July 2017 at:
https://www.easterncheshireccg.nhs.uk/Meetings/27-july-2018.htm

9.

Healthwatch Cheshire East Annual Report 2017 - 18

9.1

Healthwatch Cheshire East has published its annual report for 2017-18 and can be
found on its website at: https://healthwatchcheshireeast.org.uk/news/annual-report2017-18-published.

10.

Payments for Digital Developments to General Practice

10.1

Last week NHS England’s Board launched an engagement exercise on a number of
ways in which the payments for general practice may need to be updated to account
for the emergence of digital-first access to primary care. The objective is to ensure that
available resources are distributed in as fair a way as possible to GPs, reflecting the
patients they serve. Further information about the proposals can be found on NHS
England’s website www.england.nhs.uk.

10.2

Feedback via the online form is requested by 28 August 2018, and NHS England
would like to hear from as wide an audience as possible. The findings of the
engagement will inform the GP contract negotiations for 2019 – 2020 and beyond.

11.

NHS 70

11.1

The CCG marked the 70th birthday of the NHS in several ways. The CCG undertook a
number of engagement events, the purpose of which was to offer members of the
public an opportunity to record their gratitude towards the NHS while encouraging
CCG staff to celebrate their collective achievements and join with colleagues to
celebrate the landmark occasion, thereby promoting team morale. Bespoke webpages
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were created on the CCG website whilst a special edition of CCG News summarised
testimonials captured from staff and members of the public, together with events and
associated media activity.
11.2

For further information, visit easterncheshireccg.nhs.uk/News-Events/nhs-70.htm.

12.

Meetings attended by the Chief Officer

12.1

The following is a high level summary of the meetings and events attended by the
Chief Officer in July 2018:
 Cheshire East Partnership Board
 Cheshire & Merseyside CCG Accountable Officers meeting with NHS England
 Cheshire CCGs Joint Executive Team Meeting
 NWAS Strategic Partnership Board planning session
 Clinical Leadership Meeting
 Primary Care Committee
 Meeting regarding governance and monitoring of the Cheshire & Merseyside
Transformation Fund
 Informal meeting with Cheshire East Council Scrutiny
 Meeting with NHS England re sustainability of acute services in Eastern Cheshire
 Meeting to discuss governance options for collaborative commissioning in Cheshire
& Merseyside

13.

Cheshire East Health and Wellbeing Board

13.1

The next meeting of the Cheshire East Health and Wellbeing Board will be held on
24 July 2018. Agenda items include:
 A Green Infrastructure Plan
 Cheshire East Wellbeing Network
 Healthwatch Cheshire East Annual Report
 SEND improvement Plan
 Cheshire East Council Influenza Report 2017-18
 CCG and Cheshire East Transformation partnership Update

13.2

The Agenda and papers can be found on the Cheshire East Council website at:
http://moderngov.cheshireeast.gov.uk/ecminutes/ieListDocuments.aspx?CId=739&MId
=7165

14.

Access to further information

For further information relating to this report contact:
Name
Jerry Hawker
Designation
Chief Officer Report
Telephone
01625 663764
Email
jerry.hawker@nhs.net

Page 8 of 8

GOVERNING BODY MEETING in Public
25 July 2018
Paper Title

Agenda Item 2.1

Financial Performance Report Month 03, as at
30 June 2018

Report Author
Alex Mitchell

Contributors
Niall O’Gara

Chief Finance Officer/Senior
Information Risk Owner

Head of Finance

Date report submitted

18 July 2018

Mo Hussain

Lucy Price

Finance
Manager

Clinical Projects
Manager - QIPP

Purpose of paper
To provide the Governing Body with a summarised overview of NHS Eastern Cheshire
Clinical Commissioning Group’s (ECCCG’s) financial performance for the period ending 30
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Financial Performance Report Month 03
as at 30 June 2018
1.

Executive Summary

1.1

The Financial Dashboard, Table One-A, summarises NHS Eastern Cheshire Clinical
Commissioning Group’s (ECCCG) key performance indicators on which progress can
be monitored.

Table One-A: NHS Eastern Cheshire Clinical Commissioning Group's Financial
Dashboard as at 30 June 2018
Indicator

Target
YTD
£000s

Spend - year to date
Spend - forecast outturn
Forecast Deficit (pre CSF)

76,327
302,828
15,000

76,280
302,828
15,000

-0.1%
0.0%
0.0%

1,718
9,352
98%/98%
301,686
3,491
15,000

1,720
9,352
99%/99%
301,686
3,491
18,491

0.1%
0.0%
n/a
0.0%
0.0%
23.3%

QIPP year to date
QIPP Forecast
BPPC year to date
Cash - Forecast Requirement
Risk to delivery
Variance - risk adjusted forecast outturn
Key:
On Plan
Take Note

Actual
£000s

Variance

Rating

Action Required

1.2

Overall, ECCCG remains on target to deliver its forecast deficit of £15m and, subject
to delivering the control deficit, will receive £15m of Commissioner Sustainability
Funding (CSF), thus achieving a break even position for the year end.

1.3

The 2018/19 Financial Plan highlighted circa £3.5m of risks which may materialise
during the financial year, ie, risk adjusted position. For Month 03 the risk adjusted
position remains in line with the initial assessment. Following recent discussions with
NHS England (NHSE), further mitigating actions are being explored to reduce the level
of net risk and will be reflected within the July 2018 (Month 04) reported position.

Page 3 of 19

NHS ECCCG Governing Body Meeting IN PUBLIC 25 July 2018

Agenda Item 2.1

1.4

The “Draft Financial Recovery Plan 2018-19 and 2019-20” submitted under Agenda
Item 3.2 at the July 2018 Governing Body meeting has been submitted to NHSE for
review. The submission of the Plan was one of the conditions associated with the
receipt of the CSF. Feedback on the Plan from NHSE is planned for 20 July 2018.

1.5

ECCCG has successfully delivered £1.7m of Quality, Innovation, Productivity and
Prevention (QIPP) and remains in line with its year to date plan. The forecast of
£9.3m includes a delivery assessment in year of circa £6m with the remaining £3.3m
of schemes being subject to significant risk of non delivery in year. Work continues to
be undertaken to mitigate this and other risks but significant savings opportunities over
and above those already identified would require a mixture of challenging national
assumptions as well as shortening contract notice periods.

1.6

The risk adjusted position will be subject to ongoing scrutiny and outlines the “best
case” and “worst case” scenarios around the mitigation or not of risks and the
achievement or not of the CSF.

1.7

The CSF requires a number of conditions to be met in order for NHSE to assess
compliance resulting in the release of funding. The status of the key conditions as at
Quarter 1, are as follows:





Forecast Outturn
Year to Date Position
All risk mitigated
Financial Recovery Plan

Met
Met
Under Review
Pending

2

Financial Position

2.1

As at 30 June 2018, ECCCG is reporting a year end forecast outturn of £15m and a
year to date deficit of £3.7m. The forecast is in line with the 2018/19 Financial Plan
and the previous month’s reported position.

2.2

The summarised financial position for 2018/19 is outlined in Table Two-A.
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Table Two-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Financial Summary to
30 June 2018
Current Monthly Expenditure Budget Actual Variance Forecast Rating
Plan
YTD
YTD
YTD
For
(Budget)
May
June
Year
£000s
£000s
£000s
£000s
£000s
£000s
£000s
(287,828)
(74,142)
(24,460) (72,577) (72,577)
0 (287,828)

Income
Expenditure
Programme Costs
298,517
41,858
25,348
75,250
Running Costs
4,311
280
292
1,077
Net Deficit / (Surplus)
15,000
(32,004)
1,180
3,750
Key*:
On Plan
Take Note
Action Required
*Note: The key is the same for all tables within the Financial Performance Report.

2.3

75,259
1,021
3,703

9 298,517
(57)
4,311
(47)
15,000

Table Two-B shows a summary of the financial position by key expenditure type.

Table Two-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Financial Summary to
30 June 2018
Current Monthly Expenditure
Plan
(Budget)
May
June
£000s
Income
(287,828)
Expenditure
Acute services
127,484
Acute other
19,596
Sub Total
147,081
Mental Health services
15,641
Mental Health Other
6,889
Sub Total
22,530
Community Health Services
24,062
Community Health Other
2,101
Sub Total
26,163
Continuing Healthcare
28,899
Prescribing
32,193
Primary Care
8,456
Primary Care Co-Commissioning
26,434
Other
6,762
Sub Total
102,744
Programme Costs Sub Total
298,517
Running Costs
4,311
Total Expenditure
302,828
Net Deficit / (Surplus)
15,000

£000s
(74,142)
10,909
2,658
13,567
1,398
838
2,235
1,856
441
2,297
5,899
8,520
2,053
3,387
3,900
23,759
41,858
532
42,390
(31,752)

Budget
YTD

Actual
YTD

£000s
£000s
£000s
(24,460) (72,577) (72,577)
9,798
2,327
12,125
1,301
478
1,779
2,089
150
2,239
2,424
3,026
885
1,858
1,012
9,206
25,348
292
25,640
1,180

31,435
5,349
36,784
3,911
1,722
5,633
6,016
638
6,654
7,312
8,048
2,189
6,658
1,972
26,179
75,250
1,077
76,327
3,750

31,653
5,617
37,270
3,975
2,028
6,003
5,856
543
6,399
6,983
8,011
2,179
6,495
1,918
25,586
75,258
1,021
76,279
3,702

Variance Forecast Rating
YTD
For
Year
£000s

£000s
0 (287,828)

218
268
486
64
306
370
(160)
(94)
(255)
(329)
(37)
(10)
(163)
(54)
(593)
9
(57)
(48)
(48)

127,966
19,115
147,081
15,641
6,889
22,530
23,948
2,215
26,163
28,899
32,303
8,346
26,434
6,762
102,744
298,517
4,311
302,828
15,000
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2.4

Forecast Outturn: The Financial Plan for 2018/19 has identified the need to deliver
£9.3m of QIPP savings in order to deliver the NHSE approved deficit of £15m. This is
prior to the receipt of £15m CSF.

Income
Forecast Expenditure
Deficit
Less QIPP (Low-Medium Risk)
Less Mitigation of net risks (includes high risk QIPP)
Forecast Deficit

£'m
287.8
312.3
24.5
(6.0)
(3.5)
15.0

2.5

Risk Adjusted Forecast: The current NHSE reporting regime requires CCGs to identify
what risks are included within their financial position that may impact on their ability to
deliver against their agreed year end control total which, for ECCCG, is a deficit of
£15m.

2.5.1

The risk adjusted position should also include equivalent mitigations to prevent the
risks from materialising in year. The risk adjusted position includes a number of areas
ranging from the QIPP schemes which are subject to high risk, to other areas that may
be subject to increased price or volume. In addition to the 0.5% contingency, further
mitigations are being explored to reduce the net risk position and will be reflected in
the Month 04 reported position. As at June 2018, the current risk adjusted position is
a deficit of £18.49m as outlined in Table Two-C.

Table Two-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Risk Adjusted
2018/19 Forecast Outturn as at 30 June 2018
Risk Adjusted Position
£'000s
Opening Planned Deficit
Financial Risk
QIPP High Risk
Mental Health
Acute
Community
Prescribing
sub total

External dependency, slippage
Consultation costs
Over performance
Additional beds during winter re A&E target
Higher costs / volume

Less 0.5% Contingency
Forecast Outturn Deficit

£000s
15,000

3,357
490
190
593
300
4,930
(1,439)

3,491
18,491

2.5.2 The “best case” and “worse case” scenarios are outlined in Table Two-D and reflect
ECCCG’s ability to fully mitigate the risks and deliver a financial deficit in line with its
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financial plan, ie, £15m deficit. This will enable ECCCG to access its confirmed CSF of
£15m and thus deliver a balanced position for 2018/19. This will prevent ECCCG’s
cumulative deficit from increasing further from the opening £30.9m.

Table Two-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
External Reporting to NHS England of 2018/19 Forecast Outturn
Mitigated Plan Risk Adjusted
£m
Income
Forecast Expenditure (Gross)
Deficit
Less QIPP
sub total
Risk Mitigation
Forecast Deficit
Commissioner Sustainability Funding
2018/19 Net Defict

£m

287.8
(312.3)
(24.5)

287.8
(312.3)
(24.5)

6.0

6.0

(18.5)

(18.5)

3.5

0.0

(15.0)

(18.5)

15.0

0.0

0.0

(18.5)

2.5.3

As can be seen, ECCCG needs to ensure it delivers in line with the NHSE agreed
deficit of £15m in order to meet the conditions of achieving the CSF. The key
conditions are:
 Deliver outturn of £15m deficit
 Deliver year to date performance in line with plan
 Mitigate all gross risks, currently £3.5m
 NHSE approval of Financial Recovery Plan

2.5.4

Subject to the conditions being met, the CSF applicable for Quarter 1 (April to June)
would be £1.5m once NHSE confirmation has been approved (10% of the annual CSF
value and in line with NHSE agreed phasing). This would result in £1.5m being paid
to ECCCG in Month 04 resulting in our year end deficit being reduced by an
equivalent value.

2.5.5

ECCCG’s formal reporting route to NHSE is via the International Single Finance
System’s (ISFE) monthly returns. This captures a number of key indicators including
both the forecast and risk adjusted outturn. The figures outlined in Table Two-E track
the reported position throughout the financial year and, as at May 2018, remain in line
with the net risks identified within the 2018/19 Financial Plan.
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Table Two-E: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) External
Reporting to NHS England of 2018/19 Forecast Outturn
Period Ending

Forecast
Outturn

Net Risk

Total

Deficit/(Surplus)

Deficit/(Surplus)

Deficit/(Surplus)

£000s
15,000

£000s
3,491

£000s
18,491

15,000
15,000

3,491
3,491

18,491
18,491

Financial Plan
May
June

3.

Provider Performance

3.1

Tables Three-A to Three-E outline the main providers’ cumulative performance and
forecast outturn.

Table Three-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Analysis of Acute Services
Spend as at 30 June 2018
Current
Plan
(Budget)

Monthly Expenditure

May

East Cheshire NHS Trust
Stockport NHS Foundation Trust
Manchester University NHS Foundation Trust
Mid Cheshire Hosp NHS Foundation Trust
North West Ambulance Service NHS Trust
University Hospital of North Midlands NHS Trust
Salford Royal NHS FT
Christie NHS FT
Wrightington Wigan and Leigh NHS FT
Warrington and Halton NHS FT
Liverpool Womens NHS Foundation Trust
Royal Liverpool & Broadgreen Uni Hosp
Robert Jones & Agnes Hunt Orthopaedic
Countess of Chester NHS Foundation Trst
Wirral University Teaching Hosp NHS Trst
Pennine Acute NHS Trust
Alder Hey Childrens NHS FT
Aintree University Hospitals NHS FT
St Helens & Knowsley Teaching NHS Trst
Derbyshire Community Health Services NHS FT
Staffs & Stoke Partnership NHS Trust
Effect of Prior year and other unders/overs
Total

£000s
73,079
13,014
17,917
7,731
6,412
1,940
2,384
1,994
899
291
279
249
266
117
53
116
131
54
35
127
33
363
127,484

£000s
6,192
1,040
1,542
545
579
159
207
231
198
70
21
21
22
10
9
10
19
4
4
23
2
1
10,909

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

June
£000s
5,651
1,082
1,468
496
499
207
198
231
(134)
(22)
(34)
33
30
0
9
5
21
13
11
20
3
11
9,798

£000s
17,968
3,254
4,479
1,933
1,603
485
596
499
225
73
70
62
66
29
13
29
33
14
9
32
8
(45)
31,435

£000s
17,992
3,256
4,555
1,836
1,510
559
590
599
262
109
10
74
78
18
27
24
49
22
17
43
8
15
31,653

£000s
24
2
76
(97)
(93)
74
(6)
100
37
36
(60)
12
12
(11)
14
(5)
16
8
8
11
0
60
218

£000s
73,047
13,014
17,917
7,731
6,412
2,111
2,818
2,184
899
291
279
249
266
117
73
116
169
54
37
127
33
22
127,966
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Table Three-B: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Analysis of Acute Services
Other Spend as at 30 June 2018
Current
Plan
(Budget)

Monthly Expenditure

May

Optegra UK Ltd
Spamedica Ltd
Specsavers Hearcare Ltd
SRCL LTD
Eyecare Medical Ltd
HCA International
National Unplanned Pregnancy Advisory
Service
Manchester Surgical Services
BMI Healthcare Ltd
Wilmslow Health Centre
Spire Healthcare Ltd
Vernova Healthcare CIC
Other providers
Non contract amounts
High cost drugs and pass through payments
Total

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

June

£000s
367
181
320
2
742
971
304

£000s
107
37
43
(23)
355
300
60

£000s
(13)
5
42
0
109
(53)
42

£000s
92
45
80
0
186
318
76

£000s
79
59
78
4
178
311
95

£000s
(13)
14
(2)
4
(8)
(7)
19

£000s
367
247
320
2
742
971
304

151
2,037
119
3,674
1,915
1,273
2,119
5,421
19,596

25
177
25
435
142
145
314
517
2,658

5
169
3
352
242
155
311
958
2,327

38
509
30
918
479
318
655
1,605
5,349

31
469
18
877
545
313
674
1,887
5,617

(7)
(40)
(12)
(41)
66
(5)
19
282
268

151
2,037
119
3,674
1,915
1,273
2,119
4,873
19,115

Table Three-C: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Analysis of Mental Health
Services Spend as at 30 June 2018
Current
Plan
(Budget)

Monthly Expenditure

May

Cheshire and Wirral Partnership NHS FT
North Staffs Combined H'Care NHS Trust
Pennine Care NHS FT
Effect of Prior year and other unders/overs
Total

£000s
15,312
80
187
62
15,641

£000s
1,376
6
16
0
1,398

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

June
£000s
1,277
8
16
0
1,301

£000s
3,828
20
47
16
3,911

£000s
3,908
20
47
0
3,975

£000s
80
0
0
(16)
64

£000s
15,312
80
187
62
15,641
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Table Three-D: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Analysis of Community
Health Services Spend as at 30 June 2018
Current
Plan
(Budget)

Monthly Expenditure

May

East Cheshire NHS Trust
NHS Property Services-Community
Staffs & Stoke Partnership NHS Trust
Stockport NHS Foundation Trust
Mid Cheshire Hosp NHS Foundation Trust
Pennine Acute NHS Trust
Effect of Prior year and other unders/overs
Total

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

June

£000s
22,299
599
112
74
548
7
423

£000s
1,690
80
9
6
37
1
25

£000s
2,055
(1)
11
6
39
0
(24)

£000s
5,575
150
28
18
137
2
106

£000s
5,575
110
31
18
121
1
0

24,062

1,856

2,089

6,016

5,856

£000s
0
(40)
3
0
(16)
(1)
(106)

£000s
22,299
599
112
141
548
7
242

(160)

23,948

Table Three-E: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) 2018/19 Analysis of Other Services
Spend as at 30 June 2018
Current
Plan
(Budget)

Monthly Expenditure

May

GP IT Costs
NHS 111, Patient Transport, Safeguarding,
other health and programme services
Voluntary sector grants and services
Local Authority/Joint services incl BCF
0.5% contingency held
QIPP, Quality Premium and STP
Total

Budget
YTD

Actual
YTD

Variance Forecast
YTD
For
Year

June

£000s
424

£000s
2,820

£000s
359

£000s
106

£000s
106

2,067
494
3,684
1,439
(1,345)
6,762

378
5
697
0
0
3,900

(95)
96
292
360
0
1,012

530
123
921
360
(69)
1,972

398
119
935
360
0
1,918

£000s
0

£000s
424

(132)
(5)
14
0
69
(54)

2,067
494
3,684
1,439
(1,345)
6,762

4.

Quality, Innovation, Productivity & Prevention (QIPP) Schemes

4.1

The QIPP Plan of £9.3m was approved by the Governing Body at its April 2018 public
meeting. The schemes have been assessed under four categories ranging from
delivered to high risk to delivery and will be monitored closely throughout the year.
Table Four-A outlines the forecast outturn for 2018/19 categories by risk profile.
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Table Four-A: NHS Eastern Cheshire Clinical Commissioning Groups 2018/19 Quality, Innovation,
Productivity & Prevention Summary as at 30 June 2018
Summary of Risk Profile

Realised - Schemes already implemented and delivery
confirmed
On Track - Highly developed schemes in place and delivery
expected
At Risk - Developed schemes requiring intensive support to
deliver
High Risk - Schemes requiring intensive intervention to
deliver and may relay on external support
Total

Original
Plan
£000s

Current
Forecast
£000s

Risk
Adjusted
£000s

1,721

1,721

2,457

2,457

1,930

1,817

1,817

3,360

3,357

9,352

9,352

4,062

5,995

4.2

Overall the QIPP schemes remain on track with the planned year to date savings. It
should be noted that the high risk schemes valued at circa £3.3m are all profiled in the
month of March 2019 (Month 12) given their risk of non delivery.

4.3

To mitigate this risk, a continual process of evaluation is undertaken to either:
 Identify new schemes; and/or
 De-risk existing schemes, ie, from red to blue.
As can be seen the overall risk assessment has further improved by £116k in total
which tracks the changes in the current forecast of the both the High/Amber risks
when compared to the Plan.

4.4

Table Four-B outlines each individual scheme and its current assessment in terms of
forecast outturn.
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Table Four-B: NHS Eastern Cheshire Clinical Commissioning Groups 2018/19 Quality, Innovation, Productivity & Prevention
Scheme Forecast Outturn as at 30 June 2018
Planned
Forecast - Risk Profile
Total
Scheme Ref. Scheme Name
Recurrent /
Realised On Track At Risk High Risk
Total
Non
Recurrent
£000s
£000s
£000s
£000s
£000s
£000s
QP/2018/01
Other acute; Referral Assistance
1,285
140
160
470
515
1,285
R
Service
QP/2018/02
QP/2018/03
QP/2018/04
QP/2018/05

High Cost Drugs (Biosimilars)
Stroke (Recurrent, Block)
Right Care Schemes
Stroke (Non-recurrent,
Community Rehab)

510
608
160
291

128
608
40
53

223
120
238

160
-

-

510
608
160
291

R
R
R
NR

QP/2018/06
QP/2018/07
QP/2018/08
QP/2018/09
QP/2018/10
QP/2018/11

CHC (Care Sourcing)
GP Prescribing - Formulary
Management
Running
Costs
Primary Care Commissioning
Third Sector Grants
Audiology - Recommission
Service

723
1,100
275
400
55
75

181
275
69
50
-

542
575
206
150
55
-

250
200
-

75

723
1,100
275
400
55
75

R
R
NR
NR
R
R

QP/2018/12

PLCV- IVF, 2nd Cataract &
Tighten Criteria
Winter Schemes Funding (BCF /
iBCF)
Intermediate Care
External Income to offset GP5YFV

100

-

-

-

100

100

R

188

-

500

750

NR

450
300

-

-

-

450
300

450
300

R
NR

Quality Premium
Dermatology - Recommission
Service
STP Contribution
Individual CHC and Complex
Case Review
CHC - Responsible
Commissioner Review
Contract Monitoring
PLCV - Contract Compliance
Transactional Other (Schemes
Under £25K)

350
250

-

-

350
50

200

350
250

NR
R

720
250

-

-

-

720
250

720
250

NR
R

QP/2018/13
QP/2018/14
QP/2018/15
QP/2018/16
QP/2018/17
QP/2018/18
QP/2018/19
QP/2018/20
QP/2018/21
QP/2018/22
QP/2018/23
Sub Total

750

450

88

-

262

100

450

R

125
125
-

13
13
3

-

37
37

75
75

-

-

125
125
3

NR
NR
R

9,352

1,721

2,457

1,817

3,360

9,355

-

-

-

1,721

2,457

1,817

Mitigating Schemes / (New Schemes)
Total
Total (%)

4.5

62

9,352

18%

26%

19%

(3)
3,357
36%

(3)
9,352
100%

The reporting of the progress on QIPP has been further enhanced for 2018/19 via the
inclusion of a Scheme Highlight Report (see Appendix A). The aim of the highlight
report is to provide further assurance to the Governing Body in terms of progress,
delivery, expected benefits and of course any risks or key areas for escalation.
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5.

Financial Plan Amendments

5.1

The 2018/19 Financial Plan agreed at the April 2018 Governing Body was set against
ECCCG’s opening recurrent allocation of £287,828k.

5.2

Included within the Financial Plan were a number of already notified non recurrent
allocations which have been actioned within the opening allocation received by
ECCCG. Table Five-A outlines the year to date position.

Table Five-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Reconciliation of
Allocation
Governing Body Recurrent
Non
2018/19
Updated
Recurrent Allocation
(Financial Report)
£'000s
£000s
£'000s
Opening Value as per Financial Plan
May-18
287,828
287,828
HCP 0.25% Contribution
May-18
(720)
(720)
Funding re paramedic rebanding
May-18
82
82
NHS Property Services
May-18
7
7
HSCN (inc Running Costs)
May-18
49
49
GP WiFi Maintenance
Jun-18
15
15
Diabetes Transformation Fund
Jun-18
15
15
GP Forward View - Improving Access to General
Jun-18
552
552
Practice
Total
287,828
0
287,828

6.

Cash Management

6.1

Part of ECCCG’s financial duty is to deliver a year end cash balance of less than
£250,000 as at 31 March 2019 and to manage its cash throughout the year to ensure
payments are made to suppliers and staff.

6.2

As at 30 June 2018, ECCCG had a cash balance of £1.5m held within its bank
account, as shown in Table Six-A.

6.3

Our notified cash allocation has been set at £301.7m for 2018/19 which is the total of
our confirmed revenue allocation plus our notified control deficit. This is different to
previous years as ECCCG had to request the additional cash throughout the financial
year. This enables ECCCG’s Finance Team to plan more robustly on delivering
against its cash obligations.
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Table Six-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2018/19
Apr
£000s
Cash Available

301,686 275,004

Less Prescribing
Cash Available to
Drawdown

May
£000s

2,182

24,500

Additional Drawdown
(Cash shortfall)
Total Drawdown
% of Total
Less Payments
% of Total
Balance

2,329

21,000

-

201,443 176,075

151,206

126,836

100,465

75,093

50,220

25,346

301,686

2,369

2,370

2,371

2,372

2,373

2,374

2,375

28,215

199,075 173,706

148,836

124,465

98,093

72,720

47,846

22,971

273,471

22,000

24,000

23,000

22,500

22,500

22,500

273,000

0

0

2,367

247,810 224,443

22,500

-

Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast Forecast 2018/19
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Total
£000s
£000s
£000s
£000s
£000s
£000s
£000s
£000s
£000s
£000s

250,139 226,810

2,365

299,504 272,639

Less Cash
Drawdown

Jun
£000s

23,000

-

2,368

23,000

-

22,500

-

-

-

-

-

-

-

24,500

22,500

21,000

23,000

23,000

22,500

22,000

24,000

23,000

22,500

22,500

22,500

273,000

9.0%

17.2%

24.9%

33.3%

41.8%

50.0%

58.1%

66.8%

75.3%

83.5%

91.8%

100.0%

100.0%

19,991

24,086

22,444

22,903

22,673

22,941

22,950

22,950

22,950

22,950

22,950

22,950

272,738

7.3%
4,509

16.2%
2,923

24.4%
1,479

32.8%
1,576

41.1%
1,903

49.5%
1,462

57.9%
512

66.3%
1,562

74.8%
1,612

83.2%
1,162

91.6%
712

100.0%
262

100.0%
262

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Cash Forecast 2018/19
30,000

25,000

20,000

£
0
0 15,000
0
s
10,000

5,000

0
1

2

3

4

5

6

7

8

9

10

11

12

Months
Less Payments

Balance

Total Drawdown

7.

Better Payments Practice Code (BPPC)

7.1

The BPPC is aimed at paying non disputed non NHS trade creditors within 30 days of
receipt of goods or a valid invoice, unless other payment terms have been agreed.

7.2

Compliance is measured by achieving 95% or more against the number of invoices
paid and is calculated on both the number of invoices and the value of invoices.

7.3

Currently ECCCG has achieved an average for the year of 99% for invoice numbers
and 99% for invoice values as per Table Seven-A.
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Table Seven-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Better Payments Practice Code (BPPC) Summary Analysis
No. of Invoices
Months

Received

Apr-18
May-18
Jun-18
Total

952
1,054
960
2,966

Paid
945
1,042
955
2,942

Value of Invoices

Passed
99%
99%
99%
99%

Received
23,737,733
23,411,539
22,182,920
69,332,193

Paid

Passed

23,679,249
23,158,594
22,091,129
68,928,971

100%
99%
100%
99%

NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's) Better Payments Practice
Code (BPPC) Summary Analysis
105%

Percentage

100%
No. Passed

Value
Passed
Target

95%

90%

Months

8.

Balance Sheet

8.1

The balance sheet as outlined in Table Eight-A reflects the difference between its
liabilities, ie, what it owes, and its debtors, ie, what is owed to ECCCG, plus any cash
balances at that point in time. The net liability, which for June 2018 was £19.078m, is
funded by the General Fund.
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Table Eight-A: NHS Eastern Cheshire Clinical Commissioning Group's (ECCCG's)
Statement of Financial Position as at 30 June 2018
At 30 June
2018
£000s

At 31 March
2018
£000s

251

251

198
280
1,037
68
6
1,588
1,479
3,068

3,792
1,138
1,103
134
0
6,168
143
6,310

Current liabilities
NHS Payables
NHS Accruals
Other Payables
Other Accruals
Deferred Income
Tax and Social Security
Pension Liabilities
Trade and Other Payables
Provisions
Total Current Liabilities

(1,117)
(2,061)
(9,699)
(9,009)
(84)
(426)
(22,397)
(22,397)

(2,359)
(997)
(3,065)
(17,320)
(111)
(395)
(24,246)
(24,246)

Net Current Liabilities

(19,329)

(17,936)

Total Assets Less Current Liabilities

(19,078)

(17,685)

General Fund
Revenue resources b/f
Resources drawn down
Spending in year to date
Total General Funds

(17,684)
74,886
(76,280)
(19,078)

(13,075)
297,515
(302,126)
(17,685)

Property Plant and Equipment
Current Assets
NHS Receivables
Other Receivables
Prepayments
Accrued Income
Recoverable VAT
Trade and Other Receivables
Cash at Bank and in Hand
Total current assets
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9.

Recommendation(s)

9.1

The Governing Body is asked to note the following:
 Forecast outturn remains in line with plan at a £15m deficit.
 Status of the key Commissioner Sustainability conditions applicable to receipt
of the funding.
 Delivery of £1.7m of QIPP year to date.
 Current forecast risk to delivering against the planned deficit of £3.5m (currently
being reviewed)

10.

Reasons for recommendation(s)

10.1

The recommendations highlight ECCCG’s performance against key financial
indicators.

11.

Peer Group Area / Town Area Affected

11.1

This relates to all of NHS Eastern Cheshire’s geographical areas.

12.

Population affected

12.1

This relates to all of NHS Eastern Cheshire’s population.

13.

Context

13.1

The Financial Performance Report is prepared by the Chief Finance Officer to ensure
the Governing Body is informed and where necessary takes appropriate decisions
concerning ECCCG’s financial performance to ensure it discharges its financial duties.

14.

Finance

14.1

Not applicable.

15.

Quality and Patient Experience

15.1

Not applicable.

16.

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

16.1

Not applicable.

17.

Health Inequalities

17.1

Not applicable.

18.

Equality

18.1

Not applicable.

19.

Legal

19.1

Not applicable.
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20.

Communication

20.1

Communication with the public and other interested parties via the publication of the
Financial Performance Report on ECCCG’s website.

21.

Background and Options

21.1

Not applicable.

22.

Access to further information

22.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

23.

Glossary of Terms

BCF
BPPC
CEP
CFO
CSF
ECCCG
ISFE
MH5YFV
NCSO
NHSE
QIPP
RTT
STP

24.

Alex Mitchell
Chief Finance Officer
01625 663456
Alex.mitchell@nhs.net

Better Care Fund
Better Practice Payment Code
Capped Expenditure Programme
Chief Finance Officer
Commissioner Sustainability Fund
NHS Eastern Cheshire Clinical Commissioning Group
Integrated Single Finance System
Mental Health Five Year Forward View
No Cheaper Stock Obtainable
NHS England
Quality, Innovation, Productivity and Prevention
Referral to Treatment
Strategic Transformation Programme

Appendices

Appendices Table
Appendix A
CLICK HERE to view Appendix A – QIPP Individual Schemes Highlight
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
Working Together
Investing Responsibly



Innovation
Quality



NHS Constitution Values supported by this report – please indicate 
Working together for patients
Respect and dignity
Commitment to quality of care



Compassion
Improving lives
Everyone counts
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QIPP Programme (2018-19)
Elective PbR Schemes - RAS, Right Care &
PLCV
Apr-18

May-18

Jun-18

Realised
179,990

Planned
YTD
Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
460,000
470,000
280,010
470,000
Nov-18

Dec-18

High Risk
615,000
615,000
Jan-19

Feb-19

Target Savings (£)

13,330

83,330

83,330

83,330

83,330

83,330

83,330

83,330

83,330

83,330

83,330

Savings Realised (£)

13,330

83,330

83,330

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

(83,330)

(83,330)

(83,330)

(83,330)

(83,330)

(83,330)

Project Lead
Lucy Price

Elective PbR Schemes - RAS, Right Care & PLCV Performance

(83,330)

QIPP Lead
Lucy Price

Reporting Period
Jun-18
Scheme Ref
QP/2018/01,04 & 12

Total
1,545,000
1,545,000

(83,330)

Mar-19
698,370
(698,370)

Clinical Lead
Dr Daniel Harle

Total

YTD

1,545,000

96,660

179,990

179,990

(1,365,010)

83,330

Exec Lead
Neil Evans

Brief Summary

1,800,000

Scheme Aims
*Impl ement a referral assessment s ervice which comprises of three elements: a healthcare IT platform, a specialist tri age s ervice, a nd an appointment booking
s ervi ce.
*Improve the quality of referral information, reduce GP cl inical va riation , a nd ensure that patients are provided with the right ca re a nd a t the right ti me.
*Ena ble improved patient choice of provider, with supporting i nformation
*Provi des learning to the referrer through s pecialist advi ce and guidance
*Ens ure a consistent approach , ba sed on best practice, is taken i n commissioning s ervices of "limited va lue"

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

Anticipated benefits
*% reducti on in waiting times for s pecialist procedures
*reducti on i n va riation between high/low referring GPs
*% i ncreased number of patients seen appropriately
*% i ncreased number of patients being offered a ppointments i n a timely ma nner
*% reducti on in referrals a cross all s pecialties identified (Ca rdiology, Gastroenterology, General Surgery, Ophthalmology, Orthopaedics, and Paediatrics)

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

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

Apr-18

0

Key Messages
*The s cheme reflects s avings a cross the health economy a nd the high ri sk reflects the potential for gain share arrangements with providers under block contract
*There has been some delay to the go live date due to some technical issues which have now been resolved. Project i s now being i mplemented.

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

01/05/2018

Lucy Price

(RAS) Service Go Live Date from1st May 2018.

31/07/2018

Lucy Price

(RAS) Mobilisation Period Commencement

31/08/2018

Lucy Price

(RAS) First Stage - Benefits Realisation

10/09/2018

Lucy Price

(RAS) Second Project Phase - Community Clinics Options Appraisal to Finance and Executive Committees
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QIPP Programme (2018-19)
High Cost Drugs (Biosimilars)
Apr-18

Realised
127,500

Planned
YTD

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
At Risk
On Track
350,000
160,000
160,000
222,500
Nov-18

Dec-18

High Risk
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/02

Total
510,000
510,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

510,000

85,000

Savings Realised (£)

42,500

42,500

42,500

-

-

-

-

-

-

-

-

-

127,500

127,500

-

-

-

(382,500)

42,500

Variance (£)

(42,500)

(42,500)

(42,500)

(42,500)

(42,500)

(42,500)

Project Lead
Andrea Lunt

High Cost Drugs (Biosimilars) Performance

(42,500)

QIPP Lead
Lucy Price

(42,500)

(42,500)

Clinical Lead
Dr Graham Duce

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To maximise the potential QIPP opportunity that the introduction of defined biosimilars PbR excluded drugs offers as alternative safe and
effective options to the currently used parent originator products
* To deliver a total annualised QIPP opportunity of £500,000

600,000
500,000
400,000

Anticipated Benefits (Inc. Metrics)
*Cost savings opportunity
*Improved monitoring and controls
*Cross system working cultivating Capped Expenditure Programme principles which will encourage a change in culture

300,000
200,000
100,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* It is anticipated the scheme will deliver. Concerns are that higher number of new patients commence in year. undermining savings from
existing patients switches
* Pace and timescale for project /change to be delivered will depend upon successful clinical engagement and patient education.
* Medicines Management Team will be working closely with clinicians to agree protocol

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

31/05/2018

Andrea Lunt

Engagement with key stakeholders to discuss and agree principles, gainshare, monitoring and timescales for the introduction and completion of a managed program for each identified biosimilars.

31/05/2018

Andrea Lunt

Develop and agree prescribing commissioning policy for introduction of the identified biosimilars.

31/10/2018

Andrea Lunt

Update formulary and clinical pathways to include biosimilars and denote as the locally preferred options

31/10/2018

Andrea Lunt

Develop and agree Blueteq templates to support the implementation and monitoring.

31/10/2018

Andrea Lunt

Communication to all providers to ensure they are aware of the new policy/pathway and what the key changes are.
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QIPP Programme (2018-19)
Stroke (Recurrent, Block)
Apr-18

Realised
608,000

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
608,000
-

High Risk
-

Reporting Period
Jun-18
Scheme Ref
QP/2018/03

Total
608,000
608,000

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Target Savings (£)

608,000

-

-

-

-

-

-

-

-

-

-

-

608,000

608,000

Savings Realised (£)

608,000

-

-

-

-

-

-

-

-

-

-

-

608,000

608,000

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

Project Lead
N/A

Stroke (Recurrent, Block) Performance

QIPP Lead
N/A

Clinical Lead
N/A

Total

YTD

-

-

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* Negotiate improved settlement for funding of hyperacute stroke care at Stockport FT bringing CCG into line with peer commissioners

700,000
600,000

Anticipated Benefits (Inc. Metrics)
* Significant savings with no service reduction.
* Improved clinical pathway compliance

500,000
400,000

Key Messages
* Savings have been realised for 2018/19. There is further opportunity for savings on inpatient stroke stay on further development of early
supported discharge

300,000
200,000
100,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

Completed Apr 2018

Alex Mitchell

Contract agreed at target value. Length of Stay already below target.
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QIPP Programme (2018-19)
Stroke (Non-recurrent, Community Rehab)
Apr-18

May-18

Jun-18

Realised
52,840

Planned
YTD

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
291,000
238,160
Nov-18

Dec-18

High Risk
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/05

Total
291,000
291,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

-

26,420

26,420

26,420

26,420

26,420

26,420

26,420

26,420

26,420

26,420

26,467

290,667

26,420

Savings Realised (£)

-

26,420

26,420

-

-

-

-

-

-

-

-

-

52,840

52,840

Variance (£)

-

-

-

(237,827)

26,420

(26,420)

(26,420)

(26,420)

(26,420)

(26,420)

Project Lead
Jacki Wilkes

Stroke (Non-recurrent, Community Rehab) Performance

(26,420)

(26,420)

QIPP Lead
Anita Mottershead

(26,420)

(26,467)

Clinical Lead
Dr Sarah Oliver

Exec Lead
Fleur Blakeman

Brief Summary
Scheme Aims
* Robust discharge process for patients who require long term placement
* Commissioned integrated community stroke rehabilitation service including in-reach services to patients in an intermediate care setting
* Review of the repatriation process/agreements to improve flow

350,000
300,000
250,000

Anticipated Benefits (Inc. Metrics)
* Improved clinical outcomes and recovery for stroke survivors
* Improved experience for patients/ families through care closer to home
* Timely discharges through integrated health and social care processes
* Reduction in length of hospital stay for patients who have experienced a stroke
* Reduction in excess bed days

200,000
150,000
100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* QIPP opportunity for 18/19 represents block arrangements in the stroke contract with Stockport NHS Foundation Trust (see 03)
* The business case is in progress to commence early supported discharge service from quarter three
* QIPP opportunities for 19/20 for both hyper acute and community stroke services are a potential benefit of this project.
* Discussions around stroke tariffs assuming significant reductions in lengths of stay are already in progress.

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

31/07/2018

Jacki Wilkes

Review of the current service specification and pathway

31/07/2018

Jacki Wilkes

Analysis and modelling

31/07/2018

Jacki Wilkes

Engagement with key stakeholders (Inc. Impact Assessments)

31/07/2018

Jacki Wilkes

Business Case to Programme Management Group, Finance, and Executive Committee
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QIPP Programme (2018-19)
CHC (Care Sourcing)

Realised
180,750

Planned
YTD

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
723,000
542,250
Nov-18

Dec-18

High Risk
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/06

Total
723,000
723,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

723,000

120,500

Savings Realised (£)

60,250

60,250

60,250

-

-

-

-

-

-

-

-

-

180,750

180,750

-

-

-

(542,250)

60,250

Variance (£)

(60,250)

(60,250)

(60,250)

(60,250)

(60,250)

(60,250)

Project Lead
Karen Smith

CHC (Care Sourcing) Performance

(60,250)

QIPP Lead
Kevin Valentine

(60,250)

(60,250)

Clinical Lead
Karen Smith

Exec Lead
Alex Mitchell

Brief Summary
This scheme applies across Cheshire and Wirral (5 CCG's)

800,000
700,000

Scheme Aims
* To review the current backlog of 377 Complex care reviews recorded as out of date; with 21% over a year out of date since the last review was
completed.
* To review the current backlog of 241 CHC reviews recorded as out of date, and 20% of these are more than a year overdue.
* To review the financial value of complex care packages to ensure value for money savings

600,000
500,000
400,000

Anticipated Benefits (Inc. Metrics)
* Expenditure grew 13.3% between 2014/15 and 2015/16, and by 14.7% in 2016 The finance teams have estimated the ‘do-nothing’ scenario for
2018/19 will see expenditure growth of 7.4%.The proposed programme will act to slow the financial burden that will accompany the growth in
our older population and those living with long term conditions.

300,000
200,000

* Contain anticipated growth of cost of care packages to growth of 7.4%

100,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* The CCG's ability to contain financial growth in CHC is key to achieving meeting its financial target
* Improved review process should ensure that changes in need are identified in a more timely fashion
* Individuals are unhappy with the outcome of a review leading to increased complaints.

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

01/03/2019

Kevin Valentine

Review the health outcomes for each patient to determine that the commissioned package of care is safe, high quality, evidence based, sustainable and affordable.

01/03/2019

Kevin Valentine

Systematically challenge the elements of the care package and ensure all alternative care package options have been considered including care closer to home.

01/03/2019

Kevin Valentine

Systematically challenge the cost of the elements within the care package through robust contract interrogation and contract negotiation.
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Agenda Item 2.1

QIPP Programme (2018-19)
GP Prescribing - Formulary Management
Apr-18

May-18

Jun-18

Realised
275,010

Planned
YTD
Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
850,000
250,000
574,990
250,000
Nov-18

Dec-18

High Risk
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/07

Total
1,100,000
1,100,000
Feb-19

Mar-19

Target Savings (£)

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,630

Savings Realised (£)

91,670

91,670

91,670

-

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

(91,670)

(91,670)

(91,670)

(91,670)

(91,670)

(91,670)

Project Lead
Janet Kenyon

GP Prescribing - Formulary Management Performance

(91,670)

QIPP Lead
Lucy Price

(91,670)

(91,630)

Clinical Lead
Dr Graham Duce

Total

YTD

1,100,000

183,340

275,010

275,010

(824,990)

91,670

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To ensure financial stability, the CCG and its constituent practices need to ensure cost-effective prescribing and manage overall prescribing
costs. It is not the intention to reduce prescribing costs at the expense of patient health.
To use multiple strategies to contain prescribing cost including promotion of self-care, over the counter medicines policy, and working with
prescribers on cost effective use of medicines.
* Improve patient care through regular monitoring of medicines in the local formulary and cost effective prescribing.
* Practice and peer group level incentive scheme designed to maximise and appropriately reward clinical effort in delivering quality
improvements and patient reviews.
* Maintain and where possible enhance levels of adherence to local formulary

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

YTD Actual (£)

Risk Adjusted (£)

Planned Target (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

May-18

Apr-18

0

Anticipated Benefits (Inc. Metrics)
* Improve patient care, health outcomes and resource utilisation.
* Rewards achieving an overall budgetary target
* Sufficient budgetary control to release incentive payments
* Safe and best practice compliant prescribing
Key Messages
* Full benefits are dependant upon timely actions by prescribers and may also be subject too external factors such as pricing being adequately
managed across the NHS

Key Milestones
Due Date

By Who

Milestone Description

01/04/2018

Janet Kenyon

The Prescribing Scheme has been agreed in principle with the Executive Team at ECCCG in April.

26/04/2018

Janet Kenyon

Narrative of the prescribing scheme circulated to all practices across ECCCG together with the monthly prescribing data on 26th April

30/06/2018

ECCCG GP Practices

Practices to return the form required to demonstrate engagement; deadline for all practices to submit this form is 30 June 2018.
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Agenda Item 2.1

QIPP Programme (2018-19)
Running Costs

Realised
68,760

Planned
YTD
Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
275,000
206,240
Nov-18

Dec-18

High Risk
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/08

Total
275,000
275,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,880

275,000

45,840

Savings Realised (£)

22,920

22,920

22,920

-

-

-

-

-

-

-

-

-

68,760

68,760

-

-

-

(206,240)

22,920

Variance (£)

(22,920)

(22,920)

(22,920)

(22,920)

(22,920)

Project Lead
Sammy Brown

Running Costs Performance

(22,920)

(22,920)

QIPP Lead
Mohamed Hussain

(22,920)

(22,880)

Clinical Lead
N/A

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To release non recurrent( one off) savings associated with the Running Cost Budget. by minimise duplication across Cheshire budgets

300,000
250,000

Anticipated Benefits (Inc. Metrics)
* Delivery of non-recurrent savings to support ECCCG in delivering its financial plan for 2018/19 and achieving its financial control target.

200,000
150,000

Key Messages
* Key component of delivery of expected savings against the financial control target agreed with NHS England.
* Internal value for money investment will run alongside Pan Cheshire development

100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
By Who

Milestone Description

March 2019

Sammy Brown

Prepare forecast expenditure, including vacancies for the year based on robust assumptions and release any savings when comparing the expenditure to the total available resources for running
costs.

March 2019

Sammy Brown

Continually review forecast as the year progresses to ensure the forecast outturn remains accurate.

Due Date
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Agenda Item 2.1

QIPP Programme (2018-19)
Primary Care Commissioning
Apr-18

Realised
50,010

Planned
YTD

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
200,000
200,000
149,990
200,000
Nov-18

Dec-18

High Risk
Jan-19

Feb-19

Target Savings (£)

16,670

16,670

16,670

16,670

16,670

16,670

16,670

16,670

16,670

16,670

16,670

Savings Realised (£)

16,670

16,670

16,670

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

(16,670)

(16,670)

(16,670)

(16,670)

(16,670)

Project Lead
Sam Podmore

Primary Care Commissioning Performance

(16,670)

(16,670)

QIPP Lead
Mohamed Hussain

Reporting Period
Jun-18
Scheme Ref
QP/2018/09

Total
400,000
400,000

(16,670)

Mar-19

Total

216,630

33,340

50,010

50,010

(349,990)

16,670

(216,630)

YTD

400,000

Clinical Lead
N/A

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* To release non recurrently (one off) savings associated with the Primary Care Budgets or other allocations which can not see associated
investments be realised in year.

450,000
400,000
350,000

Anticipated Benefits (Inc. Metrics)
* Delivery of non recurrent savings to support ECCCG in delivering its financial plan for 2018/19 and achieving its financial control target.
* Comparison of actual expenditure compared to available funding.

300,000
250,000
200,000

Key Messages
* Critical component for delivery of financial control target agreed with NHS England.

150,000

* Final settlement in relation to GP Pay Review Body not yet reached so expenditure can not yet be finalised.

100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
By Who

Milestone Description

March 2019

Sam Podmore

Prepare forecast expenditure for the year based on robust assumptions and release any savings when comparing the expenditure to the total available resources (recurrent / non recurrent / bf
accruals) for primary care.

March 2019

Sam Podmore

Continually review forecast as the year progresses to ensure the forecast outturn remains accurate.

Due Date
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Agenda Item 2.1

QIPP Programme (2018-19)
Third Sector Grants

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
55,000
55,000
-

High Risk
-

Reporting Period
Jun-18
Scheme Ref
QP/2018/10

Total
55,000
55,000

Apr-18

May-18

Jun-18

Target Savings (£)

-

-

-

6,110

6,110

6,110

6,110

6,110

6,110

6,110

6,110

6,120

55,000

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,120)

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Project Lead
Karen Burton

Third Sector Grants Performance

Dec-18

Jan-19

Feb-19

QIPP Lead
Mohamed Hussain

Mar-19

Clinical Lead
N/A

Total

YTD

(55,000)

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
rd
* To perform a value for money review of the existing 3 sector grants and make a collaborative decision on whether to proceed with
reallocating funding for 18/19, with clinical and patient representative input in the decision making process.

60,000
50,000

Anticipated Benefits (Inc. Metrics)
* Ensure any commissioning investment is targeted at schemes delivering value for money.
*Aligned commissioning with Local Authority.

40,000
30,000

Key Messages
* Potential reputational risk should any 3rd sector grants be ceased which is mitigated by patient involvement in the decision making process
* Impact to other services to be considered as part of the commissioning decision making process
* Review in progress. Outcome currently not finalised.

20,000
10,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

April 2018 Completed

Karen Burton

Hold engagement session with patient representative

June 2018

Karen Burton

Decision to proceed / not proceed with ceasing funding for identified 3rd Sector Grants - decision going to June Executive Committee
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Agenda Item 2.1

QIPP Programme (2018-19)
Audiology - Recommission Service

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
75,000
75,000

Reporting Period
Jun-18
Scheme Ref
QP/2018/11

Total
75,000
75,000

YTD

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

-

-

-

-

-

-

-

-

-

-

-

75,000

75,000

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Lucy Price

Audiology - Recommission Service Performance

QIPP Lead
Lucy Price

Mar-19

Total

Apr-18
Target Savings (£)

(75,000)

Clinical Lead
Dr Gareth Morelli

(75,000)

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* The current audiology service has not been reviewed for some time in terms of quality, efficiency and cost effectiveness. Therefore in light of
the release of new NICE guidance due out in May; ‘hearing loss in adults – assessment and management’, it is timely to undertake an in-depth
review to ensure we are meeting the needs of the Eastern Cheshire population and achieving the best value for money.

80,000
70,000
60,000
50,000

Anticipated Benefits (Inc. Metrics)
* Improved service specification and service efficiencies
* Improved clinical outcomes and patient experience
* Reduction in cost / resources

40,000
30,000

Key Messages
* Review needs to take place of the current clinical quality, patient experience and cost behaviour of the service in order to set appropriate
targets for the future service.
* New contracts must be in place by the 1st March 2019.

20,000
10,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

20/07/2018

Lucy Price

Review the service specification

20/07/2018

Lucy Price

Stakeholder engagement

26/07/2018

Lucy Price

Paper to Programme Management Group, Finance, and Executive Committee outlining commissioning options for new service provision

03/08/2018

Lucy Price

Procurement activities
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Agenda Item 2.1

QIPP Programme (2018-19)
Winter Schemes Funding (BCF / iBCF)
Apr-18

May-18

Jun-18

Realised
62,490

Planned
YTD
Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
250,000
187,510
Nov-18

Dec-18

High Risk
500,000
500,000
Jan-19

Feb-19

Target Savings (£)

20,830

20,830

20,830

20,830

20,830

20,830

20,830

20,830

20,830

20,830

20,830

Savings Realised (£)

20,830

20,830

20,830

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

(20,830)

(20,830)

(20,830)

(20,830)

(20,830)

(20,830)

Project Lead
Elizabeth Insley

Winter Schemes Funding (BCF / iBCF) Performance

(20,830)

QIPP Lead
Elizabeth Insley

Reporting Period
Jun-18
Scheme Ref
QP/2018/13

Total
750,000
750,000

(20,830)

Mar-19
520,870
(520,870)

Clinical Lead
N/A

Total

YTD

750,000

41,660

62,490

62,490

(687,510)

20,830

Exec Lead
Fleur Blakeman

Brief Summary
Scheme Aims
* Secure additional funding for Winter schemes from Better Care Fund (BCF) and /or Improved Better Care Fund (iBCF) to cover estimated
Winter cost pressure of £750k.

800,000
700,000
600,000

Anticipated Benefits (Inc. Metrics)
* If successful, the scheme will release £750k of committed funds to support CCG financial position.
* Replacement funding stream rather than change in service meaning that services required to support urgent care over winter period will be
maintained.

500,000
400,000
300,000

Key Messages
* Initial £260k of funding agreed by BCF governance group from core BCF budget
* Meeting DTOC target is the overarching target for BCF and other winter funding sources for 18/19
* Budget discussions for BCF dependant on in year evaluation of the value schemes
* Whole system benefit from reducing admissions for long term care

200,000
100,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

March 2019

Jo Williams / Niall
O'Gara

Re-distribution of BCF/iBCF funds to Winter Schemes following 1718 end of year prioritisation progress and continuous evaluation of schemes from BCF governance group.
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Agenda Item 2.1

QIPP Programme (2018-19)
Intermediate Care

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
450,000
450,000

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Bernadette Bailey

Intermediate Care Performance

QIPP Lead
Mohamed Hussain

Reporting Period
Jun-18
Scheme Ref
QP/2018/14

Total
450,000
450,000
Mar-19
450,000

Total

(450,000)

Clinical Lead
Dr Mike Clark

YTD

450,000
(450,000)

-

Exec Lead
Fleur Blakeman

Brief Summary
Scheme Aims
* Identify the longer-term commissioning plan for community beds within Eastern Cheshire from 2019 onwards
* Whilst plans above are developed increase the 2018/19 availability of community care, including community beds, in order to provide safe
and good quality care in people’s homes or as near to home as appropriate in community settings.
* Procure cost effective care placements

500,000
450,000
400,000
350,000
300,000

Anticipated Benefits (Inc. Metrics)
* Alignment, joint working and longer term integration of Social Care teams, Intermediate Care, Re-ablement and other services that are integral
to the care communities
* Projected financial saving
* Meeting better care funding savings

250,000
200,000
150,000
100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* The longer term initiative s a CEP project with the main provider who currently provide bed based intermediate care
* If winter pressures are higher than projected there may be a requirement to increase purchasing of community capacity.
* Critical component for maintaining patient flow from admission to discharge
* Understanding current patient demographic in order to commission appropriate level care in the future

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

June 2018

Bernadette Bailey

Draft mandate due to be reviewed by the Programme Management Office in June
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Agenda Item 2.1

QIPP Programme (2018-19)
External Income to offset GP5YFV

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
300,000
300,000

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Dean Grice

External Income to offset GP5YFV Performance

QIPP Lead
Mohamed Hussain

Reporting Period
Jun-18
Scheme Ref
QP/2018/15

Total
300,000
300,000
Mar-19
300,000
(300,000)

Clinical Lead
N/A

Total

YTD

300,000
(300,000)

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* Within the budget for 2018/19 £3 per head has been included in the planning guidance for investment in transformation in Primary Care .
This has been included in CCG budgets (£624k). In parallel NHS England have launched a regional fund for the development of practice
networks which has some cross over. When the CCG Governing Body approved budgets it was recognised that if NHS England were financially
supporting transformation in Primary Care then it may not be possible to find the range of viable schemes/capacity that would offer value for
money for full local investment of the £3 per head.

350,000
300,000
250,000
200,000

Anticipated Benefits (Inc. Metrics)
* The benefit of this approach is that it both supports maximising investment into the local Primary Care system whilst protecting the local
health economy finances

150,000
100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* Maintain close working relationships with NHS England regarding budget flows
* Maintain transparency with member practices via CCG Governing Body on investment decisions
* Understand the impact of CCG compliance / non-compliance with each GP5YFV activity

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

March 2019

Neil Evans

The CCG is offering support to practices in developing their PCN Development Fund bids as well as liaising with NHS England regarding other potential funding sources e.g. previous use of ETTF
funding.

March 2019

Neil Evans

Continue to seek external funding opportunities
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Agenda Item 2.1

QIPP Programme (2018-19)
Quality Premium

Financial Risk Profile (£)
At Risk
On Track
350,000
350,000

Realised
-

Planned
YTD

Oct-18

Mar-19

May-18

Jun-18

Jul-18

Aug-18

Sep-18

-

-

-

-

-

-

58,330

58,330

58,330

58,330

58,330

58,350

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

(58,330)

Project Lead
Julia Curtis

Quality Premium Performance

Jan-19

Feb-19

Apr-18

(58,330)

Dec-18

Reporting Period
Jun-18
Scheme Ref
QP/2018/16

Total
350,000
350,000

Target Savings (£)

(58,330)

Nov-18

High Risk
-

(58,330)

(58,330)

QIPP Lead
Dave Forrester

(58,350)

Clinical Lead
N/A

YTD

Total
350,000
(350,000)

-

Exec Lead
Sally Rodgers

Brief Summary

400,000

Scheme Aims
* To ma ke i mprovements to the quality, outcomes, of servi ces we commission and reduce a ny i nequalities by i mproving a ccess/outcomes
* Uti l ise Quality Premium to help resolve serious quality failures
* We ha ve to publish an explanation of how we plan to s pend the funding
* Potential to generate i n excess of one million pounds (£5 per head of population)
* We ca n use the QP pa yment to pay organisation/s to deliver the i mprovements.

350,000
300,000
250,000
200,000
150,000
100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Planned Target (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Anticipated Benefits (Inc. Metrics)
* Improved quality of s ervice(s), outcomes a nd i nequalities for the patients/population of Eastern Cheshire
* Improved access to servi ces
* Ea rl y Ca ncer Diagnosis (17%)
* GP Acces s and Experience (17%)
* Conti nuing Healthcare (17%)
* Bl oodstream Infections (17%)
* Menta l Health (17%)
* Demand Ma nagement Right ca re (CVD/AF) (17%)
A1 - Type 1 A&E a ttendances (NEW) (50%)
A2 - Non el ective a dmissions with zero l ength of stay (NEW) (50%)
B - Non el ective admissions with length of s tay of 1 da y or more (NEW) (50%)
Ma xi mum 2 month (62-day) wait from urgent GP referral to first definitive treatment for ca ncer (50%)
The number of patients on a n incomplete pathway not to be higher in March 2019 tha n in March 2018 (50%)
Key Messages
* Cl ea r understanding with NHS England local office of progress against ta rgets a nd payment ga teways
i ncl uding A&E tra jectory
* Good tra ck record of performance against clinical i ndicators

Key Milestones
Due Date

By Who

Milestone Description

31/03/2019

Jacki Wilkes

Mental Health Redesign and Consultation

31/03/2019

Jane Stairmand

Right Care CVD/AF

31/03/2019

Dean Grice

GP Access

31/03/2019

Karen Burton

Emergency demand planning ORG

31/03/2019

Tracey Wright

Cancers diagnosed at early stage

31/03/2019

Karen Smith

NHS Continuing Healthcare (NHS CHC)

31/03/2019

MMT

Reducing Gram Negative Bloodstream Infections (GNBSIs) and inappropriate antibiotic prescribing in at risk groups
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QIPP Programme (2018-19)
Dermatology - Recommission Service

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
50,000
50,000
Nov-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

-

-

-

-

-

-

-

10,000

10,000

10,000

10,000

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

(10,000)

Project Lead
Sally Williams

Dermatology - Recommission Service Performance

Jan-19

(10,000)

QIPP Lead
Neil Evans

Reporting Period
Jun-18
Scheme Ref
QP/2018/17

Total
250,000
250,000

Target Savings (£)

(10,000)

Dec-18

High Risk
200,000
200,000

Feb-19

(10,000)

Mar-19
210,000
(210,000)

Clinical Lead
Dr Mike Clark

Total

YTD

250,000
(250,000)

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
*Re-commission the Dermatology Service following the notice of termination from the existing provider

300,000
250,000

Anticipated Benefits (Inc. Metrics)
* As part of the Cheshire East Acute Sustainability work there is the opportunity to explore alternative models of care and provision
* Projected cost saving of £250k from recommissioning at bench marking of tariff pricing without any subsidy
* Sustainable clinical model for residents of Eastern Cheshire

200,000
150,000

Key Messages
* Market management key to successful reprocurement as local market intelligence indicates likely to be low uptake from providers and there
may be transitional costs
* Location of future service requires careful consideration
* Current provider has served notice
* Service specification to be redrawn taking into account future needs and capacity

100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

May 2018 - Completed

Sally Williams

Frequent meetings between existing provider and commissioner with open communications of information.

June 2018

Sally Williams

Alternative arrangements being put in place for existing patients

June 2018

Sally Williams

Considerations to be looked in to for a longer term solution to be put in place.
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QIPP Programme (2018-19)
STP Contribution

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
720,000
720,000

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Mohamed Hussain

STP Contribution Performance

QIPP Lead
Mohamed Hussain

Reporting Period
Jun-18
Scheme Ref
QP/2018/18

Total
720,000
720,000
Mar-19
720,000

Total

(720,000)

Clinical Lead
N/A

YTD

720,000
(720,000)

-

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* Receipt of external funding form NHS England / HCP to offset the £720k payment

800,000
700,000
600,000

Anticipated Benefits (Inc. Metrics)
* If received, it would support ECCCG meetings its 2018/189 planned deficit of £15m and subsequent achievement of the CSF.

500,000

Key Messages
*Critical component of the CCG meeting the deficit controlled total

400,000
300,000
200,000
100,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

31/03/2019

Alex Mitchell

Engage with NHS England concerning previous discussions / proposal that indicted additional external funding could be provided to offset the £720k contribution.
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QIPP Programme (2018-19)
Individual CHC and Complex Case Review

Realised
-

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
250,000
250,000

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Sue Milne

Individual CHC and Complex Case Review Performance

Reporting Period
Jun-18
Scheme Ref
QP/2018/19

Total
250,000
250,000

QIPP Lead
Kevin Valentine

Mar-19
250,000
(250,000)

Clinical Lead
Karen Smith

Total

YTD

250,000
(250,000)

-

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* A reduced number of patients being cared for outside of Cheshire and Wirral
* Individuals being settled into the community, where they and their family would like them to live, through community alternatives to inpatient
care.
* Further services being commissioned strategically rather than via individually funded packages of care.
* Further services being provided by health and social care rather than private providers.
* Increased quality of care.
* Reduced cost of care.

300,000
250,000
200,000
150,000
100,000

Anticipated Benefits (Inc. Metrics)
* Delivering value for money by delivering value for money by commissioning support packages locally within the Cheshire East geography.

50,000

YTD Actual (£)

Risk Adjusted (£)

Planned Target (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* Improving patient experience by bringing care closer to home
* Planned to contain high levels of growth in demand through improved commissioning processes
* Timescales critical to realise full scale of QIPP benefits . Some dependencies on external partners e.g. housing services
* Management of messages to patients and families are key to success
* Best practice bench marking hampered by multiple data sources

Key Milestones
Due Date

By Who

Milestone Description

31/01/2019

Sue Milne

To identify joint commissioning opportunities across Cheshire and Wirral for Complex Care community provision

31/01/2019

Sue Milne

Review and support Communication plans developed by the Working Group

31/01/2019

Sue Milne

Commission jointly on wider footprint to meet the needs identified by the Working Group

31/01/2019

Sue Milne

Work with health and social care providers to adapt existing contracted services to meet patient needs

31/01/2019

Sue Milne

Co-produce and sign a system mandate to prevent wherever possible further patients being placed out of area.
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QIPP Programme (2018-19)
CHC - Responsible Commissioner Review
Apr-18

May-18

Jun-18

Realised
87,510

Planned
YTD
Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
350,000
262,490
Nov-18

Dec-18

High Risk
100,000
100,000
Jan-19

Feb-19

Target Savings (£)

29,170

29,170

29,170

29,170

29,170

29,170

29,170

29,170

29,170

29,170

29,170

Savings Realised (£)

29,170

29,170

29,170

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

(29,170)

(29,170)

(29,170)

(29,170)

(29,170)

(29,170)

Project Lead
N/A

CHC - Responsible Commissioner Review Performance

(29,170)

QIPP Lead
Kevin Valentine

Reporting Period
Jun-18
Scheme Ref
QP/2018/20

Total
450,000
450,000

(29,170)

Mar-19
129,130

Total

58,340

87,510

87,510

(362,490)

29,170

(129,130)

YTD

450,000

Exec Lead
Alex Mitchell

Clinical Lead
N/A

Brief Summary
Scheme Aims
* To ensure that the CHC service has a robust process to validate the Responsible Commissioner arrangements prior to approving packages of
care.

500,000
450,000
400,000
350,000

Anticipated Benefits (Inc. Metrics)
* The key benefit is financial in that ECCCG would only commission packages for which it is the responsible commissioner.

300,000
250,000

Key Messages
* Complexity of cases may challenge timescales in identifying responsible commissioner
* In-house team developing expertise in this area through exploring cases in 16/17 and 17/18
* Maintenance of safe placement of patients is key

200,000
150,000
100,000
50,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

Ongoing

CHC Team

Process is already embedded within the CHC service which is reviewing each case.
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QIPP Programme (2018-19)
Contract Monitoring

Realised
12,510

Planned
YTD

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
50,000
37,490
Nov-18

Dec-18

High Risk
75,000
75,000
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/21

Total
125,000
125,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

79,130

125,000

8,340

Savings Realised (£)

4,170

4,170

4,170

-

-

-

-

-

-

-

-

-

12,510

12,510

-

-

-

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(112,490)

4,170

Variance (£)

Project Lead
Lana Davidson

Contract Monitoring Performance

QIPP Lead
Neil Evans

(79,130)

Clinical Lead
N/A

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* Standard counting and coding checks e.g. correct GP registration
* Targeted checks on counting and coding changes
* Compliance with local policies (PLCV)

140,000
120,000
100,000
80,000

Anticipated Benefits (Inc. Metrics)
* Projected financial saving
* Accurate data to assist with achieving financial savings

60,000
40,000

Key Messages
* Track record of saving between £100 - £260k through contract monitoring processes over the last 3 years
* Number of valid contract challenges should decrease over time as contract data becomes more accurate

20,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

May 2018 - Completed

Neil Evans

Contract monitoring checklist agreed with team (defining priorities)

May 2018 - Completed

Neil Evans

Allocation of analyst resource to undertake standard data queries, and documented process for raising queries/monitoring responses

May 2018 - Completed

Neil Evans

Standard process for following through contractual adjustments (either where evidenced or where providers do not comply with requirements)

May 2018 - Completed

Neil Evans

Recording mechanism for savings compared to queries raised.
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QIPP Programme (2018-19)
PLCV - Contract Compliance
Apr-18

Realised
12,510

Planned
YTD

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Financial Risk Profile (£)
On Track
At Risk
50,000
37,490
Nov-18

Dec-18

High Risk
75,000
75,000
Jan-19

Reporting Period
Jun-18
Scheme Ref
QP/2018/22

Total
125,000
125,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

79,130

125,000

8,340

Savings Realised (£)

4,170

4,170

4,170

-

-

-

-

-

-

-

-

-

12,510

12,510

-

-

-

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

(112,490)

4,170

Variance (£)

Project Lead
Lana Davidson

PLCV - Contract Compliance Performance
140,000

Scheme Aims
* Compliance with local policies (PLCV)

120,000

QIPP Lead
Neil Evans

(79,130)

Clinical Lead
N/A

Exec Lead
Neil Evans

Brief Summary

Anticipated Benefits (Inc. Metrics)
* Projected financial savings
* Contribution to RTT target due to clinically optimise patient flow

100,000
80,000

Key Messages
* Opportunity to fully implement local policy with consistency across local clinicians
* Opportunity will reduce over time as compliance increases

60,000
40,000
20,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

May 2018 - Completed

Neil Evans

Contract monitoring checklist agreed with team (defining priorities)

May 2018 - Completed

Neil Evans

Allocation of analyst resource to undertake standard data queries, and documented process for raising queries/monitoring responses

May 2018 - Completed

Neil Evans

Standard process for following through contractual adjustments (either where evidenced or where providers do not comply with requirements)

May 2018 - Completed

Neil Evans

Recording mechanism for savings compared to queries raised.
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QIPP Programme (2018-19)
Transactional Other (Schemes Under £25K)
Apr-18

May-18

Realised
2,750

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
-

Total

Reporting Period
Jun-18
Scheme Ref
QP/2018/23

2,750

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Target Savings (£)

-

2,750

-

-

-

-

-

-

-

-

-

-

2,750

2,750

Savings Realised (£)

-

2,750

-

-

-

-

-

-

-

-

-

-

2,750

2,750

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

-

-

-

QIPP Lead
Lucy Price

Project Lead
Various

Transactional Other (Schemes Under £25K) Performance

Clinical Lead
N/A

Total

YTD

Exec Lead
Alex Mitchell

Brief Summary
Vodafone Mobile Phone Contract

3,000

Scheme Aims
* Provide better value for money and more security for mobile phones and related communication devices.

2,500
2,000

Anticipated Benefits (Inc. Metrics)
* Cost savings
- Phone and data bill for 2017-18 = £5,655
- Estimated for 2018-19 under new contract = £3,360
- Annual savings on existing contract = £2,295
- Annual savings with the inclusion of Airwatch security = £1,455

1,500
1,000
500

* Improved security – the addition of Airwatch security on devices, will allow the remote wiping of devices and limitations on the type of apps
that can be loaded, to optimise device integrity.

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Key Messages
* Maintain watch on small contracts throughout the year for other opportunities

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

31/05/2018

Mike Purdie

Implement a new contract with single tariff
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Agenda Item 2.2

Governance Body Assurance Framework

Report Author
Alex Mitchell

Contributors
Mike Purdie

Chief Finance Officer/Senior Information
Risk Owner

Corporate Programmes and Governance
Manager
18 July 2018

Date report 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 the updated risks as outlined within the Assurance Framework.

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
Legal / Regulatory
Other – please state





Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce






NHS ECCCG Governing Body Meeting IN PUBLIC 25 July 2018

Agenda Item 2.2

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

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

1.4

During the June 2018 In Camera meeting, the Governing Body undertook a
development session on the Assurance Framework. The session covered a number of
areas including:
 Balance between strategic and operational risk.
 Mitigating actions and impact on current/residual risk.
 Assessment of risk re likelihood and impact, ie, scoring.

1.5

A further session is planned with the Governing Body during the oncoming months
that will enable a wider review and revision to the risks being managed by the
Governing Body via the Assurance Framework.

1.6

In addition, ECCCG is now implementing VERTO as its single system for managing its
projects and organisational risks with the aim to be fully implemented during Quarter 3
of 2018/19. This will also involve the Governance and Audit Committee in reviewing
the process and format of the Assurance Framework based on the reporting options
arising from the new system.

2.

Significant Changes

2.1

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

3.

New Risks for Consideration

3.1

There are no new risks for consideration.

4.

Proposed Risk to be Removed

4.1

There are no risks proposed for removal.

5.

Deep Dive

5.1

The Deep Dive review for this month is GBAF 506 Dermatology.
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6.

Recommendations

6.1

The Governing Body is asked to approve:
 Updated risks as outlined within the Assurance Framework.

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

16.

Communication

16.1

N/A

17.

Background and Options

17.1

N/A
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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

Appendix A

CLICK HERE to view the 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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Report Title

Agenda Item 2.2

Governing Body Assurance Framework

Appendix A
Governing Body Assurance Framework

Appendix A
Governing Body Assurance Framework
GBAF No Title

18 July 2018

GB Review Date Corporate Objectives

Active Risks

Score

Initial | Previous | Proposed

316 Redesign of Adult Mental Health Services

27-Feb-19

16

16

16

371 Primary Care Support England

27-Jun-18

12

16

16

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

30-Jan-19

12

16

16

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

26-Sep-18

20

16

16

494 Premises Lease Expiration

31-Oct-18

16

16

16

493 Ambulance Response Programme

29-May-19

20

20

16

510 2018/19 QIPP Delivery

27-Mar-19

16

16

16

506 Dermatology

25-Jul-18

15

15

15

491 Sustainability of Clinical Services at East
Cheshire NHS Trust

24-Apr-19

15

15

15

508 Non Urgent Patient Transport

28-Nov-18

12

12

12

Low to Medium Risk

18 July 2018

High Risk

Very High Risk
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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 2017 Eastern Cheshire, South Cheshire and Vale Royal in partnership with Cheshire and Wirral
Partnership developed a range of options for Adults and Older Peoples 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

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

Risk Score
25

12

Appetite

20
15

Jul '18

Jun '18

May '18

Update Status Current

Apr '18

0

Feb '18

Update Date

Jan '18

5

Nov '17

Risk Closure

Oct '17

10

Sep '17

03/09/2018

Aug '17

Target Date

Jul '17

12/05/2017

Jun '17

Date Added

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. The CCGs Joint Committee, ECCCG,
SCCCG & VRCCG Governing Bodies, CWP Board,
OSC and the NHS Assurance Process have
supported us going to consultation which closed on
29th May.

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

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

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

18 July 2018
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Active Risks
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 ran until 29 May
2018.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Plans are not authorised by
Governing Body and Ext.
Organisations

Demonstrate adherence to
NHSE guidance for planning
assuring and delivering
service change and satisfying
the 5 tests of service
reconfiguration and is
affordable.

Jacki Wilkes

28/09/2018

Maintaining Clinical Safety
Redesign

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

28/09/2018

External challenge to consultaion Maintain clear and auditable
processes which demonstrate
due process had they been
followed. Secure external
expertise and legal advice
during this process.

18 July 2018

Jacki Wilkes

Target Date

Closed Date

26/10/2018
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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

Original

3

4

12

Current

4

4

16

Risk Score
25

12

Appetite

20
15

01/07/2016

Target Date

31/03/2019

Risk Closure
Update Date
Update Status Current

10

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.

5
0

Ju
l'
Au 17
g
'1
Se 7
p
'1
Oc 7
t'
No 1 7
v'
1
Ja 7
n
'1
Fe 8
b
'1
Ap 8
r'
M 18
ay
'1
Ju 8
n
'1
Ju 8
l'
18

Date Added

Rationale Current Score

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 paymentsPerformers list
issues and general GP payments issues look to
have been resolved / business as usual process
now in place and looking to be working.

18 July 2018
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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?)

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

Dean Grice

18 July 2018

Target Date

Closed Date

30/04/2019
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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

3

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
very severe needs are
accepted.Referrals into
the autism and ADHD service
are significantly higher than
anticipated with waiting times
increasing to 24 months. It is
now at 22 months.

Risk Score
25

12

Appetite

20
15

Jul '18

Jun '18

May '18

Update Status Current

Apr '18

0

Feb '18

Update Date

Jan '18

5

Nov '17

Risk Closure

Oct '17

10

Sep '17

09/09/2018

Aug '17

Target Date

Jul '17

09/09/2016

Jun '17

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. In response
to feedback from external review by CQC and
Ofsted, Cheshire East will redesign the
autism/ADHD pathway to ensure it is NICE
compliant. Post project evaluation of the Autism
and ADHD service shows more referrals into the
service than predicted and a delay in recruitment
has contributed to long waits. Full team now in
post, working with team to streamline the pathway.
Working with South Cheshire CCG to redesign

Sustained increase in demand for services against
predicted need based on peer benchmarking.

18 July 2018

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
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Active Risks
Autism / ADHD pathway and ensure it is NICE
compliant.
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 postsMonthly monitoring of
waiting times is on-going. Performance trajectory
reported to NHS England monthly. £47k
investment in 18/19 for crisis 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

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.

Risk Actions
Risk Action Title

Risk Action Description

Owners

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

17/05/2018

Commissioning Intentions

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

Jacki Wilkes

31/05/2018

17/05/2018

Redesign 0-16+ 16-19 Services

Undertake detailed analysis
and service redesign

Jacki Wilkes

01/09/2018

Develop investment proposals

Develop proposals for short
term investment for 11-19
CAMHS across voluntary and
secondary care services,
ahead of the wider service redesign.

Jacki Wilkes

28/09/2018

18 July 2018

Target Date

Closed Date
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Active Risks
Key ID 27

Assurance Framework?

16

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 Clinical, Operational, Quality and Performance
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

4

4

16

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

Risk Score
25

12

Appetite

20

Date Added

13/04/2018

15

Target Date

10

Risk Closure

5

Update Date
Update Status Current

0
Apr '18

May '18

Jun '18

Jul '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. Patient Flow work plan developed
June 2018. 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.Action on A&E
programme includes focus on culture and
communication to engage whole system including
clinicians.

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

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

18 July 2018
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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 FrailtyFocusing 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 June
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* Venn Consulting
have been commissioned to support a demand
and capacity model.* GP Extended Hours
planned for go live in October 2018.6) An
additional set of winter plans has been developed
with a focus on reducing the rate of bed occupancy

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.Performance has improved in
2018/19Quarter 1 18/19
87.49%Quarter 2 17/18
86.96%Quarter 3 17/18
81.56%Quarter 4 17/18
71.21%June 1 to 7th
93.19%

Risk Actions
Risk Action Title

Risk Action Description

Owners

Develop additional actions to
reduce bed occupancy

A range of additional
schemes have been
developed to reduce bed
occupancy to <90% for
winter. The detailed project
plans need to be developed
and costed.

Neil Evans

18 July 2018

Target Date

Closed Date
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Active Risks
NHS 111 Online Portal for
Cheshire

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

27/07/2018

Undertake detailed modelling
on A&E breach analysis for RCA

Review timing and reasons
for breaches mapped against
hours of day and bed
availability.

Karen Burton

27/07/2018

Eastern Cheshire System Wide
Winter Plan

A first iteration of the winter
plan was submitted during
April and now further
iterations are being
developed. This will include
working with all parts of the
system to develop their
contribution to supporting
urgent care system.

Neil Evans

31/07/2018

demand and capacity modelling The system, with NHS
England support, has
commissioned an external
consultancy to support
development of a whole
system demand and capacity
model.

Karen Burton

17/09/2018

Action on A&E Programme North Region

Karen Burton

30/11/2018

18 July 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.
Work Plan developed.

29/06/2018
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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

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

Risk Score
25

12

Appetite

20

Date Added

17/01/2018

Target Date

30/06/2018

Risk Closure

15
10
5

Update Date
Update Status Current

0
Apr '18

May '18

Jun '18

Jul '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.2) Developing interim solution for the

1) Options appraisal completed and stakeholders
have agreed next steps / Outline Business Case
timeline agreed.2) Stakeholders are supporting

18 July 2018
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Active Risks
individual practice at risk.2a) Use of alternative
practice site2b) 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.3) Explore
viability of non NHS sourced investment into
capital development and lease back

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

Target Date

Cost analysis of interim solutions Cost analysis of various
interim solutions to be
generated. Meeting took
place 19th June to refine
shortlist and now further work
is taking place to ensure
costings are accurate.

Dean Grice

31/08/2018

Explore viability of non NHS
capital options

Undertake analysis of private
landlord development
options. Including research
through Cheshire CCGs and
Local Medical Committee.

Neil Evans

28/09/2018

Peer Group Estates Options
Appraisal

For the long-term estates
Dean Grice
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. This
work is pending funding being
released by NHS England
through ETTF. The decision
on this is not due until August.

18 July 2018

Closed Date

28/09/2018
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Active Risks
Key ID 23

Assurance Framework?

16

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

4

4

16

Rationale Current Score
•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

15
10
5

Update Date
Update Status Current

0
Feb '18

Apr '18

May '18

Jun '18

Jul '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
partially in place but further development required.

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

Commissioners and Regulators agreement NWAS
performance and improvement plan including
improvement trajectories. This includes additional
investment to increase capacity and revise delivery

18 July 2018

-Specific concerns have been raised in relation to
Health Care Professional (HCP) and Mental Health
crisis response priorities these are being reviewed
to ensure protocols are robust
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Active Risks
trajectoriesCommissioning Intentions being
developed to ensure future year priorities are
included in contractsIssues with serious
incidents are being escalated within NWAS to
ensure responses and learning is maximised.

models. The Improvement Plan contains detailed
actions and timelines for delivery.Improved data
flows are now in place to allow monitoring of
performance.

Risk Actions
Risk Action Title

Risk Action Description

Agreement of investment
requirements to support
improvement plan.

As part of the CCG
Jerry Hawker
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.

27/04/2018

17/05/2018

NWAS improvement plan
implementation

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 ARP information

Work with Blackpool CCG and
NWAS to provide robust CCG
level data on ARP
performance.

Jim Britt

20/07/2018

12/07/2018

Responses to incidents (health
care professional and mental
health crisis)

Work with NWAS to clarify
(and improve) the appropriate
response to patients
assessed by professionals as
being at particular risk. This
is following a number of
incidents where the
perception of the professional
is that the response has been
excessive due to the priority
given to the emergency call.

Jim Britt

31/08/2018

commissioning intentions

Work with partners across
North West to develop
commissioning intentions for
future emergency ambulance
commissioning.

Jim Britt

28/09/2018

Cost apportionment

Work with collaborative
commissioners to develop
future payment mechanisms

Jim Britt

28/09/2018

18 July 2018

Owners

Target Date

Closed Date
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Active Risks
NWAS Improvement Plan
(Ambulance Response
Programme)

18 July 2018

NWAS to implement a range
Jim Britt
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. Realignment of the responding
staff and fleet to increase the
number of double staffed
Emergency Ambulances by 49
to meet the ARPStandards
to.3. Improvements
delivered by internal
efficiencies and
standardisation within the
Emergency Operations Centre
(call handling) element
ofthe 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.

29/03/2019
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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

Rationale Current Score
18/19 Recovery Programme
identifies a number of
schemes which are at high risk
of non delivery. Mitigating
schemes are being explored
which would reduce the risk
score once identified.

Risk Score
25

12

Appetite

20

Date Added

18/04/2018

Target Date

31/03/2019

Risk Closure

15
10
5

Update Date
Update Status Current

0
Apr '18

May '18

Jun '18

Jul '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.

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
opportunities.Possibility to work with NHS
England to seek further assurance on ECCCG
financial position and provide assistance in
implementing extremely challenging 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.Continually Review forecast to ensure
accurate and reflective of external conditions.

18 July 2018
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options.Commissioning Capability Programme
completed with learning being applied to
identification of additional QIPP / mitigating
schemes.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Formal Recovery Plan

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

Alex Mitchell

27/06/2018

27/06/2018

Commissioning Capability
Programme

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

Alex Mitchell

25/07/2018

30/06/2018

NHS England Feedback on FRP

Amend plan base don
feedback form NHS England
on Draft FRP 2018/19 &
2019/20 submitted on 29
June 18

Alex Mitchell

31/07/2018

Identify Mitigation Schemes

Reduce the net risk to 0 by
the identification of additional
mitigating schemes

Alex Mitchell

31/07/2018

18 July 2018

Target Date

Closed Date
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Active 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

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

Risk Score
25

12

Appetite

20

Date Added

12/04/2018

Target Date

31/08/2018

Risk Closure

15
10
5

Update Date
Update Status Current

0
Apr '18

May '18

Jun '18

Jul '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 to assess options to develop
solutions.

No suitable alternative provider has been identified
despite discussions with the identified options.
CCG could issue an Any Qualified Provider advert
for Dermatology although market intelligence
would indicate there is likely to be little
interest.Maintaining a service (even after the
efficiency savings) is likely to require a level of
"over tariff subsidy" to be financially viable.There
is a national shortage of NHS Dermatology
clinicians.

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

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

18 July 2018
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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
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 capacityWork to identify care
which could be provided in Primary Care (Minor
Surgery) has been identified and the CCG is
highlighting to GP practices alternatives.The CCG
is reviewing the existing service specification to
identify how a local service could be developed
that is deliverable within the clinical capacity and
financial constraints.

Risk Actions
Risk Action Title

Risk Action Description

Owners

Minor Surgery

Highlight to practices
community alternatives for
minor surgery and
benchmarking where
practices minor
surgery/dermatology activity
is higher.

Neil Evans

27/04/2018

11/05/2018

Communications Strategy

Partners developing Comms
strategy to ensure staff and
patients know about potential
transfer of service. This
includes a range of FAQs to
respond to queries

Neil Evans

27/04/2018

11/05/2018

Cessation of local Photo
Dynamic Therapy

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

Neil Evans

29/06/2018

12/07/2018

Organisational Changes

Vernova internal staffing
restructure to be completed

Neil Evans

29/06/2018

12/07/2018

18 July 2018

Target Date

Closed Date
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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

29/06/2018

12/07/2018

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

12/07/2018

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

12/07/2018

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

12/07/2018

Develop new specification

In order to maintain
Dermatology access a new
service specification will be
developed looking at what
provision needs to be in a
specialist service and
considering primary care
capability/capacity,
procedures of clinical value
as well as best practice
guidance.

Neil Evans

17/08/2018

Assess deliverability of new
specification with existing
provider

As existing provider is
currently working to a
contract termination (driven
by financial non viability)
explore their willingness and
capacity to deliver a revised
service model.

Neil Evans

31/08/2018

18 July 2018
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Costing of revised specification

Assess costs of new delivery
model based on revised
specification to assess
potential financial pressure.

Neil Evans

31/08/2018

Clincal Triage

To ensure the specialist
service is only being required
to see patients who meet the
existing (and subsequently
future) service specification
clinical triage of referrals will
be explored and implemented
in the way assessed as most
effective. This is likely to
include teledermatology.

Neil Evans

28/09/2018

18 July 2018
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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

15

Target Date

10

Risk Closure

5

Update Date
Update Status Current

0
Feb '18

Apr '18

May '18

Jun '18

Jul '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.Memorandum of
Understanding agreed.

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.

18 July 2018
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Mitigation Action (What have we done/what more
can we do)

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

0

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

Confirm Place and agree MoU

Confirm Place and agree MoU Jerry Hawker

23/05/2018

17/05/2018

Commissioning Capability
Programme

Leadership assessment
process

Jerry Hawker

31/05/2018

07/06/2018

Service Proposals

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

Jerry Hawker

20/07/2018

18 July 2018

Owners

Target Date

Closed Date
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Active 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

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

Risk Score
25

12

Appetite

20

Date Added

13/04/2018

15

Target Date

10

Risk Closure

5

Update Date
Update Status Current

0
Apr '18

May '18

Jun '18

Jul '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 Cheshire,
Warrington and Wirral.

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

18 July 2018
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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

Agree and recruit project team

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

Jim Britt

27/04/2018

08/06/2018

Project planning

Wirral/Blackpool CCGs
develop project plan and
timelines.

Jim Britt

29/06/2018

12/07/2018

Invitation to Tender Published:

Following development of
service specifications and
associated project plans an
ITT is issued for Cheshire,
Warrington and Wirral CCGS

13/07/2018

12/07/2018

Review and assess Bids from
procurement

Contract Negotiations

Implement new
contract/provider

18 July 2018

Agree contract and
implementation plans with
successful bidder

Target Date

Jim Britt

19/09/2018

Jim Britt

12/11/2018

Jim Britt

29/03/2019

Closed Date
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Purpose of paper / report
To outline a proposal for the commissioning of an Integrated Community Stroke
Rehabilitation Service (ICSRS) for the people of Eastern Cheshire and proposals which:
 Provide evidenced based care for improved patient outcomes
 Demonstrates how this will improve patient experience and improve performance
 Are financially robust
 Follows due process for the commissioning of this service.

Reason for consideration by Governing Body
 To address the commitment made by the Governing Body in 2016, when the decision
was supported to transfer all acute care to specialist centres, to commission an ICSRS
 The total value of the proposed service over 3 years will be in the region of £1.5 million
and is therefore beyond the delegated authority of any sub- committee of the Governing
Body.
Outcome
Required:

Approve

 Ratify

Decide

Endorse

For
information

Recommendation(s)
The Governing Body is asked to
 approve the commissioning of an Integrated Community Stroke Rehabilitation Service
and delegate to the Executive Committee the decision in relation to the procurement
route.

Benefits / value to our population / communities







Stroke survivors receive evidence based community care
Patient care tailored to individual needs and closer to home
Earlier discharge from hospital
Sustainability of hyper acute services as a result of improved patient flow
Financial gain resulting from a shift to national rather than premium tariff.
Reduced readmissions to hospital from care homes
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Commissioning an Integrated Community Stroke Rehabilitation
Service
1.

Executive Summary

1.1

In March 2015 acute stroke services in Greater Manchester were centralised in
accordance with best practice, and by the 1st October 2016 Eastern Cheshire CCG
had transferred all acute stroke inpatient services to specialist centres in Stepping Hill
Hospital (SHH) in Stockport, and University Hospital of North Midlands (UHNM) in
Staffordshire. This centralisation has led to significant improvements with patients now
receiving an 'A' rated score for the level of services they receive (Sentinel Stroke
National Audit Programme (SSNAP).

1.2

In 2016/17 a total of 308 people living in Eastern Cheshire were diagnosed with a
stroke at one of our commissioned acute service providers, and of these 246 people
survived. There is estimated to be another 50 people from Eastern Cheshire per year
who present elsewhere who have a confirmed stroke diagnosis.

1.3

In transferring the acute service, the CCG agreed to pay SHH a premium until such
time that the average length of stay was reduced to the Greater Manchester average.
Following discussions with SHH from 1 April 2018, the size of the premium payable
has reduced. Following a clinical audit of long stay patients, discussions were held
with SHH executive management and an action plan has been implemented to ensure
that these patients are appropriately discharged with support through social care and
in some instances Continuing Healthcare Packages, a process which is managed
through bi-weekly calls.

1.4

This business case focuses on the undertaking given, prior to the transfer of services
in October 2016, to put in place an ICSRS which will allow a further reduction in length
of stay to Greater Manchester averages.

1.5

To further improve the outcomes and experience of people who survive a stroke,
Eastern Cheshire Clinical Commissioning Group (ECCCG) is looking to commission
an ICSRS for the people of Eastern Cheshire which will not only support more timely
discharge from hospital but will provide care closer to home, which addresses the
physical, psychological and social wellbeing needs of people.

1.6

The amount available for the Community Stroke Rehabilitation Service is £500,000
(£250,000 in 2018/19). In addition, we are commissioning the Stroke Association to
support this service at approximately £75,000 per annum.

2.

Recommendation

2.1

The Governing Body is asked to:
 approve the commissioning of an ICSRS and delegate to the Executive Committee
the decision in relation to the procurement route.
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3.

Reason for recommendation:

3.1

To deliver on the commitment made by the Governing Body in 2016, when the
decision was supported to transfer all acute care to specialist centres, to commission
an ICSRS.

3.2

Ensure the people of Eastern Cheshire have access to evidence based quality stroke
rehabilitation services in line with national policy and guidance.

3.3

To improve the experience of stroke survivor’s and their carers by providing services
closer to home.

3.4

Achieve system sustainability and financial benefits through reduced length of stay in
hospital and realignment of financial costs from premium to national tariff.

4.

Peer Group Area / Town Area Affected

4.1

The proposed new service would be for all stroke survivors registered with a GP in
Eastern Cheshire.

5.

Population affected

5.1

There were no risks identified following the completion of the Equality Impact
Assessment.

6.

Context

6.1

In 2016/17 a total of 308 people living in Eastern Cheshire were diagnosed with a
stroke at one of our commissioned acute service providers and of these 246 people
survived. There is estimated to be another 50 people from Eastern Cheshire per year
who present elsewhere with having had a confirmed stroke.

6.2

In March 2015 acute stroke services in Greater Manchester were centralised, and by
1st October 2016 Eastern Cheshire CCG had transferred all acute stroke inpatient
services to Stepping Hill Hospital (SHH) in Stockport, and University Hospital of North
Midlands (UHNM) in Staffordshire North Midlands. This centralisation has led to
significant improvements with patients now receiving an 'A' rated score for level of
service they receive (Sentinel Stroke National Audit Programme (SSNAP).

6.3

In transferring the service, the CCG agreed to pay SHH a premium for the service until
such time that the average length of stay was reduced to the Greater Manchester
average. Following discussions with SHH from 1 April 2018, the size of the premium
payable has reduced. Following a clinical audit of long stay patients, discussions were
held with SHH executive management and an action plan has been implemented to
ensure that these patients are appropriately discharged with support through social
care and in some instances Continuing Healthcare Packages, a process which is
managed through bi weekly calls.
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6.4

The introduction of an ICSRS is expected to reduce the length of stay by a further 6-8
days and provide an opportunity to renegotiate the tariff to bring it in line with national
rates hence reducing that premium.

6.5

Stroke survivors from Eastern Cheshire currently access some rehabilitation services
from the existing community provider but these are mainly routine in nature following a
period of inpatient rehabilitation. It does not enable people to be discharged early.
There is a small number of staff within this generic team with specialist stroke
experience. Feedback from the provider however suggests that people are starting to
be discharged earlier from stroke units with increasing needs and in prioritising these
patients the impact is being seen elsewhere in the system with longer waiting times of
up to 3 months for frailty services.

7.

Finance

7.1

Patients currently receive their entire specialist stroke rehabilitation care in an
inpatient setting resulting in an average length of stay for Eastern Cheshire patients of
26 days against a national best practice average of 18-20 days. The CCG has agreed
a premium rate for these patients amounting to £779,625 per year above the national
tariff. The introduction of an ICSRS is expected to reduce the length of stay by 6-8
days and provide an opportunity to renegotiate the tariff to bring it in line with national
rates hence reducing that premium.

7.2

A change in the basis of the contract from a “block” to an activity basis is likely to
incentivise the provider to further reduce excess bed days potentially giving rise to
further financial efficiencies.

7.3

It is expected that as a result of the varying actions taken, the number of excess bed
days required would reduce giving further potential savings of £61,000. Furthermore, a
change in the basis of the contract from a “block” to an activity basis is likely to
incentivise the provider to further reduce excess bed days potentially giving rise to
further financial efficiencies.

8.

Quality and Patient Experience

8.1

There is a compelling quality and outcomes case for change which supports the
introduction of an integrated community stroke rehabilitation service.

8.2

Clinical Quality and Outcomes - Stroke rehab is a multidimensional process which is
designed to facilitate resolution of or adaptation to, the loss of physiological or
psychological function. Rehab aims to enhance functional activities and participation in
society and thus improve quality of life.1

8.3

Current National Institute for Health and Care Excellence (NICE) and Royal College of
Physicians (RCP) guidelines2 for stroke recommend community stroke rehabilitation

1
2

https://www.nice.org.uk/guidance/CG162
https://www.nice.org.uk/guidance/cg68
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services3 to provide specialist stroke rehabilitation following transfer home from
hospital, including those going into residential or nursing homes.4 Many people report
feeling afraid or unsupported and carers report feelings of abandonment (Stroke
Association 2015), this has been echoed by our patient engagement.
8.4

Patient acceptability - Whilst the changes brought about by the reconfiguration of
acute inpatient services have been very positive both in terms of clinical outcomes,
recovery and experience, Eastern Cheshire CCG recognises people who would
benefit from specialist rehabilitation services are staying an average 6-8 days longer in
hospital, some distance from families and carers and would prefer to be supported at
or closer to home.
We know from engaging with local stroke groups that maximising recovery and
independence is everything, and this includes not just the immediate period following
a stroke but for the rest of their lives. People want wherever possible to return home,
continue to work if they can and reconnect socially with their families and local
communities. We also know that currently these services are not integrated and that
there are gaps, with people, once able to return home, sometimes having to wait for
community support.
Stroke survivors from Eastern Cheshire currently access some rehabilitation services
from the existing community provider but this is mainly routine in nature following a
period of inpatient rehabilitation. It does not enable people to be discharged early
achieving a reduced length of stay as this is not currently commissioned. There is a
small number of staff within this generic team with stoke experience. Feedback from
the provider however suggests that people are starting to be discharged earlier from
Stroke units with increasing needs and in prioritising these patients the impact is being
seen elsewhere in the system with longer waiting times of up to 3 months for frailty
services.

8.5

The following case study demonstrates the current gaps in service provision and the
benefits that would be achieved through the commissioning of an Integrated
Community Stroke Rehabilitation Service:
Case study
Despite taking medication for high blood pressure, Mr A enjoyed good health until
February of this year when his wife came downstairs early one afternoon to find that Mr A
had had a stroke. Mrs A recognised the Face, Arm, Speech, Time (FAST) signs and
dialled 999. Mr A was taken straight to the Hyper Acute Stroke Unit at Stepping Hill
Hospital where he had a scan which didn’t confirm a stroke but in the absence of the scan
showing any kind of bleed an ischaemic stroke was diagnosed. Stroke was caused by a
blood clot and therefore promptly received the clot busting therapy, thrombolysis. Mrs A

3
4

http://www,nice.org.uk/guidance/cg162
http://www.rcplondon.ac.uk/guidelines-policy/stroke-guidelines
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left the hospital later that evening after her husband had received thrombolysis on the
understanding that he had responded well.
Sadly the next morning Mr A had developed significant left sided weakness and was very
unwell, a further scan confirmed that he had had a bleed following thrombolysis. The next
3 weeks were extremely difficult, Mr A has limited recall of them but Mrs A kept a diary
record. For the next two weeks he was not able to open his eyes. Mr A was treated for a
chest infection and a urine infection and Mrs A was prepared for the worst by the medical
team. At the time it was felt that Mr A may not survive.
After five days Mr A was moved to a rehabilitation ward, at first physiotherapy was aimed
mainly at making Mr A more comfortable through re-positioning and chest aspirations. At
around two weeks the physiotherapists enabled him to sit up on the edge of his bed and
happily progress started to be made. Despite his frailty, Mr A commenced physiotherapy
with great determination. Whenever a milestone in physiotherapy or speech and language
was reached a card would be placed above his bed by the therapists stating his
achievements. This was encouraging for both Mr and Mrs A. A major milestone for Mr A
was having the naso-gastric tube removed and progressing from a pureed diet, through
stages, onto a normal diet.
Three months after the initial stroke he was able to walk unaided to the toilet thereby
regaining some independence and dignity. Discharge home was beginning to be
mentioned but there was no formal MDT meeting involving Mr and Mrs A to plan for this.
A home assessment with Occupational Therapy and Physiotherapy was arranged.
Thereafter an overnight stay for Mr A, which went well during the day but was very difficult
during the night. (Mr and Mrs A felt that a longer visit would have been helpful in terms of
better anticipating and planning for their needs on discharge).
Mr A was discharged home 14 weeks after his stroke and he waited 2 weeks for a physio
assessment and has since had one physio treatment at home and more have been
scheduled, however despite Mrs A’s attempts to arrange he has had no follow up, since
discharge, from SALT or OT. Mr and Mrs A are well supported by the stroke association
to enjoy and manage life after stroke.

8.6

Objectives - In summary then the main objectives of this proposals are to:
 maximise recovery and improve functional and mobility outcomes
 ensure the care our patients receive is evidenced based and meets the standards
described nationally
 reduce the time spent in hospital away from family and home
 provide services which are integrated and support quality of life after stroke

8.7

Benefits - A number of key benefits have been identified linked to outcomes and the
measures described below. Benefits include both patient, system and financial gains
including access for stroke survivors of evidence based community care tailored to
their individual needs, earlier discharge from hospital ensuring the sustainability of
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hyper acute services as a result of improved patient flow and a shift to national rather
than premium tariff as a result of the reduced length of stay.
Measure description
Percentage of adults having
stroke rehabilitation
in hospital or in the
community OFFERED at least
45 minutes of each relevant
therapy for a minimum of 5
days a week for up to 6 weeks
Percentage of patients
reporting positive experience
on friends and family test or
patient experience survey
(which must include F&F test)
Percentage of adults who
have had a stroke and require
rehabilitation have their
rehabilitation goals reviewed
at regular intervals (weekly)
Percentage of patients who
demonstrate positive
improvement following
Community Rehabilitation
Team intervention
Percentage of adults who
have had a stroke who
can be referred to a clinical
psychologist with expertise in
stroke condition
rehabilitation who is part of
the core multidisciplinary
rehabilitation team
Percentage of adults who
have had a stroke are
offered active management to
return to work and advice on
driving if they wish to do so
Percentage of patients who
were screened on
admission to the Community
Rehabilitation Team for mood
disturbance and cognitive
impairment

Threshold

85%

90%

100%

Benchmark
locally

Data
Data collection timeline
collection tool
During admission
to stroke unit and
also by the ICSRS at
SSNAP
time of discharge and
(custom fields)
measured by the same
team

Comment

NICE
Standard 2

Discharge from
hospital and from
Friends and
community team and 6
family test.
months post index
Questionnaire
stroke
During admission
to stroke unit and
SSNAP
referral to community
(custom fields)
team

SSNAP
(custom fields)

NICE
Standard 6

Admission to and
discharge from
community team
& 6/12 months post
index stroke

85%

SSNAP
(custom fields) Discharge from hospital

80%

SSNAP
(custom fields)

During admission
to hospital and to
community team

NICE
Standard 5 (RTW
only)

90%

SSNAP
(custom fields)

During admission
to community team

Previous
NICE
Standard

NICE
Standard 3
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Percentage of patients
referred seen within 72 hours
for an assessment by the
Community Rehabilitation
Team

95%

Within 3 days of
SSNAP
referral to community
(custom fields)
team

Previous
NICE
Standard

9.

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

9.1

To inform the development of proposals for the commissioning of an Integrated
Community Stroke Rehabilitation Service (ICSRS) and with support from both
Knutsford Stroke Club and the stroke association we held 4 listening events between
2016 and June 2018 and a 1 to 1 patient and carer case study interview. This builds
on the work undertaken by the Greater Manchester Stroke Network, by gaining a
clearer understanding of the local experiences of people who have suffered a stroke
and those who are carers. Table one below shows details of the events and the
number of attendee’s at each.

9.2

Table one: Integrated Community Stroke Rehabilitation Service - Listening events
Event

Date

Number of
attendees

Reference

Stroke Rehab Patient
Advisory Group

24 January 2018

7

A

Knutsford Stroke Club

5 July 2016 and 6
March 2018
14 June 2018

Circa 35 and Circa
25
27 + 1 written
feedback

B

25 June 2018

2

D

Stroke Association
listening event
1 to 1 case study
interview

C

9.3

We have been fortunate to speak with a number of stroke survivors and their carers
about what worked well for them, what didn’t and what was most important to them,
not only at the time of the stroke but afterwards, in terms of getting on with life. The
main themes arising from our conversations are physical recovery, psychological
needs, social needs, practical help information, and support for carers and quality.
Each of these is captured below alongside actual comments gathered. For each
section we have reference the event where the theme or comment was gathered
(table one above).

9.4

Key themes include:
9.4.1 Physical recovery - Some Stroke survivors talk about the initial fear that they
won’t survive and then the importance of recovery at the earliest stages. We
heard from many that speech was the first thing they focus on closely followed
by movement mobility and regaining the ability to self-care. We heard from
people that exercising very early on is the key to recovery and despite the
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overwhelming fatigue and tiredness they feel there is a fierce determination to
fight back. People talk about the different approaches to exercise, from helping
each other to dancing in chairs and the importance of making it enjoyable and
fun wherever possible.
9.4.2 Psychological needs - From the feedback gathered it would appear that there
is much more support needed to address the psychological needs of people
who have survived stroke to help support them with everything from fear that
this will happen again to self-belief and confidence. We heard that the
emotional changes caused by a stroke are significant and not always as well
managed as the physical symptoms.
9.4.3 Social needs - Stroke survivors and their carers talked about the need to join
up health and social care, and the difficulty some had experienced in trying to
arrange support themselves. We heard that ‘life after stroke’ was something
that people wanted to focus on very early in their journey, even those still in
hospital because independence and getting home was everything.
9.4.4 Practical help - We heard very clearly the need for rehabilitation services to
have at its core the promotion of independence and resilience and provision of
practical solutions such as home adaptations to be organised early on in the
process. The services we commission should be tailored to the individual and
enable them to do as much for themselves as possible.
9.4.5 Information - Information is really important for both stroke survivors and their
carers. Ranging from the physical changes resulting from the stroke through to
what to expect longer term information giving could be improved and needs to
feature clearly in our plans moving forward. People wish to understand what
symptoms are to be expected and how to deal with them. A number of people
suggested having a key professional they could turn to for help and advice
would be of great benefit.
9.4.6 Support for carers - We heard repeatedly that the people who suddenly find
themselves in a caring role need help and support, and that their health and
wellbeing is as important as the person they are caring for. Limiting the time
spent away from home is a key issue here along with the need not only to
educate carers but also include them in the preparation and planning for
discharge.
9.4.7 Quality of care - A key theme coming from many conversations was the
importance of continuity of care where people were not required to repeat their
stories and where relationships between patient, carer and therapist were
allowed to develop. People also commented on the detrimental effect that
delays and long waiting times had on their recovery and there was much
support for a service which was integrated and tailored to meet the needs of
individuals.
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9.4.8 The information gathered has informed the plans in a number of ways:
 The comments and feedback have informed the benefits and measures used
in the specification for service and in the measure’s we will include in the
contract which will be monitored regularly
 The case study we have used to bring to life the needs of people who have
survived a stroke to ensure that we keep in mind the human story behind our
plans and proposals
 The experience of people have been used to describe the improvements we
require in the quality of services and will be included in the schedules we use
alongside the contract which again is measured and used to hold providers
to account
 The ideas and concerns which will determine not only the operating policy
which is how the provider of service describes how they will deliver the care
but also help to inform how we will work with social care to improve life after
stroke.

10.

Health Inequalities

10.1

The new model of care takes account of all stroke survivors including those people
transferred to long term placements where rehabilitation is not achievable but where
specialist support for symptom control would be beneficial. There is no identified
health inequalities created within the proposals.

11.

Equality

11.1

The scope of the report will impact positively on the CCG meeting its Public Sector
Duty around any of the nine protected characteristics. Impact Assessments have been
carried out for Equality, Quality and Privacy and have been signed off by the
appropriate leads.

12.

Legal

12.1

A robust procurement will be undertaken if the paper is approved by the Governing
Body Members. It is not anticipated that there will be any legal risks/implications to the
CCG as a result of the procurement.

12.2

Initially directors of Finance will be contacted to invite expressions of interest.

12.3

Should only one provider come forward then an open tender will not be undertaken
and the timelines will follow a single provider procurement process with new service in
place by January 2019.

12.4

Should more than one provider express an interest then a full tender process will be
followed with new service in place by March 2019.

13.

Communication and engagement

13.1

Subject to approval to proceed, the CCG will undertake the necessary
communications to enable the procurement to take place and notification of interested
parties.
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14.

Background and Options

14.1

Stroke has a devastating and lasting impact on people’s lives and on the nation’s
health economy. Over 152,000 people have a stroke in the UK every year and there
are 1.2 million stroke survivors. Stroke is one of the top four causes of death and one
of the largest causes of adult disability. By the age of 75, 1 in 5 women and 1 in 6 men
will have a stroke, and people from some ethnic backgrounds will carry a higher risk. 1
in 8 strokes are fatal within the first 30 days, with 1 in 4 strokes fatal within a year and
over a third of stroke survivors in the UK are dependent on others.5

14.2

The National Stroke Strategy (2015-18) provides the foundation for defining stroke
services and outlines what is needed to create the most effective stroke services in
England. The strategy identifies major stages in the stroke patient’s pathway and
stresses a need to restructure the way in which stroke services are delivered, from
prevention through to support for those who have experienced a stroke.

14.3

In March 2015 acute stroke services in Greater Manchester were centralised, and at
the same time East Cheshire NHS Trust signalled that they were to close the stroke
unit initially for hyper acute care (the initial 24-72 hours) and thereafter the acute
inpatient care which included inpatient rehabilitation.

14.4

By 1st October 2016 Eastern Cheshire CCG had transferred all acute stroke inpatient
services to Stepping Hill Hospital (SHH) in Stockport, and University Hospital of North
Midlands (UHNM) in Staffordshire North Midlands. During the hours of 11pm and 7am
people are taken to Salford Royal Hospital (SRH) and then transferred to Stockport
once stable

14.5

This centralisation has led to significant improvements with patients now receiving an
'A' rated score service (Sentinel Stroke National Audit Programme (SSNAP).

14.6

During April 2016 - March 2017 a total of 308 people were diagnosed with a stroke at
one of our commissioned acute service providers, and of these 246 people survived.
There is estimated to be another 50 people from Eastern Cheshire per year who
present elsewhere who have a confirmed stroke diagnosis.

14.7

Initially patients are admitted to a Hyper Acute Stroke Unit (HASU) and then after 2472 hours patients are either discharged from the HASU to home or transferred to an
acute ward for onward rehabilitation before discharge.

14.8

Many of these patients would benefit from an integrated community stroke
rehabilitation service and many could go home or be transferred to a step down
intermediate care unit with the right support. There is evidence to support that even
those patients who transfer to long term placements, whilst wouldn’t be expected to
improve, would benefit from specialist stroke care to manage symptoms to improve
their quality of life and ensure there were fewer readmissions to hospital.

5

https://www.stroke.org.uk/sites/default/files/stroke_statistics_2015.pdf
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14.9

There is a compelling case for change which supports the introduction of an integrated
community stroke rehabilitation service.

14.10

Current National Institute for Health and Care Excellence (NICE) and Royal College of
Physicians guidelines for stroke, recommend ICSRS to provide specialist stroke
rehabilitation following transfer home from hospital, including those going into
residential or nursing homes. Many people report feeling afraid or unsupported and
carers report feelings of abandonment (Stroke Association 2015), this has been
echoed by our patient engagement

14.11

Whilst the changes brought about by the reconfiguration of acute inpatient services
have been very positive both in terms of clinical outcomes, recovery and experience,
Eastern Cheshire CCG recognises people who would benefit from specialist
rehabilitation services are staying an average 6-8 days longer in hospital, some
distance from families and carers and would prefer to be supported at or closer to
home.

14.12

We know from engaging with local stroke groups that maximising recovery and
independence is everything, and this includes not just the immediate period following
a stroke but for the rest of their lives. People want wherever possible to return home,
continue to work if they can and reconnect socially with their families and local
communities. We also know that currently these services are not integrated and that
there are gaps, with people, once able to return home, sometimes having to wait for
community support.

14.13

The ability for hyper acute units to receive and treat people with a stroke to maximise
outcomes is dependent on patient flow through the inpatient system. Unnecessary
lengths of stay and the resultant loss in bed days put this ability at risk and it is
incumbent on commissioners to ensure community services are in place to support the
timely discharge of patients.

14.14

Stroke survivor’s from Eastern Cheshire currently access some rehabilitation services
from the existing community provider but this is mainly routine in nature following a
period of inpatient rehabilitation. It does not enable people to be discharged early
achieving a reduced length of stay as this is not currently commissioned. There is a
small number of staff within this generic team with stroke experience. Feedback from
the provider however suggests that people are starting to be discharged earlier from
Stroke units with increasing needs and in prioritising these patients the impact is being
seen elsewhere in the system with longer waiting times of up to 3 months for frailty
services.

14.15

Historically Early Supported Discharge (ESD) has been used for stroke patients with
mild to moderate disability to optimise return of functional movement and cognition
and dependency and enable people to stay safely within their own homes. However,
ESD is only suitable for 40% of patients following a stroke. Community evidence
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purely based around ESD creates inequality by only providing care to those potentially
least in need and ignoring/ disadvantaging other stroke survivors.
14.16

Greater Manchester Stroke Network have designed a model for Community Stroke
Rehabilitation which has been implemented in full in North Manchester, with all other
Greater Manchester CCGs currently working towards transforming existing services to
meet the service specification.

14.17

The model assumes all stroke survivors are able to access the service although some
may need very minimal support. This includes people in care homes. There are 4 care
pathways within the model of care which are tailored to patient needs and which range
from intensive support in the patient’s own home to symptom management and end of
life care for those in care homes to prevent unnecessary readmissions to hospital.

14.18

A key principle of this model is that the necessary care and support for rehabilitation is
patient focused and provided by a local specialist multi-disciplinary team working hand
in hand with providers of other services e.g. Stroke Association supporting life after
stroke such as return to work, communication, exercise and fitness and independent
living. This close working relationship should commence when patients are in hospital
and continue when they return home for a better recovery and appropriate support
longer term.

14.19

Our modelling then is based on our expectation that most stroke survivors would
benefit from a programme of rehabilitation tailored to their individual needs, some of
which may initially take place in a hospital.

14.20

The clinically led project team has worked closely with the Greater Manchester
Operational Network to adapt the network specification to reflect local needs. The
demand and capacity modelling has been developed to deliver the new, evidence
based model of care and the feedback from stroke survivor’s and their carers has
been used to shape both how the service should operate and the measures of
success to be used in the management of the contract.

14.21

Options Appraisal

Option one: Do Nothing
In this option there would be no integrated specialist ICSRS for the people of Eastern Cheshire
Pros

Cons

No additional
investment
required

Unable to reduce length of stay to 18-20 days and therefore no reduction in
tariff with the CCG continuing to pay premium tariff
Risk of existing providers will consider their acute inpatient service is
unsustainable with the extended length of stay and give notice of intention to
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withdraw form providing the service
The reputation of the CCG is compromised as the only CCG in greater
Manchester with no integrated community stroke specialist service
Eastern Cheshire patients do not receive NICE compliant service and national
quality measure are not achieved
Patients experience remains poor through lack of access to community service
and longer than necessary hospital stays away from family and carers
Commissioned services are not aligned to local strategy of care closer to home
Option Two: Commission an Integrated Community Stroke Rehabilitation Servce
In this option there would be a newly commissioned Integrated Specialist ICSRS for the people of
Eastern Cheshire
Pros

Cons

reduce length of stay to 18-20 days and
therefore tariff reduced to national level saving
£779,625 per year

New investment required

sustainability of acute inpatient services
The reputation of the CCG is maintained
Eastern Cheshire patients receive NICE
compliant service and national quality measure
are achieved
Patients experience improves through access to
community service and hospital stays away from
family and carers are reduced
Commissioned services are aligned to local
strategy of care closer to home
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15.

Access to further information

15.1
For further information relating to this report contact:
Name
Jacki Wilkes
Designation
Associate Director of Commissioning
Telephone
01625 663350
Email
jackiwilkes@nhs.net

16.

Appendices

Appendix A

CLICK HERE to view the Commissioning an Integrated Community
Stroke Rehabilitation Service (Business Case)
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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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BUSINESS CASE 5 CASE MODEL
Integrated Community Stroke Rehabilitation Service

1. THE STRATEGIC CASE

1. Introduction
Stroke has a devastating and lasting impact on people’s lives and on the nation’s health
economy. Over 152,000 people have a stroke in the UK every year and there are 1.2 million
stroke survivors. Stroke is one of the top four causes of death and one of the largest causes of
adult disability. By the age of 75, 1 in 5 women and 1 in 6 men will have a stroke, and people
from some ethnic backgrounds will carry a higher risk. 1 in 8 strokes are fatal within the first 30
days, with 1 in 4 strokes fatal within a year and over a third of stroke survivors in the UK are
dependent on others.1 There are two main causes of stroke:
Ischaemic Strokes: These types of strokes are caused by blockages which cut off the blood
supply to parts of the brain. A blockage can be caused by a blood clot forming in an artery
leading to the brain or within one of the small vessels deep inside the brain. Blockages can also
be caused by a blood clot or other matter (such as an air bubble) moving through the blood
stream from another part of the body. There are a number of reasons why blockages can form
and cause an ischaemic stroke, such as atherosclerosis (fatty deposits building up on the inside
walls of arteries), small vessel disease and some heart conditions. Without blood, brain cells
begin to die. This damage can have different effects, depending on where it happens in your
brain. About 85% of all strokes are ischaemic.
Haemorrhagic Strokes: These types of stroke are caused when a blood vessel bursts within or
on the surface of the brain. Haemorrhagic strokes are generally more severe and are associated
with a considerably higher risk of dying within the first three months and beyond, when
compared to ischaemic strokes. These are also referred to as subarachnoid haemorrhage
(bleeding on the surface of the brain) or intracerebral haemorrhage (bleeding within the brain).
Around 1 in 10 people who have a haemorrhagic stroke die before reaching the hospital.
The National Stroke Strategy (2015-18)2 provides the foundation for defining stroke services and
outlines what is needed to create the most effective stroke services in England. The strategy
identifies major stages in the stroke patient’s pathway and stresses a need to restructure the way
in which stroke services are delivered, from prevention through to support for those who have
experienced a stroke.
2. Local Context
In 2016/17 a total of 308 people living in Eastern Cheshire were diagnosed with a stroke at one
of our commissioned acute service providers and of these 246 people survived. There is
estimated to be another 50 people from Eastern Cheshire per year who present elsewhere with
1
2

https://www.stroke.org.uk/sites/default/files/stroke_statistics_2015.pdf
https://www.stroke.org.uk/sites/default/files/stroke_association_strategy_2015_to_2018.pdf
Page 4

having had a confirmed stroke.
In March 2015 acute stroke services in Greater Manchester were centralised, and at the same
time East Cheshire NHS Trust signalled that they were to close the stroke unit initially for hyper
acute care (the initial 24-72 hours) and thereafter the acute inpatient care which included
inpatient rehabilitation.
By 1st October 2016 Eastern Cheshire CCG had transferred all acute stroke inpatient services to
Stepping Hill Hospital (SHH) in Stockport, and University Hospital of North Midlands (UHNM) in
Staffordshire North Midlands. During the hours of 11pm and 7am people are taken to Salford
Royal Hospital (SRH) and then transferred to Stockport once stable
This centralisation has led to significant improvements with patients now receiving an 'A' rated
score service (Sentinel Stroke National Audit Programme (SSNAP).
During April 2016 - March 2017 a total of 308 people were diagnosed with a stroke at one of our
commissioned acute service providers, and of these 246 people survived. There is estimated to
be another 50 people from Eastern Cheshire per year who present elsewhere who have a
confirmed stroke diagnosis.
Initially patients are admitted to a Hyper Acute Stroke Unit (HASU) and then after 24-72 hours
patients are either discharged from the HASU to home or transferred to an acute ward for
onward rehabilitation before discharge. The patient flow from Eastern Cheshire to these units is
as follows:




Stepping Hill Hospital (71-73%)
University Hospital of North Midlands (10%),
Salford Royal Hospital (11-13%)

Some patients were received at Leighton Hospital (5%) whose service is supported by University
Hospital of North Midlands. Under this service the patient receive emergency care and are then
transferred to the HASU in Stoke
The majority of these patients would benefit from an integrated community stroke rehabilitation
service and many could go home or be transferred to a step down intermediate care unit with the
right support. There is evidence to support that even those patients who transfer to long term
placements, whilst wouldn’t be expected to improve, would benefit from specialist stroke care to
manage symptoms to improve their quality of life and ensure there were fewer readmissions to
hospital.
3. Case for change
There is a compelling case for change which supports the introduction of an integrated
community stroke rehabilitation service. It can be described in accordance with four main
themes:
3.1 Clinical outcomes
Stroke rehab is a multidimensional process which is designed to facilitate resolution of or
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adaptation to, the loss of physiological or psychological function. Rehab aims to enhance
functional activities and participation in society and thus improve quality of life.3
Current National Institute for Health and Care Excellence (NICE) and Royal College of Physicians
(RCP) guidelines4 for stroke recommend community stroke rehabilitation services5 to provide
specialist stroke rehabilitation following transfer home from hospital, including those going into
residential or nursing homes.6 Many people report feeling afraid or unsupported and carers
report feelings of abandonment (Stroke Association 2015), this has been echoed by our
patient engagement

3.2 Patient acceptability
Whilst the changes brought about by the reconfiguration of acute inpatient services have been
very positive both in terms of clinical outcomes, recovery and experience, Eastern Cheshire
CCG recognises people who would benefit from specialist rehabilitation services are staying at
least 6-8 days longer in hospital, some distance from families and carers and would prefer to be
supported at or closer to home.
We know from engaging with local stroke groups (See Appendix 1) that maximising recovery and
independence is everything, and this includes not just the immediate period following a stroke
but for the rest of their lives. People want wherever possible to return home, continue to work if
they can and reconnect socially with their families and local communities. We also know that
currently these services are not integrated and that there are gaps, with people, once able to
return home, sometimes having to wait some time for community support.
3.3 Sustainability of services
The ability for hyper acute units to receive and treat people with a stroke to maximise outcomes
is dependent on patient flow through the inpatient system. Unnecessary lengths of stay and the
resultant loss in bed days put this ability at risk and it is incumbent on commissioners to ensure
community services are in place to support the timely discharge of patients.
Stroke survivor’s from Eastern Cheshire currently access some rehabilitation services from the
existing community provider but this is mainly routine in nature following a period of inpatient
rehabilitation. It does not enable people to be discharged early achieving a reduced length of
stay as this is not currently commissioned. There are a small number of staff within this generic
team with stroke experience. Feedback from the provider however suggests that people are
starting to be discharged earlier from Stroke units with increasing needs and in prioritising these
patients the impact is being seen elsewhere in the system, with longer waiting times of up to 3
months for frailty services.
3

https://www.nice.org.uk/guidance/CG162

4

https://www.nice.org.uk/guidance/cg68

5

http://www,nice.org.uk/guidance/cg162

6

http://www.rcplondon.ac.uk/guidelines-policy/stroke-guidelines
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3.4 Financial
As explained previously, Stroke services were transferred to SHH and UNHM with effect from 1
October 2016. In transferring the service, the CCG agreed to pay SHH a premium for the
service until such time that the average length of stay was reduced to the Greater Manchester
average. Following discussions with SHH, from 1 April 2018, the size of the premium payable
has reduced. In addition, following a clinical audit of long stay patients, discussions were held
with SHH executive management and an action plan has been implemented to ensure that these
patients are appropriately discharged with support through social care and in some instances
Continuing Healthcare Packages, a process which is managed through twice weekly calls.
This business case focuses on the undertaking given, prior to the transfer of services in October
2016, to put in place a community rehabilitation service which will allow a further reduction in
length of stay to Greater Manchester averages.
Patients currently receive their entire specialist stroke rehabilitation care in an inpatient setting
resulting in an average length of stay for Eastern Cheshire patients of 26 days against a national
best practice average of 18-20 days. The CCG has agreed a premium rate for these patients
amounting to £779,625 per year above the national tariff. The introduction of an integrated stroke
rehabilitation service is expected to reduce the length of stay by 6-8 days and provide an
opportunity to renegotiate the tariff to bring it in line with national rates hence reducing that
premium. In addition, it is expected that as a result of the varying actions taken, the number of
excess bed days required would reduce giving further potential savings of £61,000. Furthermore,
a change in the basis of the contract from a “block” to an activity basis is likely to incentivise the
provider to further reduce excess bed days potentially giving rise to further financial efficiencies.
The following case study brings many of these themes together demonstrating the current gaps
in service provision and the benefits that would be achieved through the commissioning of an
Integrated Community Stroke Rehabilitation Service:

Case study
Despite taking medication for high blood pressure, Mr A enjoyed good health until February of
this year when his wife came downstairs early one afternoon to find that Mr A had had a stroke.
Mrs A recognised the Face, Arm, Speech, Time (FAST) signs and dialled 999. Mr A was taken
straight to the Hyper Acute Stroke Unit at Stepping Hill Hospital where he had a scan which
didn’t confirm a stroke but in the absence of the scan showing any kind of bleed an ischaemic
stroke was diagnosed. Stroke was caused by a blood clot and therefore promptly received the
clot busting therapy, thrombolysis. Mrs A left the hospital later that evening after her husband
had received thrombolysis on the understanding that he had responded well.
Sadly the next morning Mr A had developed significant left sided weakness and was very
unwell, a further scan confirmed that he had had a bleed following thrombolysis. The next 3
weeks were extremely difficult, Mr A has limited recall of them but Mrs A kept a diary record.
For the next two weeks he was not able to open his eyes. Mr A was treated for a chest infection
and a urine infection and Mrs A was prepared for the worst by the medical team. At the time it
was felt that Mr A may not survive.
After five days Mr A was moved to a rehabilitation ward, at first physiotherapy was aimed
mainly at making Mr A more comfortable through re-positioning and chest aspirations. At
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around two weeks the physiotherapists enabled him to sit up on the edge of his bed and happily
progress started to be made. Despite his frailty, Mr A commenced physiotherapy with great
determination. Whenever a milestone in physiotherapy or speech and language was reached a
card would be placed above his bed by the therapists stating his achievements. This was
encouraging for both Mr and Mrs A. A major milestone for Mr A was having the naso-gastric
tube removed and progressing from a pureed diet, through stages, onto a normal diet.
Three months after the initial stroke he was able to walk unaided to the toilet thereby regaining
some independence and dignity. Discharge home was beginning to be mentioned but there
was no formal MDT meeting involving Mr and Mrs A to plan for this.
A home assessment with Occupational Therapy and Physiotherapy was arranged. Thereafter
an overnight stay for Mr A, which went well during the day but was very difficult during the night.
(Mr and Mrs A felt that a longer visit would have been helpful in terms of better anticipating and
planning for their needs on discharge).
Mr A was discharged home 14 weeks after his stroke and he waited 2 weeks for a physio
assessment and has since had one physio treatment at home and more have been scheduled,
however despite Mrs A’s attempts to arrange he has had no follow up, since discharge, from
SALT or OT. Mr and Mrs A are well supported by the stroke association to enjoy and manage
life after stroke.

In summary then the main objectives of this proposals are to:






maximise recovery and improve functional and mobility outcomes,
ensure the care our patients receive is evidenced based and meets the standards
described nationally,
reduce the time spent in hospital away from family and home,
provide services which are integrated and support quality of life after stroke,
make better use of financial resource,

4. Project Scope
Proposals within this business case are for all patients registered with a GP in Eastern Cheshire
who have experienced a stroke who have been assessed as benefiting from the service.
Across Greater Manchester many services combine specialist stroke and neurorehabilitation as
this provides an optimal staffing model for patients who share similar needs. This specification
has been developed as a first step toward commissioning a more comprehensive service which
may include all patients with a neurological condition and not just those who have had a stroke.
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Impact of Investment

Details of Investment impact

Community Services

There will be a requirement for existing community services to work
with specialist providers of stroke rehabilitation should additional
general rehabilitation services be required on completion of their
specialist therapy. The introduction of a specialist service may relieve
existing pressure on generic services to provide support for people
with increasing needs.

Community/Social

The existing contracts with the Stroke Association and other
voluntary sector partners will be incorporated into the ‘life after
stroke’ pathway and continue to provide ongoing community and
social support.

Economics/Financial

The proposals will require new recurrent investment. This could be
off set against savings associated by a return to national tariff from
the premium rate currently paid, once length of stay reduces and is
more aligned to national averages.

GP Practices

The developing work in relation to care communities provide an
excellent vehicle for this service to be fully integrated with primary
care. Improvements in discharge planning, increased community
support and better communication will ensure that patients’ needs
are met through tailored personal care plans and carers feel they are
better supported.

Patient
Transport/Ambulance

No perceived change to current practice.

Providers Secondary
Care

There will be significant benefits to secondary care providers of
stroke care as the opportunities to discharge people home earlier
become possible thereby releasing bed days through reduced length
of stay.

Providers Primary
Care

See GP practices.

Staff

Existing health and social care staff will have an opportunity to work
together in a more integrated way around the individual needs of
patients and carers, sharing knowledge and expertise and identifying
new ways of working. The additional specialist resource will alleviate
pressure in the community services and reduce the waiting times for
patients.

Technology

There will be a requirement for the new provider to have access to
patient records regardless of the Hyper-Acute Stroke Unit.

Geographical
Locations

The location of the service will be determined by the new provider
however opportunities to co locate with existing community health
and social care providers should be explored.

Sustainability
Implications

The proposals presented are aligned with the wider strategic
ambition for ‘place based’ service provision, offering a sustainable
solution to the increasing demand for health care. The emphasis on
life after stroke and the principles of rehabilitation will ensure that the
recurrence of stroke and the development of avoidable problems are
kept at a minimum.
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Impact Assessments
completed

Equality
Quality
Privacy

5. Risks
Give a summary of the key risks associated with the project together with the likely impact
and mitigating plans should they occur. Use the risk scoring matrix provided for each risk (see
Appendix 2)

Score

10

2

5

10

2

2

4

The new service
does not achieve
the reduction in
length of stay

3

5

15

Unable to identify
willing providers

2

5

10

Adapt the evidence based Greater Manchester
Network specification for the new service



Establish robust baseline data to identify areas
for clinical outcome improvement



Costing model based on minimum workforce
requirements



Work with clinical experts in stroke care to
identify were costs can be taken out with
minimum impact on patient outcomes and
experience



Undertake patient engagement to discover
what is important to stroke survivors and their
carers



Ensure outcomes of the listening event are
mapped to the service specification



Ensure specification and staffing model reflect
best practice guidance



Ensure the processes for pathway 4 are robust
working in partnership with other agencies to
effect a timely transfer to long term placement



Maintain communication and dialogue with local
providers



Invite interested parties to an open day to
enable two way discussion around proposals
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Score

The new service
does not improve
patient experience

5



Score (after
Mitigation)
Impact

Proposals are
unaffordable and
not approved

2

Mitigating action

Likelihood

Proposals do not
yield Improvement
in patient
outcomes

Impact

Initial Risk
Score
Likelihood

Risk description

1

5

5

1

5

5

1

1

1

2

5

10

1

5

5

2. THE ECONOMIC CASE

1. Proposed Model of care
Nationally, there are different approaches to specialist stroke rehabilitation, with the most effective
models in terms of cost and patient experience, where rehabilitation for all stroke survivors is
provided by a single integrated community stroke team and tailored to individual patient needs and
capabilities. These models provide equity in delivery of care and avoid delays in transfer of
patients between services.
Historically Early Supported Discharge (ESD) has been used for stroke patients with mild to
moderate disability to optimise return of functional movement and cognition and dependency and
enable people to stay safely within their own homes. However, ESD is only suitable for 40% of
patients following a stroke. Community evidence purely based around ESD creates inequality by
only providing care to those potentially least in need and ignoring/ disadvantaging other stroke
survivors.
Greater Manchester Stroke Network have designed an evidenced based model for Community
Stroke Rehabilitation which has been implemented in full in North Manchester, with all other
Greater Manchester CCGs currently working towards transforming existing services to meet the
service specification, with 40% of localities already complying with at least 80% of core elements
(See Appendix 3).
It is anticipated that within 12 months all CCGs in Greater Manchester will reach 80% compliance
with the network model and achieving the best practice Length of Stay (LoS) in hospital of 18-20
days.
The model assumes all stroke survivors are able to access the service although some may need
very minimal support. This includes people in care homes. There are 4 care pathways within the
model of care which are tailored to patient needs and which range from intensive support in the
patient’s own home to symptom management and end of life care for those in care homes to
prevent unnecessary readmissions to hospital.

Pathway 1: High functioning
Discharged home with Community stroke team input over 5 days a week, daily visits by therapists
and rehabilitation support workers as needed.
Patient presentation:
Able to manage at home following risk assessment, usually mobile with one or able to transfer
with carer, able to manage activities of daily living independently, with carer or care package, no
cognitive issues which may cause risk at home, good family support and able to toilet
independently or with carer support, no night time issues able to access toilet independently or
with carer. Able to manage activities of daily living independently or with carer with the ICSRS
providing therapy visits daily as per need and patient wishes.
Pathway 2: Home with ICSRS and Re-ablement service support up to four times a day for
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six weeks to enable safe management and rehabilitation at home.
Patient presentation:
Require daily re-ablement support in activities of daily living to remain at home following
programmes set by the ICSRS. Meets the needs of lower functioning patients who may live alone
with reduced family support but who are able to manage and toilet in between visits and
overnight. May have some cognitive impairment which is supported in rehabilitation in activities
of daily living by re-ablement support workers to reduce any risk of safety issues with re-ablement
staff following ICSRS individualised programmes. Patients must be able to manage to toilet
independently or with carers in between visits and have no overnight issues. Daily visits reduce
as patient becomes more independent and continued rehabilitation post six weeks re-ablement
support will be as per pathway 1 delivered by ICSRS team and support workers on ICSRS team
once independence increased. The patient must be cognitively and physically able to manage
with no safety risks independently with re-ablement support daily, with carer or independently.
This flexible working with specialist ICSRS input into re-ablement pathway enables earlier
discharge of the more complex patients whilst maintaining specialist stroke rehabilitation. Can be
early supported discharge level but usually more complex and lower level of functional ability and
requiring assistance over 7 days with activities of daily living to be able to remain at home to
receive rehabilitation.
Pathway 3: Stepped down from hospital into intermediate care bed with ICSRS led
rehabilitation for a maximum of 6 weeks, the patient is then able to step down to pathway
2 or 1 depending on ability following rehabilitation in the intermediate care unit.
Patient presentation:
This pathway is for patients who are not at a level to be able to go home for rehabilitation due to
problems physically with transfers, stairs or cognitively in activities of daily living. These groups
of patients as with generic intermediate care patients may live alone or are not at a level for
carers to support them safely in activities of daily living. ICSRS team ‘in reach’ into the
intermediate care unit to provide assessment and treatment plans for the IC unit staff to follow,
ICSRS attend weekly multidisciplinary team meetings to discuss and manage patients with the
other IC unit staff and GP. Home visits carried out by the ICSRS team and these groups of
patients usually step down to pathway 1 or 2 following discharge home to support with re
integration in the home environment until goals have been achieved. This flexible working with
specialist ICSRS input into the intermediate care units enables earlier discharge of the more
complex patients whilst maintaining specialist stroke rehabilitation. More complex patients who
can’t be managed at home for rehabilitation but high potential for improving in activities of daily
living and returning home.
Pathway 4: Discharged into a residential or nursing home setting with support from the
ICSRS as per need.
This pathway is for patients who are discharged into residential/nursing home care to ensure they
have timely access to specialist rehabilitation and management post discharge. ICSRS assess to
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ensure correct management and rehabilitation programme if needed to reduce risk of readmission or longer term problems with spasticity, positioning, swallowing, communication and
transfers and to ensure care home staff are able to meet the needs of stroke patient
appropriately. Following discharge from ICSRS input re referral and access back to the ICSRS
long term if needed if the patients’ needs change i.e. spasticity management, swallow or mobility
issues. Any patients newly admitted to nursing home who have the potential and it’s the
patients/family wishes to return home will be given sufficient rehabilitation by the ICSRS to
achieve this goal.

In Summary:
A key principle of this model is that the necessary care and support for rehabilitation is patient
focused and provided by a local specialist multi-disciplinary team working hand in hand with
providers of other services e.g. Stroke Association supporting life after stroke such as return to
work, communication, exercise and fitness and independent living. This close working relationship
should commence when patients are in hospital and continue when they return home for a better
recovery and appropriate support longer term.
Our modelling then is based on our expectation that most stroke survivors would benefit from a
programme of rehabilitation tailored to their individual needs, some of which may initially take
place in a hospital.
Current model of care
There is no integrated specialist stroke rehabilitation service for Eastern Cheshire CCG residents
who have suffered from a stroke and require rehabilitation. There is limited support provided
through the generic community rehabilitation service but this does not support timely discharge
from hospital.
Benefits
A number of key benefits have been identified linked to outcomes and the measures described in
the table below. Benefits include both patient, system and financial gains including access for
stroke survivors of evidence based community care tailored to their individual needs, earlier
discharge from hospital ensuring the sustainability of hyper acute services as a result of improved
patient flow and a shift to national rather than premium tariff as a result of the reduced length of
stay. (Please see Appendix 4) for more detail.
Locally Defined Outcome Measures
Measure description
Percentage of adults having
stroke rehabilitation
in hospital or in the
community OFFERED at least
45 minutes of each relevant

Threshold

85%

Data
Data collection timeline
collection tool
During admission
to stroke unit and
SSNAP
also by the ICSRS at
(custom fields) time of discharge and
measured by the same
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Comment

NICE
Standard 2

therapy for a minimum of 5
days a week for up to 6 weeks
Percentage of patients
reporting positive experience
on friends and family test or
patient experience survey
(which must include F&F test)
Percentage of adults who
have had a stroke and require
rehabilitation have their
rehabilitation goals reviewed
at regular intervals (weekly)
Percentage of patients who
demonstrate positive
improvement following
Community Rehabilitation
Team intervention
Percentage of adults who
have had a stroke who
can be referred to a clinical
psychologist with expertise in
stroke condition
rehabilitation who is part of
the core multidisciplinary
rehabilitation team
Percentage of adults who
have had a stroke are
offered active management to
return to work and advice on
driving if they wish to do so
Percentage of patients who
were screened on
admission to the Community
Rehabilitation Team for mood
disturbance and cognitive
impairment
Percentage of patients
referred seen within 72 hours
for an assessment by the
Community Rehabilitation
Team

team

90%

100%

Benchmark
locally

Discharge from
hospital and from
Friends and
community team and 6
family test.
months post index
Questionnaire
stroke
During admission
to stroke unit and
SSNAP
referral to community
(custom fields)
team

SSNAP
(custom fields)

NICE
Standard 6

Admission to and
discharge from
community team
& 6/12 months post
index stroke

85%

SSNAP
(custom fields) Discharge from hospital

80%

SSNAP
(custom fields)

During admission
to hospital and to
community team

NICE
Standard 5 (RTW
only)

90%

SSNAP
(custom fields)

During admission
to community team

Previous
NICE
Standard

95%

Within 3 days of
SSNAP
referral to community
(custom fields)
team

NICE
Standard 3

Previous
NICE
Standard

Service Specification
The clinically led project team has worked closely with the Greater Manchester Operational
Network to adapt the network specification to reflect local needs. The demand and capacity
modelling has been developed to deliver the new, evidence based model of care and the feedback
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from stroke survivor’s and their carers has been used to shape both how the service should
operate and the measures of success to be used in the management of the contract. (Please see
Appendix 5).
Options Appraisal

Option 1: Do Nothing
In this option there would be no integrated specialist community rehabilitation service for the people of
Eastern Cheshire
Pros
No additional
investment
required

Cons
Unable to reduce length of stay to 18-20 days and therefore no reduction in tariff
with the CCG continuing to pay premium tariff
Risk of existing providers will consider their acute inpatient service is unsustainable
with the extended length of stay and give notice of intention to withdraw form
providing the service
The reputation of the CCG is compromised as the only CCG in greater Manchester
with no integrated community stroke specialist service
Eastern Cheshire patients do not receive NICE compliant service and national
quality measure are not achieved
Patients experience remains poor through lack of access to community service and
longer than necessary hospital stays away from family and carers
Commissioned services are not aligned to local strategy of care closer to home

Option 2a: Commission an Integrated Community Stroke Rehabilitation Service
In this option there would be a newly commissioned Integrated Specialist Community Rehabilitation
Service for the people of Eastern Cheshire
Pros
reduce length of stay to 18-20 days and therefore
tariff reduced to national level saving £779,625 per
year
sustainability of acute inpatient services
The reputation of the CCG is maintained
Eastern Cheshire patients receive NICE
compliant service and national quality measure
are achieved
Patients experience improves through access to
community service and hospital stays away from
family and carers are reduced
Commissioned services are aligned to local
strategy of care closer to home
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Cons
New investment required

3. THE COMMERCIAL CASE

If it is decided to progress with the outline case for change then an Expression of Interest will
go out to all perspective providers of this service to test the market.
In the event of more than one provider coming forward this will change the procurement
process and the service will be required to go through a full tender process.
Costings for procurement for the Community Stroke Rehabilitation Service are as follows:
Stroke Community Rehabilitation = £15,487 (ITT)
Who

Time

Senior Procurement Manager

14 days

Procurement Specialist

8 days

Admin Support

8 days

Access to IT Systems

FOC

Travel and Accommodation capped at 6
meetings

Included
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4. THE FINANCIAL CASE
The amount available for the Community Stroke Rehabilitation Service is £500,000 (£250,000 in 2018/19). In addition,
we are commissioning the Stroke Association to support this service at approximately £75,000 per annum. The
anticipated resource requirements are set out below.

Stroke Supported Discharge Service – Estimated staff resources required

Recurrent Pay (Staff costs)

Pay
Band

Admin Support

3

0.80

Occupational Therapist

7

0.50

Occupational Therapist

6

2.00

Physiotherapist

7

0.50

Physiotherapist

6

2.00

Speech and Language Therapist

7

0.50

Speech and Language Therapist

6

1.00

Nursing

7

0.50

Rehab Assistants

3

2.50

Psychologist

8b

0.50

WTE

Recurrent Non-Pay resources
Stroke Association support
Training
Uniforms
Travel
General Consumables / Equipment including mobile phones and digital systems
Equipment Maintenance/consumables
Total Recurrent Non-Pay
Non-recurrent set up costs: Digital systems initial investment
Additional considerations

As explained in section 3.3 above, the CCG expects to reduce the premium
payable on the existing contract and to reduce the amount payable for excess bed
days.
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5. THE MANAGEMENT CASE
Listed below is the high level milestones and key decision points for the project for both Procurement and NonProcurement options if none is required due to expression of interest from single provider only:

Procurement
Milestone

End date

Refresh needs analysis

May 2018

Engagement Meetings

14th and 25th June 2018

Development of Service Specification and Financial Model

2nd July 2018

Development of Business Case (Including Signed Off Impact Assessments)

2nd July 2018

Project Management Group sign off

9th July 2018

Finance Committee Sign Off and Approval to Proceed

11th July 2018

Clinical Leads Sign Off (Service Specification)

18th July 2018

Write to DoFs of interested providers to ascertain whether they would be 18th July 2018
interested in delivering the service
Business case sign-off at Governing Body and Approval to Proceed

25th July 2018

Deadline for responses from DoFs of interested providers

3rd August 2018

Complete Contract Particulars – Initial Set Up of Project on NHS Sourcing August 2018
Portal and Issue of Advert on Contract Finders Website
ITT Bidder Response Deadline

September 2018

Bidder Interviews (If Applicable)

October 2018

Evaluation Report and Selection of Successful Provider

October 2018

Return to Governing Body – Provide Update

October 2018

Stand Still Period/Bidder De-Brief

November 2018

Contract Finalisation and Signatures

December 2018

Mobilisation Period followed by Service Commencement

March 2019
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Non-Procurement
Milestone

End date

Refresh needs analysis

May 2018

Undertake additional patient engagement

14th and 25th June 2018

Development of Service Specification

2nd July 2018

Development of Business Case

2nd July 2018

Project Management Group Sign-Off

9th July 2018

Finance Committee Sign Off

11th July 2018

Clinical Leads Sign-Off (Service Specification)

18th July 2018

Write to DoFs of interested providers to ascertain whether they would be 18th July 2018
interested in delivering the service
Business case sign-off at Governing Body

25th July 2018

Deadline for responses from DoFs of interested providers

3rd August 2018

Contact Finalisation

September 2018

Contract Signatures

September 2018

Mobilisation Period followed by Service Commencement

January 2019
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APPENDIX 1: COMMISSIONING AN INTEGRATED COMMUNITY STROKE REHABILITATION SERVICE: PATIENT AND CARER FEEDBACK ANALYSIS

INTRODUCTION:
To inform the development of proposals for the commissioning of an Integrated Community Stroke Rehabilitation Service (ICSRS) and with support from both
Knutsford Stroke Club and the stroke association we held 4 listening events between 2016 and June 2018 and a 1 to 1 patient and carer case study interview. This
builds on the work undertaken by the Greater Manchester Stroke Network, by gaining a clearer understanding of the local experiences of people who have suffered
a stroke and those who are carers. Table one below shows details of the events and the number of attendee’s at each event.

Table one: Integrated Community Stroke Rehabilitation Service - Listening events
Event

Date

Number of attendees

Reference

Stroke Rehab Patient Advisory Group

24 January 2018

7

A

Knutsford Stroke Club

5 July 2016 and 6 March 2018

Circa 35 and Circa 25

B

Stroke Association listening event

14 June 2018

27 + 1 written feedback

C

1 to 1 case study interview

25 June 2018

2

D

We have been fortunate to speak with a number of stroke survivors and their carers about what worked well for them, what didn’t and what was most important to
them, not only at the time of the stroke but afterwards, in terms of getting on with life. The main themes arising from our conversations are physical recovery,
psychological needs, social needs, practical help information, and support for carers and quality. Each of these is captured below alongside actual comments
gathered. For each section we have reference the event where the theme or comment was gathered (table one above)

KEY THEMES

Physical recovery
Some Stroke survivors talk about the initial fear that they won’t survive and then the importance of recovery at the earliest stages. We heard from many that speech
was the first thing they focus on closely followed by movement mobility and regaining the ability to self-care. We heard from people that exercising very early on is
the key to recovery and despite the overwhelming fatigue and tiredness they feel there is a fierce determination to fight back. People talk about the different
approaches to exercise, from helping each other to dancing in chairs and the importance of making it enjoyable and fun wherever possible.
Comments received:
There needs to be adequate physio and SALT at home and support for speech ongoing
Worried I will be sent home before I am ready
Not everyone will be the same the service needs to be flexible and care tailored to what people need
Are people being sent to care homes too early
Important to recover ability to eat and speak
Start exercises as soon as possible and help and motivate each other
Rehab to start in hospital and not stopped whilst waiting to go home

A/C/D
A/D
A/C
A
C
C
C/D

Psychological needs
From the feedback gathered it would appear that there is much more support needed to address the psychological needs of people who have survived stroke to help
support them with everything from fear that this will happen again to self-belief and confidence. We heard that the emotional changes caused by a stroke are
significant and not always as well managed as the physical symptoms.
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Comments received:
What about depression and anxiety? What support is there for this?
People are frightened about going home and that this might happen again
Emotional well-being is not monitored and emotional issues are significant
Need to be mentally stimulated, people are stuck in bed with nothing to do
Care needs to promote self-help and acknowledge and celebrate individual success
Worried about getting to the toilet on time in the night, lack of sleep leads to drop in confidence

A/D
A/C/D
C
C
C/D
D

Social needs
Stroke survivors and their carers talked about the need to join up health and social care, and the difficulty some had experienced in trying to arrange support
themselves. We heard that ‘life after stroke’ was something that people wanted to focus on very early in their journey, even those still in hospital because
independence and getting home was everything.
Comments received:
What about those who need health and social care? Will this be sorted out?
Wanting to go home as soon as possible, with help to be as independent as possible
Being signposted to services in the community if required
Consider art therapy/ dogs and dancing in chairs (people where very positive about innovative ‘fun’ approaches)
Feelings of isolation
Support should be tailored to suit the individual
Music and entertainment from bygone years
Support from stroke association really important
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A/D
C
C/D
C
C
C
C

Practical help
We heard very clearly the need for rehabilitation services to have at its core the promotion of independence and resilience and provision of practical solutions such
as home adaptations to be organised early on in the process. The services we commission should be tailored to the individual and enable them to do as much for
themselves as possible.
Comments received:
Home assessments with patient and carer is very important and possibly overnight trial
Must get rehab support at home following discharge
Worried that the beds are too soft at home
What about people in care homes? Will they get therapy?
Consider assisted living /Intermediate care for those who are not ready to go home
Can volunteers help people to rehab?
Link in with other like-minded people but be aware not everyone likes groups
Can patients hold their own notes

D
C/D
A
A
B
B
C
C

Information
Information is really important for both stroke survivors and their carers. Ranging from the physical changes resulting from the stroke through to what to expect
longer term information giving could be improved and needs to feature clearly in our plans moving forward. People wish to understand what symptoms are to be
expected and how to deal with them. A number of people suggested having a key professional they could turn to for help and advice would be of great benefit

Page 23

Comments received:
People need clearer communications on the effects of stroke and how it can affect you in the longer term, this needs to
be simple and able to be understood easily
An indication of how long it will take to recover would be good
Understand what other symptoms there might be and what to do
Understand if there is a time limit in services eg re-ablement
Advertise groups and activities
Need a person who can be contacted for help and support

C
C
C
C
C
D

Support for carers
We heard repeatedly that the people who suddenly find themselves in a caring role need help and support, and that their health and well-being is as important as the
person they are caring for. Limiting the time spent away from home is a key issue here along with the need not only to educate carers but also include them in the
preparation and planning for discharge.
Comments received:
It would be better if carers didn’t have to travel too far to visit
I need to be taught how to care for my wife/husband at home
Early involvement of the rehab team with the family
Carers need as much support as possible
Acknowledging their loved ones progress is very beneficial and encouraging for carers

A/C
A/C
C/D
C/D
D

Quality of care
A key theme coming from many conversations was the importance of continuity of care where people were not required to repeat their stories and where
relationships between patient, carer and therapist were allowed to develop. People also commented on the detrimental effect that delays and long waiting times
had on their recovery and there was much support for a service which was integrated and tailored to meet the needs of individuals.
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Comments received:
It would be better if patient could build a relationship with therapists and not see a different person every time
Don’t want to repeat my story every time
Therapists need to have a good understanding of the patient and their history
Lack of GP access
Real delays in accessing rehab at the moment
A focus on independence is vital for dignity and self esteem

B/C
B
B/C
C/D
C
D

CONCLUSION
We are extremely grateful to the patients and carers who have spent time with us helping to shape our plans for the future integrated community stroke rehabilitation
service and to the Knutsford Stroke Club and Stoke Association for all their help in arranging for our listening events .
The information gathered has informed the plans in a number of ways:


The comments and feedback have informed the benefits and measures we will use in the specification for service and in the measure’s we will include in the
contract which will be monitored regularly,



The case study we have used to bring to life the needs of people which we have included in our business case to ensure that we keep in mind the human
story behind our plans and proposals ,



The experience of people have been used to describe the improvements we require in the quality of services and will be included in the schedules we use
alongside the contract which again is measured and used to hold providers to account,



The ideas and concerns which will determine not only the operating policy which is how the provider of service describes how they will deliver the care but
also help to inform ow we will wotk with social care to improve life after stroke.
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Appendix 2: – Risk Scoring Matrix

Risk Rating

Score

Probability /Likelihood

Impact

Very High

5

Almost certain will occur >75%

Major impact on cost / timescales /
quality / safety and reputation

High

4

More likely to occur than not 51- Significant impact on cost / timescales
75%
/ quality / safety and reputation

Medium

3

Fairly likely to occur 26-50%

Medium impact on cost / timescales /
quality / safety and reputation

Low

2

Unlikely to occur 6–25%

Low impact on cost / timescales /
quality / safety and reputation

Very Low

1

Extremely unlikely or virtually
impossible 0-5%

Very Low impact on cost / timescales /
quality / safety and reputation

Impact Score

High

Low

5

10

15

20

4

8

12

16

3

6

9

12

15

2

4

6

8

10

1

2

3

4

5

Low

25
20

High
Likelihood / Probability

APPENDIX 3: INTEGRATED COMMUNITY STROKE SERVICE MODEL
Stroke survivors in community needing ICSRS
assessment (re-referral or had stroke out of area)

Contact patient/carer by phone within 48 hours of
referral for triage and assess within 7 days

If ICSRS intervention needed, apply appropriate
pathway and enable life after stroke and specified
neurological conditions support as early as
possible

INTEGRATED COMMUNITY
STROKE REHABILITATION
MODEL

Pathway 1: Intensive
Rehabilitation

Pathway 2: Tailored Health
and social care support
Therapy at home with joint
ICSRS & re-ablement rehab
support package

Therapy at home with ICSRS
support






Discharge
When goals met, maximum 6 months
When generic pathways or other life
after stroke services are deemed
appropriate by ICSRS

Self-referral back to ICSRS if needed
in

Stroke survivors discharged from hospital

In reach/triage by ICSRS to support pathway
decision

-Determine and apply appropriate pathway of
care following a holistic assessment with family
and patient

Enable appropriate life after stroke support as
early as possible

No Cognitive Issues
Mild Disability
Able to Transfer with
One







Needing additional
support at home
May have cognitive
impairment
Need to be able to
transfer to toilet

Pathway 3: Intermediate care
with specialist in reach
Discharged to intermediate
care bed (IC)



Medically fit but requires
24/7 short term care
In reach services within
agreed care plan

Life after stroke services encouraging self-management and use of community assets
•
•
•
•

Family & carer support (liaise closely with ICSRS, may attend MDT)
Communication & information support
Exercise, health & fitness
Social groups, peer support, befriending &respite care

6, 12 month and annual review therefore using GMSAT. Referral back to ICSRS if
needed in future

Pathway 4: Ongoing care
Discharge to residential/care
home




Severe/permanent
disability
Long term care
residential/nursing home
In reach services within
agreed care plan

APPENDIX 4: OUTCOMES AND BENEFITS

Strategic Outcome

Patient Outcomes

Benefit

Adults having stroke rehabilitation in hospital or the community offered at least 45 mins of
each relevant therapy for a minimum of 5 days a week for up to 6 weeks

Patients reporting positive experience on friends and family test or patient experience survey

Adults who have had a stroke and require rehabilitation have their rehabilitation goals
reviewed at regular intervals

Commission a
Community Stroke
Rehabilitation Service
for the Population of
Eastern Cheshire





Patients are able to demonstrate positive improvement following Community Rehabilitation
Team intervention

Adults who have had a stroke who can be referred to a clinical psychologist with expertise in
stroke rehabilitation who is part of the core disciplinary team



Adults who have had a stroke are offered active management to return to work

Patients are screened on admission to Community Rehabilitation Team for mood disturbance
and cognitive impairment

Patients who are referred to the Community Rehabilitation Team are seen within 72 hours

Patients will have
access to specialist
stroke care in the
community where
appropriate
Patients will receive
specialist stroke
rehabilitation services
which aligns with the
National Institute for
Health and Care
Excellence (NICE) and
Royal College of
Physicians (RCP)
current guidelines
Reduction in Length of
Stay from 26 days to
18-20 days in line with
national best practice
average
Whole system benefit
due to improved
patient flow through
the in-patient system

APPENDIX 5: INTEGRATED COMMUNITY STROKE REHABILITATION SERVICE SPECIFICATION
Service
Commissioner Lead
Provider Lead
Period
Date of Review

Integrated Community Stroke Rehabilitation Service (ICSRS)
Eastern Cheshire Clinical Commissioning Group

Contributors

Role
Project Manager
Clinical Lead
Exec Sponsor

Department
NHS Eastern Cheshire CCG
NHS Eastern Cheshire CCG
NHS Eastern Cheshire CCG

Name (Title)
Cheryl Cooper
Sarah Oliver
Jacki Wilkes

Version Control

Version
V.01
V.02
V.03
V.04
V.05
V.06
V.07
V.08
V.09
V.10

Author
Cheryl
Cooper
Jacki Wilkes
Jacki Wilkes
Cheryl
Cooper
Cheryl
Cooper
Cheryl
Cooper
Cheryl
Cooper
Cheryl
Cooper
Jacki Wilkes
Cheryl
Cooper

Comments

Date
25/05/2018

Additional comments by clinical leads
Additional changes

05/06/2018
10/06/2018
13/06/2018

Additional changes

14/06/2018

Additional changes by Clinical Lead

19/06/2018

Comments from Sarah Rickard (SR)

21/06/2018

Changes made following SR comments

21/06/2018

Comments from Jacki
Final Edit

26/06/2018
05/07/2018

1. Population Needs.111. 1. Overview
1.1 National and Local Context and evidence base
Stroke has a devastating and lasting impact on people’s lives and on the nation’s health and economy. Over
152,000 people have a stroke in the UK every year and there are 1.2 million stroke survivors. Stroke is one
of the top four causes of death and one of the largest causes of adult disability. By the age of 75, 1 in 5
women and 1 in 6 men will have a stroke, and people from some ethnic backgrounds will carry a higher risk.
1 in 8 strokes are fatal within the first 30 days, with 1 in 4 strokes fatal within a year and over a third of stroke
survivors in the UK are dependent on others.7

7

https://www.stroke.org.uk/sites/default/files/stroke_statistics_2015.pdf

The National Stroke Strategy (2015-18)8 provides the foundation for defining stroke services and outlines
what is needed to create the most effective stroke services in England. The strategy identifies major stages
in the stroke patient’s pathway and stresses a need to restructure the way in which stroke services are
delivered, from prevention through to support for those who have experienced a stroke.
In March 2015 acute stroke services in Greater Manchester were centralised, and at the same time East
Cheshire NHS Trust signalled that they were to close the stroke unit initially for hyper acute care (the initial
24-72 hours) and thereafter the acute inpatient care which included inpatient rehabilitation
By 1st October 2016 Eastern Cheshire CCG had transferred all acute stroke inpatient services to Stepping
Hill Hospital (SHH) in Stockport, and University Hospital of North Midlands (UHNM) in Staffordshire North
Midlands. During the hours of 11pm and 7am people are taken to Salford Royal Hospital (SRH) and then
transferred to Stockport once stable
This centralisation has led to significant improvements with patients now receiving 'A' rated score (Sentinel
Stroke National Audit Programme (SSNAP).
1.2 Needs Analysis
To further improve the outcomes and experience of people who survive a stroke Eastern Cheshire Clinical
Commissioning Group (ECCCG) is looking to commission an Integrated Community Stroke Rehabilitation
Service (ICSRS) for the people of Eastern Cheshire which will not only support more timely discharge from
hospital but will provide care closer to home, which addresses the physical, psychological and social
wellbeing needs of people.
The activity and outcomes evidence for this service specification comes from April 2016 - March 2017
SSNAP data as the most recent complete dataset. This looks at specific aspects of acute care (for
example: patients receiving a swallow assessment within 4 hours to prevent pneumonia) Eastern Cheshire
residents continue to get A rated care via Stepping Hill Hospital, University Hospital of North Midlands,
Salford Royal and Leighton Hospital9 compared to D rated care prior to centralisation of services.

In 2016/17 a total of 308 people were diagnosed with a stroke at one of our commissioned acute service
providers, and of these 246 people survived. There is estimated to be another 50 people from Eastern
Cheshire per year who present elsewhere who have a confirmed stroke diagnosis.
Initially patients are admitted to a Hyper Acute Stroke Unit (HASU) and then after 24-72 hours patients are
either discharged from the HASU to home or transferred to an acute ward for onward rehabilitation before
discharge. Some of these patients however could go home or be transferred to a step down intermediate
care unit if they had access to specialist community rehabilitation services.
Eastern Cheshire patients are therefore either remaining in hospital (not near home) for longer. The
Greater Manchester Stroke Operational Delivery Network states that best practice Length of Stay (LoS) is
18-20 days. Eastern Cheshire current LoS is 26 days, and they are then being discharged to a general, not
stroke specialist, community rehabilitation team in Eastern Cheshire.

8

https://www.stroke.org.uk/sites/default/files/stroke_association_strategy_2015_to_2018.pdf
https://www.strokeaudit.org/Documents/GroupType/CCG/01C/Results/DecMar2018/CCG-01C-Results-DecMar2018Dashboard-pdf.aspx
9
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Having looked at current data and consulted with patients at a recent engagement event jointly with The
Stroke Association there are delays in receiving therapy and patients are not receiving therapy as regularly
as they ought to be or they are being discharged from this service too soon.
Whilst the hyper acute care has undoubtedly improved there is a need for effective integrated community
stroke rehabilitation services.
1.3 Best practice Guidance
Stroke rehab is a multidimensional process which is designed to facilitate resolution of or adaptation to, the
loss of physiological or psychological function when reversal of the underlying pathological process is
incomplete. Rehab aims to enhance functional activities and participation in society and thus improve
quality of life.10
The Greater Manchester Stroke Operational Delivery Network has collaboratively developed a community
care model that ensures all stroke patients leaving hospital are supported by a stroke rehabilitation team.
They continue to work to implement the model across the region. Community stroke rehabilitation is hugely
variable across the region and Eastern Cheshire is one of only two areas with no specialist services at all.
Current National Institute for Health and Care Excellence (NICE) and Royal College of Physicians (RCP)
guidelines11 for stroke recommend community stroke rehabilitation services12 to provide specialist stroke
rehabilitation following transfer home from hospital, including those going into residential or nursing homes.13
Many people report feeling afraid or unsupported and carers report feelings of abandonment (Stroke
Association 2015), this has been echoed by our patient engagement.
Greater Manchester Stroke Network have designed a model for Community Stroke Rehabilitation which has
been implemented in full in North Manchester, with all other Greater Manchester CCGs currently working
towards transforming existing services to meet the service specification, with 40% of localities already
complying with at least 80% of core elements. It is anticipated that within 12 months all CCGs in Greater
Manchester will reach 80% compliance with the network model as this work is now under the auspices of
the Greater Manchester Health & Social Partnership and is a key priority, reducing the Length of Stay (LoS)
in hospital and could include 80% of stroke survivors being able to access the service although some may
need very minimal support. This includes people in care homes. (See Appendix 1).
A key principle of this model is that the necessary care and support for rehabilitation is provided by a local
specialist multi-disciplinary team working hand in hand with providers of other services e.g. Stroke
Association supporting life after stroke such as return to work, communication, exercise and fitness and
independent living. This close working relationship should commence when patients are in hospital and
continue when they return home to enable a better recovery and appropriate support in the longer term.
Nationally, there are different approaches to specialist stroke rehabilitation, with the most effective models in
terms of cost and patient experience, where rehabilitation for all stroke survivors is provided by a single
integrated community stroke team and tailored to individual patient needs and capabilities. These models
provide equity in delivery of care and avoid delays in transfer of patients between services.

10

https://www.nice.org.uk/guidance/CG162

11

https://www.nice.org.uk/guidance/cg68

12

http://www,nice.org.uk/guidance/cg162

13

http://www.rcplondon.ac.uk/guidelines-policy/stroke-guidelines
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We would expect 70-80% of stroke survivors would benefit from a programme of rehabilitation tailored to
their individual needs, some of which may initially take place in a hospital.
Historically Early Supported Discharge (ESD) has been used for stroke patients with mild to moderate
disability to optimize return of functional movement and cognition and dependency and enable people to
stay safely within their own homes. However, ESD only suitable for 40% of patients following a stroke.
Community evidence purely based around ESD creates inequality by only providing care to those
potentially least in need and ignoring/ disadvantaging other stroke survivors. This model of care for the
rehabilitation needs of all stroke survivors is supported by the Greater Manchester Stroke Operational
Delivery Network.
In addition many services combine specialist stroke and neurorehabilitation as this provides an optimal
staffing model for patients who share similar needs. This specification has been developed as a first step
toward commissioning a more comprehensive service which will include all patients with a neurological
condition and not just those who have had a stroke.
This service specification is based upon a comprehensive and current evidence base and agreed best
practice, including:
1. The
NHS
Outcomes
Framework
May
2018
https://digital.nhs.uk/data-andinformation/publications/clinical-indicators/nhs-outcomes-framework/current
2. A Public Health Outcomes Framework for England 2018 https://fingertips.phe.org.uk/profile/publichealth-outcomes-framework/data#page/1/ati/102/are/E06000049
3. The 2016/17 Adult Social Care Outcomes Framework https://digital.nhs.uk/data-andinformation/publications/clinical-indicators/adult-social-care-outcomes-framework-ascof/current
4. Quality and Outcomes Framework for 2017/18 NHS Employers http://www.nhsemployers.org/yourworkforce/primary-care-contacts/general-medical-services/quality-and-outcomes-framework
5. National Stroke Strategy (2007) Department of Health http://www.clahrc-gm.nihr.ac.uk/wpcontent/uploads/DoH-National-Stroke-Strategy-2007.pdf
6. Cardiovascular
Disease
Outcomes
Strategy
(2013),
Department
of
Health
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/2
17118/9387-2900853-CVD-Outcomes_web1.pdf
7. National
Clinical
Guidelines
for
Stroke
(2016)
Royal
College
of
Physicians
https://www.strokeaudit.org/Guideline/Full-Guideline.aspx
8. Quality Standards Programme: Stroke (2017) National Institute for Clinical Excellence
https://www.nice.org.uk/guidance/qs2
9. Stroke
Service
Standards
(2014)
British
Association
of
Stroke
Physicians
http://www.wnecumbria.nhs.uk/wp-content/uploads/2016/09/Stroke-service-standards-Jun-2014British-Association-of-Stroke-Physicians.pdf
10. Diagnosis and Initial Management of Transient Ischaemic Attack, (April 2010), RCP
file:///C:/Users/cherylcooper/Downloads/Transient%20ischemic%20attack%20concise%20guideline.
pdf
11. A consensus on stroke: Early Supported Discharge, Fisher et al (2011)
https://www.ncbi.nlm.nih.gov/pubmed/21441151
12. The implementation of evidenced based rehabilitation services for stroke survivors in the
community: the results of a Delphi consensus process. Fisher et al (2013)
https://www.ncbi.nlm.nih.gov/pubmed/23405023
13. Community Stroke Resource review of ICSRS models nationally: NHS Improvement Stroke, (2012)
http://www.secn.nhs.uk/files/6614/6234/7613/National_rehabilitation_models_scoped_2015.pdf
14. Stroke rehabilitation in the community: Commissioning for Improvement (2012), NHS Improvement
https://www.slideshare.net/NHSImprovement/stroke-rehabilitation-in-the-community-commissioningfor-improvement-16337455
15. NICE Clinical Guideline 162: Stroke Rehabilitation Long term Rehabilitation after stroke, (2017)
https://www.nice.org.uk/guidance/cg162
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16. NICE Clinical Guideline IPG 278: Functional electrical stimulation for drop foot of central
neurological origin (2009) https://www.nice.org.uk/guidance/ipg278
17. Services for reducing duration of hospital care for acute stroke patients: Cochrane Review (2012)
Cochrane Collaboration Group https://www.ncbi.nlm.nih.gov/pubmed/22972045
18. Implementing Evidenced based early supported discharge services: a qualitative study of
challenges, facilitators and impact.
Clinical Rehabilitation (2014), Vol 28 (4) 370-377.
https://www.ncbi.nlm.nih.gov/pubmed/24006226
19. Evidence Based community Stroke Rehabilitation. Walker et al. Stroke; 2013 43:293-297.
file:///C:/Users/cherylcooper/Downloads/293.full.pdf
20. Intercollegiate Stroke Working Party. National Clinical Guideline for Stroke. 5th ed. London: Royal
College of Physicians; (2016)
21. https://www.strokeaudit.org/SupportFiles/Documents/Guidelines/2016-National-Clinical-Guidelinefor-Stroke-5t-(1).aspx
22. Supporting
Life
after
stroke
(2011),
Care
Quality
Commission
https://www.cqc.org.uk/sites/default/files/documents/supporting_life_after_stroke_national_summary
.pdf
23. State
of
the
Nation;
Stroke
Statistics
(2018),
Stroke
Association
https://www.stroke.org.uk/system/files/sotn_2018.pdf
24. Stroke
Association
Strategy
2015
–
2018
https://www.stroke.org.uk/sites/default/files/stroke_association_strategy_2015_to_2018.pdf
25. End of Life Care Strategy: Ambitions for Palliative and End of Life Care: A national framework for
local action 2015-2020 http://endoflifecareambitions.org.uk/wp-content/uploads/2015/09/Ambitionsfor-Palliative-and-End-of-Life-Care.pdf
26. The
North
West
End
of
Life
Care
Model,
January
(2015)
https://www.nwcscnsenate.nhs.uk/files/2414/3280/1623/May_2015_Final_NW_eolc_model_and_go
od_practice_guide.pdf
27. Advance Care Planning: A Guide for Health and Social Care Staff NHS End of Life Care
Programme,
Published
February
(2007),
revised
August
(2008)
http://www.ncpc.org.uk/sites/default/files/AdvanceCarePlanning.pdf
28. Making the case for change: Electronic Palliative Care Co-ordination Systems, November (2014)
file:///C:/Users/cherylcooper/Downloads/EPaCCS_Survey_Summary_Report_Final_25_04_14.pdf
29. Amber Care Bundle: http://www.ambercarebundle.org/homepage.aspx
30. The route to success - transforming end of life care in acute hospitals, December 2015 - National
End of Life Care Programme https://www.england.nhs.uk/wp-content/uploads/2016/01/transformingend-of-life-care-acute-hospitals.pdf
31. Priorities for Care of the Dying Person, Leadership Alliance for the Care of Dying People, June
(2014) http://www.nhsemployers.org/news/2014/06/leadership-alliance-for-the-care-of-dying-people
32. Final Recommended Core Education Standards for Care and Support for the Dying Person in the
Last Days and Hours of Life, October 2015 - http://www.gmlscscn.nhs.uk/end-of-life/information-forhealth-and-social-care-professiona/resource-library.php
33. http://www.elcqua.nhs.uk/index.php

2. Improving Outcomes
The NHS Outcomes Framework indicators provide national level accountability for the outcomes the NHS
delivers; they drive transparency, quality improvement and outcome measurement through the NHS. The
outcome domains and indicators relevant to this specification and at the core of our ambition are outlined
below:
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Domain 2
Domain 3

Enhancing quality of life for people with long-term conditions
conditions
Helping people to recover from episodes of ill-health or following injury

Domain 4

Ensuring people have a positive experience of care

In addition the Adult Social Care Outcomes Framework provide similar areas for improvement and create
an opportunity for commissioners and providers to work together to maximise benefits to survivors of a
stroke
Domain 1

Enhancing quality of life for people with care and support needs

Domain 2

Delaying and reducing the need for care and support

Domain 3

Ensuring people have a positive experience of care and support

2.2 Outcome measures
In order to measure the improvements brought about by the introduction of an integrated community stroke
rehabilitation service Eastern Cheshire will adopt the approach taken by the GM network as outlined in
table 1 below
Table one: outcome measures for the ICSR service

Measure description
Percentage of adults having stroke
rehabilitation
in hospital or in the community
OFFERED at least 45 minutes of
each relevant therapy for a
minimum of 5 days a week for up to
6 weeks
Percentage of patients reporting
positive experience on friends and
family test or patient experience
survey (which must include F&F test)

Percentage of adults who have
had a stroke and require
rehabilitation have their
rehabilitation goals reviewed at
regular intervals (weekly)

Percentage of patients who
demonstrate positive improvement
following Community Rehabilitation
Team intervention

Threshold

Data
collection
tool
SSNAP
(custom fields)

85%

Friends and
family test.
Questionnaire

90%

SSNAP
(custom fields)

100%

SSNAP
(custom fields)

Benchmark
locally
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Data collection
timeline
During admission
to stroke unit and
to community
team

Comment

NICE
Standard 2

Discharge from
hospital and from
community team
and 6 months post
index stroke
During admission
to stroke unit and
referral to
community team

Admission to and
discharge from
community team
& 6/12 months
post index stroke

NICE
Standard 6

Percentage of adults who have had a
stroke who
can be referred to a clinical
psychologist with expertise in
stroke/neurological condition
rehabilitation who is part of the core
multidisciplinary rehabilitation team
Percentage of adults who have had a
stroke are
offered active management to return to
work and advice on driving if
they wish to do so
Percentage of patients who were
screened on
admission to the Community
Rehabilitation Team for mood
disturbance and cognitive
impairment
Percentage of patients referred seen
within 72 hours for an assessment by
the Community Rehabilitation Team

85%

SSNAP
(custom fields)

80%

Discharge from
hospital

NICE
Standard 3

SSNAP
(custom fields)

During admission
to hospital and to
community team

NICE
Standard 5
(RTW only)

90%

SSNAP
(custom fields)

During admission
to community
team

Previous
NICE
Standard

95%

SSNAP
(custom fields)

Within 3 days of
referral to
community team

Previous
NICE
Standard

3. Scope
3.1 Aims and Objectives of the integrated Community Stroke Rehabilitation Service (ICSRS)

 Establish a recommended model of Integrated Community Specialist Rehabilitation Services
(ICSRS) across Eastern Cheshire that supports all stroke patients on discharge from acute care to
their place of residence. The model will fulfil identified achievable measureable and agreed
rehabilitation goals, and will offer support and guidance to their carers and families. In most
instances this will occur in a time limited period of six months. Feedback from the GM network is
the average time is 100 days in the integrated rehab service

 Ensure and support timely discharge from the acute stroke services. To provide a standardised
model for all patients, regardless of HASU, to promote efficient referrals from the acute service to
home or bed based community in-reach services. A rehabilitation plan will be agreed to prevent
unnecessary readmission to hospital or unnecessary attendance at their GP practice

 Ensure that people who have had a stroke achieve maximum independence and recovery
 Provide equality of patient experience across Eastern Cheshire through access to appropriate,
timely care using an agreed model of post-acute community stroke rehabilitation

 Provide a consistent, flexible and needs-led approach with integration between inpatient and
community stroke rehabilitation teams, as well as other NHS, social care and other providers (e.g.
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voluntary sector) with active signposting and referral to appropriate services for ongoing life after
the initial phase of recovery and rehabilitation

 Promote involvement and integration with other providers such as the voluntary sector to develop
a more blended, asset based approach to rehabilitation care and life after stroke and other
neurological conditions with early involvement and smooth transfer to voluntary or well-being
services that address the wider needs of the patients and carers.

 Ensure timely discharge from the service using community assets effectively to continue longer
term goals and ensuring there is capacity to provide responsive assessment and treatment times
following referral to services

 Use the developed outcome measures and KPIs that are a mixture of process indicators and
measures that include patient reported experience and outcomes to demonstrate the quality and
experience of services

 Ensure longer term support for the patients via self-referral back into the services if need.
 Increase the number of patient who have had a stroke can return to work following rehabilitation
 Align with the local strategic ambition to support care communities
3.2 Service Description
Community stroke rehabilitation services will:















Consist of stroke specific staff with expertise in home-based stroke rehabilitation for those with
complex needs, providing rehabilitation in the stroke survivor’s place of residence (including care
homes), workplaces and locations of leisure activities. The team will have access to specialist
equipment (for example in outpatient rehabilitation facilities) when appropriate for the stroke
survivor’s therapy
Promote self-care, health promotion and reducing dependency
Be delivered for as long as the stroke survivor has stroke related, identified, agreed and achievable
goals
Provide assessment within 72 hours with therapies beginning within 7 days of referral
Involve specialist assessment and provide treatment based on achieving an individually tailored
goals
Work to agreed clinical governance and risk management policies
Develop a comprehensive multidisciplinary team (MDT) plan in liaison with up and downstream
services to ensure seamless transition of patients between them
Support partnership working with Local Authority, health and voluntary sector to promote a
rehabilitation approach to stroke care by all agencies involved
Ensure seamless transfer between services if a stroke survivor needs to move to an alternative
provider
Provide information to stroke survivors and carers at the point of need including a named contact
and telephone number for the service provider
Provide training as required to paid and unpaid carers including those in care homes. Training
should include communication and the facilitation of mobility and personal care assistance
Support the locality stroke strategy group
Assess and treat stroke survivors admitted to intermediate care beds (step-down from hospital)
where appropriate
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Support data entry to the Sentinel Stroke National Audit Programme Dataset for ESD and
Community Rehab teams

4. Service Specification
The model of one team providing community stroke rehabilitation services is supported by the NHS Stroke
Improvements publication: Stroke Rehabilitation in the Community: Commissioning for Improvement
(2012)14. The service specification for the model is based is based on current NICE and Royal College of
Physicians (RCP) guidance.
The model and service specification describe what a stroke patient should expect to receive in terms of
appropriately resourced stroke rehabilitation services locally. Adopting a common model and service
specification across Eastern Cheshire will help ensure patients receive the same standards of care,
regardless of where they live and ensures parity with other stroke patients treated on the Greater
Manchester stroke pathway.
4.1 The Integrated Community Stroke Rehabilitation Team
Specialist stroke care is defined as that provided by health care professionals with the necessary
knowledge, skills, and experience of management of stroke and other specified neurological condition
evidenced by a suitable qualification and training.15
The Integrated Community Stroke Rehabilitation Team (ICSRS) should be sufficiently staffed to be able
to commence treatment as described in the pathways above. The team is multidisciplinary and works in
partnership with local authorities and other service providers including the voluntary sector. Its minimum
core team as recommended by evidence which is based on 5 days a week service.


Occupational Therapy (1 WTE per 100 referrals/year)



Physiotherapy (1 WTE per 100 referrals/year)



Speech and Language Therapy (0.4 WTE per 100 referrals/year)



Nurse (0- 1.2 WTE per 100 referrals/year range; recommended locally at least 1 full time nurse per
team)



Social worker (0-0.5 WTE per 100 referrals/year; recommended locally at least 0.5 per team)



Rehabilitation assistants/Assistant practitioner (0.25 WTE per 100 referrals/year following consultation
recommended increase to 1 per 100 referrals/year)



Clinical psychologist with expertise in stroke rehabilitation level 2 (approximately 0.2 WTE per 100
referrals/year)

Royal College of Physicians Guidance recommends access to dietetics, but not as part of the core
community team. Local clinical consensus (GMSODN meeting 15 August 2016) recommended a Dietician
be commissioned as part of the core team and is suggested at 0.1 WTE per 100 referrals/year.

14

https://www.slideshare.net/NHSImprovement/stroke-rehabilitation-in-the-community-commissioning-for-improvement16337455
15
https://basp.ac.uk/wp-content/uploads/2016/11/Definition-of-a-Stroke-Specialist-FINAL-Aug-2011.pdf
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Local consensus also agreed that appropriate administration and management support were essential in
ensuring the ICSRS core team was effective and these should be commissioned as part of the service.
These staffing levels serve as guidance and actual staffing required will depend on local context and
resources already in place.
The ICSRS shall have timely access to appropriate support from:


Re-ablement service or equivalent



Primary Care including GPs



Voluntary Services/Carer Support



Orthotics



Orthoptics



Spasticity clinic/consultant review for botox, splinting for management of spasticity



FES foot drop service



Consultant review



Specialist inpatient neuro rehabilitation centre



Long term conditions services with self-management/expert programme



Return to work services and vocational rehabilitation



Befriending/peer support/respite



Community equipment



Assistive technology



Access to wheelchair services and possibly onward referral for long term major adaptations to the
home if appropriate

The ICSRS shall provide early effective community rehabilitation to all stroke patients leaving hospital.
The team works with acute stroke unit staff, the patient and their family and other support services
including the voluntary sector to ensure the earliest possible discharge of the patient.
Adults who have had a stroke will be offered Early Supported Discharge (ESD). Early supported
discharge is an intervention for adults after a stroke that allows their care to be transferred from an
inpatient environment to a community setting. It enables people to continue their rehabilitation therapy at
home, with the same intensity and expertise that they would receive in hospital. This may not be suitable
for all adults with stroke or in all circumstances. The decision to offer early supported discharge is made
by the core multidisciplinary stroke team after discussion with the person and their family or carer if
applicable.
All patients shall be effectively discharged into the community at the earliest opportunity once the acute
team is satisfied that the patient is medically stable and does not require further inpatient care. The
appropriate pathway within the model of rehabilitation will be identified by the ICSRS and provided without
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delay.
The ICSRS will follow all applicable guidelines and standards of care but will be empowered to use their
clinical reasoning to deliver the most appropriate care for patients, and in accordance with their needs and
wishes.
The ICSRS shall attend home visits as needed to support coordination of pathways and discharge planning.
The decision to refer on to other generic community rehabilitation teams should only be made by the
ICSRS when it is deemed specialist management and treatment is no longer needed and patient needs
can be met by a generic rehabilitation service or life after stroke exercise pathways.
The staffing levels of the team shall enable the fulfilment of the stipulated hours of service.
4.2 Education and Training
Specific education and training shall be developed and provided in accordance with the StrokeSpecific Education Framework or similar tool recommended by the Greater Manchester Stroke
Operational Delivery Network who Eastern Cheshire CCG fall under.
Staff shall be aware of and understand the implications for patients of relevant legislation including the
Mental Capacity Act (2005) and the Care Act (2014).
Carers shall receive training in care such as: moving, handling and dressing; receive written
information on management plan and point of contact for stroke information.
4.3 Response and treatment timescales
4.3.1 Pathway 1: High functioning –Discharged home with Community stroke team input over 5 days a
week, daily visits by therapists and rehabilitation support workers as needed.
Patient presentation: Able to manage at home following risk assessment, usually mobile with one or able to
transfer with carer, able to manage activities of daily living independently, with carer or care package, no
cognitive issues which may cause risk at home, good family support and able to toilet independently or with
carer support, no night time issues able to access toilet independently or with carer. Able to manage
activities of daily living independently or with carer with the ICSRS providing therapy visits daily as per need
and patient wishes. Early supported discharge level of impairment with higher levels of functional ability.
Pathway 2: Home with ICSRS and Reablement service support up to four times a day for six weeks to
enable safe management and rehabilitation at home.
Patient presentation: Require daily re-ablement support in activities of daily living to remain at home
following programmes set by the ICSRS. Meets the needs of lower functioning patients who may live alone
with reduced family support but who are able to manage and toilet in between visits and overnight. May
have some cognitive impairment which is supported in rehabilitation in activities of daily living by reablement support workers to reduce any risk of safety issues with re-ablement staff following ICSRS
individualised programmes. Patients must be able to manage to toilet independently or with carers in
between visits and have no overnight issues. Daily visits reduce as patient becomes more independent and
continued rehabilitation post six weeks re-ablement support will be as per pathway 1 delivered by ICSRS
team and support workers on ICSRS team once independence increased. The patient must be cognitively
and physically able to manage with no safety risks independently with re-ablement support daily, with carer
or independently. This flexible working with specialist ICSRS input into re-ablement pathway enables
earlier discharge of the more complex patients whilst maintaining specialist stroke rehabilitation. Can be
early supported discharge level but usually more complex and lower level of functional ability and requiring
assistance over 7 days with activities of daily living to be able to stay be able to remain at home to receive
rehabilitation.
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Pathway 3: Stepped down from hospital into intermediate care bed with ICSRS led rehabilitation for a
maximum of 6 weeks, the patient is then able to step down to pathway 2 or 1 depending on ability following
rehabilitation in the intermediate care unit.
Patient presentation: This pathway is for patients who are not at a level to be able to go home for
rehabilitation due to problems physically with transfers, stairs or cognitively in activities of daily living.
These groups of patients as with generic intermediate care patients may live alone or are not at a level for
carers to support them safely in activities of daily living. ICSRS team in reach into the intermediate care
unit to provide assessment and treatment plans for the IC unit staff to follow, ICSRS attend weekly
multidisciplinary team meetings to discuss and manage patients with the other IC unit staff, GP. Home
visits carried out by the ICSRS team and these groups of patients usually step down to pathway 1 or 2
following discharge home to support with re integration in the home environment until goals have been
achieved. This flexible working with specialist ICSRS input into the intermediate care units enables earlier
discharge of the more complex patients whilst maintaining specialist stroke rehabilitation. More complex
patients who can’t be managed at home for rehabilitation but high potential for improving in activities of
daily living and returning home.
Pathway 4: Discharged into a residential or nursing home setting with support from the ICSRS as per
need.
This pathway is for patients who are discharged into residential/nursing home care to ensure they have
timely access to specialist rehabilitation and management post discharge. ICSRS assess to ensure correct
management and rehabilitation programme if needed to reduce risk of re admission or longer term
problems with spasticity, positioning, swallowing, communication and transfers and to ensure care home
staff are able to meet the needs of stroke patient appropriately. Following discharge from ICSRS input re
referral and access back to the ICSRS long term if needed if the patients’ needs change i.e. spasticity
management, swallow or mobility issues. Any patients newly admitted to nursing home who have the
potential and its the patients/family wishes to return home will be given sufficient rehabilitation by the
ICSRS to achieve this goal. Severely impaired patients who need 24 hour care.
4.4 Community referrals
Any patient living in the community who has been identified as having a stroke related problem within the
scope of the ICSRS skill set shall be triaged by the ICSRS and contact made with the patient within 48
hours of referral to determine their needs and identify a management pathway.
The ICSRS will decide if the patient is to be treated by them or referred onto generic pathways for
management. Treatment shall begin within 7 days of assessment and any intervention shall be provided
for up to six months with the option of re-referral back into the service at the end of this time.
4.5 Medical support
The ICSRS shall have pathways in place to access consultant support if needed during the rehabilitation
process in the community.
The team shall seek clinical support from the ICSRS nurse, GP and an appropriate hospital
consultant as necessary to ensure medical issues are reviewed and managed appropriately,
including support for radiological unconfirmed strokes.
4.6 Stroke rehabilitation management
A range of life after stroke services must be in place and easily accessible to support the long term needs of
patients and their carers/families that encourage self-management where appropriate. These will be
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signposted/accessed/coordinated by the ICSRS as needed to ensure holistic coordinated care planning
with other services.
These issues include:
 mobility and movement (including exercise programmes, gait retraining, mobility aids and orthotics)
 Access/referral to wheelchair services
 upper limb rehabilitation
 management of spasticity and tone
 blood pressure management and secondary prevention with joint management planning by
relevant acute, community and primary care teams
 sensory impairment screening and sensory discrimination training
 falls prevention (including assessment of bone health, progressive balance training and aids)
 cognitive rehabilitation (including addressing impairment in attention, memory, spatial awareness,
perception, praxis and executive function)
 communication (including aphasia support twice weekly during the first 20 weeks,
techniques or aids for dysarthria and apraxia, information about local groups)
 everyday activities including provision of daily living aids and equipment (e.g. dressing,
washing, meal preparation)
 emotional and psychosocial issues (e.g. depression, adjustment difficulties, changes in selfesteem or efficacy, emotionalism)
 swallowing (including swallowing rehab, maintenance of oral and dental hygiene, nasogastric
tube feeding, gastrostomy)
 skin integrity ( i.e. pressure care and positioning)
 nutrition (including specialist nutritional assessment, nutritional support)
 visual disturbance
 continence (bladder and bowel)
 social interaction, relationships and sexual functioning (including psychosocial management or
medications)
 pain (assessed regularly using validated score, referred to specialist where indicated)
 home assessment (including need for larger scale equipment or adaptation)
 carer support and training
 driving
 financial management and accessing benefits
 return to work including referral to specialist in employment or vocational rehabilitation (see below)
 review of rehabilitation goals
 community integration and participation
 independent living
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 onward referral for long term major home adaptations if appropriate (e.g. referral to enable access to
bedroom / bathroom / etc.)
4.7 Return to Work
Adults who have had a stroke should be offered active management to return to work if they wish to do
so.
Return to work issues should be identified as soon as possible after the person's rehabilitation episode,
reviewed regularly and managed actively by the ICSRS.
Identifying the physical, cognitive, communication and psychological demands of the job (for example,
multi-tasking by answering emails and telephone calls in a busy office).
Identifying any impairments on work performance (for example, physical limitations, anxiety, fatigue
preventing attendance for a full day at work, cognitive impairments preventing multi-tasking, and
communication deficits).
Tailoring an intervention (for example, teaching strategies to support multi-tasking or memory difficulties,
teaching the use of voice-activated software for people with difficulty typing, and delivery of work
simulations).
Educating about the Equality Act 2010 and support available (for example, an access to work
scheme).
Work place visits and liaison with employers to establish reasonable accommodations, such as
provision of
equipment and graded return to work.
4.8 Review of rehabilitation goals
All patients will have their rehabilitation goals reviewed at regular intervals with evidence of local written
protocols.
Goals shall be incorporated into a personalised plan that allows the patient to take ownership of their
rehabilitation
and shall be reviewed regularly (every 4-6 weeks) with the patient throughout the treatment period which
will promote and support the well-being principle. The ICSRS should use a ‘stepped care’ approach to
delivering psychological care.
4.9 Community integration and participation
There should be joint working with stakeholders to develop pathways from ICSRS into community leisure
and exercise classes for patient, who are then supported to attend by the ICSRS as part of the
rehabilitation process.
There should be joint working with voluntary sector providers to develop pathways from ICSRS into
funded stroke information and support services as well as communication support groups to ensure
effective provision of support and information as part of the rehabilitation process.
Patients should be made aware of and offered options to promote their wellbeing, including peer-led
support groups, engagement in community activities and professional psychological therapies including
IAPT and community mental health services.
The ICSRS will:


Work with the patient and their family or carer, identify their information needs and how to deliver
them, taking into account specific impairments such as aphasia and cognitive impairments and
pacing the information to the person's emotional adjustment
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Provide information about local resources (e.g. leisure, housing, social services and the voluntary
sector) that can help to support the needs and priorities of the person with stroke and their family
or carer



Support and educate people after stroke and their families and carers, in relation to emotional
adjustment to stroke, recognising that psychological needs may change over time and in
different settings



Offer carers an assessment tailored to their individual needs to support well-being during the
rehabilitation process



Appropriately educate and train carers to recognise and report causes of illness that could result
in avoidable admission e.g. constipation, urinary tract infection, swallowing problems



Refer to IAPT services if required with advice and input from the ICSRS psychologist



Refer to Functional Electrical Stimulation for foot drop services where appropriate



promote the practice of skills gained in therapy in the patient’s daily routine in a consistent manner
and patients shall be enabled and encouraged to practice that activity as much as possible

4.10 Discharge from ICSRS
Maximum service provision is 6 months post discharge or referral for new stroke patients and 6 months
post referral for community referrals with extensions for patients who require further rehabilitation who
are still achieving goals based on clinical reasoning.
There is an option for patients to be re-referred back in at any time after discharge if
appropriate. Discharge is defined as when patient’s goals are met or patient declines
service.
Patients can re-refer themselves back to the ICSRs at any point post discharge for assessment of need
and the ICSRS will help determine the most appropriate pathway or referral to generic services.
Self-management and access to relevant community assets to support the patients on discharge from the
service should be coordinated by the ICSRS including on-going support from the family and carer support
service, communication support service and exercise pathways to ensure longer term support and re
integration is successful and needs led.
A discharge summary should be sent to the GP within a week of discharge from the ICSRS.
4.11 6 & 12 month review
Adults who have had a stroke have a structured health and social care review at 6 months and 1 year after
the stroke, and then annually.
The ICSRS must be aware of local arrangements and written protocols for the structured health and social
care review at 6 months and 1 year after the stroke, and then annually with pathways of access back to the
team if needed
It is recommended that the 6 month review is carried out using the GM-SAT tool.
4.12 End of Life Care
If the inpatient MDT recognizes that patient is dying then effective, fast and where necessary, rapid
systems for discharge processes shall be in place to meet individual's preferences, including to their
preferred place of care and death (e.g. Rapid Discharge Pathway). The ICSRS will liaise with the inpatient MDT to ensure support is provided by the ICSRS on discharge if necessary.
Advance Care Planning shall be Initiated and/or reviewed and the North West End of Life Care Model
Page 43

shall be adopted and applied to ensure:


Holistic needs assessment



Advance Decisions To Refuse Treatment



Benefits review of patient and carer including Grants/prescription exemption



Provision of information on Blue Badge (disabled parking) scheme



On-going monitoring and support agreed to avert crisis



Referral to other services e.g. Specialist Palliative Care



Sensitive communication skills training for end of life care shall be provided to relevant staff in the
ICSRS

4.13 Hours of service
The hours of service shall be during locally agreed hours (normally office hours such as 8.30am-4.30pm)
5 days a week, Monday to Friday.
Discharges at weekends should be planned by the inpatient team in collaboration with the ICSRS to
ensure that the ICSRS can visit and assess the patient within 24 hours if required (i.e. ESD patients).
Priorities for weekend working are to support hospital discharges or transfers to reablement and the
continuation of existing high priority rehabilitation patients or newly discharged patients on a Thursday or
Friday for continuity of treatment.
4.14 Audit
Standard sets of data should be determined and collected/recorded routinely including the data
required for the SSNAP national audit.
There should be an agreed protocol with the hospital team on the transfer of patient records to the
ICSRS on the SSNAP system to ensure compliance with the audit.
The ICSRS should contribute relevant data for the Greater Manchester Stroke Outcome Measures
(which includes SSNAP data).
An annual report should be collated that presents the outcomes of the service in terms of service
delivery, patient’s outcomes and satisfaction with action plans for service improvement.
4.15 Population covered
All Eastern Cheshire patients discharged from acute stroke services. Patients discharged from the acute
stroke service will be assessed by the community stroke team (in conjunction with the hospital team) to
assess if support is needed following discharge. All stroke patients must come through the ICSRS for
triage, with most receiving some level of support before onward referral to generalist services. The
Intermediate Care pathway is for a small cohort of patients and will involve in-reach by the ICSRS.

4.15 Any acceptance and exclusion criteria and thresholds
Referrals will be accepted if the person is:



Over 18 years old, however, exceptions where the patient who is 16 years or older whose
needs have been identified as being best met with the skills of the ICSRS
Primary diagnosis of stroke and functional strokes
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The patient must be medically stable with appropriate medical investigations completed.



Category of patient disability accepted: ESD patients and non- ESD patients



Rehabilitation goals must be identifiable



Re-referrals of people with a stroke are accepted if there are specific rehabilitation goals which
require specialist community stroke rehabilitation.



Patient consents to intervention by the team



Patients cannot be discharged to the ICSRS until necessary care, and transportation are
in place which should be organised by the acute trust treating the patient



For patients discharged alone to a private address they must be able to
maintain their own safety independently

4.16 Exclusion criteria
If any patients are deemed not appropriate for intervention by the ICSRS, the team will provide advice and
support to sign post to the most appropriate service
4.17 Interdependence with other services/providers
The service should work in partnership with hospital teams, GPs, local integrated services and other
primary and secondary care services to provide a holistic approach to patient care.
Forge relationships with other relevant statutory and non-statutory providers within the health economy
especially those offering support for life after stroke e.g. voluntary sector.
The service should actively engage with and contribute to the work of the Greater Manchester Stroke
Operational Delivery Network.
In order to improve quality of care for stroke patients and their experience of services the following
components need to be embedded across the whole pathway;






Communication and Information
Collaboration
Data Collection
Monitoring, Data Transfer and Information Sharing
Innovation, Research and Development.

These components are described in greater detail below.
4.17.1 Communication and Information
Patients and their carers will receive a key contact on admission to the acute unit and will be kept informed
throughout the care pathway on a regular and timely basis of:
 Their prognosis and situation
 What is likely to happen to them next e.g. how soon they will be seen, frequency of contact,
contact information for the new team, how goals will be carried over
 Who is taking care of them and who is responsible for their care
 What they need to be doing to facilitate their care and recovery e.g. advice and information about
exercises or other activities that they can practice independently
Patients and their families/carers:
 Are able to access information provided to them i.e. provided in an appropriate format/ medium, and
in relevant community languages other than English and that is specific to the phase of recovery and
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their needs at that time
Receive instruction and guidance regarding any prescriptions; verbally and supported by written
information
Are actively involved in day to day care, rehabilitation and decisions about the planning and delivery
of their care
Are directed to relevant voluntary service organisations
Are encouraged to provide information on their experience of the service through the Friends and
Family test and any other locally developed patient satisfaction surveys. This information will be
utilised to inform quality improvement and/or service developments

Clinical teams:
 Proactively communicate between themselves and with anyone who takes over responsibility for a
patient’s care, e.g. discharge from acute to community or primary care,
 Communicate regularly with patients and carers in appropriate ways for their condition and needs
Awareness raising activities are proactive and ongoing e.g. FAST awareness across primary care, care
homes, providers and the general public.
4.17.2 Collaboration
All organisations ensure that the processes used to manage care involve all relevant people and support
seamless transitions between services along the pathway.
Providers of stroke care are actively engaged with their local networks e.g. to ensure that each unit is linked
to a regional neurosciences centre for emergency review of local brain imaging.
All organisations ensure that formal links exist with patient and carer organisations.
4.17.3 Data Transfer and Information Sharing
Accurate and explicit records of patients are recorded and shared using agreed protocols between all
hospital, community and social care practitioners and individuals in accordance with the Eastern Cheshire
IT Strategy.
4.17.4 Data Collection and Monitoring
All organisations shall:
 Submit data for the DH stroke and TIA IPMRs
 Take responsibility for all aspects of data collection, keeping registers, monitoring prevalence and
management of associated conditions and participating in national audits, including QOF and
SSNAP either directly or via upload of equivalent local data such as GRASP that enables
comparison with regional and national peers
 Ensure continuously improving real time data collection and effective transfer of information
between health care professionals and agencies
 Ensure that a sustainable system of coding is in place for stroke
 Ensure that processes are in place to support the collection of data across service providers
 Develop a robust system for collection and validation of reliable and accurate data with a lead
responsible individual to approve and sign off the data. This may involve investment in data systems
and personnel to avoid the burden of data collection responsibility on clinical staff
 Capture patient and carer experience across the pathway at regular intervals. This information
should be used to inform the improvement of local services and the results should be submitted to
inform commissioners on progress in improving patient experience
4.17.5 Innovation and Research & Development
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All providers should:
 Be part of a research network
 Have a dedicated research lead and actively participate in recruiting patients to national and
international clinical trials and other well designed research studies
 Be open to performing and participating in national and international trials
 Work with Research Networks to ensure that research findings are fed into onward plans and inform
clinical practice e.g. stopping doing things where there is no evidence
 Work collaboratively to improve services through innovation and research
5. Applicable Service Standards
Applicable national standards (e.g. NICE)
NICE (CG 68)16
NICE (CG 162)17
Applicable standards set out in guidance and/or issued by a competent body
RCP (2016) National Clinical Guidance for Stroke18
NHS England (2016) Commissioning Guidance for Rehabilitation19

5.3 Applicable local standards

16

https://www.nice.org.uk/contents/item/display/30809
https://www.nice.org.uk/guidance/cg162
18
https://www.rcplondon.ac.uk/guidelines-policy/stroke-guidelines
19
https://www.england.nhs.uk/wp-content/uploads/2016/04/rehabilitation-comms-guid-16-17.pdf
17
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Draft Financial Recovery Plan 2018/19 and 2019/20
1.

Executive Summary

1.1

In setting the 2018/19 Financial Plan with a deficit of £15m, NHS England (NHSE)
confirmed that NHS Eastern Cheshire Clinical Commissioning Group (ECCCG) was
eligible for £15m of Commissioner Sustainability Funding (CSF) subject to a number of
conditions being met.

1.2

Included within the June 2018 Governing Body Financial Performance Report was an
overview of the CSF and the principles against which it will operate. In order for
ECCCG to receive the funding, one of the key conditions was the submission of a
Financial Recovery Plan (FRP) by the 30 June 2018.

1.3

The FRP had to cover a number of areas as specified by NHSE via their FRP
Checklist published on 17 January 2018. In addition, the FRP had to outline how it
would address recovery of the underlying position without receipt of CSF in future
years (Note: CSF is non recurrent and set for 2018/19 only).

1.4

The draft FRP (Appendix A) was reviewed and approved during the June 2018
Governing Body meeting in Camera meeting on the basis that the Plan was still work
in progress. Delegated authority was given to the Accountable Officer for any final
amendments made in the timeframe between the Governing Body meeting held on 27
June 18 and the submission date of 30 June 18.

1.5

NHSE received the draft FRP on 29 June 18 and is currently reviewing its contents
with feedback planned during a meeting scheduled for 20 July 2018 with ECCCG’s
Accountable Officer and Chief Finance Officer. A verbal update will be provided to the
Governing Body although it is expected that additional amendments may be required
before the document can be signed off by NHSE.

2.

Recommendation(s)

2.1

The Governing Body is asked to endorse:
 ratify its approval of the CCGs draft Financial Recovery Plan 2018/19 and 2019/20
within its June 2018 in-camera meeting
 note that the CCG submitted the plan to NHS England on the 29 June 2018 and
that further revisions may be required following feedback from NHSE.

3.

Reasons for recommendation(s)

3.1

The recommendations outlined for the Governing Body enable it to set a financial plan
that takes account of all known risks and meets the conditions of the CSF.

4.

Peer Group Area / Town Area Affected

4.1

This relates to all of NHS Eastern Cheshire geographical areas.
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5.

Population affected

5.1

This relates to all of NHS Eastern Cheshire population.

6.

Context

6.1

The Financial Performance Report is prepared by the Chief Finance Officer to ensure
the Governing Body is informed and where necessary takes appropriate decisions
concerning ECCCG’s financial performance to ensure it discharges its financial duties.

7.

Finance

7.1

Not applicable.

8.

Quality and Patient Experience

8.1

Not applicable.

9.

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

9.1

Not applicable.

10.

Health Inequalities

10.1

Not applicable.

11.

Equality

11.1

Not applicable.

12.

Legal

12.1

Not applicable.

13.

Communication

13.1

Communication with the public and other interested parties via the publication of the
Financial Performance Report on ECCCG’s website.

14.

Background and Options

14.1

Not applicable.

15.

Access to further information

15.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

16.

Alex Mitchell
Chief Finance Officer
01625 663456
alex.mitchell@nhs.net

Appendices Table

Appendix A

CLICK HERE to view the Draft Financial Recovery Plan 2018/19 &
2019/20
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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
Working Together
Investing Responsibly



Innovation
Quality



NHS Constitution Values supported by this report – please indicate 
Working together for patients
Respect and dignity
Commitment to quality of care



Compassion
Improving lives
Everyone counts
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The Governing Body of NHS Eastern Cheshire Clinical Commissioning Group (ECCCG)
has prepared its Financial Recovery Plan (FRP) to support its 2018/19 Financial Plan
and to set out its intentions and options with respect to addressing the underlying
deficit should Commissioner Sustainability Funding (CSF) not be available in 2019/20.
The Governing Body’s accountability for delivery of the FRP is supported by having
appropriate governance and control mechanisms in place as outlined within the FRP.

R

It is noted, however, that the FRP is subject to a continual cycle and whilst future
reporting will capture the latest position, this document reflects the position as at
June 2018.
Approved: Governing Body In Camera meeting 27 June 2018

D

(Once approved by NHS England it will be presented to a future Governing Body in Public meeting)

Paul Bowen
Chair

Jerry Hawker
Chief Officer

Alex Mitchell
Chief Finance Officer
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Executive Summary
Key Messages

ECCCG, its Governing Body and its member practices are committed to
commissioning services within available resources.

Achievement of a balanced financial position without CSF by the
end of 2019/20 will only be achievable through:
– Significant transformation and structural reform of the
provider market.
– Significant reduction in system administrative costs.
– Changes to the National thresholds for access to NHS
Funded health care.

AF
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Context

Whilst the CCG has been successful in delivering improved outcomes for
its population and managing demand at growth levels well below
national and peer benchmarks it has been unable to deliver these
population benefits within its available resources. ECCCG’s financial
position has deteriorated over recent years ending with a deficit in
2016/17, 2017/18 and a planned deficit in 2018/19.
This FRP has been produced as required by NHS England for those
organisations that are receiving CSF.

The issues leading to the financial deficit.
Wider strategic context in which ECCCG is operating.
FRP for 2018/19.
High level intentions for 2019/20.
Potential risks that could impact on the delivery of the FRP.
Governance arrangements.

D

•
•
•
•
•
•

R

The aim of the FRP is to provide an overview of the financial position of
ECCCG and the actions being taken to address the underlying position
without the receipt of CSF funding in future years, whilst maintaining a
commitment to safe, effective care. The FRP covers the following key
areas:

Wherever possible statements and financial information contained
within this FRP have been supported by benchmarking evidence against
available key national indicators.

For 2018/19 the CCG has plan to deliver the agreed control total of
£15m. The plan includes a fully identified QIPP programme to
deliver £9.3m of savings with a risk of £3.3m associated with
delivery those schemes.
The CCG has a strong and successful track record of managing
both need and demand for services, improving productivity and
taking difficult choices to reduce access/availability to some
services:
– Flat to negative growth in A&E attendances and nonelective admissions.
– Negative growth in Prescribing (excluding NCSO (No
Cheaper Stock Obtainable)).
– Cessation of over the counter drugs and repeat
ordering of prescriptions by Pharmacists.
– Significant tightening of access to some treatments
(including IVF).
– Year on year reductions in CCG running cost
expenditure.

The CCG is committed to continuously improving its underlying
financial position and delivery of safe effective services that
comply with the NHS Constitution, requirements of the NHS Five
Year Forward View (5YFV) and the CCG Improvement &
Assessment Framework (IAF).
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Overview
ECCCG is responsible for commissioning services for a population of 207,000.
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For the majority of commissioned services, ECCCG is operating within the top quartile
of performance when compared nationally with other clinical commissioning groups
(CCGs), although conversely it is in the top 12 of CCGs reporting the highest spend on
Continuing Healthcare (CHC).

D
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The CCG has a track record of “meeting need” in innovative ways that has driven a
change in approach to traditional “demand management” thinking and its focus on
secondary care. The CCG has invested in strengthening and expanding the role of
general practice, creating a focus on prevention and early intervention as demonstrated
through approaches like the Nursing Homes (NH) scheme, cancer screening rates,
Learning Disability health checks and support for self-care. Despite these successes in
managing demand (and activity) for healthcare services and targeted intervention
within CHC, ECCCG’s finances have continued to be under considerable pressure since
posting a deficit in 2016/17 of £12.4m.
ECCCG has been impacted from the implementation of key national policy changes
where the actual impact is significantly different to the assumptions made nationally, ie,
HRG4+. Since April 2013, this has added £16m of additional cost pressure which ECCCG
has been unable to mitigate.
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Overview cont….
In recognition of the financial position, ECCCG has taken considerable and often difficult
decisions to minimise the financial pressures by delivering £29m of savings through its
Quality, Innovation, Productivity & Prevention (QIPP) schemes since April 2013.

The impact of delivering these savings has abated the deterioration in the financial
position when compared to the 2017/18 posted deficit of £18.5m with a planned deficit
in 2018/19 of £15m. This is dependent on delivering 100% of the identified QIPP
programme of £9.3m.

R

ECCCG is operating within a financially challenged health and care system (Pg 22) and in
2017/18 was part of the national Capped Expenditure Programme (CEP), together with
East Cheshire NHS Trust (ECT), and Cheshire & Wirral Partnership Trust (CWP). A
significant number of proposed “difficult choices” were presented and considered as
part of the programme, but were deemed not to be implementable within the agreed
timelines or due to National policy.

D

The local economy partners continue to work under the CEP principles to deliver their
financial targets and joint savings plans and whilst not a mandated organisation within
the CEP approach, the CCG has worked closely with and included Cheshire East Council
(CEC) in this approach. Schemes being explored in 2018/19 include estates
optimisation, elective theatre optimisation and community bed provision.

Pg. 7

Overview cont….
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The provider market in Eastern Cheshire is complex and particularly challenged. The
main local hospital (ECT) has been in receipt of additional external financial support for
a number of years (£19.2m for 2018/19). Neighbouring hospitals, including Stockport
NHS Foundation Trust and the formerly known South Manchester University Hospital,
also face significant performance and financial challenges. The local care home market
is significant in size, but demand for privately funded care has significantly impacted
capacity and costs for NHS provision.

R

Beneficially, the CCG has a very strong base for general practice which provides a
platform for many of its schemes enabling patient need, historically met by secondary
care, to now be met by transforming GP models (eg, NH scheme, Caring Together
Contract, Primary Care Home (PCH) pilots).

D

In addition the CCG has been required to provide significant additional funding into the
provider sector as a result of externally driven factors including: Dermatology services,
transfer of Stroke Services to Stockport Hospital due to concerns over the sustainability
of safe services, and the regulator supported stabilisation of Community Services
following loss of contracts. This additional funding provided has not been associated
with increased demand or activity and represents a net increase in unit costs for
services over and above any nationally determined tariff uplifts.
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Overview cont….
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ECCCG’s 2018/19 Financial Plan and Recovery Plan were approved at its Governing Body
meeting held in April 2018. The Governing Body approved the setting of a £9.3m QIPP
Plan, taking account of the high level of risk associated with the delivery of £3.3m of the
identified schemes. As at June 2018 (Month 2) ECCCG has already delivered £1.3m of
savings.
Details of all QIPP schemes are set out from pages 26-47 and key schemes include:
renegotiation of payments for Stroke care, sourcing of CHC care packages, prescribing
schemes and the elective care referral refinement service.

R

For 2018/19 the CCG agreed a block contract with ECT for the first time. This has
enabled the focus of both partners and their clinical leaders to be on reducing system
costs as opposed to shifting deficits and activity between organisations.

D

ECCCG will continue to develop the local system and deliver against successive national
initiatives. ECCCG has implemented two pilots around the development of Integrated
Care Community Hubs which is a key attribute in further upscaling work around the
prevention of patients being admitted to hospital, ie, managed in the community.
Further step changes in the community care hubs require additional funding across
community and primary care, both of revenue and capital, which is needed to improve
the estate which is unable to cope with current demand.
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Overview cont….
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Overall, ECCCG has taken significant action to ensure it has robust governance
arrangements to support the identification and implementation of all potential QIPP
efficiencies in 2018/19. This has often been supported by a number of external reviews
over the previous few years which have reaffirmed that all potential financial
opportunities have been either implemented or identified and that ECCCG has robust
governance arrangements in place to support the identification and delivery of QIPP
schemes.
For 2019/20, the forecast opening deficit (before the 2019/20 planning guidance
changes) is estimated to be £17m.

D
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Given the range of QIPP schemes already implemented, and the successful track record
of managing demand, significant future efficiency and productivity are not going to
deliver the required savings. A number of ongoing schemes are expected to deliver a
minimum of circa £2.7m of savings for 2019/20. Also included within the FRP is a list of
options which were included within the original CEP submission.
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Overview cont….
To enable the CCG to achieve the required balanced financial position without CSF in
2019/20 significant structure changes will be required over and above productivity
and efficiency measures. The CCG’s Governing Body has maintained a strategic
position that these structure changes fall into three main areas:
• Transformation and structural reform of the provider market.
• Reduction in system administrative costs.
• Changes to the National thresholds for access to NHS health care services.
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The Cheshire & Merseyside Health & Care Partnership (STP) supported by regulators
has commissioned the NHS Transformation Unit/KPMG to assess the options around
delivering future sustainable hospital services currently provided by East Cheshire NHS
Trust. The outcome is expected to be known in the summer of 2018, and the CCG
recognises that significant future additional financial investment may be required
whether to support capital investment, transitional arrangements or ongoing revenue
costs. Given the financial position of the economy, there is currently no funding for
this within the local health economy and it has not been factored in to the CCG’s FRP.
The CCG has committed to work with its neighbouring Cheshire CCGs to implement a
single management structure from 2019/20, with an ambition (subject to membership
approval) to establish a single Cheshire CCG from April 2020. The CCG is keen to
support and see progress in similar schemes within the provider sector.
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Overview cont….
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Over the last 2 years the CCG has actively implemented initiatives that have raised the
threshold for access to some treatments. This work has been clinically led and
supported by sound evidence and advice from our Public Health colleagues.
Wherever possible, revisions made to our commissioning policies have been within
national guidance and best practice. Increasingly future schemes may need to review
the affordability of current thresholds both with respect to the availability of some
procedures and the timeliness of access to treatment.

R

The CCG fully recognises that the above three areas identified for future financial
savings are likely to be highly contentious on a number of levels and signal the level of
debate needed within the Eastern Cheshire economy in order to deliver a balanced
financial position.

D

As a consequence further detail has not been provided within this FRP, but the CCG is
committed to taking them forward in partnership with providers, regulators, the
Health & Care Partnership and stakeholders including our staff and the public.
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Financial Background….
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Overview
The financial performance and QIPP savings
schemes delivery of £29m for ECCCG since its
inauguration in April 2013 are outlined in the
charts, alongside the planned position for
the current financial year 2018/19.

R

The sharp deterioration experienced in
2015/16 has continued although the rate of
decline has been slowed by the equivalent
ramp up of QIPP schemes. The plan for
2018/19 is now showing an improving
position.

D

Significantly, the planned deficit for 2018/19
reflects an improving position, although to
deliver this position circa £9.3m of QIPP
savings are required. It is also recognised
that there is a risk of circa £3.3m to the
delivery of the planned control deficit of
£15m.
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Income / Expenditure Trends….
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Since 2012/13, ECCCG’s income has
grown by 29% or £69m which
includes a specific allocation of £25m
for the transfer in responsibility for
Primary Care.

R

The distance from target in terms of
national funding remains at -3.13%
(circa £8m) below its notional target
for 2018/19.

D

The corresponding expenditure has
been contained to an increase of
35% or £84m (£113m pre QIPP) over
the same time period resulting in a
gap of 5% or £15m.
All contracts for 2018/19 have been
agreed and signed and built into the
2018/19 Financial Plan.

Pg. 14

Income / Expenditure Trends cont….
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The stepped annual changes in income, expenditure and implemented QIPP savings
from the previous year are outlined below alongside the final outturn for each year.

D

R

Includes £25m
transfer re
Primary Care

£15m forecast
deficit (pre
CSF)
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Financial Bridge 2015/16 – 2018/19….
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The deterioration in the financial position occurred from 2016/17 onwards. The
financial bridge maps out the key changes that have occurred from the closing
2015/16 position through to the 2018/19 planned forecast (net of QIPP).
The key changes in expenditure have been classified into:
1) National Policy No Local Influence - £16m financial pressure arising from
implementing national/local policy changes. The key trend highlights that the actual
impact of the policy change is consistently greater than the value assessed centrally.

D
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2) CCG Local Influence - £19m reflecting areas of which ECCCG has been successful in
limiting growth in demand and managing both local and national priorities. The
delivery of QIPP is against the areas on which the CCG has the greatest influence. This
has restricted growth in costs from £43m down to £19m via the implementation of
£24m of QIPP schemes.
The following financial bridge provides a graphical representation of the pressures
experienced by ECCCG for the 3 year period.
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Financial Bridge cont….
Bridge outlining changes in Income & Expenditure (net of QIPP) from 2015/16 to 2018/19
£m
£310.0
£300.0
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After
del ivering
QIPP of £25m

£5.2

£5.5

£290.0

£6.0

£280.0

c

£5.3
£270.0

£250.0
£242.4
£240.0

£0.6

£1.2

D

£260.0

£0.6

£0.4

£0.6

R

£24.9

£1.9

£2.0

Key: National Policy - No Local Influence

CCG - Local Influence

£3.5 £302.3

£0.8

£1.3
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Financial Bridge cont….
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National Policy – No Local Influence
ECCCG has been adversely impacted by a number of changes over the previous years.
The impact arises from the difference in:
– Transfer of services (funding) to the CCG where the actual costs are higher, ie,
premises costs from NHS Property Services.
– National assumptions around the impact of policy change, ie, HRG4+.
– Impact of service changes within the local economy, ie, transfer of Stroke
Services.

D
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Key changes:
• £6.0m HRG4+ re impact of tariff against national assumptions (assumed £2.6m reduction on
2016/17 activity v £3.4m actual increase).
• £0.6m Mental Health correction following baseline error in CCG allocations.
• £0.6m NHS Property Services pressure arising from transfer of budget versus movement to
market rents.
• £5.3m Community Services additional funding to stabilise ECT following the withdrawal of
South Cheshire & Vale Royal CCGs.
• £1.9m Funded Nursing Care (FNC) impact of change in national rate (from £112pw to
£155pw) multiplied by the number of FNC cases.
• £0.4m Specialised Commissioning pressure due to the transfer of budget versus actual costs.
• £1.2m premium being paid to Stockport NHS Foundation Trust following ECT giving notice on
the in-patient stroke service due to the risks of maintaining a safe service. Premium has been
reducing over recent years as a result of ongoing discussions and improvement in length of
stay.
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Financial Bridge cont….
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CCG Local Influence
This covers the range of services which ECCCG routinely commissions and can
influence in terms of managing costs. The CCG has placed significant focus in its
strategy to develop Primary Care and Integrated Care Communities to prevent patients
having inappropriate hospital admissions.
Whilst growth has been experienced across the various budgets the increase has been
restricted from £43m down to £19m via the implementation of £24m of QIPP
schemes.
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Key changes:
• £2m Caring Together Contract investment into enhanced services across General Practice to
manage patients and reduce demand on Acute Services.
• £0.6m Frailty investment with ECT to reduce admissions.
• £5.49m CHC growth covering impact arising from market pricing, demand and rebalancing of
responsibility between Health and Local Authority.
• £5.21m Acute growth (both demand and complexity), excluding impact of HRG4+ tariff.
• £0.78m Primary Care growth as per national GMS/PMS tariff and delivery of national
priorities, ie, GP5YFV.
• £1.3m Mental Health investment reflecting both tariff and delivery of local/national
priorities, ie, MH5YFV.
• £3.6m Prescribing growth arising from demand and prices.
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Risk Adjusted Position….
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For 2018/19, the Financial Plan has identified the following financial risk:
Plan
Risk Adjusted
£287.2m
£311.5m
£ 24.3m
(£ 9.3m)
£ 15.0m
(£ 15.0m)
£ 0.0m

£287.2m
£311.7m
£ 24.5m
(£ 6.0m)
£ 18.5m
?

R

Income
Forecast Expenditure
Deficit
Less QIPP
Forecast Deficit
Less CSF (see below)
Forecast Outturn

D

NHS England has introduced the CSF for 2018/19 with ECCCG’s allocation being set at a
non recurrent (one off) £15m. The receipt of this is conditional on the delivery of the
FRP which will need to outline how ECCCG plans to address the underlying position on
the basis that the CSF is not available for 2019/20.
The risk adjusted value is forecasting a deficit of up to £18.5m which takes account of the
high delivery risk associated with some of the more challenging QIPP schemes. This
would impact on the availability of CSF during 2018/19 should the scenario occur.
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Underlying Position….
£m
Income
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The 2018/19 deficit reflects a
number of one off issues or part
year impacts which have been
taken account of to assess the
closing underlying position for
2018/19.

Revised Underlying Deficit

R

The following table outlines the
anticipated opening position prior
to any changes arising from the
2019/20 NHS Planning Guidance,
including any changes to CCG
allocations.

18/19 Forecast Expenditure
18/19 QIPP Recurrent
19/20 Stroke Block reduction
sub total

D

Overall, the underlying position is
showing a positive rate of
improvement for 2018/19 due to
the actions undertaken by ECCCG,
ie, QIPP.

£m
287.2

311.5
(6.0)
(1.3)
304.2
(17.0)
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Wider Strategic Context
Overview
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ECCCG operates within the Cheshire & Merseyside Health Care Partnership which falls
within the NHS England North region. The equivalent clinical networks work across
multiple boundaries with its formal links being via the Manchester networks.

R

Circa 65% of Acute patients are treated within our local hospital ECT. The remaining
35% are treated by the local private sector or outside of our area by various hospitals,
again mainly across the Manchester area including specialist providers. By virtue of
our patient flows our activity is mainly with ECT and the surrounding Manchester
hospitals. In relation to the latter hospitals we hold relatively small contracts when
compared to the lead CCG and as such have a lesser degree of influence/collaboration
as experienced with ECT via the CEP.

D

The Cheshire East Place covers CEC, South Cheshire CCG, ECT, Mid Cheshire Hospitals
NHS Foundation Trust (MCHFT), CWP, 40 GP Practices and ECCCG.
ECCCG has agreed all of its contracts for 2018/19. Both ECCCG and ECT have agreed to
a “block” contract arrangement for 2018/19 which provides both organisations
certainty on the financial position and enables the capacity, ie, contracting, quality,
finance teams, etc, to be focused on supporting the delivery of savings schemes
identified within the CEP.
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Cheshire East Place Finances….
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The Cheshire East Place is facing significant financial challenges across the Health
sector as outlined in the table below. Significant pressures are also being managed
within CEC despite it currently reporting a balanced position.

R

Both providers and CCGs have been in the national CEP as a result of their previous
financial positions. Both economies are continuing the close working arrangements as
supported by the CEP as well as working across the Place, ie, one specification for
Community Teams, leading on QIPP across the patch, etc.

D

Eastern Cheshire CCG
East Cheshire Trust
South Cheshire CCG
Mid Cheshire Foundation Trust
Cheshire & Wirral Partnership Trust *
Total - Health

CEP Economy
pl us CWP
CEP Economy
pl us CWP

Opening QIPP /
Deficit Savings

Control
Total

£'m
24.3
29.9
9.2
9.9

£'m
(9.3)
(5.0)
(7.2)
(6.7)

£'m
15.0
24.9
2.0
3.2

73.3

(28.2)

45.1

* Cheshire Wirral Partnership Trust excluded as not material.

STF / CSF Non 18/19
Recurrent
outturn
Funding
£'m
£'m
(15.0)
0.0
(5.7)
19.2
(2.0)
0.0
(8.4)
(5.2)
(31.1)

14.0
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Financial Recovery Plan
Overview
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ECCCG’s 2018/19 Financial Plan and Recovery Plan were approved at its Governing
Body meeting held in April 2018. The Governing Body approved the setting of a
£9.3m QIPP Plan, taking account of the high level of risk associated with the delivery
of £3.3m of the identified schemes.
During 2017/18 NHS England introduced the CEP which supported closer working with
ECT, CWP and CEC.

D
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In addition, during 2017/18, ECCCG worked with NHS England and an external
consultancy body to support the identification and maximisation of QIPP
opportunities. The findings identified improvements within the QIPP governance
process and reaffirmed that the majority of potential QIPP opportunities were already
included within ECCCG’s Recovery Plan.

ECCCG is also part of the wider system review on the options around the sustainability
of acute services provided by ECT. This is a significant piece of work and is being
supported externally with the outcome expected to be known in August 2018.
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Overview cont….
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It is recognised and acknowledged that a significant number of QIPP opportunities
have already been maximised, thus limiting remaining opportunities. Therefore future
material savings will be extremely challenging and will impact on the principles of the
CEP, ie, no cost shifting and delivery of the NHS Constitutional targets.
ECCCG has already had to make a number of difficult choices around reducing costs.
These choices have often been at the forefront of the NHS’s thinking along with early
implementation and have delivered £34m of savings since April 2013:

R

Procedures of Limited Clinical Value (tightened eligibility criteria).
Prescribing Self Management (cease over the counter drugs).
Referral Assistance Service (review all elective referrals).
MSK Physiotherapy/Triage & Assessment (triage review process implemented).
CHC (review of processes to ensure adherence to the national framework).
Recommissioning services (cost of new services lower than current costs).
Reduction in high cost drugs (working with ECT).
CHC (validate responsible commissioner responsibility).
Commencement of process to merge four Cheshire CCGs.

D

•
•
•
•
•
•
•
•
•
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Overview cont….
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The benchmarking data supplied within the FRP (see Appendix) provides an insight
into how effectively the system is working in terms of activity and performance.
In particular the local growth levels in hospital activity have been lower than the NHS
England average consistently. This has been delivered by a system working together to
manage people in the community as opposed to inappropriate hospital stays (ECT’s
A&E admissions rate of 23% compared to 37%) .

R

This is not a reason for complacency as opportunities are continually being reviewed
and ECCCG continues to utilise supportive information to identify savings, ie,
RightCare, Carter and national Menu of Opportunities.

D

Equally, ECCCG does have challenges, particularly within CHC where its expenditure is
consistently in the top quartile of highest spend. Significant work has been
undertaken to focus on this area with costs now forecast to be flat for 2018/19
(stemming a circa 9% annual growth). ECCCG has been an active partner in the
national CHC Strategic Improvement Programme (SIP) which recently released a suite
of supportive information to assist with the improvement in CHC expenditure.
Despite the challenges, ECCCG has identified a QIPP Plan that supports the 2018/19
financial year in delivery £9.3m of savings. As at June 2018 (Month 2) ECCCG has
already delivered £1.3m of savings.
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2018/19 QIPP Schemes - Planned
Realised
On
Track
Scheme Ref.

Scheme Name

QP/2018/01
QP/2018/02
QP/2018/03
QP/2018/04
QP/2018/05
QP/2018/06
QP/2018/07
QP/2018/08
QP/2018/09
QP/2018/10
QP/2018/11
QP/2018/12
QP/2018/13
QP/2018/14
QP/2018/15
QP/2018/16
QP/2018/17
QP/2018/18
QP/2018/19
QP/2018/20
QP/2018/21
QP/2018/22
QP/2018/23

Other acute; Referral Assistance Service

Low Risk

Medium

At Risk

£000

High Risk

Total

High Risk

£000

£000

£000
515

350

160

-

510

608

-

-

608

160

-

-

160

Stroke Non recurrent (Community Stroke Rehabilitation)

291

-

-

291

Re care Sourcing CHC

723

-

-

723

Recurrent Stroke "Block"
Right Care Schemes

Formulary management

AF
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470

High Cost Drugs

300

1285

850

250

-

1100

1819 re RCA pan cheshire for other org's share of CT

275

-

-

275

Primary care co-commisioning

200

200

-

400

3rd Sector Grants - Cease funding

55

-

-

55

-

-

75

75

PLCV- IVF, 2nd Cataract & Tighten Criteria

-

-

100

100

Winter Funding - Seek external funding (BCF / iBCF)

250

-

500

750

Intermediate Care

-

-

450

450

R

Audiology - Recommision service

-

-

300

300

Quality Premium

-

350

-

350

Dermatology - Recommission Service

-

50

200

250

STP Contribution

-

720

720

-

-

250

250

D

External Income to offset GP5YFV

-

Transactional Other (Schemes under £25K)

-

-

4,062

1,930

Individual Case Commissioning (CHC - LD/MH)
CHC - Responsible Commissioner Review

350

100

450

Contract Monitoring

50

75

125

PLCV - Contract Compliance

50

75

125

Total
Total (%)

Includes amounts already realised

43%

21%

0
3,360
36%

9,352
100%

Pg. 27

QIPP Programme (2018-19)
Elective PbR Schemes - RAS, Right Care &
PLCV
May-18

Jun-18

Jul-18

13,330

83,330

83,330

Savings Realised (£)

13,330

83,330

-

-

-

Variance (£)

Planned
YTD

(83,330)

Financial Risk Profile (£)
On Track
At Risk
460,000
470,000
363,340
470,000

High Risk
615,000
615,000

AF
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Apr-18
Target Savings (£)

Realised
96,660

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

83,330

83,330

83,330

83,330

83,330

83,330

83,330

83,330

-

-

-

-

-

-

-

-

(83,330)

(83,330)

(83,330)

(83,330)

(83,330)

(83,330)

Project Lead
Lucy Price

Elective PbR Schemes - RAS, Right Care & PLCV Performance

(83,330)

QIPP Lead
Lucy Price

Reporting Period
May-18
Scheme Ref
QP/2018/01,04 & 12

Total
1,545,000
1,545,000

(83,330)

Mar-19
698,370
(698,370)

Clinical Lead
Dr Daniel Harle

Total

YTD

1,545,000

96,660

96,660

96,660

(1,448,340)

-

Exec Lead
Neil Evans

Brief Summary

1,800,000

Scheme Aims
*Impl ement a referral assessment s ervice which comprises of three elements: a healthcare IT platform, a specialist tri age s ervice, a nd an appointment booking
s ervi ce.
*Improve the quality of referral information, reduce GP cl inical va riation , a nd ensure that patients are provided with the right ca re a nd a t the right ti me.
*Ena ble improved patient choice of provider, with supporting i nformation
*Provi des learning to the referrer through s pecialist advi ce and guidance
*Ens ure a consistent approach , ba sed on best practice, is taken i n commissioning s ervices of "limited va lue"

1,600,000

1,400,000
1,200,000

1,000,000

Key Milestones

Risk Adjusted (£)

Mar-19

Feb-19

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

May-18

Apr-18

0

Jan-19

200,000

Dec-18

400,000

Nov-18

600,000

R

Anticipated benefits
*% reducti on in waiting times for s pecialist procedures
*reducti on i n va riation between high/low referring GPs
*% i ncreased number of patients seen appropriately
*% i ncreased number of patients being offered a ppointments i n a timely ma nner
*% reducti on in referrals a cross all s pecialties identified (Ca rdiology, Gastroenterology, General Surgery, Ophthalmology, Orthopaedics, and Paediatrics)

800,000

Key Messages
*The s cheme reflects s avings a cross the health economy a nd the high ri sk reflects the potential for gain share arrangements w ith providers under block contract
*There has been some delay to the go live date due to some technical issues which have now been resolved. Project i s now being i mplemented.

Planned Target (£)

Due Date

By Who

Milestone Description

01/05/2018

Lucy Price

(RAS) Service Go Live Date from1st May 2018.

31/07/2018

Lucy Price

(RAS) Mobilisation Period Commencement

31/08/2018

Lucy Price

(RAS) First Stage - Benefits Realisation

10/09/2018

Lucy Price

(RAS) Second Project Phase - Community Clinics Options Appraisal to Finance and Executive Committees
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QIPP Programme (2018-19)
High Cost Drugs (Biosimilars)

Planned
YTD

May-18

Jun-18

Financial Risk Profile (£)
On Track
At Risk
350,000
160,000
265,000
160,000

High Risk
-

AF
T

Apr-18

Realised
85,000

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/02

Total
510,000
510,000
Feb-19

Mar-19

Total

YTD

Target Savings (£)

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

42,500

510,000

85,000

Savings Realised (£)

42,500

42,500

-

-

-

-

-

-

-

-

-

-

85,000

85,000

-

-

Variance (£)

(42,500)

(42,500)

(42,500)

(42,500)

(42,500)

(42,500)

(42,500)

Project Lead
Andrea Lunt

High Cost Drugs (Biosimilars) Performance

(42,500)

QIPP Lead
Lucy Price

(42,500)

(42,500)

Clinical Lead
Dr Graham Duce

(425,000)

-

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To maximise the potential QIPP opportunity that the introduction of defined biosimilars PbR excluded drugs offers as altern ative safe and
effective options to the currently used parent originator products
* To deliver a total annualised QIPP opportunity of £500,000

600,000
500,000

400,000

Anticipated Benefits (Inc. Metrics)
*Cost savings opportunity
*Improved monitoring and controls
*Cross system working cultivating Capped Expenditure Programme principles which will encourage a change in culture

Key Milestones

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

Key Messages
* It is anticipated the scheme will deliver. Concerns are that higher number of new patients commence in year. undermining savings from
existing patients switches
* Pace and timescale for project /change to be delivered will depend upon successful clinical engagement and patient educati on.
* Medicines Management Team will be working closely with clinicians to agree protocol

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

100,000

Nov-18

200,000

R

300,000

Risk Adjusted (£)

Planned Target (£)

Due Date

By Who

Milestone Description

31/05/2018

Andrea Lunt

Engagement with key stakeholders to discuss and agree principles, gainshare, monitoring and timescales for the introduction and completion of a managed program for each identified biosimilars.

31/05/2018

Andrea Lunt

Develop and agree prescribing commissioning policy for introduction of the identified biosimilars.

31/10/2018

Andrea Lunt

Update formulary and clinical pathways to include biosimilars and denote as the locally preferred options

31/10/2018

Andrea Lunt

Develop and agree Blueteq templates to support the implementation and monitoring.

31/10/2018

Andrea Lunt

Communication to all providers to ensure they are aware of the new policy/pathway and what the key changes are.
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QIPP Programme (2018-19)
Stroke (Recurrent, Block)

Realised
608,000

Apr-18

May-18

Jun-18

Target Savings (£)

608,000

-

-

Savings Realised (£)

608,000

-

-

-

-

-

Variance (£)

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/03

Total
608,000
608,000
Feb-19

Mar-19

Total

YTD

-

-

-

-

-

-

-

-

-

608,000

608,000

-

-

-

-

-

-

-

-

-

608,000

608,000

-

-

-

-

-

-

-

-

-

Project Lead
N/A

Stroke (Recurrent, Block) Performance

High Risk
-

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
608,000
-

QIPP Lead
N/A

Clinical Lead
N/A

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* Negotiate improved settlement for funding of hyperacute stroke care at Stockport FT bringing CCG into line with peer commis sioners

700,000
600,000

Anticipated Benefits (Inc. Metrics)
* Significant savings with no service reduction.
* Improved clinical pathway compliance

500,000

R

400,000

Key Milestones

Oct-18

Sep-18

Risk Adjusted (£)

Jan-19

Dec-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Mar-19

100,000

Feb-19

200,000

Nov-18

Key Messages
* Savings have been realised for 2018/19. There is further opportunity for savings on inpatient stroke stay on further development of early
supported discharge

300,000

Planned Target (£)

Due Date

By Who

Milestone Description

Completed Apr 2018

Alex Mitchell

Contract agreed at target value. Length of Stay already below target.

-
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QIPP Programme (2018-19)
Stroke (Non-recurrent, Community Rehab)
May-18

Jun-18

-

26,420

26,420

Savings Realised (£)

-

26,420

-

Variance (£)

-

-

Planned
YTD

Jul-18

(26,420)

High Risk
-

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/05

Total
291,000
291,000
Feb-19

Mar-19

Total

YTD

26,420

26,420

26,420

26,420

26,420

26,420

26,420

26,420

26,467

290,667

26,420

-

-

-

-

-

-

-

-

-

26,420

26,420

(26,420)

Stroke (Non-recurrent, Community Rehab) Performance

Financial Risk Profile (£)
On Track
At Risk
291,000
264,580
-

AF
T

Apr-18
Target Savings (£)

Realised
26,420

(26,420)

(26,420)

(26,420)

(26,420)

Project Lead
Jacki Wilkes

(26,420)

(26,420)

QIPP Lead
Anita Mottershead

(26,420)

(26,467)

Clinical Lead
Dr Sarah Oliver

(264,247)
Exec Lead
Fleur Blakeman

Brief Summary
Scheme Aims
* Robust discharge process for patients who require long term placement
* Commissioned integrated community stroke rehabilitation service including in-reach services to patients in an intermediate care setting
* Review of the repatriation process/agreements to improve flow

350,000
300,000

250,000

Anticipated Benefits (Inc. Metrics)
* Improved clinical outcomes and recovery for stroke survivors
* Improved experience for patients/ families through care closer to home
* Timely discharges through integrated health and social care processes
* Reduction in length of hospital stay for patients who have experienced a stroke
* Reduction in excess bed days

Key Milestones

Mar-19

Feb-19

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Jan-19

50,000

Dec-18

100,000

Nov-18

150,000

R

200,000

Risk Adjusted (£)

Key Messages
* QIPP opportunity for 18/19 represents block arrangements in the stroke contract with Stockport NHS Foundation Trust (see 03 )
* The business case is in progress to commence early supported discharge service from quarter three
* QIPP opportunities for 19/20 for both hyper acute and community stroke services are a potential benefit of this project.
* Discussions around stroke tariffs assuming significant reductions in lengths of stay are already in progress.

Planned Target (£)

Due Date

By Who

Milestone Description

31/07/2018

Jacki Wilkes

Review of the current service specification and pathway

31/07/2018

Jacki Wilkes

Analysis and modelling

31/07/2018

Jacki Wilkes

Engagement with key stakeholders (Inc. Impact Assessments)

31/07/2018

Jacki Wilkes

Business Case to Programme Management Group, Finance, and Executive Committee

-
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QIPP Programme (2018-19)
CHC (Care Sourcing)

Realised
120,500

Apr-18

May-18

Jun-18

Target Savings (£)

60,250

60,250

60,250

Savings Realised (£)

60,250

60,250

-

-

-

Variance (£)

High Risk
-

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
723,000
602,500
-

Jul-18

(60,250)

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Feb-19

Mar-19

Total

YTD

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

60,250

723,000

120,500

-

-

-

-

-

-

-

-

-

120,500

120,500

(60,250)

(60,250)

(60,250)

(60,250)

(60,250)

(60,250)

Project Lead
Karen Smith

CHC (Care Sourcing) Performance

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/06

Total
723,000
723,000

(60,250)

QIPP Lead
Kevin Valentine

(60,250)

(60,250)

Clinical Lead
Karen Smith

(602,500)

-

Exec Lead
Alex Mitchell

Brief Summary
This scheme applies across Cheshire and Wirral (5 CCG's)

800,000
700,000

Scheme Aims
* To review the current backlog of 377 Complex care reviews recorded as out of date; with 21% over a year out of date since the last review was
completed.
* To review the current backlog of 241 CHC reviews recorded as out of date, and 20% of these are more than a year overdue.
* To review the financial value of complex care packages to ensure value for money savings

600,000
500,000
400,000

200,000

R

Anticipated Benefits (Inc. Metrics)
* Expenditure grew 13.3% between 2014/15 and 2015/16, and by 14.7% in 2016 The finance teams have estimated the ‘do -nothing’ scenario for
2018/19 will see expenditure growth of 7.4%.The proposed programme will act to slow the financial burden that will accompany the growth in
our older population and those living with long term conditions.

300,000

Key Milestones

Mar-19

Feb-19

Jan-19

Dec-18

Oct-18

Sep-18

Aug-18

D

YTD Actual (£)

Jul-18

Jun-18

Apr-18

May-18

0

Nov-18

* Contain anticipated growth of cost of care packages to growth of 7.4%

100,000

Risk Adjusted (£)

Key Messages
* The CCG's ability to contain financial growth in CHC is key to achieving meeting its financial target
* Improved review process should ensure that changes in need are identified in a more timely fashion
* Individuals are unhappy with the outcome of a review leading to increased complaints.

Planned Target (£)

Due Date

By Who

Milestone Description

01/03/2019

Kevin Valentine

Review the health outcomes for each patient to determine that the commissioned package of care is safe, high quality, evidence based, sustainable and affordable.

01/03/2019

Kevin Valentine

Systematically challenge the elements of the care package and ensure all alternative care package options have been considered including care closer to home.

01/03/2019

Kevin Valentine

Systematically challenge the cost of the elements within the care package through robust contract interrogation and contract negotiation.
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QIPP Programme (2018-19)
GP Prescribing - Formulary Management
May-18

Jun-18

Jul-18

91,670

91,670

91,670

Savings Realised (£)

91,670

91,670

-

-

-

Variance (£)

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
850,000
250,000
666,660
250,000

High Risk
-

AF
T

Apr-18
Target Savings (£)

Realised
183,340

(91,670)

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Feb-19

Mar-19

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,670

91,630

-

-

-

-

-

-

-

-

-

(91,670)

(91,670)

(91,670)

(91,670)

(91,670)

(91,670)

Project Lead
Janet Kenyon

GP Prescribing - Formulary Management Performance

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/07

Total
1,100,000
1,100,000

(91,670)

QIPP Lead
Lucy Price

(91,670)

(91,630)

Clinical Lead
Dr Graham Duce

Total

YTD

1,100,000

183,340

183,340

183,340

(916,660)
Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To ensure financial stability, the CCG and its constituent practices need to ensure cost-effective prescribing and manage overall prescribing
costs. It is not the intention to reduce prescribing costs at the expense of patient health.
To use multiple strategies to contain prescribing cost including promotion of self-care, over the counter medicines policy, and working with
prescribers on cost effective use of medicines.
* Improve patient care through regular monitoring of medicines in the local formulary and cost effective prescribing.
* Practice and peer group level incentive scheme designed to maximise and appropriately reward clinical effort in delivering quality
improvements and patient reviews.
* Maintain and where possible enhance levels of adherence to local formulary

1,200,000
1,000,000

Key Milestones

Risk Adjusted (£)

Planned Target (£)

Mar-19

Feb-19

Oct-18

Sep-18

Aug-18

D

YTD Actual (£)

Jul-18

Jun-18

May-18

Apr-18

0

Jan-19

200,000

Dec-18

400,000

Nov-18

600,000

R

800,000

Anticipated Benefits (Inc. Metrics)
* Improve patient care, health outcomes and resource utilisation.
* Rewards achieving an overall budgetary target
* Sufficient budgetary control to release incentive payments
* Safe and best practice compliant prescribing
Key Messages
* Full benefits are dependant upon timely actions by prescribers and may also be subject too external factors such as pricing being adequately
managed across the NHS

Due Date

By Who

Milestone Description

01/04/2018

Janet Kenyon

The Prescribing Scheme has been agreed in principle with the Executive Team at ECCCG in April.

26/04/2018

Janet Kenyon

Narrative of the prescribing scheme circulated to all practices across ECCCG together with the monthly prescribing data on 26th April

30/06/2018

ECCCG GP Practices

Practices to return the form required to demonstrate engagement; deadline for all practices to submit this form is 30 June 2018.

-
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QIPP Programme (2018-19)
Running Costs

Realised
45,840

Apr-18

May-18

Jun-18

Target Savings (£)

22,920

22,920

22,920

Savings Realised (£)

22,920

22,920

-

-

-

Variance (£)

(22,920)

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/08

Total
275,000
275,000
Feb-19

Mar-19

Total

YTD

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,920

22,880

275,000

45,840

-

-

-

-

-

-

-

-

-

45,840

45,840

(22,920)

(22,920)

(22,920)

(22,920)

(22,920)

Project Lead
Sammy Brown

Running Costs Performance

High Risk
-

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
275,000
229,160
-

(22,920)

(22,920)

QIPP Lead
Mohamed Hussain

(22,920)

(22,880)

Clinical Lead
N/A

(229,160)

-

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To release non recurrent( one off) savings associated with the Running Cost Budget. by minimise duplication across Cheshire budgets

300,000

250,000
200,000

150,000

R

Anticipated Benefits (Inc. Metrics)
* Delivery of non-recurrent savings to support ECCCG in delivering its financial plan for 2018/19 and achieving its financial co ntrol target.

Key Milestones

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

Aug-18

D

YTD Actual (£)

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

50,000

Nov-18

Key Messages
* Key component of delivery of expected savings against the financial control target agreed with NHS England.
* Internal value for money investment will run alongside Pan Cheshire development

100,000

Planned Target (£)

Due Date

By Who

Milestone Description

March 2019

Sammy Brown

Prepare forecast expenditure, including vacancies for the year based on robust assumptions and release any savings when comparing the expenditure to the total available resources for running
costs.

March 2019

Sammy Brown

Continually review forecast as the year progresses to ensure the forecast outturn remains accurate.
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QIPP Programme (2018-19)
Primary Care Commissioning

Planned
YTD

May-18

Jun-18

Target Savings (£)

16,670

16,670

16,670

Savings Realised (£)

16,670

16,670

-

-

-

Variance (£)

Financial Risk Profile (£)
On Track
At Risk
200,000
200,000
166,660
200,000

High Risk
-

AF
T

Apr-18

Realised
33,340

Jul-18

(16,670)

Aug-18

Sep-18

Oct-18

Nov-18

Jan-19

Feb-19

16,670

16,670

16,670

16,670

16,670

16,670

16,670

16,670

-

-

-

-

-

-

-

-

(16,670)

(16,670)

(16,670)

(16,670)

(16,670)

Project Lead
Sam Podmore

Primary Care Commissioning Performance

Dec-18

(16,670)

(16,670)

QIPP Lead
Mohamed Hussain

Reporting Period
May-18
Scheme Ref
QP/2018/09

Total
400,000
400,000

(16,670)

Mar-19

Total

216,630
(216,630)

YTD

400,000

33,340

33,340

33,340

(366,660)

Clinical Lead
N/A

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* To release non recurrently (one off) savings associated with the Primary Care Budgets or other allocations which can not see associated
investments be realised in year.

450,000
400,000
350,000
300,000

Anticipated Benefits (Inc. Metrics)
* Delivery of non recurrent savings to support ECCCG in delivering its financial plan for 2018/19 and achieving its financial control target.
* Comparison of actual expenditure compared to available funding.

200,000

R

250,000

Key Messages
* Critical component for delivery of financial control target agreed with NHS England.

150,000

Key Milestones
Due Date

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

Aug-18

D

YTD Actual (£)

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

50,000

Nov-18

* Final settlement in relation to GP Pay Review Body not yet reached so expenditure can not yet be finalised.

100,000

Risk Adjusted (£)

Planned Target (£)

By Who

Milestone Description

March 2019

Sam Podmore

Prepare forecast expenditure for the year based on robust assumptions and release any savings when comparing the expenditure to the total available resources (recurrent / non recurrent / bf
accruals) for primary care.

March 2019

Sam Podmore

Continually review forecast as the year progresses to ensure the forecast outturn remains accurate.
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QIPP Programme (2018-19)
Third Sector Grants

Realised
-

Apr-18

May-18

Jun-18

Target Savings (£)

-

-

-

Savings Realised (£)

-

-

-

Variance (£)

-

-

-

High Risk
-

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
55,000
55,000
-

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Jan-19

Feb-19

Mar-19

Total

YTD

6,110

6,110

6,110

6,110

6,110

6,110

6,110

6,110

6,120

55,000

-

-

-

-

-

-

-

-

-

-

-

-

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,110)

(6,120)

Project Lead
Karen Burton

Third Sector Grants Performance

Dec-18

Reporting Period
May-18
Scheme Ref
QP/2018/10

Total
55,000
55,000

QIPP Lead
Mohamed Hussain

Clinical Lead
N/A

(55,000)
Exec Lead
Neil Evans

Brief Summary
Scheme Aims
rd
* To perform a value for money review of the existing 3 sector grants and make a collaborative decision on whether to proceed with
reallocating funding for 18/19, with clinical and patient representative input in the decision making process.

60,000

50,000
40,000

R

Anticipated Benefits (Inc. Metrics)
* Ensure any commissioning investment is targeted at schemes delivering value for money.
*Aligned commissioning with Local Authority.

30,000

Key Messages
* Potential reputational risk should any 3rd sector grants be ceased which is mitigated by patient involvement in the decisio n making process
* Impact to other services to be considered as part of the commissioning decision making process
* Review in progress. Outcome currently not finalised.

20,000

YTD Actual (£)

Key Milestones

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

D

10,000

Planned Target (£)

Due Date

By Who

Milestone Description

April 2018 Completed

Karen Burton

Hold engagement session with patient representative

June 2018

Karen Burton

Decision to proceed / not proceed with ceasing funding for identified 3rd Sector Grants - decision going to June Executive Committee

-
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QIPP Programme (2018-19)
Audiology - Recommission Service

Realised
-

High Risk
75,000
75,000

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

Reporting Period
May-18
Scheme Ref
QP/2018/11

Total
75,000
75,000

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

75,000

75,000

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Lucy Price

Audiology - Recommission Service Performance

QIPP Lead
Lucy Price

Mar-19

(75,000)

Clinical Lead
Dr Gareth Morelli

Total

YTD

(75,000)

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* The current audiology service has not been reviewed for some time in terms of quality, efficiency and cost effectiveness. Therefore in light of
the release of new NICE guidance due out in May; ‘hearing loss in adults – assessment and management’, it is timely to undertake an in-depth
review to ensure we are meeting the needs of the Eastern Cheshire population and achieving the best value for money.

80,000
70,000
60,000

50,000

Anticipated Benefits (Inc. Metrics)
* Improved service specification and service efficiencies
* Improved clinical outcomes and patient experience
* Reduction in cost / resources

30,000

R

40,000

Key Milestones

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

10,000

Nov-18

Key Messages
* Review needs to take place of the current clinical quality, patient experience and cost behaviour of the service in order t o set appropriate
targets for the future service.
* New contracts must be in place by the 1st March 2019.

20,000

Risk Adjusted (£)

Planned Target (£)

Due Date

By Who

Milestone Description

20/07/2018

Lucy Price

Review the service specification

20/07/2018

Lucy Price

Stakeholder engagement

26/07/2018

Lucy Price

Paper to Programme Management Group, Finance, and Executive Committee outlining commissioning options for new service provision

03/08/2018

Lucy Price

Procurement activities
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QIPP Programme (2018-19)
Winter Schemes Funding (BCF / iBCF)
May-18

Jun-18

20,830

20,830

Savings Realised (£)

20,830

20,830

-

-

Variance (£)

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
250,000
208,340
-

High Risk
500,000
500,000

AF
T

Apr-18
Target Savings (£)

Realised
41,660

Jul-18

20,830

20,830

-

-

(20,830)

(20,830)

Aug-18

20,830
-

(20,830)

Sep-18

20,830
-

(20,830)

Oct-18

20,830

Nov-18

-

(20,830)

Dec-18

20,830

20,830

-

(20,830)

20,830

-

(20,830)

Project Lead
Elizabeth Insley

Winter Schemes Funding (BCF / iBCF) Performance

Jan-19
-

(20,830)

QIPP Lead
Elizabeth Insley

Reporting Period
May-18
Scheme Ref
QP/2018/13

Total
750,000
750,000
Feb-19
20,830

Mar-19
520,870

(20,830)

(520,870)

Clinical Lead
N/A

Total

YTD

750,000

41,660

41,660

41,660

(708,340)
Exec Lead
Fleur Blakeman

Brief Summary
Scheme Aims
* Secure additional funding for Winter schemes from Better Care Fund (BCF) and /or Improved Better Care Fund (iBCF) to cover estimated
Winter cost pressure of £750k.

800,000

700,000
600,000

Anticipated Benefits (Inc. Metrics)
* If successful, the scheme will release £750k of committed funds to support CCG financial position.
* Replacement funding stream rather than change in service meaning that services required to support urgent care over winter period will be
maintained.

R

500,000
400,000
300,000
200,000

YTD Actual (£)

Key Milestones

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

D

100,000

Key Messages
* Initial £260k of funding agreed by BCF governance group from core BCF budget
* Meeting DTOC target is the overarching target for BCF and other winter funding sources for 18/19
* Budget discussions for BCF dependant on in year evaluation of the value schemes
* Whole system benefit from reducing admissions for long term care

Planned Target (£)

Due Date

By Who

Milestone Description

March 2019

Jo Williams / Niall
O'Gara

Re-distribution of BCF/iBCF funds to Winter Schemes following 1718 end of year prioritisation progress and continuous evaluation of schemes from BCF governance group.

-
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QIPP Programme (2018-19)
Intermediate Care

Realised
-

High Risk
450,000
450,000

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Bernadette Bailey

Intermediate Care Performance

QIPP Lead
Mohamed Hussain

Reporting Period
May-18
Scheme Ref
QP/2018/14

Total
450,000
450,000
Mar-19
450,000

Total

(450,000)

YTD

450,000
(450,000)

Clinical Lead
Dr Mike Clark

-

Exec Lead
Fleur Blakeman

Brief Summary
Scheme Aims
* Identify the longer-term commissioning plan for community beds within Eastern Cheshire from 2019 onwards
* Whilst plans above are developed increase the 2018/19 availability of community care, including community beds, in order to provide safe
and good quality care in people’s homes or as near to home as appropriate in community settings.
* Procure cost effective care placements

500,000
450,000
400,000

R

350,000
300,000

Anticipated Benefits (Inc. Metrics)
* Alignment, joint working and longer term integration of Social Care teams, Intermediate Care, Re-ablement and other services that are integral
to the care communities
* Projected financial saving
* Meeting better care funding savings

250,000
200,000
150,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jun-18

Apr-18

May-18

0

Jul-18

50,000

D

100,000

Key Messages
* The longer term initiative s a CEP project with the main provider who currently provide bed based intermediate care
* If winter pressures are higher than projected there may be a requirement to increase purchasing of community capacity.
* Critical component for maintaining patient flow from admission to discharge
* Understanding current patient demographic in order to commission appropriate level care in the future

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

June 2018

Bernadette Bailey

Draft mandate due to be reviewed by the Programme Management Office in June
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QIPP Programme (2018-19)
External Income to offset GP5YFV
May-18

Planned
YTD

Jun-18

Target Savings (£)

-

-

-

Savings Realised (£)

-

-

-

Variance (£)

-

-

-

Financial Risk Profile (£)
On Track
At Risk
-

High Risk
300,000
300,000

AF
T

Apr-18

Realised
-

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Jan-19

Feb-19

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Dean Grice

External Income to offset GP5YFV Performance

Dec-18

QIPP Lead
Mohamed Hussain

Reporting Period
May-18
Scheme Ref
QP/2018/15

Total
300,000
300,000
Mar-19
300,000
(300,000)

Clinical Lead
N/A

Total

YTD

300,000
(300,000)

-

Exec Lead
Neil Evans

Brief Summary
Scheme Aims
* Within the budget for 2018/19 £3 per head has been included in the planning guidance for investment in transformation in Primary Care .
This has been included in CCG budgets (£624k). In parallel NHS England have launched a regional fund for the development of practice
networks which has some cross over. When the CCG Governing Body approved budgets it was recognised that if NHS England were financially
supporting transformation in Primary Care then it may not be possible to find the range of viable schemes/capacity that would offer value for
money for full local investment of the £3 per head.

350,000
300,000

250,000

R

200,000

Key Milestones

Mar-19

Feb-19

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Jan-19

50,000

Dec-18

100,000

Nov-18

Anticipated Benefits (Inc. Metrics)
* The benefit of this approach is that it both supports maximising investment into the local Primary Care system whilst protecting the local
health economy finances

150,000

Risk Adjusted (£)

Key Messages
* Maintain close working relationships with NHS England regarding budget flows
* Maintain transparency with member practices via CCG Governing Body on investment decisions
* Understand the impact of CCG compliance / non-compliance with each GP5YFV activity

Planned Target (£)

Due Date

By Who

Milestone Description

March 2019

Neil Evans

The CCG is offering support to practices in developing their PCN Development Fund bids as well as liaising with NHS England regarding other potential funding sources e.g. previous use of ETTF
funding.

March 2019

Neil Evans

Continue to seek external funding opportunities
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QIPP Programme (2018-19)
Quality Premium

Financial Risk Profile (£)
On Track
At Risk
350,000
350,000

Realised
-

AF
T

Planned
YTD

High Risk
-

Oct-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Target Savings (£)

-

-

-

-

-

-

58,330

58,330

58,330

58,330

58,330

58,350

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

(58,330)

Nov-18

(58,330)

Dec-18

(58,330)

Project Lead
Julia Curtis

Quality Premium Performance

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/16

Total
350,000
350,000

(58,330)

Feb-19

Mar-19

(58,330)

QIPP Lead
Dave Forrester

(58,350)

Clinical Lead
N/A

Total
(350,000)

Exec Lead
Sally Rodgers

Brief Summary

400,000

Scheme Aims
* To ma ke i mprovements to the quality, outcomes, of servi ces we commission and reduce a ny i nequalities by i mproving a ccess/ outcomes
* Uti l ise Quality Premium to help resolve serious quality failures
* We ha ve to publish an explanation of how we plan to s pend the funding
* Potential to generate i n excess of one million pounds (£5 per head of population)
* We ca n use the QP pa yment to pay organisation/s to deliver the i mprovements.

350,000
300,000
250,000
200,000

Key Milestones

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

Risk Adjusted (£)

Planned Target (£)

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

50,000

Nov-18

100,000

R

150,000

Anticipated Benefits (Inc. Metrics)
* Improved quality of s ervice(s), outcomes a nd i nequalities for the patients/population of Eastern Cheshire
* Improved access to servi ces
* Ea rl y Ca ncer Diagnosis (17%)
* GP Acces s and Experience (17%)
* Conti nuing Healthcare (17%)
* Bl oodstream Infections (17%)
* Menta l Health (17%)
* Demand Ma nagement Right ca re (CVD/AF) (17%)
A1 - Type 1 A&E a ttendances (NEW) (50%)
A2 - Non el ective a dmissions with zero l ength of stay (NEW) (50%)
B - Non el ective admissions with length of s tay of 1 da y or more (NEW) (50%)
Ma xi mum 2 month (62-day) wait from urgent GP referral to first definitive treatment for ca ncer (50%)
The number of patients on a n incomplete pathway not to be higher in March 2019 tha n in March 2018 (50%)
Key Messages
* Cl ea r understanding with NHS England local office of progress against ta rgets a nd payment ga teways
i ncl uding A&E tra jectory
* Good tra ck record of performance against clinical i ndicators

Due Date

By Who

Milestone Description

31/03/2019

Jacki Wilkes

Mental Health Redesign and Consultation

31/03/2019

Jane Stairmand

Right Care CVD/AF

31/03/2019

Dean Grice

GP Access

31/03/2019

Karen Burton

Emergency demand planning ORG

31/03/2019

Tracey Wright

Cancers diagnosed at early stage

31/03/2019

Karen Smith

NHS Continuing Healthcare (NHS CHC)

31/03/2019

MMT

Reducing Gram Negative Bloodstream Infections (GNBSIs) and inappropriate antibiotic prescribing in at risk groups

YTD

350,000

-
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QIPP Programme (2018-19)
Dermatology - Recommission Service

Realised
-

High Risk
200,000
200,000

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
50,000
50,000
Nov-18

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Target Savings (£)

-

-

-

-

-

-

-

10,000

10,000

10,000

10,000

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

(10,000)

Dec-18

(10,000)

Project Lead
Sally Williams

Dermatology - Recommission Service Performance

Jan-19

(10,000)

QIPP Lead
Neil Evans

Reporting Period
May-18
Scheme Ref
QP/2018/17

Total
250,000
250,000
Feb-19

(10,000)

Mar-19
210,000
(210,000)

Clinical Lead
Dr Mike Clark

Total

YTD

250,000
(250,000)
Exec Lead
Neil Evans

Brief Summary
Scheme Aims
*Re-commission the Dermatology Service following the notice of termination from the existing provider

300,000
250,000

Anticipated Benefits (Inc. Metrics)
* As part of the Cheshire East Acute Sustainability work there is the opportunity to explore alternative models of care and pro vision
* Projected cost saving of £250k from recommissioning at bench marking of tariff pricing without any subsidy
* Sustainable clinical model for residents of Eastern Cheshire

150,000

R

200,000

Key Milestones

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

Aug-18

D

YTD Actual (£)

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

50,000

Nov-18

Key Messages
* Market management key to successful reprocurement as local market intelligence indicates likely to be low uptake from provi ders and there
may be transitional costs
* Location of future service requires careful consideration
* Current provider has served notice
* Service specification to be redrawn taking into account future needs and capacity

100,000

Risk Adjusted (£)

Planned Target (£)

Due Date

By Who

Milestone Description

May 2018 - Completed

Sally Williams

Frequent meetings between existing provider and commissioner with open communications of information.

June 2018

Sally Williams

Alternative arrangements being put in place for existing patients

June 2018

Sally Williams

Considerations to be looked in to for a longer term solution to be put in place.

-

Pg. 42

QIPP Programme (2018-19)
STP Contribution

Realised
-

High Risk
720,000
720,000

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Mohamed Hussain

STP Contribution Performance

QIPP Lead
Mohamed Hussain

Reporting Period
May-18
Scheme Ref
QP/2018/18

Total
720,000
720,000
Mar-19
720,000

Total

(720,000)

Clinical Lead
N/A

YTD

720,000
(720,000)
Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* Receipt of external funding form NHS England / HCP to offset the £720k payment

800,000
700,000
600,000

Anticipated Benefits (Inc. Metrics)
* If received, it would support ECCCG meetings its 2018/189 planned deficit of £15m and subsequent achievement of the CSF.

R

500,000

Key Messages
*Critical component of the CCG meeting the deficit controlled total

400,000

300,000
200,000

YTD Actual (£)

Key Milestones

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

D

100,000

Planned Target (£)

Due Date

By Who

Milestone Description

31/03/2019

Alex Mitchell

Engage with NHS England concerning previous discussions / proposal that indicted additional external funding could be provided to offset the £720k contribution.

-
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QIPP Programme (2018-19)
Individual CHC and Complex Case Review

Realised
-

High Risk
250,000
250,000

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

Apr-18

May-18

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Target Savings (£)

-

-

-

-

-

-

-

-

-

-

-

Savings Realised (£)

-

-

-

-

-

-

-

-

-

-

-

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

Project Lead
Sue Milne

Individual CHC and Complex Case Review Performance

Reporting Period
May-18
Scheme Ref
QP/2018/19

Total
250,000
250,000

QIPP Lead
Kevin Valentine

Mar-19
250,000
(250,000)

Clinical Lead
Karen Smith

Total

YTD

250,000
(250,000)

-

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* A reduced number of patients being cared for outside of Cheshire and Wirral
* Individuals being settled into the community, where they and their family would like them to live, through community altern atives to inpatient
care.
* Further services being commissioned strategically rather than via individually funded packages of care.
* Further services being provided by health and social care rather than private providers.
* Increased quality of care.
* Reduced cost of care.

300,000

250,000
200,000

100,000

R

150,000

Key Milestones

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

50,000

Nov-18

Anticipated Benefits (Inc. Metrics)
* Delivering value for money by delivering value for money by commissioning support packages locally within the Cheshire East geography.

Risk Adjusted (£)

Key Messages
* Improving patient experience by bringing care closer to home
* Planned to contain high levels of growth in demand through improved commissioning processes
* Timescales critical to realise full scale of QIPP benefits . Some dependencies on external partners e.g. housing services
* Management of messages to patients and families are key to success
* Best practice bench marking hampered by multiple data sources

Planned Target (£)

Due Date

By Who

Milestone Description

31/01/2019

Sue Milne

To identify joint commissioning opportunities across Cheshire and Wirral for Complex Care community provision

31/01/2019

Sue Milne

Review and support Communication plans developed by the Working Group

31/01/2019

Sue Milne

Commission jointly on wider footprint to meet the needs identified by the Working Group

31/01/2019

Sue Milne

Work with health and social care providers to adapt existing contracted services to meet patient needs

31/01/2019

Sue Milne

Co-produce and sign a system mandate to prevent wherever possible further patients being placed out of area.
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QIPP Programme (2018-19)
CHC - Responsible Commissioner Review

Realised
58,340

Apr-18

May-18

Jun-18

Target Savings (£)

29,170

29,170

Savings Realised (£)

29,170

29,170

-

-

Variance (£)

High Risk
100,000
100,000

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
350,000
291,660

Jul-18

29,170

29,170

-

-

(29,170)

(29,170)

Aug-18

Sep-18

29,170

29,170

-

-

(29,170)

(29,170)

Oct-18

Nov-18

29,170
-

(29,170)

Dec-18

29,170

29,170

-

(29,170)

29,170

-

(29,170)

Project Lead
N/A

CHC - Responsible Commissioner Review Performance

Jan-19

Feb-19
29,170

-

(29,170)

QIPP Lead
Kevin Valentine

Reporting Period
May-18
Scheme Ref
QP/2018/20

Total
450,000
450,000
Mar-19
129,130

(29,170)

Total

58,340

58,340

58,340

(129,130)

YTD

450,000
(391,660)

Clinical Lead
N/A

Exec Lead
Alex Mitchell

Brief Summary
Scheme Aims
* To ensure that the CHC service has a robust process to validate the Responsible Commissioner arrangements prior to approvin g packages of
care.

500,000
450,000
400,000
350,000

R

Anticipated Benefits (Inc. Metrics)
* The key benefit is financial in that ECCCG would only commission packages for which it is the responsible commissioner.

300,000
250,000

Key Messages
* Complexity of cases may challenge timescales in identifying responsible commissioner
* In-house team developing expertise in this area through exploring cases in 16/17 and 17/18
* Maintenance of safe placement of patients is key

200,000
150,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Jul-18

Jun-18

Apr-18

May-18

0

Aug-18

50,000

D

100,000

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

Ongoing

CHC Team

Process is already embedded within the CHC service which is reviewing each case.

-
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QIPP Programme (2018-19)
Contract Monitoring
Apr-18

May-18

Jun-18

Jul-18

4,170

4,170

4,170

Savings Realised (£)

4,170

4,170

-

-

-

Financial Risk Profile (£)
On Track
At Risk
50,000
41,660

High Risk
75,000
75,000

AF
T

Planned
YTD

Target Savings (£)
Variance (£)

Realised
8,340

(4,170)

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Feb-19

Mar-19

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

79,130

-

-

-

-

-

-

-

-

-

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

Project Lead
Lana Davidson

Contract Monitoring Performance

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/21

Total
125,000
125,000

(4,170)

(4,170)

QIPP Lead
Neil Evans

(4,170)

(79,130)

Clinical Lead
N/A

Brief Summary
Scheme Aims
* Standard counting and coding checks e.g. correct GP registration
* Targeted checks on counting and coding changes
* Compliance with local policies (PLCV)

140,000
120,000

100,000
80,000

40,000

R

Anticipated Benefits (Inc. Metrics)
* Projected financial saving
* Accurate data to assist with achieving financial savings

60,000

Key Milestones

Mar-19

Feb-19

Jan-19

Dec-18

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Nov-18

Key Messages
* Track record of saving between £100 - £260k through contract monitoring processes over the last 3 years
* Number of valid contract challenges should decrease over time as contract data becomes more accurate

20,000

Risk Adjusted (£)

Planned Target (£)

Due Date

By Who

Milestone Description

May 2018 - Completed

Neil Evans

Contract monitoring checklist agreed with team (defining priorities)

May 2018 - Completed

Neil Evans

Allocation of analyst resource to undertake standard data queries, and documented process for raising queries/monitoring responses

May 2018 - Completed

Neil Evans

Standard process for following through contractual adjustments (either where evidenced or where providers do not comply with requirements)

May 2018 - Completed

Neil Evans

Recording mechanism for savings compared to queries raised.

Total

YTD

125,000

8,340

8,340

8,340

(116,660)
Exec Lead
Neil Evans

-
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QIPP Programme (2018-19)
PLCV - Contract Compliance

Planned
YTD

May-18

Jun-18

Jul-18

Target Savings (£)

4,170

4,170

4,170

Savings Realised (£)

4,170

4,170

-

-

-

Variance (£)

Financial Risk Profile (£)
On Track
At Risk
50,000
41,660

High Risk
75,000
75,000

AF
T

Apr-18

Realised
8,340

(4,170)

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Feb-19

Mar-19

4,170

4,170

4,170

4,170

4,170

4,170

4,170

4,170

79,130

-

-

-

-

-

-

-

-

-

(4,170)

(4,170)

(4,170)

(4,170)

(4,170)

Project Lead
Lana Davidson

PLCV - Contract Compliance Performance

Jan-19

Reporting Period
May-18
Scheme Ref
QP/2018/22

Total
125,000
125,000

(4,170)

(4,170)

QIPP Lead
Neil Evans

(4,170)

(79,130)

Clinical Lead
N/A

Brief Summary

140,000

Scheme Aims
* Compliance with local policies (PLCV)

120,000

Anticipated Benefits (Inc. Metrics)
* Projected financial savings
* Contribution to RTT target due to clinically optimise patient flow

100,000
80,000

Key Milestones

Mar-19

Feb-19

Jan-19

Oct-18

Sep-18

D

YTD Actual (£)

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

Dec-18

20,000

Nov-18

40,000

R

Key Messages
* Opportunity to fully implement local policy with consistency across local clinicians
* Opportunity will reduce over time as compliance increases

60,000

Risk Adjusted (£)

Planned Target (£)

Due Date

By Who

Milestone Description

May 2018 - Completed

Neil Evans

Contract monitoring checklist agreed with team (defining priorities)

May 2018 - Completed

Neil Evans

Allocation of analyst resource to undertake standard data queries, and documented process for raising queries/monitoring responses

May 2018 - Completed

Neil Evans

Standard process for following through contractual adjustments (either where evidenced or where providers do not comply with requirements)

May 2018 - Completed

Neil Evans

Recording mechanism for savings compared to queries raised.

Total

YTD

125,000

8,340

8,340

8,340

(116,660)
Exec Lead
Neil Evans

-
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QIPP Programme (2018-19)
Transactional Other (Schemes Under £25K)

Realised
2,750

Apr-18

May-18

High Risk
-

Total

AF
T

Planned
YTD

Financial Risk Profile (£)
On Track
At Risk
-

Reporting Period
May-18
Scheme Ref
QP/2018/23

2,750

Jun-18

Jul-18

Aug-18

Sep-18

Oct-18

Nov-18

Dec-18

Jan-19

Feb-19

Mar-19

Target Savings (£)

-

2,750

-

-

-

-

-

-

-

-

-

-

2,750

2,750

Savings Realised (£)

-

2,750

-

-

-

-

-

-

-

-

-

-

2,750

2,750

Variance (£)

-

-

-

-

-

-

-

-

-

-

-

-

-

-

Transactional Other (Schemes Under £25K) Performance

Project Lead
Various

QIPP Lead
Lucy Price

Clinical Lead
N/A

Total

YTD

Exec Lead
Alex Mitchell

Brief Summary
Vodafone Mobile Phone Contract

3,000

Scheme Aims
* Provide better value for money and more security for mobile phones and related communication devices.

2,500

R

2,000

Anticipated Benefits (Inc. Metrics)
* Cost savings
- Phone and data bill for 2017-18 = £5,655
- Estimated for 2018-19 under new contract = £3,360
- Annual savings on existing contract = £2,295
- Annual savings with the inclusion of Airwatch security = £1,455

1,500
1,000

YTD Actual (£)

Risk Adjusted (£)

Mar-19

Feb-19

Jan-19

Dec-18

Nov-18

Oct-18

Sep-18

Aug-18

Jul-18

Jun-18

Apr-18

May-18

0

D

500

* Improved security – the addition of Airwatch security on devices, will allow the remote wiping of devices and limitations on the type of apps
that can be loaded, to optimise device integrity.

Key Messages
* Maintain watch on small contracts throughout the year for other opportunities

Planned Target (£)

Key Milestones
Due Date

By Who

Milestone Description

31/05/2018

Mike Purdie

Implement a new contract with single tariff
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Risk to Delivery….

AF
T

Overview
The aim of the FRP is two-fold:
1) Deliver the approved control total for 2018/19 of a £15m deficit.
2) Address recovery of the underlying position without the receipt of CSF funding in
future years.

R

The Financial Plan has identified a number of key areas of risk associated with
delivering these two objectives.
• 2018/19 delivery risk associated with “high” risk QIPP schemes.
• Potential over performance of contracts/other services, ie, Prescribing.
• Timely delivery of the major structural changes to enable financial benefits to be
realised in 2019/20 financial year, including the any potential consultation on the
future of acute services.
• Resulting impact on receipt of CSF.

D

The potential options outlined within the FRP will be developed during 2018/19 to
mitigate as far as possible the in year and underlying financial risks.
It is recognised that some significant financial risks exist outside of the current
Financial Plan and identified risks linked to recent discussion concerning the ECT
Acute Sustainability Outputs (due August 2018) and preparedness for winter. Any
financial impact is currently unknown at this point in time.
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Delivery of 2018/19 Financial Plan

AF
T

The 2018/19 QIPP schemes have been risk assessed based on their level of
deliverability in year. The schemes categorised as “red” are at high risk of non
delivery in year and as such have been reflected into the overall risk adjusted
position as per the 2018/19 Financial Plan.

This identifies a potential range in the forecast of between £15m - £18.5m (pre CSF)

D

R

Planned Deficit
Potential Pressures
QIPP High Risk External dependancy, Slippage
Mental Health Consultation
Acute
Over performance
Community
Additional beds during winter re A&E Target
Prescribing
Higher prices
sub total
Less Mitigation 0.5% Contingency
Other QIPP schemes
De risk existing QIPP
Risk Adjusted Position

£'m
15.0
3.4
0.5
0.2
0.6
0.3
4.9
(1.4)

18.5

£3.5m
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Delivery of 2018/19 Financial Plan cont….

AF
T

As with any risks identified for the year they are offset by a range of mitigating plans
already in place as well as the continual assessment/identification of more saving
opportunities.

D

R

Mitigations:
• Incorporation of the 0.5%
contingency of £1.4m.
• ECT operating on a block contract.
• Additional QIPP schemes being
explored.
• Work with other CCGs to identify
opportunities.
• Continue with CEP.
• Continual reassessment of forecast.
• Maintain close dialogue with NHS
England.

De-risk QIPP schemes:
Identify and resolve, where possible,
all issues associated with maximising
the financial opportunity in year.
Improvement in overall risk of £78k as
at May 2018

Plan
Current

Green
£'000
4,062
43%
4,140
44%

£78k
Improvement

Amber
£'000
1,930
21%
1,855
20%

Red
£'000
3,360
36%
3,357
36%

Total
£'000
9,352
9,352
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Address Recovery of the Underlying Position

AF
T

The current assessment as illustrated in the Overview and Financial Background
identifies an opening underlying deficit of £17m.
Whilst no formal recovery schemes have been identified for 2019/20 there are a
number of opportunities open to ECCCG, although some of these will be extremely
challenging to implement. Equally, the impact of the Planning Guidance for 2019/20
would need to be evaluated and built into the underlying position. The impact may
improve or worsen ECCCG’s opening underlying position.

D

R

The potential value of opportunities equals £2.7m upwards:
• Medicines Management – potential savings of circa £1m.
• CHC – potential savings of circa £1m.
• Continue with the block arrangement for ECT – savings to be confirmed.
• Re-commission Community beds – full year effect savings of circa £0.7m.
• Others to be identified (remaining opportunities are extremely limited).
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Address Recovery of the Underlying Position cont….

AF
T

In addition and subject to further discussion with NHS England, ECCCG could
re-present its draft Recovery Plan which was submitted nationally as part of the CEP
in 2017/18.
Whilst some of these schemes have already been implemented, the remaining
options would improve the commissioner’s financial position but would adversely
impact on the providers and delivery of national constitutional standards.

D

R

It is recognised that the majority of the identified opportunities are extremely
challenging and are highlighting the difficult choices that the CCG and public need to
make around how services should be prioritised for the population of NHS Eastern
Cheshire.

The following options lifted from the CEP submission total a potential value of
between £0 - £18.7m*.
* It should be noted that these options were considered highly contentious within the original submission
and would require significant input/direction from regulators to implement.
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Address Recovery of the Underlying Position cont….

D

Estates
NHS 111
NHS Property Services
Community Services

National correction of impact
Extend waiting times
Amend national framework
Gain Share
Amend national framework /
Responsible Commissioner
Rationalisation sites
Review service model
Remove subsidy
Recommission / Decommission
services

R

National Tariff - HRG4+
Referral to Treatment
Continuing Healthcare
Specialised Commissioning
Funded Nursing Care

AF
T

Potential
Risk Assessment
Opportunity Public /
NHS
Delivery
£m
Political Policy

Total Potential Range

6.0
4.0
2.5
1.0
1.5

0.7
0.4
0.6

2.0
£0 - £18.7m
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Governance Arrangements

AF
T

The Governing Body approved the 2018/19 Financial Plan (including QIPP scheme) at
its April 2018 meeting in Public.
The draft FRP was approved at its June 2018 Governing Body meeting in Camera and
approved for submission to NHS England.

D

R

ECCCG is governed as
follows:
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Governance Arrangements cont….

AF
T

The FRP is an intrinsic part of ECCCG’s weekly focus. The development of the FRP,
continual identification of QIPP opportunities and robust process around delivery are
underpinned by a comprehensive governance process. The key strands are:

D

R

Steps
Each identified QIPP scheme will be
subject to the following process where
appropriate:
• Equality/Quality Impact Assessment.
• Identified Leads (Executive/Clinical).
• Assigned QIPP Lead.
• Assessed against Commissioning
Priorities Framework.
• Co-designed with third parties, ie,
external providers, Primary care,
HealthVoice, etc.
• Standardised approach for all QIPP
schemes, ie, format, reporting etc.
• Identified PMO Lead.

Governance
The QIPP schemes and progress are
reviewed/monitored via:
• Governing Body in public (monthly).
• Executive Committee (weekly).
• Finance Committee (monthly).
• Programme Management Group
(PMG) (monthly).
• CEP (monthly).
• Internal/External Audits.
• NHS England, ie, ISFE, IAF.
• Joint Executive Team (JET) (Cheshire
CCGs).
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Governance Arrangements cont….

AF
T

In taking the QIPP schemes through a standardised process, the required level of
resources can be highlighted along with any emerging capacity or skill constraints.
Any emerging requirements are taken forward by the Executive Committee to be
resolved, ie, recent recruitment of PMO support, joint working with Cheshire CCGs, ie,
CCG led.
To support the internal coordination there is a dedicated Executive Lead for QIPP
(Chief Finance Officer (CFO)) supported by a dedicated PMO QIPP Lead and Finance
Lead.

D

R

The communication of the FRP and ongoing performance is a key part of our
engagement strategy. We currently engage on a number of levels and are looking to
enhance our approach via the development of a “Fresh Approach to Communication
and Engagement”. Examples of existing approaches include:
• Partners, eg, CEP, Cheshire East Place.
• FRP and monthly reports presented in
public at the Governing Body.
• Engagement with politicians.
• Public events as required, eg, Annual
• Papers published on website.
• Engagement with HealthVoice, Primary
General Meeting (AGM)
Care, etc.
• Use of media, eg, Twitter.
• Internal staff.
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Governing Body (GB) Members

D

Dr Fahri Ahmad
GP Locality
Peer Group
Lead Alderley
Edge, Chelford,
Handforth &
Wilmslow. In
post from
Apr 17

Sheila Hillhouse
Clinical Member
- Registered
Nurse . In post
from Nov 17.

Alex Mitchell
Chief Finance
Officer. In post
from Apr 13.

Jane Stephens
Lay Member for
Public & Patient
Involvement.
In post from
Mar 17.

Dr Jennifer
Lawn
GP Locality
Peer Group
Lead Knutsford.
In post from
Apr 13

Laura Beresford
GP Locality
Peer Group
Lead Bollington,
Disley &
Poynton. In post
from Sept 16

Dr Robert
Thorburn GP
Locality Peer
Group Lead
Congleton &
Holmes Chapel.
In post from
Jul 16

Dr Mike Clark
Assistant Chair
GP Locality
Peer Group
Lead
Macclesfield
In post from
Apr 13

Fiona Reynolds
Director of
Public Health,
Cheshire East
Council
In post from
Jul 17

AF
T

Gill Boston
Lay Member for
Public & Patient
Involvement.
In post from
Apr 13.

Jerry Hawker
Chief Officer
(Accountable
Officer). In post
from Apr 13.

R

Dr Paul Bowen,
CCG Clinical
Chair, Chair of
the Governing
Body. In post
from Apr 13.

Janet Walls
Clinical member
- Secondary
Care Doctor
In post from
Feb 18.

Peter Munday
Lay Member for
Governance &
Audit. In post
from Nov 17.
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Governance Arrangements cont….

AF
T

In response to ECCCG’s financial position a number of reviews have been undertaken
to provide either:
• Support around the identification of QIPP.
• Assurance around the governance arrangements.
• Support around the transformation of the wider system.

R

Given the range and diversity of the reviews it is not feasible within the FRP to outline
in detail each individually commissioned piece of work. However, the following list is
intended to provide both insight and assurance around the approach and learning that
has been adopted around the financial position and delivery of QIPP.

D

Internal Audit:
• Financial Systems Review – Significant Assurance for all years.
• Provider Contract Management (CHC) Review 2017/18 – Significant Assurance.
• Project Management Office 2017/18 – Significant Assurance.
• CHC Review 2017/18 – Limited Assurance.
• QIPP Review 2016/17 – Limited Assurance.
• Provider Contract Management 2014/15 and 2016/17 – Significant Assurance.
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Governance Arrangements cont….

AF
T

Internal Audit cont….
• Productivity Review 2015/16 – Limited Assurance.
• Governing Body Reporting 2014/15 – Significant Assurance.
• Committee Effectiveness Review 2013/14 – Significant Assurance.

R

System Commissioned Reviews:
• NHS Transformation Unit/KPMG (Summer 2018).
• Deloitte CEP (Summer 2017).
• Ernest & Young East Cheshire Local Health Economy Review (June 2016).
• Mckinsey Caring Together Strategic Plan (April 2014).

D

NHS England Commissioned Review/Support:
• PwC Capacity & Capability Review (July 2018).
• Mersey Internal Audit Agency (MIAA) – QIPP Phase 3 (Apr 2018).
• Deloitte CHC At Scale – QIPP Phase 2 (Jan 2018).
• Mersey Internal Audit Agency – QIPP Support ( Nov 2017).
• Cheshire Review – (Summer 2017).
• NHS Commissioning Support QIPP Programme Report Phase 1 (April 2017).
• PwC Capability & Capacity Review (July 2016).
• Deloitte Independent Governance Review (Oct 2014).
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Performance Overview

AF
T

Overall, ECCCG is operating within the top/interquartile range of performance across a
number of NHS indicators. This is not to say that ECCCG does not have challenges
which ECCCG and the wider system have and continue to focus on improving
performance, eg, delayed discharges of care, A&E four hour target.

R

This also supports the overall efficiency of the system which has commissioned a
range of services, ie, Primary Care Caring Together Contract, Nursing Home Doctor
Schemes, Frailty, etc, to prevent people from requiring a hospital stay. ECCCG has
placed significant focus on developing Primary Care which has enabled the close
working of the system to manage patients outside of a hospital bed.

D

This success is reflected within the national benchmarking and clinical performance
indicators which demonstrate ECCCG’s progress in managing patient demand whilst
maintaining delivery of quality and associated indicators.
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Performance Overview cont….

Local/National Data re activity trends/performance in hospital activity
–
–

A&E Admission Rates
–

•

ECT A&E Performance re Delayed Transfer of Care (DTOC)
–

•

CHC
–
–

•

Over half of indicators in top quartile of performance nationally
Area of significant pressure within ECCCG (financially and eligibility)
Improving position post intensive support

360 Degree Stakeholder Feedback
–

•

System working together to improve DTOCs

Annual Improvement & Assessment Framework (IAF)
–

•

Lowest level of admission in surrounding Trusts

R

•

Activity in top quartile of performance nationally
Outperforming NHS England’s average

D

•

AF
T

The following snapshot of data has been incorporated into the FRP to provide an
overview into how well the system is being managed, how expenditure is contained
and the key issues that are driving higher costs in certain areas:

Consistently assessed higher than national average

Population Profile
–

Higher than average elderly population with multiple conditions
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Local / National Data

AF
T

The following charts are extracted from the national information database called
“Unify”.
The information compares the overall activity for ECCCG’s population by:
• Year on Year comparison
• Year on Year percentage comparison
• ECCCG’s performance versus total NHS England performance

D

R

Key Headlines
• Overall, the 2017/18 activity is at the lowest level since April 2013 with
the following exceptions:
• Outpatients
• Day Cases (numbers offset by corresponding reduction in Elective)
• ECCCG is consistently below the national average in terms of activity
levels:
• In particular Non Elective spells are significantly below the national
average.
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Local / National Data cont….
Geography:

Latest Month:

Commissioner Type:

Focus:

Adjusted Data (Default)
CCG Commissioned

Referrals Made - M12

GP Referrals

YTD % Growth
(Adj.)

YTD Actual
Activity

YTD Growth
(Adj.)

YTD % Growth
(Adj.)

YTD Actual
Activity

YTD Growth
(Adj.)

YTD % Growth
(Adj.)

43,218

-544

-1.2%

23,269

-1,095

-4.5%

66,487

-1,638

-2.4%

Mar

Jan

Feb

Dec

Apr-15

Aug-15

Dec-15

Apr-16

Aug-16

Dec-16

Apr-17

Aug-17

Dec-17

Apr-15

Dec-15

Apr-16

Aug-16

Dec-16

Apr-17

Aug-17

Dec-17

Dec-14
Dec-14

Aug-15

Apr-14

Aug-14

Apr-14

Aug-14

Dec-13

Dec-17

Aug-17

Apr-17

Dec-16

Aug-16

Dec-17

Dec-16

Aug-16

Apr-16

Dec-15

Apr-15

Aug-15

Dec-14

Aug-14

Apr-16

0.0

Dec-15

0.0

Apr-15

0.2

0.0

Aug-15

0.1

Dec-14

0.4

0.1

Aug-14

0.2

Apr-14

0.6

0.2

Dec-13

0.8

0.3

0.3

Apr-13

1.0

0.4

Aug-13

1.2

0.5

Dec-13

-20%

1.4

ECCCG (red line)

Oct

-10%

0.6

0.4

Nov

0%

1.6

NHS England (black
line)

Sep

10%

0.7

0.5

Jul

20%

0.8
0.6

Aug

30%

1.8

0.7

Jun

Apr

40%

Dec-17

Apr-17

Aug-17

-60%

Dec-16

-40%

-15%

Aug-16

-10%

Apr-16

-20%

Dec-15

-5%

Apr-15

0%

Aug-15

0%

Dec-14

5%

20%

Apr-14

40%

Aug-14

10%

Dec-13

60%

May

Mar

Jan

Feb

Dec

Oct

Nov

Sep

Jul

Aug

Jun

Apr

May

15%

Apr-13

80%

Aug-13

Jan

Mar

100%

20%

Dec-17

Dec-16

Aug-16

Apr-16

D

Dec-15

Apr-15

Aug-15

Dec-14

Apr-14

Aug-14

Dec-13

Apr-13

25%

0.8

Apr-14

Display individual totals for:

0

0.9

Dec-13

Display % Median Absolute
Deviation

50

0

0.9

Apr-13

Display selected geography
(+ Trend)

100

20

1.0

Aug-13

Display Regional totals

Aug-13

Ave. daily activity
(WD adj.)
Outliers

40

R

Centre moving averages

Feb

Dec

Oct

Nov

Sep

Jul

Aug

Jun

Apr

May

Increase/decrease scale

Display England total

150

60

50
0

Needs weighted daily
activity (1,000 patients)

200

Apr-13

100

FY17/18

95% cofidence
interval
1 Month year-onyear % growth
3 Month year-onyear % growth
12 Month year-onyear % growth

250

80

FY15/16
FY16/17

300

100

Apr-17

FY14/15

350

140
120

150

Aug-17

FY13/14

400

160

Aug-13

200

FY12/13

180

Apr-13

250

Apr-17

Monthly Activity

Total Referrals

YTD Growth
(Adj.)

Aug-17

Activity per working day

Other Referrals

YTD Actual
Activity

Aug-13

North/Cheshire & Merseyside/01C: NHS
Eastern Cheshire CCG (CCG
Commissioned Activity; All Providers)

AF
T

Direct Commissioned Services
(inc. Specialised Commissioning)
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Local / National Data cont….
Geography:

Latest Month:

Commissioner Type:

Focus:

Adjusted Data (Default)
CCG Commissioned
Specialised Commissioning
Other Direct Commissioned Services

YTD Actual
Activity

YTD Growth
(Adj.)

YTD % Growth
(Adj.)

65,879

1,682

2.6%

125,048

5,901

5.0%

Mar

Jan

Feb

Dec

Oct

Nov

Sep

Jul

Jan

Feb

Dec

Oct

Nov

Sep

Jul

Aug

Jun

Apr

May

Mar

Jan

Mar

12%
10%

R

8%

10%

15%

6%

10%

5%

4%
2%

5%

0%

0%

0%

Apr-15

Aug-15

Dec-15

Apr-16

Aug-16

Dec-16

Apr-17

Aug-17

Dec-17

Apr-15

Dec-15

Apr-16

Aug-16

Dec-16

Apr-17

Aug-17

Dec-17

Dec-14
Dec-14

Aug-15

Apr-14

Aug-14

0.5

Dec-17

Apr-17

Aug-17

Dec-16

Aug-16

Apr-16

Dec-15

Apr-15

Aug-15

Dec-14

Aug-14

Apr-14

Dec-13

Apr-13

0.0

Aug-13

Dec-17

Aug-16

Apr-16

Dec-15

Apr-15

Aug-15

Dec-14

Aug-14

1.0

0.0

Aug-14

Dec-13

1.5

0.5

Apr-14

Apr-14

2.0

0.4

Dec-13

Dec-13

2.5

1.0

0.0

Apr-13
3.0

1.5

0.2

Aug-13

3.5

2.0

0.6

Apr-13

4.0

1.2

0.8

Aug-13

4.5

2.5

1.0

-6%

Dec-17

Apr-17

Aug-17

Dec-16

Aug-16

Apr-16

Dec-15

Apr-15

Aug-15

Dec-14

Apr-14

Aug-14

Dec-13

Apr-13

3.0

1.4

-4%

-10%

Aug-13

Dec-17

Aug-16

Apr-16

D

Dec-15

Apr-15

Aug-15

Dec-14

Apr-14

Aug-14

Dec-13

Apr-13

Aug-13

-10%

1.6

-2%

-5%

-5%

Apr-13

Display individual totals for:

14%

15%

20%

Aug-13

Display % Median Absolute
Deviation

0

20%

25%

Ave. daily activity
(WD adj.)
Outliers

Display selected geography
(+ Trend)

Feb

Dec

Nov

Oct

Sep

Jul

Aug

Jun

Apr

May

30%

Increase/decrease scale

Display Regional totals

100

0

Centre moving averages

Display England total

200

Aug

0

Needs weighted daily
activity (1,000 patients)

300

100

FY17/18

95% cofidence
interval
1 Month year-onyear % growth
3 Month year-onyear % growth
12 Month year-onyear % growth

400

Jun

50

4.1%

500

200

Aug-17

FY16/17

100

7,583

600

300

Aug-17

FY15/16

150

Apr-17

FY14/15

190,927

700

400

FY13/14

YTD % Growth
(Adj.)

800

500

200

YTD Growth
(Adj.)

900

600

250

All Outpatient Appointments
YTD Actual
Activity

Apr

300

Dec-16

FY12/13

YTD % Growth
(Adj.)

Apr-17

Monthly Activity

YTD Growth
(Adj.)

Dec-16

Activity per working day

Follow-up Outpatient Appointments

AF
T

1st Outpatient Appointments
YTD Actual
Activity

May

Outpatient Activity - M12
North/Cheshire & Merseyside/01C: NHS
Eastern Cheshire CCG (CCG
Commissioned Activity; All Providers)
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Local / National Data cont….
Latest Month:

Geography:
Commissioner Type:

Focus:

Adjusted Data (Default)
CCG Commissioned
Specialised Commissioning
Other Direct Commissioned Services

Day Cases

YTD % Growth
(Adj.)

YTD Actual
Activity

YTD Growth
(Adj.)

YTD % Growth
(Adj.)

YTD Actual
Activity

YTD Growth
(Adj.)

YTD % Growth
(Adj.)

22,268

969

4.6%

3,526

-213

-5.7%

25,794

756

3.0%

100
90
80

Mar

Jan

Feb

Dec

Oct

Nov

Sep

Jul

Aug

Jun

Apr

May

Jan

Feb

Dec

Mar

20.0%

Jan-17

Apr-17

Jul-17

Oct-17

Jan-18

Oct-16

Jan-17

Apr-17

Jul-17

Oct-17

Jan-18

Apr-16
Apr-16

Jul-16

Jan-16
Jan-16

Oct-16

Oct-15
Oct-15

Jul-16

Jul-15

Jan-18

Oct-17

Jul-17

Apr-17

Jan-17

Jul-16

Oct-16

Apr-16

Jan-16
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Local / National Data cont….
Geography:

Latest Month:

Commissioner Type:
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Adjusted Data (Default)
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A&E Admission Rates

AF
T

The local system has consistently
delivered a lower admissions rate from
A&E for its local hospital (ECT)
compared to other hospitals accessed
via ECCCG’s residents.

D

R

This is due to a number of initiatives
implemented by the system over the
previous years aimed at providing
services outside of the hospital
environment, ie, Primary Care Caring
Together Contract, Nursing Home
Doctor Scheme, Frailty, etc.
The low admissions are reflected in the
following
national
comparative
benchmarking data where ECCCG’s
activity performance is consistently in
the best performing quartile.
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ECT A&E Performance re DTOC

•

A&E activity levels stable and
emergency admissions and DTOCs
reduced.
Learning from winter:
– Review of winter including
investments
– Multi Agency Discharge Event
(MADE) learning has led into
action on A&E and NHS
Improvement Support –
prioritising “in patient flow”
– System “demand and capacity”
modelling
– Targeted investment by CCG/iBCF
HCP Acute Sustainability Review

D

R

•

AF
T

Whilst the overall DTOCs are high, the
system has made significant improvements
throughout 2017/18 to reduce the number
of DTOCs. The key messages:

•
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Annual Improvement & Assessment Framework (IAF)
Better Health

Period

CCG

2013/14 to
overweight201
/obese
5/16

D

England

26.2%



1/11

6/207



6/11

89/207

103b Attendance of structured education
2016-17*
course

5.3%



6/11

114/207

R 104a Injuries from falls in people 65yrs
17-18+Q2

1,965



8/11

104/207

R 105b Personal health budgets

17-18 Q3

27.97



2/11

45/207

R 106a Inequality Chronic - ACS & UCSCs
17-18 Q2

1,737



5/11

61/207

R 107a AMR: appropriate prescribing2017 12

0.984



4/11

69/207

R 107b AMR: Broad spectrum prescribing
2017 12

7.1%



3/11

43/207

R 108a Quality of life of carers

0.73



1/11

4/207

Sustainability

2017

Period

CCG

Peers

England

R 141b In-year financial performance17-18 Q3

Red



#N/A

#N/A

R 144a Utilisation of the NHS e-referral
2018
service
01

79.0%



2/11

45/207

Leadership

R

Key Headlines:
• 20/41 indicators in best quartile
• 4/41 indicators in worst quartile
– being addressed
• DTOC improving
• Learning Disability annual health
check
• Cancer Diagnosis and End of Life
• IAF for 2016/17 classified as
Requires Improvement (2017/18
not available but likely to remain
consistent)

Peers

103a Diabetes patients who achieved
2016-17
NICE targets40.5%

R 102a % 10-11 classified

AF
T

The data extracted from the IAF
provides an overview of ECCCG’s
performance compared to peers
and nationally.

Period

R 162a Probity and corporate governance
17-18 Q3
163a Staff engagement index

2016

163b Progress against WRES

2016

164a Working relationship effectiveness
16-17

Peers

England

Fully Compliant

CCG


#N/A

#N/A

3.83



4/11

49/207

0.06



4/11

16/207

74.36



3/11

49/207

Trend

Trend

Trend

166a CCG compliance with standards of public and patient participation (not available)

R 165a Quality of CCG leadership

17-18 Q3

Amber



#N/A

#N/A

Key
Worst quartile in England
Best quartile in England
Interquartile range
Note: There a re no da ta for NHS Ma nches ter CCG (14L) for the fol l owi ng i ndi ctors : 121a , 121b, 121c,
122d, 125b, 125c, 163a , 163b a nd 164a

* Patients diagnosed in 2015;

#

Patients diagnosed in 2014
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Annual Improvement & Assessment Framework cont….
Better Care

60



R 121b High quality care - primary care
17-18 Q3

68



R 121c High quality care - adult social17-18
care Q3

59



R 122a Cancers diagnosed at early stage
2016

57.0%



R 122b Cancer 62 days of referral to treatment
17-18 Q3

84.1%



122c One-year survival from all cancers
2015

73.7%



8.9



122d Cancer patient experience

2016
2017 12

47.4%



R 123b IAPT Access

2017 12

4.3%



R 123c EIP 2 week referral

2018 02

90.0%



123d MH - CYP mental health (not available)
R 123f MH - OAP

17-18 Q3

R 125d Maternal smoking at delivery 17-18 Q3

7.8%

32/207

125a Neonatal mortality and stillbirths
2015

8/11 159/207
3/11

13/207

3/11

94/207

2/11

36/207

4/11

41/207

#N/A 111/207
3/11

8/11 163/207
7/11

79/207

3/11

35/207

R

R 123a IAPT recovery rate

CCG

0



123e MH - Crisis care and liaison (not available)

Best quartile in England
Interquartile range

1.5



1/11

2/207

R 125b Experience of maternity services
2017

87.8



2/11

15/207

R 125c Choices in maternity services 2017

64.2



4/11

43/207

R 126a Dementia diagnosis rate

2018 02

75.2%



2/11

37/207

126b Dementia post diagnostic support
2016-17

79.1%



5/11

97/207

R 127b Emergency admissions for UCS17-18
conditions
Q2
1,828



5/11

33/207

R 127c A&E admission, transfer, discharge
2018 03within 4 71.8%
hours



11/11 198/207

R 127e Delayed transfers of care per 100,000
2018 02 population
10.4



3/11 103/207

R 127f Hospital bed use following emerg
17-18admission
Q2
484.3



7/11 108/207

128b Patient experience of GP services
2017

90.1%



3/11

12/207



1/11

R 128d Primary care workforce

2017 09

1.00



9/11



10/11 179/207

R 129a 18 week RTT

2018 02

89.4%



4/11 102/207

1/207

Trend

105c % of deaths with 3+ emergency admissions in last three months of life (not available)



D

Worst quartile in England

57/207

0.0%

124c Completeness of the GP learning
2016-17
disability register
0.36%
Key

2/11

2018 01

91.3%

2016-17



R 128c Primary care access



124b LD - annual health check

England

6/11 145/207

66

R 124a LD - reliance on specialist IP care
17-18 Q3

Peers

AF
T

17-18 Q3

R 121a High quality care - acute

Period

5/11 128/207
87/207

130a 7 DS - achievement of standards (not available)
R 131a % NHS CHC assesments taking17-18
place Q3
in acute hospital
8.5% setting

5/11
132a Sepsis awareness (not available)

68/207
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Continuing Healthcare
CHC covers a number of key areas of expenditure associated with supporting people’s
needs either at home or in nursing homes.

AF
T

The growth in expenditure for ECCCG has been significant since April 2013 and has
increased from a total spend of circa £16m in 2013/14 to £29m planned spend in
2018/19.
ECCCG has been part of the national SIP and has been instrumental in the design of
key aspects of the recently released Menu of Opportunities.

R

The following charts outline the spend/number of clients receiving support for every
50,000 of population compared to both the regional and national comparison.

D

Key Headline:
• CHC eligibility is declining (90 per 50,000 population to 67 per 50,000 population).
• Fastracks are below national and regional averages.
• Joint Funded packages have decreased significantly following work to clarify Health
and Social responsibilities.
• FNC reflects the volume of nursing homes within ECCCG’s boundaries.
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Continuing Healthcare cont….

AF
T

Source: NHS Continuing Healthcare Activity Statistics for England: Quarter 3 2017-18 - Q4 has not yet been released
YTD

Population

National Average

Eastern Cheshire CCG

* excludes Fast Tracks

Regional Average

42

Population Size

49

Total CHC Eligible *

168,658

No. Eligible per 50,000

229

* Rankings are no longer used by NHS
England, they are moving to 'peer
clusters' to rate performance. Peer
clusters are not yet available they will be
68 shared in due course

CHC Eligible per 50,000 Population (18+ Only)

100
90

R

80
70
60

40

30
20
10
0

D

50

Quarter 1,
2015/16

Quarter 2,
2015/16

Quarter 3,
2015/16

Quarter 4,
2015/16

Quarter 1,
2016/17

Quarter 2,
2016/17

Quarter 3,
2016/17

Quarter 4,
2016/17

Quarter 1,
2017/18

Quarter 2,
2017/18

Quarter 3,
2017/18

Eastern Cheshire

71.87710519

80.17440184

83.27941141

83.44288965

89.02130517

89.37325139

82.05330182

78.98046649

79.53607911

75.00118579

67.88886385

National Average

48.74743272

48.73381537

47.89663145

46.38066508

45.96320924

46.39857761

45.02246741

43.69621413

43.04003068

42.74426905

41.55010449

Regional Average

60.57322556

60.39030562

59.3683043

56.61326208

56.34680149

56.20493684

54.74729015

52.31628533

52.45859398

52.86752289

48.52366684
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Continuing Healthcare cont….

AF
T

Source: NHS Continuing Healthcare Activity Statistics for England: Quarter 3 2017-18 - Q4 has not yet been released
YTD

Population

National Average

Eastern Cheshire CCG

Regional Average

17

Population Size

17

Total Fast Tracks

168,658

* Rankings are no

No. Eligible per 50,000

30

9 longer used by NHS
England, they are

Fast Track CHC Eligible per 50,000 Population (18+ Only)
25

20

R

15

5

0

D

10

Quarter 1, 2015/16 Quarter 2, 2015/16 Quarter 3, 2015/16 Quarter 4, 2015/16 Quarter 1, 2016/17 Quarter 2, 2016/17 Quarter 3, 2016/17 Quarter 4, 2016/17 Quarter 1, 2017/18 Quarter 2, 2017/18 Quarter 3, 2017/18

Eastern Cheshire

10.52593591

15.01393293

13.48048026

12.60647973

10.19099116

10.46175184

8.056142361

9.537263878

10.0903981

11.26500024

8.893737623

National Average

19.01991054

20.5244359

18.74923082

18.80468824

19.50725988

19.34401023

18.52103137

18.79431426

18.44649572

18.47367334

17.27020936

Regional Average

17.67883368

18.92824606

15.34344387

17.61562227

18.56994248

18.66734364

17.32985423

18.28436357

19.56515704

20.58848159

16.75927331
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Continuing Healthcare cont….
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Continuing Healthcare cont….
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360 Degree Stakeholder Feedback 2017/18

AF
T

ECCCG has developed a strong relationship with the key stakeholders within the local
system. This enables us to work together to agree on taking forward difficult choices
around services and is a real strength of the system.
This is supported by the latest 360 degree stakeholder survey where ECCCG
consistently outperforms the national average.

D

•

Positives…
– 93% rating on overall effectiveness of working relationship (76% nationally).
– 83% rating on clear and visible leadership (69% nationally).
– 95% of stakeholders know about our plans (78% nationally).
– 74% feel they have an opportunity to influence plans (53% nationally).
Areas to Note…
– Action Plan to progress areas for development to be presented at June 2018
Governing Body.
– 57% rating for involving the right individuals and organisations when
commissioning/decommissioning vs 77% in 2017 Main shift due to
HealthWatch/HealthVoice  New Communications and Engagement strategy
being developed.
Positive symmetry between CCG Quality of Leadership Self-Assessment and CCG
Stakeholder Survey……

R

•

•
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Population Profile

AF
T

The expenditure and pressures experienced within ECCCG reflect the higher than
average ageing population who have multiple conditions resulting in a higher than
average spend on a range of services.
For ECCCG the population of people aged 65 and over is 5.5% higher than NHS
England average equating to 11,492 people accessing health services.

•

D

R

Key snapshot of ECCCG’s population:
• Age distribution of ECCCG’s Population
Pyramid shows that there is a
smaller % of people in the 15 to 40 age
group, and a greater % of people aged
over 45 years in Eastern Cheshire
compared to England overall (source:
NHS Digital Data of Registered
Population).

High expenditure on CHC, Acute Elderly
Medical Admissions etc correlates to
higher than average elderly population
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Population Profile cont….

AF
T

• The health of people in Eastern Cheshire is generally better than England
average. Life expectancy for males and females was 80.6 and 83.8 years
respectively compared with 78.9 and 82.8 for England overall (Source:
Cheshire East Joint Strategic Needs Association (JSNA)).

• % people reporting longstanding health conditions was 54.7% for the CCG
cf. 53.5% in England overall (National General Practice profile 2016/17
figures).

R

• % of people with caring responsibilities estimated as 19.6% for the CCG cf
17.9% in England overall (National General Practice profile 2016/17 figures).

D

• % Nursing home patients estimated 0.9% cf 0.5% in England overall (National
General Practice profile 2014/15 figures).
• Eastern Cheshire is a generally affluent area. Index of Multiple Deprivation
2015 is 11.9% population on low income or receiving support compared
with 21.8% in England overall (Source: GP Profiles, PHE Statistics website).
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NHS Eastern Cheshire CCG Constitution Update

1
2

1.

Executive Summary

1.1

This paper informs the Governing Body of additional and revised proposed
amendments to the Constitution of NHS Eastern Cheshire Clinical
Commissioning Group (CCG) and which are updated from those that were not
approved by the Governing Body at its meeting in May 2018.1

1.2

The updated / revised amendments to the Constitution – which if approved will form version 1.7 of the CCG Constitution.

1.3

Appendix A - CCG Constitution v1.7a Amendments Log outlines the proposed
changes that have been made to version 1.7 of the CCG Constitution.

1.4

Amendments to the Constitution provide:
 greater detail and commitment in relation to the CCG duties on engagement and
participation
 improved reference to the CCGs GP membership meeting
 greater future proofing of the Constitution and consistency in terms of
identifying/describing forums, groups, and meeting which are not statutory
committees of the CCG.

1.5

The revised amendments have also been informed and influenced following a
meeting held on the 18 July 2018 with the CCGs two Lay Members for Public
and Patient Involvement and representatives from Eastern Cheshire
Healthvoice at a meeting.

1.6

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.

1.7

Subject to approval by the CCGs GP membership, the CCG must submit an application
to NHS England to vary 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:
 endorse the proposed amendments to the CCG Constitution
 subject to Governing Body support, note that the CCG will seek final approval of the
amendments by the CCG GP membership before submitting a Constitution variation
request to NHS England.

https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2018-05-23/3.4%20CCG%20Constitution%20Changes%20.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/11/guidance-constitution-mergers-dissolution-nov16.pdf
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3.

Reason for recommendation(s):

3.1

Amendments to the Constitution require the support of the Governing Body ahead
of seeking approval from the CCGs GP membership and before final submission 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.

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 Lay Members, staff and members of Healthvoice have all
been engaged with regarding the amendments outlined within this paper.

10.

Health Inequalities

10.1

Not applicable in relation to this paper.

11.

Equality

11.1

Not applicable in relation to this paper.
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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
2

commissioning groups

3

 Health & Social Care Act (2012)

 The National Health Service (Clinical Commissioning Groups) Regulations 2012
 Managing Conflicts of Interest: Statutory guidance for Clinical Commissioning

4

5

Groups.

 Model wording for amendments to Clinical Commissioning Groups’ constitutions.

6

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 One
CLICK HERE to access Constitution amendments log v1.7a

2

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
5
https://www.england.nhs.uk/commissioning/pc-co-comms/coi/
6
https://www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2014/11/annx-c-mod-wrd-amends.pdf
3
4
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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
Constitution amendments log v1.7a

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
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) holding regular meetings of its GP Membership
where each CCG GP Practice from each GP
locality peer group and CCG Executive Team
members are in attendance and where key
considerations and decisions reserved to that of
the GP Membership, as outlined within the CCGs
Scheme of Reservation and Delegation, are
undertaken.
e) publishing a commissioning plan
f)

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

g) having a published and clear complaints and
concerns process
h) complying with the Freedom of Information
Act 2000
i)

providing information to NHS England as required

j)

by being a member of the Cheshire East Health

& Wellbeing Board.
4.5.3 In addition to these statutory requirements, the group will
demonstrate its accountability by establishing and
supporting both clinical and patient/public advisory forums
to the Governing Body and CCG.
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

P19

Updated to better reflect feedback from IAF rating as well as meet
CCG duties around engagement and involvement
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) establishing and supporting the operation and
promotion of a patient, carer and public reference and
advisory forum/network, which holds meetings in
public and which provides opportunity for greater
awareness of and involvement in CCG business and
decisions by members of the public, patient, carers
and other interested stakeholders
c) establishing and/or linking into existing engagement
channels and networks that encourage partnership
working and further enable the CCG to reach, hear
from and involve as diverse a range of communities,
individuals and stakeholder groups as possible in the
work of the CCG
d) publishing and implementing a communications and
engagement strategy and work plan in partnership
with Eastern Cheshire HealthVoice which has been
co-developed and co-produced with public, patient
and carer representatives and forums
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

e) publishing information on the CCG website, printed
CCG materials and though advertorial content,
information on how members of the public, patients,
carers and key stakeholders can contribute to the
group’s plans and development of commissioned
services
f) publishing on the CCG website and in the CCG
Annual Report and Accounts how patient, public and
carer involvement has made a difference and been
reflected in our commissioning decisions reflecting
their views in our commissioning plans
ensuring effective governance arrangements, through regular
reporting by Eastern Cheshire HealthVoice to the Governing Body f)
g) 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 in
papers to CCG decision making Committees and
forums.
P23-24

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
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
members of the public, patients their carers
and representatives or advisory groups, forums
or networks
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Dean Grice
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Neil Evans

Primary Care Commissioning Manager
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Purpose of paper

To provide the Governing Body with an overview of the procurement process which has
been used by the CCG to select a provider to deliver the Improving Access to General
Practice Service, and to ask the Governing Body to approve moving to a contract award
stage for the Eastern Cheshire Improving Access to General Practice Service.

Reason for consideration by Governing Body
To enable the CCG Primary Care and Contracting Teams to proceed with contract awards to
the successful provider, ensuring the remainder of the procurement process remains on
track.
Outcome
Required:

Approve

 Ratify

Decide

Endorse

For
information

Recommendations
The Governing Body is asked to:
 approve moving to contract award stage with Bidder A for the Eastern Cheshire
Improving Access to General Practice Service.

Benefits / value to our population / communities
An increased provision of Primary Care (General Practice) services to the patients of
Eastern Cheshire.

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

Financial
Resources (other than finance)

Procurement
Decommissioning

Equality
Safeguarding
Legal / Regulatory
Other – please state



Quality & Patient Experience
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Staff / Workforce
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Eastern Cheshire Improving Access to General Practice
Service Procurement
1.

Executive Summary

1.1

The purpose of this paper is to provide the Governing Body with an overview of the
procurement process which has been used by the CCG for a provider to be selected
to deliver the Eastern Cheshire Improving Access to General Practice Service, and to
ask the Governing Body to approve moving to a contract award stage for this service.

1.2

Refreshed NHS planning guidance published in February 2018 requires CCGs to
provide additional access to GP services, including at evenings and weekends, for
100% of their population by 1 October 2018. This must include ensuring access is
available during peak times of demand including bank holidays and across the Easter,
Christmas and New Year periods.

1.3

The CCG is required to commission 104 hours of extra primary care (General
Practice) appointments (4 appointments per hour) by 1st October 2018.

1.4

The CCG has looked to progress the procurement of the service by expressing an
invitation to tender against the service specification.

1.5

The CCG Executive Committee reviewed the proposed service specification and
commissioning approach, and agreed that all appropriate commissioning
documentation was in place to be submitted to the Primary Care Committee voting
members for review and approval to commence a procurement process. The Primary
Care Committee voting members meet at an extraordinary meeting on 8th June 2018
and approved the procurement process.

1.6

At the close of the invitation to tender window only one bidder had submitted a bid.

1.7

A panel evaluation concluded that the one bidder met/exceeded the minimum
expectation on all questions.

2.

Recommendation

2.1

The Governing Body is asked to:
 approve moving to contract award stage with Bidder A for the Eastern Cheshire
Improving Access to General Practice Service.

3.

Reason for Recommendation

3.1

To enable the CCG Primary Care and Contracting Teams to proceed with contract
awards to the successful provider, ensuring the remainder of the procurement process
remains on track in accordance to the timeline stated within Table 1 of this paper.

Page 3 of 10

NHS ECCCG Governing Body Meeting IN PUBLIC 25 July 2018

Agenda Item 3.4

4.

Peer Group Area / Town Area Affected

4.1

All Eastern Cheshire Peer Groups.

5.

Population Affected

5.1

All Eastern Cheshire populations using Primary Care services should benefit from this
specification.

6.

Background to Improved Access

6.1

Public satisfaction with general practice remains high, but in recent years patients
have increasingly reported nationally, through the GP Patient Survey, more difficulty in
accessing services including a decline in good overall experience of making an
appointment in general practice. It should be noted that the patient experience in
Eastern Cheshire (78% for July 2017) is of a higher standard than the national
average (73% for July 2017).

6.2

The General Practice Forward View published in April 2016 set out plans to enable
CCGs to commission and fund additional capacity across England to ensure that, by
2020 everyone has improved access to GP services including sufficient routine
appointments at evenings and weekends to meet locally determined demand,
alongside effective access to out of hours and urgent care services.

6.3

The NHS Operational Planning and Contracting Guidance 2017-19 set out the funding
trajectory for this work as well as a number of core requirements which commissioners
will be required to demonstrate they are meeting.

6.4

Refreshed planning guidance published in February 2018, now requires CCGs to
provide this additional access to GP services, including at evenings and weekends, for
100% of their population by 1 October 2018. This must include ensuring access is
available during peak times of demand including bank holidays and across the Easter,
Christmas and New Year periods.

7.

Core National Requirements For Improving Access

7.1

In order to be eligible for recurrent funding, commissioners will need to demonstrate
they are meeting seven core requirements for improving access:
7.1.1 Timing of appointments
 Commission weekday provision of access to pre-bookable and same day
appointments to general practice services in evenings (after 6:30pm) – to
provide an additional 1.5 hours a day,
 Commission weekend provision of access to pre-bookable and same day
appointments on both Saturdays and Sundays to meet local population
needs,
 Provide robust evidence, based on utilisation rates, for the proposed
disposition of services throughout the week.
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7.1.2 Capacity
 Commission a minimum additional 30 minutes consultation capacity per
1000 population, rising to 45 minutes per 1000 population.
7.1.3 Measurement
 Ensure usage of a nationally commissioned new tool to be introduced during
2017/18 to automatically measure appointment activity by all participating
practices, both in-hours and in extended hours. This will enable
improvements in matching capacity to times of high demand.
7.1.4 Advertising and ease of access
 Ensure services are advertised to patients, including notification on practice
websites, notices in local urgent care services and publicity into the
community, so that it is clear to patients how they can access these
appointments and associated service
 Ensure ease of access for patients including:
- all practice receptionists able to direct patients to the service and offer
appointments to extended hours service on the same basis as
appointments to non-extended hours services
- patients should be offered a choice of evening or weekend appointments
on an equal footing to core hours appointments.
7.1.5 Digital
 Use of digital approaches to support new models of care in general practice.
7.1.6 Inequalities
 Issues of inequalities in patients’ experience of accessing general practice
identified by local evidence and actions to resolve in place.
7.1.7 Effective access to wider whole system services
 Effective connection to other system services enabling patients to receive the
right care from the right professional, including access from and to other
primary care and general practice services such as urgent care services.

8.

The Procurement Approach

8.1

In line with a nationally mandated requirement set by NHS England, all CCGs in
England are required to commission an Improving Access to General Practice service.

8.2

Based on the population of Eastern Cheshire, the CCG is required to commission 104
hours of extra primary care (General Practice) appointments (4 appointments per
hour) by 1st October 2018.

8.3

Eastern Cheshire CCG is in the final wave of the programme with some areas having
already gone live. Additional funding has been confirmed by NHS England and should
be received in July 2018, subject to satisfactory delivery of services in-line with the
specified requirements.
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8.4

In line with national guidance the CCG looked to progress the procurement of the
service by expressing an invitation to tender (ITT) against the service specification.

8.5

The CCG Executive Committee reviewed the proposed service specification and
commissioning approach, and agreed that all appropriate commissioning
documentation was in place to be submitted to an extraordinary meeting comprising of
the Primary Care Committee voting members for their review and approval to
commence a procurement process. The Primary Care Committee voting members
met on 8th June 2018 and approved the procurement process.

8.6

The procurement timeline is as follows:
Table 1 – Procurement Timeline
Stage

8.7

Dates

Invitation To Tender published

12th June 2018

Deadline for receipt of clarification questions from
prospective Bidders
Response to clarification questions from prospective
Bidders to be published
Deadline for submission of Tender Bid Documents

03rd July 2018

Evaluation of Tender Bid Documents

12th July 2018

Shortlist of bidders

14th July 2018

Bidder Interviews

17th July 2018

Primary Care Committee review of procurement outcome
and recommendation to Governing Body
Decision notification and commence standstill

18th July 2018

Standstill completes

06th August 2018

Contract mobilisation commencement

06th August 2018

Service commencement

01st October 2018

05th July 2018
12th July 2018

27th July 2018

The initial contract period will be for six months, enabling the CCG to refine a future
revised service specification that incorporates additional service provision in line with
local patient need.
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9.

Invitation To Tender Outcome

9.1

At the close of the invitation to tender window only one bidder had submitted a bid.

10.

Evaluation of Bids

10.1

A panel was formed for the assessment of submitted bids. The panel consisted of the
following members:
Table 2 – Bid Assessment Panel
Name
Role

10.2

Neil Evans

Director of Commissioning, NHS Eastern Cheshire CCG

Dean Grice

Primary Care Commissioning Manager, NHS Eastern Cheshire
CCG

Niall O'Gara

Senior Financial Accountant, NHS Eastern Cheshire CCG

Julia Curtis

Head of Clinical Quality, NHS Eastern Cheshire CCG

Carla Sutton

Senior Contract Manager, NHS England North (Cheshire &
Merseyside)

Louise Barry

Chief Executive Officer, Health Watch Cheshire

The tenders were evaluated against both a Qualification and Technical criteria using
the following scoring model:
Table 3 – Scoring Model
Score
Performance Measure
4
Excellent answer
3
Good / Acceptable answer
2
Acceptable / Minor Reservations
1
Major Reservations
0
Unacceptable answer or no answer given
Pass/Fail
Performance Measure
The response does not meet the full criteria and there is limited
information provided or an answer that largely fails to address
Fail
the question or that is flawed in aspects. There are significant
gaps and no evidence that issues will be addressed and or
managed in line with expectations and the standards required.
A comprehensive answer to the question in terms of detail,
accuracy and relevance. A good degree of evidence to show
Pass
the Potential Provider’s ability to achieve what is stated within
the response and achieves the required standard of delivery.
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10.3

The results of the assessment were as follows:
Table 4 – Evaluation Results
Qualification Criteria
Bidder Section
A - Supplier information
B - Bidding model
C - Contact details
D - Licensing and registration
E - Economic and Financial Standing
F - Technical and Professional Ability
A
G – Insurance
H - Compliance with equality legislation
I - Environmental Management
J - Health and Safety
K – Governance
L – Workforce
M – Declarations
Technical Criteria
Bidder Section

A

A - Service Overview
B - Service Requirements
C - Quality Requirements
D - IM&T
E – Workforce
F - Equality & Inclusion
G - Contract Management

Mean Score Allocated by
the Panel
N/A – For Information Only
N/A – For Information Only
N/A – For Information Only
Pass
Pass
Pass
Pass
Pass
Pass
Pass
Pass
Pass
Pass
Mean Score Allocated by
the Panel
3
3
3 / Pass
3
3
3
3

10.4

The evaluation concluded that the bidder met/exceeded the minimum expectation on
all questions.

10.5

A bidder interview was held with Bidder A on the 17th July 2018 in order to raise and
discuss any clarification points raised by Panel Members as part of their assessment.
All clarification points raised were adequately responded to by Bidder A at the
interview.

10.6

This paper was taken to the CCG’s Primary Care Committee on 18 th July 2018 for
their review and recommendation to the Governing Body.

11.

Finance

11.1

The 2018-19 NHS England allocation to NHS Eastern Cheshire CCG for the GPFV
Improved Access initiative is £659,865 for the provision of 104 hours of service
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provision. This included direct service costs of £609,865 and £50,000 assigned to
project implementation and service set up costs.
11.2

The 2019-20 NHS England funding for the GPFV Improved Access initiative is
£1,191,114 for the provision of 156 hours of service provision. The 2019-20 service is
yet to be commissioned.

12.

Quality and Patient Experience

12.1

National and additional locally defined requirements incorporated into the service
specification.

13.

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

13.1

A presentation and discussion took place with HealthVoice in September 2017 as part
of the scoping of the service specification.

13.2

Two HealthVoice representatives attended one of the CCG scoping workshops with
GP Practice representatives in January 2018.

13.3

Engagement requirements which are incorporated into the service specification are to
be incorporated into the providers service implementation plan. Bidder A intends to
include patient representation on their implementation group.

14.

Access to Further Information

14.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

15.

Dean Grice
Primary Care Commissioning Manager
01625 661601
dean.grice@nhs.net

References

https://www.england.nhs.uk/gp/gpfv/redesign/improving-access/

16. Appendices
Appendix A

CLICK HERE to access ECCCG - Extended Access General Practice
Service Specification

17. Further documents available on request
Supportive Documents Table
Supportive Document 1
Information to Tender Process Overview for the provision of
Extended Access General Practice in Eastern Cheshire
Supportive Document 2
Procurement Bid Questions Template
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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
ECCCG – Extended Access General Practice Service
Specification

NHS Eastern Cheshire Clinical Commissioning Group
Service Specification
Service
Document Version
Commissioner Lead
Provider Lead
Period
Date of Review

Extended Access General Practice in Eastern Cheshire
1.3
Dean Grice
1st October 2018 – 31st March 2019

1. Population Needs
1.1 National/local context and evidence base
National context and evidence base
The General Practice Forward View (GPFV) sets the national strategic direction to extend patient
access to General Practice services during weekday evenings and at the weekend by 2020. More
recently NHS England has set out planning guidance.
The majority of GP practices in England (60%) already provide some form of extended opening,
with 17% open over the weekend and 53% providing extended opening hours (outside the core
hours of 8am-6.30pm). According to the GP Patient Survey (July 2017 published findings), 78% of
respondents said they had a good experience of making an appointment in Eastern Cheshire
compared to the national average of 73%.
Despite the high level of reported satisfaction further improvements can be made in order to
improve General Practice access to the population of Eastern Cheshire, in particular working
people, carers and individuals with young families, who can find it difficult to access General
Practice services during the existing core hours of 08:00-18:30 Monday to Friday.
2. Outcomes
2.1 NHS Outcomes Framework Domains & Indicators
Domain 1

Preventing people from dying prematurely



Domain 2

Enhancing quality of life for people with long-term
conditions
Helping people to recover from episodes of ill-health or
following injury
Ensuring people have a positive experience of care



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



Domain 3
Domain 4
Domain 5




2.2 Locally defined outcomes
a) Increase in the percentage of patients who rate their experience of making an appointment
as ‘good’ (July 2017 baseline 78%).

3. Scope
3.1 Aims and objectives of service
Service Aim
The service aims to improve the experience of all Eastern Cheshire GP registered patients when
they access General Practice services and in particular working people, carers and individuals with
young families.

Service Objectives
a) Allow a greater number of patients to access General Practice services in Eastern Cheshire
outside of existing core hours of 08:00-18:30 Monday to Friday, including core national
standards of weekday evenings and at the weekend.
b) Act as a catalyst to support current and future general practice providers within Eastern
Cheshire to work at scale offering a universal service to all Eastern Cheshire registered
patients.
c) Support the national objective of the development of ‘at scale’ primary care providers in
Eastern Cheshire such as GP Networks and GP Federations.
d) Support the development of Primary and Community Care hubs (Care Communities) as
outlined within the NHS’s Five Year Forward View.
e) Facilitate implementation of an IT system that can be used for a wider array of Care
Community services.

3.2 Service Description/Care Pathway
Core national requirements for improving access
Service providers will be required as a minimum to meet the core national requirements for
improving access:
1) Timing of appointments (required nationally from 01/10/18)
 Commission weekday provision of access to pre-bookable and same day appointments
to general practice services in evenings (after 6:30pm) – to provide an additional 1.5
hours a day;
 Commission weekend provision of access to pre-bookable and same day appointments
on both Saturdays and Sundays to meet local population needs;
 Provide robust evidence, based on utilisation rates, for the proposed disposition of
services throughout the week.
2) Capacity (required nationally from 01/10/18)
 Commission a minimum additional 30 minutes consultation capacity per 1000
population, rising to 45 minutes per 1000 population in 2019-20.
3) Measurement
 Ensure usage of nationally commissioned tools as they become available, to
automatically measure appointment activity by all participating practices, both in-hours
and in extended hours. This will enable improvements in matching capacity to times of
high demand.
4) Advertising and ease of access (required nationally from 01/10/18)
 Ensure services are advertised to patients, including notification on practice websites,
notices in local urgent care services and publicity into the community, so that it is clear
to patients how they can access these appointments and associated service;
 Ensure ease of access for patients including:
 all practice receptionists able to direct patients to the service and offer
appointments to extended hours service on the same basis as appointments to
non-extended hours services;
 patients should be offered a choice of evening or weekend appointments on an
equal footing to core hours appointments.
5) Digital
 Use of digital approaches to support new models of care in general practice.
6) Inequalities
 Issues of inequalities in patients’ experience of accessing general practice identified by
local evidence and actions to resolve in place.
7) Effective access to wider whole system services
 Effective connection to other system services enabling patients to receive the right care
from the right professional, including access from and to other primary care and general
practice services such as urgent care services.
Prime Contractor Sub-contracting Arrangements
The Prime Contract holder may subcontract with individual GP practices or GP Networks in order
to deliver the service. The Prime Contract holder is required to ensure all sub contracted providers

deliver the service according to the requirements of this service specification. The Prime
Contractor is to ensure that a universal service is delivered to all Eastern Cheshire registered
patients.
Service Operating Model
The service should be provided according to the following key operating model characteristics:
a) The service will be delivered in addition to core hours (as defined in the GMS, PMS and
APMS contracts) and in addition to clinical sessions delivered outside core hours under the
Extended Hours Directed Enhanced Service (DES).
b) The scope of this service specification relates to specific aspects of clinical care provided to
patients during extended hours and may not include the full range of services provided
under the GMS/PMS/APMS contracts.
c) The service model includes patient triage, assessment and treatment to facilitate two week
wait, urgent and routine GP referrals.
d) A minimum 104 hours (30 minutes per 1,000 population – 208,065) of service capacity per
week must be provided. These appointments could be delivered concurrently with, but
must be in addition to, any clinical sessions provided under the existing PMS/APMS
contracts and/or the Extended Hours DES. Service provision will be subject to monitoring
by the CCG and NHS England. Providers must be able to show supporting evidence upon
request for Post Payment Verification (PPV) purposes.
e) The service should allow a greater number of patients to access General Practice services
in Eastern Cheshire outside of existing core hours of 08:00-18:30 Monday to Friday, and
including core national standards of weekday evenings, weekend and Bank Holidays.
f) A minimum of one delivery site should be available in each of the five Eastern Cheshire GP
Network footprints open Monday to Thursday. A smaller number of sites to meet local
demand may be operational on a Friday evening and on a Saturday and a Sunday.
g) A GP must be available at all operational sites during all opening hours.
h) A mixture of appointment types may be offered, such as a GP appointment and/or other
healthcare professionals. Examples of other healthcare professionals include:
I. Nurse Practitioner
II. Practice Nurse
III. Physician Associate
IV. Physiotherapist
V. Clinical Pharmacist
VI. Physiotherapist
VII. Phlebotomist
i) Appointments must be able to be booked up to one week in advance by patients or on the
same day. The ratio of appointments provided is expected to be approximately 70%
bookable in advance and 30% on the same day although this may be flexed to meet local
patient demand. DNA rates are not expected to be above 10% for the appointments
provided.
j) The overall operational timetable including appointment capacity, designation and type of
appointment, opening times and delivery sites must be agreed with the commissioner prior
to implementation.
k) Same day appointments must also be able to be made via the Primary Care Streaming
Service at the Macclesfield District General Hospital A&E Department.
l) Patients to be able to book Extended Access General Practice appointments during core
opening hours of Eastern Cheshire GP Practices.
m) Patients must be able to book and cancel appointments by telephone during the opening
hours of the service, e.g. 6.30pm – 8pm Monday to Friday, at the weekend and on bank
holidays.
n) Patients must be able to book appointments for the service via online services.

o) Online consultations and video consultation pilot plans will be explored as options between
the provider and the commissioner during the term of the contract.
p) Any patient registered with an Eastern Cheshire GP practice or within an Eastern Cheshire
GP Network footprint should be able to access any delivery site within that GP Network
footprint, plus access any central delivery site covering the whole of Eastern Cheshire.
q) No changes may be made to the operational timetable without prior notification given by the
provider to the commissioner and subsequent approval.
r) The provider must ensure that a GPSoC compliant clinical system is in place to allow
clinicians working within the service access to patient’s full GP medical record, including
clinical letters (please note that all GP practices in Eastern Cheshire are using EMIS Web
and Docman). Online consultations may be integrated into the service model subject to
national directions from NHS England and local CCG plans.
s) All Eastern Cheshire GP practices would be requested to sign up to any relevant Data
Sharing Agreements in order to allow their patients access to this service.
t) The provider will work with the commissioner to ensure the service is advertised to Eastern
Cheshire residents via GP practices, local NHS websites, posters, leaflets and Patient
Participation Groups. Local media should be used such as free press and radio.
Healthwatch should be consulted with to target ‘hard to reach groups/equality groups’.
u) The provider should adhere to all other relevant NHS Eastern Cheshire CCG policies such
as the Procedures of Low Clinical Priority (PLCP) Policy.
v) All providers and delivery sites to have appropriate CQC registration, including non-primary
care sites.
w) All clinical staff to have an appropriate level of medical indemnity cover.
x) All staff to have appropriate clinical qualifications and up to date mandatory training for their
role.
y) Contingency arrangement must be made should any delivery site become unavailable and
the commissioner informed in advance or as soon as the provider is aware of the issue.
Minimum reporting and data collection requirements


The Prime Contract holder must provide the minimum data set requirement for this service
on a monthly basis including as a minimum:
a) Number of appointments offered (split by appointment type).
b) Number of appointments booked (split by appointment type).
c) Number of DNAs (split by appointment type).
d) A service user demographics profile (Age, Sex, Post Code).
e) Number of complaints.
f) Number of untoward incidents reported.
g) Number of significant event analysis reports undertaken and sharing of lessons learnt.
h) Completion of monthly Patient Experience surveys and production of an annual report.
i) Summary information relating to the service standards in section 4.3.
j) Any other as agreed between commissioner and provider.



It is expected that the provider will work with the CCGs Business Intelligence Team to
source the above data via the EMIS Search and Reporting tool where possible.

3.3 Population covered


All patients registered with a NHS Eastern Cheshire CCG GP practice.

3.4 Minimum clinical governance requirements


Staff must ensure that the details of the consultation is recorded in the patient’s GP clinical











record, in most cases immediately unless exceptional circumstances exist.
If any clinical or safeguarding concerns arise in relation to a patient seen at the service,
staff delivering care must notify the patient’s registered GP by the earliest working day (via
telephone or secure email correspondence). The details of the concern should be updated
on the registered GP’s medical record for the patient.
The service provider will need to be able to deliver, manage and report on services at the
provider grouping level as well as at an individual delivery point.
The service provider must ensure that there are robust governance processes in place to
ensure clinical services are delivered safely in each delivery point and are coordinated
across the GP provider grouping.
The service provider should ensure that all delivery points meet CQC requirements for the
delivery of medical services which, as a minimum, should be those required for the delivery
of general medical services.
The service provider should ensure that all standards of communication should adhere to
Caldicott and Data Protection guidelines.
Data generated in the course of delivering the service should be available to the
commissioner on request. The commissioner will give due regard to data protection and
confidentiality requirements.
If required to ensure that the service is operating effectively, the commissioner can
interview the service provider's staff.
The service provider should comply with commissioner requests for clinical audit.

3.5 Interdependence with other services/providers
Referral sources



The service provider must ensure that service appointment slots are accessible to all GP
practices within the relevant GP Network footprint(s).
The service provider will be expected to work with the commissioning CCG, NHS 111
service, and urgent care providers to design safe pathways for directing patients the
Extended Access General Practice in Eastern Cheshire.

Interdependencies with other services




The service provider must work in close partnership with other health and social care
providers including local accident and emergency departments, ambulance service and
urgent care centres, GP out of hours, NHS 111, as well as social care and community
providers.
Where appropriate and using locally agreed guidelines (where these exist) the provider will
refer patients to other health and social care services and to relevant support agencies.

4. Applicable Service Standards
4.1 Applicable national standards (e.g. NICE)





NHS England Standard General Medical Services Contract.
Alternative Provider Medical Services (APMS) Contract.
National Quality Requirements in the Delivery of Out-of-Hours Services.
Relevant NICE standards.

4.2 Applicable local standards
Locally defined, quality requirements for providers

The contractor will need to confirm compliance with the standards below or be able to provide an
action plan that demonstrates a trajectory for compliance by the service go live date.
Requirement
Prime Contractor and any sub-contracted providers can deliver their primary medical services
contractual and statutory requirements. No unlifted, uncontested, related breaches in the last 12
months.
Prime Contractor and any sub-contracted providers are CQC registered with no conditions,
except in circumstances beyond the control of the provider, such as the void position resulting
from GP retirements.
Prime Contractor and any sub-contracted providers must ensure that all staff are aware and can
access interpretation and translation services for patients who are non-English speaking during
service operation hours. Appropriate provisions must also be made for patients with impaired
hearing or sight.
Prime Contractor shares information with commissioners to support quality improvements
(subject to IG rules).
Prime Contractor actively collects analyses and acts on feedback from patients and carers.
Prime Contractor and any sub-contracted providers must operate a complaints procedure that is
consistent with the principles of the NHS complaints procedure. They will report anonymised
details of each complaint, and the manner in which it has been dealt with, to the commissioning
CCG. All complaints must be audited in relation to individual staff so that, where necessary,
appropriate action can be taken.
Prime Contractor and any sub-contracted providers participate in clinical audit cycles and peer
review.

5. Location of Provider Premises



The service provider’s delivery points should be from sites where GMS, PMS and APMS
services are delivered, and where the primary function of the APMS contract is for the
delivery of primary medical services.
The agreed delivery sites will be located within the NHS Eastern Cheshire CCG boundary
footprint.

Note: - The operational timetable must be agreed with the commissioner prior to implementation.
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Date report submitted
Purpose of paper / report

The purpose of this paper is to provide the Governing Body with a review of the first six
months of the Musculoskeletal (MSK) Triage and Assessment, and Treatment Service, with
a focus on key points such as quality, efficiency and cost effectiveness of the service as a
whole (including the impact on Trauma and Orthopaedics elective care and
Specialist/Complex Physiotherapy).

Reason for consideration by Governing Body
To provide the Governing Body with an update to inform the decision made in February 2017
to proceed with option three of the business case and subsequent award of the Triage and
Assessment contract to InHealth Ltd and MSK outpatient physiotherapy provision to multiple
AQP providers.
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
The new service is currently providing the following benefits to the population of Eastern
Cheshire:
 improved access into the Physiotherapy services and patient choice of treatment
provider
 self-referral is now available meaning patients can be directly referred to Physiotherapy
freeing up Primary Care capacity
 all AQP treatment providers working to one standardised specification (with a bundled
tariff price)
 reduction in inappropriate referrals to complex physiotherapy and Consultant led
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elective care Trauma and Orthopaedics (T&O) services
reduced waiting list for outpatient physiotherapy – less than a week to be seen by an
AQP treatment provider
a defined set of quality and contractual Key Performance Indicators (KPI’s)
standardised monitoring of patient outcomes and contractual performance.

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:
n/a

Conflicts of Interest Consideration
n/a

Committee Risk Register Mitigation:
n/a

Report history

The Business Case has previously been presented to the Governing
Body along with an options appraisal in February 2017 whereby option
three was approved. This option was to carry out a two part
procurement based upon a fixed tariff for the Triage and Assessment
Service and a bundled tariff for treatment which consists of a first
appointment and three follow-up appointments. The outcome of the
procurement was presented to the Governing Body in August 2017.

Report/Paper Reviewed by (Committee/Team/Director)
A six month update report has been provided to the Executive Committee for review in May
2018. This Governing Body report has been reviewed by the Contracts Manger, Executive
Clinical Lead GP for the project and the Executive Director for the project.
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Musculoskeletal Physiotherapy Service – Six Month
Review
1.

Executive Summary

1.1

The purpose of this paper is to provide the Governing Body with a review based upon
six months of the Musculoskeletal (MSK) Triage and Assessment, and Treatment
Physiotherapy Service being in place, with a focus on key points such as quality,
efficiency, and cost effectiveness off the service as a whole.

1.2

It is important to note that the original aim of the project was to:
 work with the existing providers and clinicians of the service to create a new service
model to maximise outcomes for patients through standardisation, consistency and
continuity
 improve the quality of patient experience through the standardization of the service
specification
 support an overall reduction in expenditure across the elective MSK pathway.

1.3

Overall the above objectives have been met; however, there are some gaps that could
be argued around the consistency of the service specifications and the quality of the
Triage and Assessment Service. Some anecdotal feedback from General Practice and
physiotherapy also indicates that the quality of the service is not meeting the
requirements of the service specification. This includes concerns about inadequate
triage, unnecessary onward referral to AQP providers without appropriate advice and
guidance or face to face assessment, leading to a higher than expected number of
patients having low first to follow up ratios.

1.4

There were also concerns that the new service was projecting a cost pressure,
however with further analysis (as demonstrated within this paper) it has now been
identified that this is unlikely to be the outcome.

2.

Recommendation:

2.1

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

3.

Reason for recommendation:

3.1

To provide the Governing Body with information and assurance required to support
the decision made in February 2017 to proceed with option three of the business case.

4.

Peer Group Area / Town Area Affected

4.1

This related to all NHS Eastern Cheshire geographical areas.

5.

Population affected

5.1

This relates to all of the population of NHS Eastern Cheshire CCG with a specific
focus on patients/public with musculoskeletal short-term and long-term conditions.
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6.

Context

6.1

There are over 200 MSK conditions affecting millions of people nationally, including all
forms of arthritis, back pain and osteoporosis. Some, including those resulting from
injuries, can result in long-term disability. MSK conditions are a major cause of
disability and work absence.

6.2

Patients with MSK conditions need a wide range of high-quality support and treatment
from simple advice to highly technical, specialised medical and surgical treatments.
Most patients are effectively managed in primary care, but within Eastern Cheshire,
more patients than would be expected are referred to secondary care for orthopaedic,
rheumatology and pain services, when compared to our peers (but better than the rest
of Cheshire).

6.3

The Eastern Cheshire 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).2 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). Given the above, there is likely to
be an increased demand on MSK services, with the likelihood that more people will be
living longer with a MSK condition. This means more people are likely to want to
remain active for longer. Prevention and self-management are going to become key
features of a MSK in the future.

7.

Finance

7.1

The new service consists of one Triage and Assessment Service and ten Any
Qualified Providers (AQP) providing a Treatment Service. As shown in Graph 1, the
cost of the previous services against the current service has increased due to the shift
in activity. The total value of the previous services combined was £1,904,982 and the
new service at Full Year Effect (FYE) is predicted to cost £2,119,502, leaving a
potential cost pressure of £214,837.

7.2

However, in addition, the CCG has also reviewed the activity data for the Trauma and
Orthopaedics (T&O) service. This has demonstrated a notable decreased in impact
upon this pathway (approx. 8.8%) in comparison to previous year’s trends. Based
upon assumptions there has been a reduction of T&O first appointments (saving £146k) a reduction in follow-ups (saving £50k), and a reduction in day case activity
(saving -£80k), providing a total saving of -£246k. Should these assumptions be
correct, this provides a potential saving of -£61,163.
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Graph 1: This shows a comparison of costs from 2016/17 against 2017/18-18/19.
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£2,500,000
£2,000,000
£1,500,000
£1,000,000
£500,000
£-

Before
After

Comm MCATS

Comm Physio
MSC

OPFASPC OPFUPSP
L - ECT
CL - ECT

224,645

536,765

248,435

-

-

-

ihpp

Stockport
(Disley)

541,112

340,425

13,600

-

-

-

-

97,143

Triage

New
Physio
(AQP)

New
Complex
Physio

Total

-

-

1,904,98

1,482,58

539,779

2,119,50

Graph 2: This graph demonstrates the number of new first appointments seen by the
AQP treatment providers from September 2017 to March 2018 inclusive.
Number of AQP First Appointments by Month
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7.3

In October the AQP treatment service saw its highest volume of first appointments
(1,083). This was due to some patients being sent through by the Triage and
Assessment Service who were patients on pathways from the previous service.

7.4

The AQP data currently being received also demonstrated an average ratio of one first
appointment and two follow-up appointments, at the cost of the bundles tariff of £130.
The total number of AQP first appointments up to the end of March 2018 was 6,337.
The total number of Triage cases up to the end of March was 1,442. The total number
of AQP first appointments projected within the original business case for a full year was
4,336, whilst the total number of triage cases was projected to be 5,706. Therefore, this
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highlights that the expected balance of activity has changed. Reasons for this are noted
within the risks/issues.
7.5

Issues identified
 Ineffective Triage and Assessment Service highlighted through low numbers of
patients using the service, low numbers of advice and guidance being provided, and
a number of concerns received about the service from primary care and patients.
 Not all of the service specification being met across both services (appointment ratio,
joint injection provision, advice and guidance provided, and lower than anticipated
assessments being carried out by the Triage and Assessment Service).
 Patients who would have previously accessed private providers are now accessing
the NHS service to increased availability of slots.
 Higher than projected numbers of referrals being sent directly to AQP treatment
providers from Primary Care.
 Injections are not yet being carried out due to a delay of the sign off the CCG Patient
Group Directive (PGD) protocol

7.6

A report was submitted to the CCG Executive Committee on the 24 May 2018
highlighting such issues alongside a number of possible mitigations for consideration.
Such mitigations included working closely with the service on improving patient and
primary care experience of the service, improving patient access to assessments at
the point of triage, as well as ensuring advice and guidance around exercises and selfcare is improved. In order to support these mitigations there will be a continuation of
monitoring the whole service activity, this will include the monitoring, and review, of
the treatment ratio of one first and three follow-up appointments to ensure value for
money is being realised.

7.7

In addition, the CCG and the provider will be undertaking a review of the triage and
assessment function for Eastern Cheshire to identify recommendations as to how
steps can be made to towards improving upon the above identified issues.

8.

Quality and Patient Experience

8.1

The CCG carried out a Quality Impact Assessment during the development of the
business case. This highlighted that the new service needed to ensure it provided the
right support and treatment to the patients of Eastern Cheshire, and was made easily
accessible, alongside the right skill mix of staff/clinicians to ensure the right treatment
was provided and at the right time to ensure the best patient care and outcomes.

8.2

Since the commencement of the triage and assessment element of the service, there
has been a number of concerns raised by GPs and patients regarding the quality and
experience of the service (as noted in section 7.2) and therefore the CCG is working
with the provider towards a number of mitigating actions to help make improvements
in this area.

9.

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

9.1

A fortnightly task and finish group with key stakeholders from the CCG, main provider
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of services, GPs and private providers was established at the beginning of August
2016. The aim of the group was to discuss the workings of the existing service, review
current service specifications in place, identify duplication, and ultimately achieve one
standard service specification and model that all providers are to work to.
9.2

A wider stakeholder consultation event was held on 5th October 2017 whereby key
service members, including patient representatives were invited to attend to help
identify any gaps in the current service, what currently works well and what needs
improvement and the opportunity for new elements to be included within the new
service model and specification.

9.3

There was also communication and engagement through the CCG’s Efficiency
Schemes Workshop whereby a draft model was presented to Eastern Cheshire lay
members / patient representatives.

9.4

Through the evaluation process of the procurement, the CCG ensured patient
representatives and relevant clinical members of staff were actively involved in
evaluating and scoring the bidder submissions from prospective providers.

10.

Health Inequalities

10.1

The new service has not and is not anticipated to result in any inequitable access to
the service. To ensure an equitable approach, and to maximise health benefits, the
structured approach taken under the new service specification has been supported by
promotion, information and documented guidelines/policy.

11.

Equality

11.1

A Stage 1 and Stage 2 Equality Impact Assessment was completed at the time of the
development of the business case to ensure the service meets the public sector duty
of the nine protected characteristics’. The assessment highlighted the need to ensure
to engage with the patients and public of Eastern Cheshire to ensure that they are
aware of the new service, and to work closely with the providers during the
implementation.

12.

Legal

12.1

A robust procurement was undertaken from April to July 2017. It is not anticipated that
there will be any legal risks/implications to the CCG as a result of the procurement.

13.

Communication

13.1

The new service specification and model was developed with valuable input from a
wide range of stakeholders such as existing providers including Physiotherapists,
GP’s, patient/public representatives, and relevant CCG staff via a task and finish
group, workshops, stakeholder event, and a procurement evaluation process.

13.2

Further communication has consisted of a service information leaflet, dedicated
information page on the CCG website, Frequently Asked Questions documents, email
communications to GP’s and Practice Managers, and the GP Locality meetings.
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14.

Background and Options

14.1

Previously, the funding and provision of MSK and outpatient physiotherapy services in
Eastern Cheshire consisted of:
 Block contract for Community Services with East Cheshire NHS Trust
 Block contracts with various private providers held by GP Practice’s
 Cost per case contract with East Cheshire Trust

14.2

During 2016-17 a new specification was developed through a collaborative approach
with local service providers and consultation with Primary Care.

14.3

Under the new service specification, the following expected benefits and outcomes
are:
 Improved patient outcomes and patient experience through an effective Clinical
Triage and Assessment Function through the use of standardised outcome
measures such as the Simple Triage and Rapid Treatment (STaRT) back
screening tool and Musculoskeletal Health Questionnaire (MSKHQ)
 Efficiencies saved throughout the system by embedding an effective standardised
model focused on improved patient experience
 Standardised monitoring of data through embedded key performance indicators

14.4

Governing Body approved for the CCG to proceed with the preferred option (option
three) of the business case.

15.

Access to further information

15.1

For further information relating to this report contact:

Name
Designation
Telephone
Email

16.

Lucy Price
Clinical Project Manager, Finance Directorate
01625 663 477
lucyprice2@nhs.net

Glossary of Terms

MSK
AQP
KPI
PDG
STaRT
MSKHQ

Musculoskeletal
Any Qualified Provider
Key Performance Indicator
Patient Group Directive
Simple Triage and Rapid Treatment
Musculoskeletal Health Questionnaire
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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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Minutes of the Governance and Audit Committee
Meeting held 25 May 2018

Report Author

Contributors

Alex Mitchell
Chief Finance Officer/Senior Information
Risk Owner

Peter Munday
Lay Member (Governance and Audit)

Date report submitted

18 July 2018

Purpose of paper / 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 which was held on 25 May 2018 to
finalise NHS Eastern Cheshire Clinical Commissioning Group’s (ECCCG’s) 2017/18 Annual
Report and Statement of Accounts:
 Following a draft version of the 2017/18 Annual Report and Accounts being submitted to
the May 2018 Governing Body, the GAC was authorised by the Governing Body to sign
off any final changes made to the documents in time for the submission to NHS England.
The GAC agreed the following amendments:
o Timeframe added to page 12 re alcohol related conditions.
o Grammatical change to Going Concern Basis note.
o Correction to assurance ratings on Internal Audits undertaken throughout the year
(page 88).
o Presentational change to audit summary, head of internal audit opinion and
signature pages.
o Change in wording within Annual Accounts from Operating Expenses to Auditors
Liability.
 The external auditors, Grant Thornton, confirmed there had been no change to the
external Audit Opinion as submitted to the Governing Body at its meeting held on 23 May
2018.
 The GAC approved the revised 2017/18 Annual Report and Statement of Accounts for
submission to NHS England.
 In addition, the planned workshop on the Governing Body Assurance Framework was
discussed and the approach finalised with Mersey Internal Audit Agency.
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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 25 May 2018.
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Minutes of the Governance and Audit Committee
Meeting held 25 May 2018

Appendix A
Governance and Audit Committee meeting – Minutes of meeting
held on 25 May 2018

MINUTES
Chair:
Pete Munday
Date/Time: Friday 25 May 2018 @ 10.00am – 12.00pm
Venue:
Meeting Room B, 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
PM
JS
RT

In Attendance (Regular)
Robin Baker
RB
Roger Causer
RC
Anne-marie Harrop
AMH
Jerry Hawker
JH
Alex Mitchell
AM
Mike Purdie
MP
Helen Stevenson
HS
Emma Styles
ES
In Attendance
Adam McClure
AMC
Niall O’Gara
NOG
Minute Taker
Philippa Pearce
PP

Title & Organisation

Present

ECCCG Governing Body Lay Member
GP Locality Peer Group Representative


Apols


External Audit Representative
Counter Fraud
MIAA Internal Audit Representative
Chief Officer, ECCCG
Chief Finance Officer, ECCCG
Corporate Program & Governance Mngr, ECCCG
External Audit Representative
Information Governance

Apols
Apols

Apols

Apols

Apols

PMO Programme Manager (Benefits Realisation)
Senior Financial Accountant




ECCCG Governing Body Lay Member (Governance)


Action

PA to Chief Finance Officer

1.0
1.1

STANDING ITEMS
Apologies for Absence
Apologies were noted as above. The meeting was confirmed as
quorate.

1.2

Declarations of Interest
There were no new declarations of interest to note.

1.3

Minutes of the Previous Meeting – 19 April 2018
The minutes of the previous meeting were agreed as a true and
accurate record.

1.4

Action Log of the Previous Meeting – 19 April 2018
It was noted that this meeting had been scheduled in order to approve
the Annual Report and Accounts and as such a number of actions had
been deferred to the July 2018 GAC meeting.

Location:

Meeting Rm A, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

25 May 2018

Meeting Title:

ECCCG Governance & Audit Committee (GAC)

Time:

10.00am – 12.00pm

1 of 5

Completed by:

1 of 5
Philippa Pearce

GAC124 AI2.1 MIAA Progress Report PMO
Deferred to July meeting
GAC131 AI2.8 ECCCG Anti-Fraud Policies
Due date Sept 2018.
GAC133 AI3.1 Equality and Human Rights Letter
Correspondence from the Equality and Human Rights Commission
(EHRC) was circulated with the Agenda. The EHRC would be engaged
in the process of rewording the Continuing Healthcare policy and would
see the final version. Action closed.
GAC138 AI2.6 Assurance Framework Review
Agenda Item AI2.3 therefore this action closed.
GAC145: AI2.7 Assurance Framework Benchmarking - Training
Training session to be planned for staff updating the Assurance
Framework from July 2018 onwards.
GAC146 AI2.8 Primary Care Caring Together Contract
Action Plan from lessons learnt report re Primary Care Caring Together
Contract to be presented to the July 2018 GAC.
GAC147 AI2.9 Progress re Implementation of Purchase Order
System
Update on implementation of Purchase Order System to be circulated
when completed.
GAC148 AI2.10 Capita ISAE 3402 Interim Type 1 Report for 2017/18
and NHS England Letter
Capita ISAE 3402 update report to be presented to the GAC when
available.
GAC149 Governance & Audit Cte Self-Assessment Survey
AM to review Committee Self-Assessment questions and provide
summary report of responses.
GAC150 AI2.1c Director of Internal Audit Opinion 2017/18
With regard to a request for AMH to feedback to Mersey Internal Audit
Agency (MIAA) the concerns expressed by the GAC around the wording
of the Director of Internal Audit Opinion, a formal response had been
circulated on 21 May 2018. The response confirmed that MIAA had
taken on board the comments received and the supporting narrative
around the assurance ratings had been updated. Five assurance levels
had been adopted across all audit reviews for 2018/19. A summary of
the revised wording and the new assurance levels had been provided.
AMH confirmed that the overall opinion of moderate assurance was in
line with Cheshire CCGs and was reflective of the performance position
as well as the financial position. Action closed.
Location:

Meeting Room A, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

25 May 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

10.00am – 11.00am

Completed by:

2 of 5
Philippa Pearce

GAC151a AI2.1 Audit Committee Insight (APP2.1)
Summary of key changes in the revised Audit Committee Handbook
circulated to the GAC on 17 May 2018. Action closed.
GAC151b AI2.1 Audit Committee Insight (APP2.1)
NHS Audit Committee Handbooks issued to GAC voting members and
key changes document circulated for information. NHS Governance
Introductory Guide available for information. Action closed.
GAC152a AI2.3 Information Governance (IG) Breach Report
Report to be produced on any trends/IG themes being reported across
the CCGs in relation to IG breaches.
GAC152b AI2.3 Information Governance (IG) Breach Report
ICO response regarding IG breach circulated to the GAC on 14 May
2018. Action closed.
GAC152c AI2.3 Information Governance (IG) Breach Report
It was confirmed that a statement had been added to the Annual Report
which included reference to six breaches that had happened within the
financial year and included the IG breach that had been reported to the
ICO. Action closed.
GAC153a AI2.4 Integrated Risk Management Strategy
The Integrated Risk Management Strategy had been updated re section
4.1 in line with comments received at the previous GAC and had been
reviewed by the GAC Chair. Action closed.
GAC153b AI2.4 Integrated Risk Management Strategy
The Integrated Risk Management Strategy had been updated re section
4.3.2 in line with comments received at the previous GAC and had been
reviewed by the GAC Chair. Action closed.
GAC154a AI2.5 Standards of Business Conduct Review
AM to liaise with Matthew Cunningham regarding declarations of
interests made during meetings and the actions taken. Feedback to be
provided at the July 2018 GAC.
GAC154b AI2.5 Standards of Business Conduct Review
A reminder regarding Conflict of Interest Training had been emailed to
all staff and the Governing Body group on 2 May 18 with a link to the
M&L CSU Learning Pool and a request has been made to forward a
copy of the message to the Governing Body group.
GAC155 AI2.7 MIAA Benchmarking Report
The final draft of the MIAA Benchmarking Report was circulated to the
GAC on 26 Apr 18. Action closed.

Location:

Meeting Room A, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

25 May 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

10.00am – 11.00am

Completed by:

3 of 5
Philippa Pearce

2.0
2.1

BUSINESS ITEMS
NHS Eastern Cheshire Clinical Commissioning Group Annual
Report and Statement of Accounts 2017/18
AM informed the GAC that a draft version of the Annual Report and
Statement of Accounts 2017/18 (ARAC) had been presented to the
Governing Body on 23 May 2018 and confirmed that the GAC had
delegated authority to sign off the final position.
Adam McClure (AMC) advised that one significant change regarding
Going Concern Basis Notes (Page 18) and minor grammatical changes
had been made to the ARAC following the Governing Body meeting.
The changes had subsequently been reviewed and agreed by AM and
the revised ARAC was tabled.
The following amendments to the Annual Report section were discussed
and agreed:
• “Two people admitted due to alcohol related conditions”, Page
12: Timeframe to be included.
• Going Concern Basis Notes: Remains in line with its planned
deficit to be changed to say “remains within its planned deficit”.
• High assurance stated on Page 88: In relation to Conflict of
Interest Report only. Other audits to be changed to significant
assurance.
• Area of audit box to be removed.
• Head of Internal Audit Opinion heading to be moved to new page.
• Signatures to be included at the end of sections.
With the above amendments, the GAC was in agreement to
recommend the Annual Report section of the report for sign off by
the Chief Officer.
NOG advised that there had been one minor amendment to the
Accounts section of the report following the Governing Body meeting on
23 May 2018:
• Wording underneath Table 5, “Operating expenses” had been
changed to “Auditors liability”.
Subject to any comments from HS within Agenda Item 2.2, the GAC
was in agreement to recommend the Accounts section of the report
for sign off by the Chief Officer.

2.2

External Audit Opinion from Grant Thornton LLP
HS explained that the full External Audit Opinion had been presented to
the Governing Body on 23 May 2018 with some areas highlighted for
completion prior to the final closure on today’s date, 25 May 2018. It
was anticipated that the final review of the accounts and statements
would be completed today in line with expectations.

Location:

Meeting Room A, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

25 May 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

10.00am – 11.00am

Completed by:

4 of 5
Philippa Pearce

Subject to the above comments, the GAC approved the Annual
Report and Statement of Accounts 2017/18 for submission by NOG
on today’s date, 25 May 2018.
2.3

MIAA Risk Workshop Update
It had previously been agreed to hold a session regarding risks and the
Assurance Framework. AM advised that the intention was for this to be
held as a workshop within the Governing Body in camera meeting on 27
June 2018.
The aim would be to provide a brief introduction to the Assurance
Framework to newer members of the Governing Body and to consider
its purpose, how ECCCG scores and assesses risk levels, to review
ECCCG’s strategic objectives and how they tie into the Assurance
Framework and to discuss emerging risks. It was agreed to focus on
three existing risks:
• Primary Care (Capita)
• Financial Position
• East Cheshire Trust’s underlying deficit

3.0

ANY OTHER BUSINESS
There was no further business to discuss and the meeting closed at
10.55am.

4.0

DATE, TIME & VENUE OF NEXT MEETINGS

4.1

11 July 2018

12.30pm-2.30pm, Meeting Room A

12 Sept 2018

12.30pm-2.30pm, Meeting Room A

14 Nov 2018

12.30pm-2.30pm, Meeting Room A

Location:

Meeting Room A, New Alderley House, Macclesfield, SK10 3BL

Meeting Date:

25 May 2018

Meeting Title:

ECCCG Governance & Audit Committee

Time:

10.00am – 11.00am

Completed by:

5 of 5
Philippa Pearce

GOVERNING BODY MEETING in Public
25 July 2018
Report Title

Agenda Item 5.3

Minutes of the Clinical Quality and Performance
Committee (May 2018)

Report Author
Julia Curtis
Head of Clinical Quality

Date report submitted

17 July 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
 Safeguarding Update – The Committee received information in relation to a Health
Practice Learning Review and reviewed the Children’s safeguarding report. The
Committee considered issues including the draft proposal for Pan Cheshire safeguarding
arrangements and initial health assessments.
 Ambulance Service - The Committee considered on-going concerns regarding
Ambulance response times. The Committee was provided with some assurance including
the proposed increase in more senior paramedics in the control centres and additional
ambulances. It was noted that ambulance ‘handover’ times at the local hospital is
generally good. Questions were also raised regarding clinical responsibility within GP
practices. The Committee received an Ambulance service improvement action plan
update and changes to the Ambulance Clinical Quality Indicators were shared. The
Committee was advised that the NHS 111 improvement plan had been approved and that
an online service is due to go live in July.
 Assurance Framework – The Committee was advised that there were no emerging risks
to be escalated from the operational group and that East Cheshire NHS Trust has now
appointed a part time Diabetes Consultant.
 Performance Dashboard – The Committee reviewed the new style performance report
and requested that future editions also include a focus on Mental Health performance
data.
 Escalations from SUI (Serious Untoward Incidents) Group – The Committee received
a SUI paper update and considered demographics against the district nursing numbers.
 ECT Quality Account – The Committee reviewed the Quality Account from East
Cheshire NHS Trust and Cheshire and Wirral Partnership NHS Foundation Trust and
provided formal comments for submission to the Trust.
 12 hour Trolley Waits and Mixed Sex Accommodation Breaches – The committee
received an update on actions been taken to review the breaches and to consider any

NHS ECCCG Governing Body Meeting IN PUBLIC 25 July 2018

Agenda Item 5.3

learning
 CQ&P Terms of Reference – The Committee reviewed quoracy and noted that the
operational group that directly reports to the committee will now be known as CQ&P
Operational Group. This will replace the group currently known as ‘QUAG’.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation(s)
The Governing Body is asked to:
 Note for information the minutes of the Clinical Quality and Performance Committee
meeting in May 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.

Minutes Reviewed by
Clinical Quality and Performance Committee

Appendices
Appendix A

CLICK HERE to view ECCCG Clinical Quality and Performance Committee
Minutes – May 2018
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Report Title

Agenda Item 5.3

Minutes of the Clinical Quality and Performance
Committee

Appendix A
Clinical Quality and Performance Committee – Minutes of
meeting held on 9 May 2018

Agreed at meeting held on 11 July 2018
ECCCG Clinical Quality and Performance Committee
Minutes of the meeting held on Wednesday 9th May 2018
Name

Initials

Present

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

Neil Evans

NE

Commissioning Director

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

Karen Burton

KB

Clinical Projects Manager

Angela Thomas

AT

Office Administrator

Agenda
Item
1

Apologies

In
Attendance







Item 4


Discussion and Actions Agreed



Action
Who
Date

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.
1a

1a

Safeguarding Update – Tabled at the meeting
MM presented the following papers at the meeting.
• Final practice Learning review
• Safeguarding (children’s) - report
These are to be reviewed outside of the meeting with any comments forwarded
direct to Moira McGrath.
Points noted from the documents include:
There is currently no named GP for East and South Cheshire. One is currently on
Maternity Leave and the other is on long term sick leave. However, the West
Cheshire GP is assisting in the short term.
The Looked after childrens’ designated nurse is also off ill with broken leg.
MM talked through the new safeguarding set up across Cheshire.
MM advised that the Initial health assessments were showing a better position.
There is now a plan in place for Registrars to be able to undertake assessments
going forward.
GB requested that the use of the word “Absconded” in terms of children within the
safeguarding be discouraged from being used. MM agreed to take this back to the
Safeguarding Board and request an alternative word is used.
38a/18 - MM to discuss alternative wording with The Safeguarding Board

1b

MM

Health Learning Review presented by Moira
38b/18 Action – MM to explore issues with RK regarding the possibility of
Page 1 of 6
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using the EMIS summary as well as adding a standard question regarding
pregnancy at appointments with GP’s and the drug service

MM

It was noted that further assurance through the EMIS summary, agreed codes, and
confirmation around pharmacist role was required.
39/18 Action: MM to provide a further update around codes and pharmacist
role.
2

MM

Themed Clinical Areas – Ambulance & NHS111 including Urgent Care Update

The Committee welcomed Karen Burton to the meeting. Neil Evans and Karen
Burton presented the Ambulance and NHS111 update.
2.1

Ambulance Service
It was noted that there are to be more senior paramedics in control centres, which
will allow for more rigorous triaging to take place.
Additional ambulances and crews are to be rolled out in the area which will have a
positive impact.
43 double crewed ambulances are to be rolled out across the whole of the North
West.
KB advised that the Handover of patients is generally good within the local area,
the average taking 36 minutes against a target of 30 minutes.
ECT shared their good practice regarding turn-around times at the recent North
West Winter Workshop hosted by NHS England/NHS Improvement.
SR raised the question “who is clinically responsible when a long wait for an
ambulance occurs – In the event that a GP is with the patient and has rang for an
ambulance ” KB suggested the ambulance service once the call is taken, and
accepted the clock starts. This is when the ambulance service takes responsibility
for the patient. It was requested that KB take this question back to next North
West Ambulance, Clinical Quality and Assurance Committee.
40/18 Action: KB to confirm where the responsibility lies when a long wait
for an ambulance occurs

KB
July 2018

The formal NWAS Improvement Action Plan is to be available from 11th May
2018. It was confirmed that the Regulators, NHSE and NHSI, have been assisting
in the formation of the improvement action plan.
NE presented a paper showing improvements against standards in relation to
paramedic triage in centres and better call handling techniques.
KB confirmed that representation from NWAS Locality Lead takes place at the
Operational Resilience Group (ORG) meetings. Roger Jones is the NWAS
Locality Lead FOR Eastern Cheshire and he regularly attends the ORG.
2.2

Changes to the national Ambulance Clinical Quality Indicators and reporting
arrangements
Ambulance Clinical Quality Indicators (CQIs) have been in place since 2011 to
measure and monitor the impact of ambulance services on patient outcomes, and
in particular to provide an overview of the clinical quality achieved by ambulance
services.
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Stakeholder engagement exercise facilitated by Sheffield University, and after
discussion with the Secretary of State for Health and Social Care, the following
focus areas have been agreed:
STEMI: 999 call to Angiography (Mean and 90th percentile)
Stroke: 999 call to CT scan, and 999 call to thrombolysis (Mean and 90th
percentile)
OHCA: Survival to hospital discharge following out of hospital cardia arrest
Development of these areas will be ongoing as work to is undertaken to introduce
reporting of data across the patient pathway as ambulance Trusts begin to link into
the national outcome databases for Stroke, STEMI and Out of Hospital Cardiac
Arrest.
2.3

NHS111
KB confirmed that the Improvement Plan has been approved. NHS 111 Online is
due to go live in Cheshire during July 2018 and rolled across the country by
December 2018. A Task and finish group is in place for this development and an
update with regards to progress will be provided regularly at this Committee.
Multi agency discharge event – 6 high impact changes.
KB confirmed that the first version of the draft winter plan has been signed off by
the Chair of the A&E Delivery Board and has been submitted to NHSE for
comment.
It has been agreed that GP practices will share their winter plans this year.
A review of last years’ winter schemes has been completed.
KB informed the group that an “Action on A&E programme” Event is taking place
and the focus for the Eastern Cheshire Team will be on hospital and community
flow.
Following this update the Committee felt more assured around these areas
It was requested that KB bring an update regarding Defibrillators to the next
meeting.
41/18 Action: KB to bring an update regarding Defibrillators to the next
meeting.

3

KB
July 2018

Minutes of previous meeting and action log review

3.1

Minutes:
BG advised that Louise Barrie is on the attendance list twice – remove one entry.
10.2 – Equality and human rights – review of process was discussed.

3.2

Action Log updates:
10/18 Closed
011/18 Discussed and closed
012/18 Clarified and closed
015/18 AT to confirm with KM that this has taken place
018/18 Closed
019/18 & 020/18 Closed
021/18 JC confirmed that this had been taken to the meeting, however will chase a
response
023/18 Closed
024/18 Agenda item – Closed
025/18 Closed
026/18 Agenda item – Closed
027/18 Update at next meeting
Page 3 of 6
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028/18 Update at next meeting
029/18 SR to chase
031/18 ECT confirmed there are no community nurse vacancies however there is
a level of maternity leave and sickness absence which is not covered
033/18 NE to discuss the staff shortages, however there is no mandated process.
NE to provide an update at the July meeting
034/18 Agenda item - Closed
035/18 Agenda item – Closed
036/18 JC confirmed there are 2482 beds which a 50/50 split between nursing and
residential
037/18 It was agreed that NE would attend the practice manager meeting
4
4.1

Assurance Framework

There are no emerging risks from QUAG to report.
The Diabetes consultant is in place part time, however the SLA is still to be
formalised and is within the risk. This is a standing item on the agenda at the
ECCCG/ECT Quality meeting
SR advised that the Executive Team will review the risks and any concerns would
be brought to the next meeting.

5
5.1

Performance Dashboard – Aristotle

MS presented the “new style” performance report which now includes background
narrative.
Those areas highlighted “green” are good news areas and details pertaining to this
are contained within the narrative
The Committee reviewed the “red” areas at the meeting.
Mixed sex accommodation breaches were noted and this is due to winter
pressures and capacity.
The Committee complimented MS on the new reporting tool. It was requested that
MS work with AM to incorporate the Mental Data in to the report.
42/18 ACTION: MS to work with AM to incorporate the Mental Data to the
combined report.

6
6.1

6.2

MS
July 2018

43/18 ACTION JC to share ECT Scorecard with JS

JC
May 2018

44/18 ACTION AM to attend next meeting to explain mental health indicators
and supply detail

AM
July 2018

Escalations/Reviews from Monitoring Committees/Meetings
SUI
JM presented the SUI paper. Discussion took place around the demographics and
the number of the District Nurses available to support the areas. It was agreed that
the paper be shared with ECT.
45/18 ACTION – JC to share paper with the Trust at the next ECT Quality
meeting

JC
June 2018

Complaints and Concerns
No escalations were noted.
However NE/KB will discuss with Roger Jones the issue of Stroke patients coming
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to Macclesfield.
6.3
6.4

6.5

7

QUAG
No escalations were noted
Primary Care Operational Group
NE confirmed that CQC are undertaking an Inspection of High Street during the
week of 8th May 2018.
Bollington Medical Centre CQC Inspection took place during the week of 30th April.
QSG Report
JC provided and update from the April QSG meeting.
Quality Impact Assessments

7.1

None received this month.

8
8.1

Quality & Performance Report (Governing Body)
ECT Quality Account
SR confirmed that the Quality Account has been submitted to OSC. The CQ&P
Committee have been asked to provide any comments regarding the account to
ECT.
The Committee agreed that the document is much improved on previous years
and that compliments be passed to the author.
Initial comments for submission from the Committee were:
• Review the order of the document
• Add more detail regarding patient survey
• Note that Quality Assurance visits have been undertaken
• Open and transparent position of trust
• Recognise winter pressures on staff and patients
• Congratulate the team on everything undertaken
• Patient summary required

8.2

9
9.1

46/18 ACTION : It was agreed that SR would prepare a paragraph regarding
the Quality Report and circulate for comment to JL and JM

SR
May 2018

CWP Quality Report:
It was agreed that SR and JC would coordinate a Cheshire Footprint response in
respect of the CWP Quality Report.
47/18 ACTION : SR/JC to coordinate Cheshire Footprint response in respect
of CWP Quality Report

SR/JC
May 2018

12 Hour Trolley Waits and Mixed Sex Accommodation
There were a number of mixed sex and twelve hour breaches over the winter
period due to capacity issues. The Trust provided assurance that patient safety
was maintained and that they didn’t receive any patient complaints.
JC advised that the 12 hour trolley waits are being reviewed by the Trust at their
SQS meeting and also at SUI.
48/18 ACTION: Single report outstanding from the Trust re 12 hour trolley
breaches – SR to request

10

SR
May 2018

AOB
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10.1

CQP Terms of Reference
The Committee discussed the quoracy of the meeting as it was not clear whether
or not the lay person was required for quoracy. It was agreed that SR would take
this to Matthew Cunningham for confirmation.
49/18 Action: SR to discuss with Matthew Cunningham the quoracy for
CQ&P Committee

10.2

“QUAG” Terms of Reference
The Committee noted the name of QUAG to CQ&P Ops Group

10.3

Forward Planner
The forward planner was reviewed and updates will be made.
50/18 Action: AT to update the forward planner in line with the comments
made at the meeting

10.4

Thematic review for next meeting
12 hour trolley breaches, A&E Winter Plan . It was requested that an invite be
forwarded to Steve Redfern
51/18 Action: AT to invite Steve Redfern to the July meeting to provide an
update on 12 hour trolley breaches and A&E Winter Plan 2018

10.5

Quality Assurance Visit – 52 Alderley Road
SR advised the Committee that an unannounced QA visit had taken place at 52
Alderley Road, however there were no NHS patients at the facility during the visit.
A further unannounced visit is to take place during a Friday afternoon when the
facility will have NHS patients on site.

10.6

IAF
SR advised that the new IAF had been received and this will be forwarded to the
Committee.
52/18 Action – SR to forward the new IAF to the committee

10.7

SR
May 2018

AT
May 2018

AT
May 2018

SR
May 2018

SEPSIS Steering Group
SEPSIS steering group was discussed. JM queried who would be best placed to
attend this meeting. It was agreed that Sheila Hillhouse would be asked to attend.

Dates of Future Meetings 2018

Venue – Alderley Building, Victoria Road, Macclesfield, Cheshire. SK10 3BL

th

09:00-12:00

th

09:00-12:00

th

09:00-12:00

11 July 2018
12 September 2018
14 November 2018

Board Room 2
New Alderley House
Board Room 1
New Alderley House
Board Room 1
New Alderley House
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Agenda Item 6.1

Paper / Report Title

Minutes of the GP Locality Meeting held
on 6 July 2018

Report Author
Dean Grice

Contributors

Primary Care Commissioning Manager
18 July 2018

Date report submitted
Purpose of paper / report

To provide an overview of items and issues discussed, and decisions made at the July 2018
GP Locality Meeting by the reporting of their minutes.

Key points
The Governing Body is asked to note for information the agenda items discussed at
the May 2018 GP Locality Meeting:
 CCG update provided by Neil Evans.
It is noted that the meeting closed at 09:40am with the CCG representatives departing. The
GP practices then held a GP Practice only meeting.
Outcome
Required:

Approve

Ratify

Decide

Endorse

For information



Recommendation
The Governing Body is asked to note for information the agenda items discussed at
the July 2018 GP Locality meeting.

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

Financial
Procurement
Equality
Safeguarding
Legal / Regulatory
Other – please state

Resources (other than finance)
Decommissioning
Quality & Patient Experience
Governance & Assurance
Staff / Workforce

Governing Body Assurance Framework Risk Mitigation:
Not applicable

Report/Paper Reviewed by (Committee/Team/Director)

NHS ECCCG Governing Body Meeting IN PUBLIC 25 July 2018

Agenda Item 6.1
Dr Mike Clark – Deputy Chair of the GP Locality Meetings
Neil Evans – Commissioning Director

Appendices
Appendix A

CLICK HERE to access the confirmed minutes of the GP Locality Meeting
held on 6 July 2018
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Appendix A
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GP Locality Meeting
Friday 6th July 2018
Holmes Chapel Community Centre

UNCONFIRMED NOTES

Practice

GP / Exec

Practice Manager /
other practice rep

Alderley Edge, George St Practice

Dr Tom Hunsley

Shaun Liu

Annandale Medical Centre

-

Samantha Ridley

Bollington Medical Centre

-

-

Broken Cross Surgery, Macclesfield

Dr Madeleine Bennett

-

Chelford Surgery

Dr Sharjeel Yasin

Janice Tildsley

Cumberland House, Macclesfield

-

-

Handforth Health Centre

Dr Avant Kapoor

Joanne Morton

High Street Surgery, Macclesfield

-

-

Holmes Chapel Health Centre

-

Kenmore Health Centre, Wilmslow

Dr Julia Huddart

Lawton House Surgery, Congleton

Dr Katherine Savile

Melanie Lyman

McIlvride Medical Centre, Poynton

Dr Paul Bowen

-

Manchester Rd Medical Centre, Knutsford

-

Debbie Taylor

Meadowside Medical Centre, Congleton

Dr Ian Hulme

Chris White

Park Green Surgery, Macclesfield

Dr Graham Duce

Trudy Roberts

Park Lane Surgery, Macclesfield

Dr Joe Banns

Chris Campbell-Kelly

Priorslegh Medical Centre, Poynton

-

-

Readesmoor Group Practice

Dr Stuart Thomas

Fiona Green

Schoolhouse Surgery, Disley

Dr Andrew Maurice

-

South Park Surgery, Macclesfield

Dr David Cragg

-

Toft Road Surgery, Knutsford

Dr Jenny Lawn

Margaret Thornborrow

Vernova Healthcare CIC

Dr Paddy Kearns

Justin Johnson

Wilmslow Health Centre

-

Jeff Krell

-
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IN ATTENDANCE
Part Meeting
Whole Meeting
Whole Meeting
Part Meeting

Dr Paul Bowen
Neil Evans
Dean Grice
Dr Mark Dickinson

ECCCG (Meeting Chair)
ECCCG
ECCCG
ECCCG Medicine Management Team

COPIES TO
ECCCG Management Team

1
1.1

Part One – Meeting Business
Welcome & Apologies for Absence
The meeting was Chaired by Dr Paul Bowen.
Apologies for absence were received from Jerry Hawker, Alex Mitchell, Fleur Blakeman, Dr Mike
Clark, Dr Helen Thomas, Dr Rob Thorburn, Paul Carroll, Lesley Barrett, Lynne Garner.
Dr Paul Bowen attended from partway through item 2.1.

1.2

Declaration of any interests relevant to the agenda items
No declarations of interest were made.

1.3

Minutes and matters arising from previous GP Locality meeting
The minutes of the previous GP Locality Meeting (May 2018) were accepted as an accurate
record.

1.4

Review of Action Log
0618-01- NIMO Service Concern - Perceived inequity of service provision across GP practices some practices getting a session per week while others not getting any. Can practices be
provided with visibility of current provision. Can distribution of service be more equitable across
the CCG area?
Dr Graham Duce is looking into this.
0618-02- NIMO Service Concern - Capacity and workload - clarification needed on the capacity
of the NIMO pharmacists / number of patient appointments per week. Could CCG/MMT look at
the NIMO activity and determine if this is what has been commissioned?
Dr Graham Duce is looking into this.
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Topics/Updates

2.1

CCG Update
Neil Evans gave a CCG update:
- A deep dive review of PCSE has taken place at the Governing Body in June.
 Link to Governing Body paper https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2018-0627/2.3%20PCSE%20QIPP%20Deepdive%20June%2018%20Final.pdf
 There remains ongoing issues with PCSE’s management of historic medical records.
This has been raised with NHS England.
- At the June Governing Body a report was presented on the production and recent adoption of
the Cheshire East Joint Health and Wellbeing Strategy (JHWS) 2018 – 2021 by the Cheshire
East Health and Wellbeing Board.
https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2018-0627/3.1%20Cheshire%20East%20Joint%20Health%20and%20Wellbeing%20Strategy%202018
%20-%202021.pdf
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- At the June Governing Body a paper was presented reporting the key results from the 2018
Ipsos MORI 360° stakeholder feedback survey for NHS Eastern Cheshire CCG.
https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2018-0627/3.2%20ECCCG%20results%20%20Ipsos%20MORI%20360%20Degree%20feedback%20Survey%202017-18.pdf
- The CCG’s current financial position was discussed.
https://www.easterncheshireccg.nhs.uk/Downloads/Governing-Body/Meetings/2018-0627/2.1%20%20Financial%20Performance%20M02%20GB%20Mtg%2027%20Jun%2018%20v1.0%20FIN
AL%20FULL.pdf
- Eastern Cheshire was recently inspected by Ofsted with regards to Special Educational Needs
and Disability (SEND).
https://www.cheshireeast.gov.uk/livewell/local-offer-for-children-with-sen-and-disabilities/senddevelopments/cheshire-east-local-area-send-inspection.aspx
The results of the inspection was ‘requires Improvements’.
- GP practices were reminded that the NHS contract for the 52 Alderley Road Private Hospital is
ending and not being renewed.
- GP practices were reminded that Eastern Cheshire patients receiving a positive smear result
can only be referred on the NHS to one of the following four local NHS hospital Trusts –
Wythenshawe, East Cheshire Trust, Stockport, Mid Cheshire.
- GP practices requested that clinical communications from private GP practices be improved. It
was noted that although the private GP practice in Macclesfield is providing good
communications with the local NHS GPs, this is not the case with other private GP practices
within Eastern Cheshire and within neighbouring areas.
- A separate session with the GP practices is required to look at the provision of intermediate care
and community care beds for the winter of 2019-20, and how this provision can be improved.
- It was noted that Cheshire East Council have withdrawn their proposal to limit the provision of
emergency hormonal contraception to female patients under the age of 25 via community
pharmacies. This service will continue to be available to female patients of all ages at
community pharmacies currently commissioned to provide this service. A list of the contracted
community pharmacies can be found here:
http://www.cpcw.org.uk/essential-services-2/services-commissioned-within-cheshire-east/publichealth-commissioned-services-cheshire-east/cheshire-east-council-pharmacies-accredited-toehc-services/

2.2

Future direction of CCGs and CCG functions
Paul Bowen indicated that this item would not be discussed within this meeting and would be
progressed as an item at the GP practices private meeting following on from the GP Locality.

2.3

AOB
Mark Dickinson provided a Meds Mgt update:
 A new version of the Blue Book has been released.
 GP practices are asked to review the email sent out by Janet Kenyon on 05/07/2018
regarding GP training session - High dose opioids for persistent pain.

2.4

Close
The meeting closed at 09:40 with the CCG representatives departing. The GP practices held a
GP Practice only meeting following the GP Locality meeting.
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